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Foreword by the Chair and the Chief Inspector

This is the Commission for Social Care Inspection’s fourth and final report on the state of 
social care in England. The first part of the report sets out detailed information on the range, 
quality and availability of social care services across the public, private and voluntary 
sectors. This information is based on CSCI’s findings from inspections, regulatory activity 
and performance assessment of councils. The second part assesses the support available 
to people with multiple and complex needs, and the extent to which this group of people is 
benefiting from the ‘personalised care’ agenda outlined in Putting People First.

Last year’s state of social care report focused on the situation for people who are not 
eligible for publicly funded social care, and who have to find and fund their own care. We 
highlighted the increasingly sharp divide between people who qualify for care that is funded 
and arranged by their local council and those who fall outside that system and become 
‘invisible’ to it.

The Commission was pleased to be asked by the Care Services Minister in early 2008 to 
undertake a review of the current eligibility criteria that councils use to make decisions 
about how and where to allocate resources. We presented our findings to ministers 
in the autumn, together with recommendations on the way forward. It is our view that 
everyone looking for social care support should be entitled to information, advice and a 
proper opportunity to have their needs assessed. We also recommended a clearer, simpler 
framework for determining which individuals are a priority for publicly funded support.

This final report summarises the progress made over the last six years in improving 
the performance of councils and the quality of care services overall. For people who are 
entitled to receive services, the care they receive is, in general, better than it has ever been. 
However, the number of people who have to find and fund their own care is growing. And 
there is a significant gap between the aspiration that everyone should receive individualised 
advice and support to help them make decisions about their care and people’s real 
experiences.

We are concerned that, while many councils are improving their performance in the context 
of what is currently required of them, it is not yet clear how they will go about delivering 
the transformation agenda of Putting People First. While there are some excellent examples 
of people receiving the support they need to enable them to live their lives as they wish, 
much remains to be done to make personalised support a reality for people with the most 
complex needs. A change of culture is needed in many councils, with stronger leadership 
from lead members on the real benefits and possibilities of personalised care, based on a 
commitment to promoting real equality and upholding human rights.
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The next few years will be a crucial time for adult social care in England, with important 
decisions due to be made both about the future shape of the care and support system and 
about the way the system is funded. It is our clear view that social care in the future should 
be delivered within a single system, regardless of who is paying, so that no one is excluded 
from assistance in gaining access to the care and support they need to manage their lives. 

 
 

                                  

Dame Denise Platt DBE  Paul Snell 
Chair Chief Inspector 
Commission for Social Care Inspection Commission for Social Care Inspection 
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The state of social care in England 2007-08:  
an overview

This fourth report from the Commission for Social Care Inspection:

Describes trends in the range, quality and availability of social care services in •	
2007-08 across the public, voluntary and private sectors.

Looks at support to people with multiple and complex needs to see whether these •	
people are benefiting from the new personalised care agenda as described in 
Putting People First.

This overview offers a commentary and analysis of the contents of this report. A full 
executive summary is provided in a separate publication.

Context

During 2007-08, around 1.75 million people of working age and older people used different 
social care services, either provided by their local council or purchased on their behalf 
from private and voluntary organisations. Councils spent £16.5 billion on social care for all 
adults.1 In addition many other people arranged and bought their own support. For example, 
in 2008 146,000 older and disabled people living in care homes were estimated to have 
paid fees privately.2 It has been estimated that in 2006 £3.52 billion was spent by older 
people not eligible for council support, mostly on care homes and total private expenditure 
was £5.9 billion, if charges and top-up expenditure are added.3  

At the end of March 2008, 18,541 care homes, run by private and voluntary •	
organisations and councils, provided nearly 450,000 places to adults of all ages.

4,897 home care agencies, the majority privately run, provided support to people •	
to live at home.

73,540 people of working age, older people and carers used Direct Payments and •	
4,800 adults had Individual Budgets.

1.5 million people were estimated to be working in adult social care services in •	
England in 2007-08.

1 This is gross expenditure by councils in 2006-07. Expenditure data from councils for 2007-08 will be 
published by the NHS Information Centre for Health and Social Care in February 2009

2 Laing and Buisson (2008) Laing and Buisson care of elderly people market survey
3 CSCI (2008) The state of social care in England 2006-07
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People’s views on social care

People are looking for timely and individualised support to help live their lives as they 
choose. In 2008, nearly 3,000 people responded to the CSCI survey as part of the review of 
eligibility criteria and many described the considerable cost to them in financial, emotional, 
personal and physical terms when they could not get the help they required.4 This, and 
other evidence provided for the review, echoes the findings of last year’s state of social care 
report which highlighted the problems for people unable to access social care.

Those people who have been able to design and direct their support, whatever their 
impairment and however complex their needs – whether they live at home or in a care home 
– have described the real difference it has made to their lives. As one person using Direct 
Payments commented:

“I would have been imprisoned with a care agency. Can’t stress that too strongly. I live at 
home supported by people I recruit who I am very clear with who I am... Life has been a 
thousand times better on Direct Payments even with its challenges.”5

Government policy

Acknowledging current demographic and other challenges and opportunities, the 
Government has been encouraging a wide debate on a future care and support system and 
development of a new settlement between individuals, families and the state that is “fair, 
sustainable and unambiguous about the respective responsibilities”.6

This is at the same time as allocating £520 million for a programme to transform social care 
as set out in Putting People First, a cross-government concordat with local government, 
NHS, social care partners and CSCI. This aims for people to have choice and control over 
their support, confidence in the quality of services, to be safe and treated with dignity. 
Prevention, early intervention and enablement are also key elements of “a high quality, 
personalised system”. The funding for three years from April 2008 is to ensure a strategic 
balance of investment between preventative services and the provision of intensive support 
and care for people with complex needs. It is also to ensure everyone eligible for statutory 
support has a personal budget and transparent allocation of resources. 

Councils are being asked to make substantial progress on transforming their local services. 
From 2009, Comprehensive Area Assessments will be assessing the performance of local 
services in meeting outcomes for local citizens and what it is like to live in their local area.

Social care, in partnership with a wide range of organisations and agencies, is thus 
challenged to ensure there is personalised support for people with multiple and complex 

4 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
5 CSCI (2008) Putting People First: Equality and Diversity Matters 1. Providing appropriate services for lesbian, 

gay and bisexual and transgender people
6 Department of Health, Social Care: Personalisation http://www.dh.gov.uk/en/SocialCare?Socialcarereform/

Personalisation/index.htm
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needs,7 for people to maintain their independence and for people with emerging needs. This 
is in the context of considerable concerns about the adequacy of current resources. 

This state of social care report considers how far policy on ‘personalisation’ has been 
realised in practice and whether progress has been the same for everyone seeking support. 
The report includes a special focus on support to people with multiple and complex needs, 
to follow up concerns raised by CSCI in an earlier state of social care report, and to assess 
whether these people are benefiting from new approaches. 

Summary of the state of social care in England

Over the last six years, there has been steady improvement in the overall •	
performance of councils in addressing current policy requirements and in 
regulated care services meeting National Minimum Standards.

There have been some tentative steps to address the new personalisation agenda •	
which have meant more people are able to control and choose their support 
through, for example, Direct Payments, Individual Budgets and good person-
centred assistance. 

There are some outstanding examples of people’s lives being radically improved •	
where they have been able to direct their own support, including those people with 
multiple and complex needs.

However, councils are at an early stage in transforming social care and •	
developments are patchy and vary between different groups of people. There are 
different understandings of and commitments to ‘personalisation’ by councils, 
partner agencies, people who use services and carers, as well as difficulties in 
extending pilot schemes. 

People, whether they pay for their care or are publicly funded, are not always •	
getting the individualised help that they need to make decisions about their 
support which in the long term can be costly to individuals, family carers, councils 
and the NHS.

People are not always getting quality personalised support, particularly those •	
with multiple and complex needs, some of whom may have little, if any, choice 
about their care.

Concerns remain about people who are ‘lost to the system’ because they are •	
ineligible for publicly funded support or are ‘self-funders’. 

In the current situation of resource pressures and increased demand, there •	
continues to be a tension between resourcing support for those people with 
highest levels of need and investing in a raft of services, including universal, open 
access and rehabilitative services, which can maintain people’s independence and 
improve their quality of life.

7 The different understandings of ‘complex’ needs are discussed in Part two of this report



The state of social care in England 2007-08: an overview ix

Improvements in council services

This is the sixth successive year that social care services for adults, where councils have 
arranged their care, have improved. There are currently no councils with zero stars in 
addressing current policy requirements and 87% with two or three stars. 

Over 73,500 people are now using Direct Payments, including carers, which represents a 
significant increase over six years and a substantial shift towards putting people in control 
of their own support. There are fewer people using Individual Budgets (4,800 recorded in 
March 2008) but examples, illustrated in Part two of this report, where these have been 
used very creatively to enable people with very complex needs to have independent lives. 

There has been a significant rise in the numbers of people receiving ‘reablement’ services in 
their own home to help restore their independence. 225,000 people received these services 
in 2007-08, over 32,000 more people than the year before.

Councils are investing in a range of preventative services and those that promote social 
inclusion.  Other organisations, including the NHS, are working with councils on many of 
these initiatives. It has been estimated that in 2007-08 each council spent, on average, 
£1.63 million on services to adults that people can access without a formal assessment or 
meeting eligibility criteria. 

There has been a 25% increase in the numbers of carers receiving a service (or Direct 
Payment) in 2006-07. The number of breaks for carers also increased; councils reported in 
their 2007-08 self-assessment survey returns that over 4 million carers’ breaks had been 
funded in the year.

Improvement in the quality of care services 

The performance of care services against the National Minimum Standards (NMS) has also 
risen for the sixth consecutive year.  More standards are being exceeded and fewer are 
failing with major shortfalls. The proportion of standards being exceeded by services has 
increased from 2% in 2003 to 7% in 2008. The proportion of standards not being met with 
major shortfalls has reduced from 8% in 2003 to 2% in 2008.

The NMS focus on processes rather than examining outcomes for people but judgements to 
provide quality ratings for services are based on a range of evidence, including the views of 
people who are using the service. In 2008, when quality ratings were first published, more 
than two-thirds (69%) of all care services were rated as 'good' or 'excellent'.
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Progress since 2003

Councils have improved their performance: in 2008 there are no councils with zero •	
stars and 87% have two or three stars.

Care services have improved their performance and more than two-thirds (69%) of •	
all services were rated as 'good' or 'excellent' in May 2008.

The proportion of National Minimum Standards not being met with major shortfalls •	
has reduced from 8% in 2003 to 2% in 2008.

Care homes meet almost a quarter (23%) more National Minimum Standards in •	
2008 than in 2003.

Home care agencies are meeting 16% more National Minimum Standards than in •	
2005.

Patchy and inequitable developments to transform social care

However, these overall improvements do not show the whole picture.  A more in-depth look 
shows some difficulties and challenges in shifting traditional patterns of services and 
ensuring everyone benefits from the new social care agenda. All councils have some way to 
go to meet the ambitions of Putting People First, building on their strengths.

Practical and conceptual challenges

There are both practical and conceptual problems in developing small Individual Budget 
pilots into mainstream approaches. Our special study (Part two) showed there are mixed 
views held by local councillors, staff and people using services and their families about the 
concept, feasibility and application of personal budgets. One the one hand there are fears 
held by councils about how they will manage limited resources; on the other there are the 
concerns of families that they might be left to cope alone with the realities of day-to-day 
support if traditional services are not replaced.  Not everyone is convinced that Individual 
Budgets will work well for people with multiple and complex needs, although there are some 
outstanding examples where people’s lives have been significantly improved through their 
use.

Addressing equality and human rights 

Underlying these concerns about the personalisation agenda are challenges in shifting the 
culture of social care services to one that sees equality for disabled people (of all ages) as 
central. This means the focus is on the barriers that disabled people face in society, rather 
than disabled people’s impairments. Choice and control are at the core of ‘independent 
living’. An analysis of 2007 self-assessment data supplied by social care services showed 
only 33% reported they had taken specific action on disability equality.8

8 CSCI forthcoming publication (2009) Putting People First: Equality and Diversity Matters. Achieving disability 
equality in social care services
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There are challenges, too, in ensuring services do not discriminate against older people and 
carers in the way resources are allocated, needs are assessed and services are delivered.

Commissioning challenges

Some councils are struggling to make the shift from reliance on specialist services out of 
their area, from buildings-based services, and from block contracts with traditional services, 
to encouraging and developing new types of local provision able to meet the needs of a wide 
range of people. This is hindered by a generally poor engagement with independent service 
providers who are still not brought into strategic planning in many areas.

Ensuring individualised help for everyone seeking support

Changes are needed to ensure everyone, whether they fund their care or not, gets the 
assessment, advice and information to which they are entitled. Recent CSCI studies and 
evidence gathered for the review of eligibility criteria continue to find people struggling to 
get the one-to-one help they need in deciding about the care and support that will suit them. 

Those people who do get an assessment are generally satisfied, but there are others who 
are asked about their financial means before any discussion about their needs and are 
turned away; those who have inadequate discussions about their situation, often over the 
telephone, that fail to understand their needs; and those who find the information they are 
given does not lead to the help they need. This can mean individuals make ill-informed 
decisions that can result in unnecessary financial and emotional costs for themselves and 
their families or they can go without essential support. It can also be costly for the social 
care and health system, which may have to step into a crisis situation or pick up the funding 
of a residential placement at a later date.

Policy barriers

There are also national policy issues which need to be addressed to support the 
transformation of social care at local level and particularly to ensure coherent and 
coordinated support to people with multiple and complex needs. These include the loss of 
jointly funded care packages and Direct Payments where people move on to NHS Continuing 
Healthcare funding; restrictions in the way in which Independent Living Fund monies can be 
spent; and different definitions across parts of the health, education and social care system 
as to when adolescence ends and young adulthood begins and about eligibility for funding 
and support.

Variable quality of support 

People are not always getting good quality, personalised support – whether they fund their 
own care or not. A number of important levers for improving quality are highlighted in this 
report.

Starting with people and their networks

Councils are still relying on specialist residential provision for people with very complex 
support needs which is at a distance from the person’s home and not always offering the 
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best quality of care. Some councils have not developed sufficient alternative solutions and 
support to residential care for older people with multiple and complex needs. In contrast 
there are councils that have found innovative local solutions by starting with the person 
looking for support and their networks and using Direct Payments or an Individual Budget to 
tailor support accordingly. This is the exception for people with multiple and complex needs 
rather than the norm.

Ensuring quality is built into council contracts with services

There is new evidence from CSCI about the quality of care services purchased by councils 
that shows some councils are not ensuring quality is built into their contracts with care 
services. For example, one in five older people between April to September 2007 were 
moving permanently into a care home arranged by their council which had a rating of ‘poor’ 
or simply ‘adequate’. This new CSCI data will assist councils to assess themselves against a 
national benchmark to help improve the quality of local services.

Achieving a wider understanding of personalisation

Quality support for many people, particularly those with high support needs, requires a 
coordinated response in planning, commissioning and service delivery from a number 
of services beyond social care – such as health, housing and transport services. 
However, partner agencies are not always signed up to the concept or full implications of 
personalisation. Steps such as personal health plans and piloting personal health budgets 
may help to secure wider understanding in health services.

Place-shaping role of local councils

Councils are working to enable disabled and older people to access universal services to 
increase the likelihood of people being able to exercise choice and control. However, more 
needs to be done to ensure universal access to transport, leisure and other mainstream 
services and for councils to meet their duty to “promote disability equality” as set out in the 
Disability Discrimination Act 2005. Comprehensive Area Assessments will be very important 
in showing how far local services are improving outcomes for people and what further 
actions are needed to improve the quality of life and social inclusion of older and disabled 
people.

A well supported and trained workforce

High quality, personalised support also depends on well supported and trained staff and 
excellent leadership. This is particularly important for support staff, care assistants and 
social workers working with people with multiple and complex needs. Whilst there has been 
a general improvement in the levels of qualifications of care assistants and home carers, in 
2007 around one-third had not obtained a basic NVQ level 2 qualification. Importantly, the 
National Skills Academy for Social Care will be established as an independent organisation 
in March 2009 and target training and development support to the 1.5 million social 
care workers in England. There will be a particular emphasis on small and medium-sized 
organisations with limited training and development budgets.
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New inspection methodologies 

New ways of inspecting services that capture in a systematic way the experience of 
care of people who have great difficulties in communicating their feelings and views are 
getting beyond the surface of routine care practice.  SOFI (Short Observational Framework 
for Inspection) is still under development but has shown its potential in helping to drive 
improvements in the quality of care.9

Resourcing personalised care

Many would argue that quality comes at a price. Government has acknowledged funding 
pressures on the social care sector and the risk of “people going without services they 
need to live their lives fully and stay well” or demands on families becoming too heavy. CSCI 
found many of the concerns about eligibility criteria and how they are applied relate to the 
amount of resources allocated for social care. The pressures are likely to exacerbate in the 
current economic situation – both for individuals who will have fewer of their own resources 
to fall back on and for public bodies who may face increased numbers of people seeking 
support as well as the rising costs of all services. 

A decent quality of life where people are able to live with dignity is a basic human right. This 
report on the state of social care in England shows what can be achieved by personalised 
social care but also the challenges and distance to go before this is the experience of every 
person of working age and every older person seeking support to lead their lives.

9 CSCI (2008) See me, not just the dementia: understanding people’s experiences of living in a care home 
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Context and focus 1

Chapter 1 
Introduction 

1.1 This is the fourth report from the Commission for Social Care Inspection providing an 
overview of the state of social care in England. Based on evidence from the Commission’s 
performance assessment and regulatory activities and specially commissioned studies, 
this report:

describes trends in the range, quality and availability of social care in 2007-08 across •	
the public, voluntary and private sectors

looks at support to people with multiple and complex needs to see whether they are •	
benefiting from the new personalised care agenda as described in Putting People First.

1.2 Last year’s report summarised the state of social care in England 2006-07 as one where:

“There is an increasingly sharp divide between those people who benefit from the formal 
system of social care and those who are outside it.

People qualifying for services arranged by their council are seeing improvements and, in 
some areas, early steps towards a redesigned system offering personalised care.

But the picture can be very different for those people who are not eligible for council-
arranged care, and there is little consistency as to who is ineligible both within and 
between councils.

People ‘lost to the system’ because they are not eligible for council-arranged services 
and cannot purchase their care privately often struggle with fragile informal support 
arrangements and a poor quality of life.

People who fund their own care are also disadvantaged, lacking advice and information 
about their care options and often largely invisible to local councils.

Care services provided by councils, private and voluntary bodies are meeting more of the 
national minimum standards but improvement appears to have stalled.

The Government’s proposed Green Paper on long-term care funding offers an important 
opportunity to establish a fair and sustainable social care system where people, whether 
they pay for their own care or not, as a minimum get good advice, an assessment of their 
situation, and access to high quality services.”

1.3 In response to the report, the Government made it clear that there should be one system 
of care and support where people, regardless of who funds their care, should have proper 
advice and assistance about the support they need. The Government also asked CSCI to 
undertake a review of eligibility criteria for social care; and taking account of the Putting 
People First concordat to review the application of Fair Access to Care Services (FACS) 
by councils and their impact on people. The report of this review was presented to the 
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Government in September 2008. In this report CSCI highlights problems in the way that 
policy has been implemented in the context of increased demand and the unintended 
consequences it has had, particularly for the growing number of people who have found 
themselves excluded from the social care system as a result.10 People who took part in the 
review and who could not get the support they required described the considerable cost to 
them in financial, emotional, personal and physical terms. For example, a respondent to the 
online survey said:

“My flat’s a tip and I often spend days without washing or dressing as I’m not able to do 
it myself. I’m limited in when and where I can go out, and what I can eat as I struggle to 
prepare a meal, and often burn myself when using the oven.”

Further details about the recommendations of the report are provided in Chapter 2 of this 
report.

1.6 In an earlier report on the state of social care in England11 (2005-06), CSCI highlighted 
concerns about people with complex needs whose specialist needs in addition to their 
ordinary needs are not being met. This year’s report focuses on those people to assess how 
far the steps to transform social care are including people with very complex needs so they 
can live their lives with dignity.

People using social care 

1.7 During 2007-08, around 1.75 million people of working age and older people used different 
social care services either provided by their local council or commissioned on their behalf 
from private and voluntary organisations. As at March 2008, 73,540 people, including 
carers, used Direct Payments to buy the help they wanted. (Direct Payments are cash 
payments made in lieu of social services provisions to individuals who have been assessed 
as needing services and are eligible for publicly funded support.) In addition, many people 
arranged and paid for their own care and support. For example, in 2007-08 146,000 older 
and disabled people living in care homes were paying fees privately.12 Many other people 
'topped up' the help they received from their local council.  

1.8 Disabled people, older people and people with mental health needs look for support to 
live independently and to be able to participate in and contribute to society throughout 
their lives. This is support that people can design and direct themselves, whatever their 
impairment, and whether they live in their own home or in a care home. For example, an 
inspector reported the preferences of a woman with dementia living in a care home were 
sensitively noted so her care was exactly as she wanted:

“I wear a light night dress. I like a cup of tea before bed and when in bed please close the 
door. I would prefer to be washed and dressed by a female carer”.13

10 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
11 CSCI (2006) The state of social care in England 2005-06
12 Laing and Buisson (2008) Laing and Buisson care of elderly people market survey
13 CSCI (2008) See me, not just the dementia: understanding people’s experiences of living in a care home
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1.9 Partners, relatives or friends provide the majority of support for people, without payment 
and as part of their relationship. The 2001 national census estimated there are 5.2 million 
carers of whom 1.7 million care for 20 hours or more a week.  Social care and other services 
are crucial to assist carers to care and to have a life of their own, and to ensure families 
are properly supported. But support varies and one mother looking after her disabled son 
commented in her response to the CSCI online survey for the review of eligibility criteria: 

“Sometimes I have been made to feel that my son’s needs are a mix of either not severe 
enough, too severe or a burden on services. I feel that unless a family is at crisis point then 
help is not available.”14

14 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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1.10 People who use social care services are of all ages, from all backgrounds, ethnic and faith 
communities and of different sexual orientation. What every individual wants is “based on 
a complex mix of experience, identity and preferences”.15 Whilst the needs of people from 
different communities are often the same as others, their needs may be met in different 
ways. As one person using direct payments explains:

“I am a Direct Payments user. Yes, it has been a much better option for me as an LGB 
person, no question. I would have been imprisoned with a care agency. Can’t stress that 
too strongly. I live at home supported by people I recruit who I am very clear with who I 
am. They don’t change every week and they are not all straight or gay... Life has been a 
thousand times better on Direct Payments even with its challenges.”16

1.11 People are looking for their cultures to be recognised, whilst avoiding assumptions based on 
stereotypes, and they want to feel safe and to be free from discrimination. An older person 
living in a care home for the South Asian community praised the support she had:

“Communication is good. I understand them and the staff speak my language. I have a 
choice to have staff support me in my culture.”17

About this report

1.12 The following chapter sets the policy context for this review of the state of social care in 
England.

1.13 The report is in two parts.

Part one provides facts and figures on:

expenditure by councils on social care for adults and council activity for people using •	
services and carers

trends in registered social care services for adults and the balance of residential and •	
community services

the performance of councils in delivering the outcomes people want•	

the quality of care services•	

the quality of care services purchased by councils•	

the adult social care workforce.•	

Part two focuses on personalised support to people with multiple and complex needs.

1.14 An overview providing commentary and analysis of the state of social care based on all of 
this evidence is presented at the beginning of this report.

1.15 A full executive summary is published separately.

15 CSCI (2008) Putting People First: Equality and Diversity Matters 2. Providing appropriate services for black 
and minority ethnic people

16 CSCI (2008) Putting People First: Equality and Diversity Matters 1. Providing appropriate services for lesbian, 
gay and bisexual and transgender people

17 CSCI (2008) Putting People First: Equality and Diversity Matters 2. Providing appropriate services for black 
and minority ethnic people
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About CSCI

The Commission for Social Care Inspection (CSCI), as England’s single social care 
regulator for adults’ services during 2007-08, has a unique perspective on the whole 
of social care provision whether this is by local councils or the private and voluntary 
sectors.  

CSCI controls entry to the care market by licensing providers through its registration 
activity; monitors the quality of service provision by inspecting services and reporting 
on its findings; and reviews council social services to ensure they perform well and 
deliver value for money.

People who use services are at the heart of the work of CSCI, whose activities aim 
to ensure that wherever services are provided, they are safe, meet the needs of the 
people who use them, and are of good quality.
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Chapter 2 
Setting the scene: the policy context

Introduction

2.1 During 2008, the Government has been engaging people in a debate on a future care 
and support system and a new settlement between individuals, families and the state. 
This is a settlement  that is “fair, sustainable and unambiguous about the respective 
responsibilities”18 – as called for in previous reports on the state of social care in England.  
Government explains: 

“A radical rethink of the care and support system is needed to address the challenges and 
meet the opportunities of the 21st century. Otherwise, we risk the demands on families 
becoming too heavy and people going without services they need to live their lives fully 
and stay well.”19

18 Local Authority Circular: LAC (DH) (2008) 1, Transforming Social Care, London: Department of Health 
19 Department of Health (2008) The case for change – why England needs a new care and support system
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2.2 The Government has already set out a transformation programme promoting independence, 
choice and control for everyone who uses care and support services. The shared aims and 
framework for reform is detailed in Putting People First,20 launched in December 2007. The 
emphasis is both on ‘personalisation’ – so that every person who receives support, whether 
provided by statutory services or funded by themselves, has choice and control over that 
support in all care settings – and on early intervention and prevention. 

“Across Government, the shared ambition is to put people first through a radical reform 
of public services. It will mean that people are able to live their own lives as they wish; 
confident that services are of high quality, are safe and promote their own individual needs 
for independence, well-being, and dignity... Personalisation, including a strategic shift 
towards early intervention and prevention, will be the cornerstone of public services.”21

2.3 There are different understandings of prevention, from avoiding dependency, targeted 
rehabilitation and recuperation to broader approaches to improving the quality of life. 22 
The Government initiative of Partnerships for Older People Projects (POPPS) are testing out 
different ways of improving the health and wellbeing of older people by focusing on early 
intervention and prevention.

2.4 There is considerable synergy between Putting People First and the NHS next stage 
review. The final report published in June 2008 by Professor Sir Ara Darzi23 aims for quality 
healthcare that is fair, personalised, effective and safe. Recommendations that particularly 
align with the social care transformation agenda include:

those to help people stay healthy and for primary care trusts (PCTs) to commission •	
comprehensive wellbeing and prevention services in partnership with councils

more rights and control for people over their own health and care including personalised •	
health plans and proposals to pilot personal health budgets, and 

high quality care, with new enforcement powers for the health and social care regulator, •	
the Care Quality Commission, and where quality measures include people’s own views on 
the success of their treatment and quality of their experiences. 

2.5 Similarly, the NHS programme on commissioning24 is seen as key to moving the emphasis 
from spending on services to investing in health and wellbeing. By strengthening 
relationships between key local partners, such as councils and PCTs, improved 
commissioning aims to facilitate better links between different aspects of a person’s care, 
ensuring the care offered is personalised and effective.

20 Department of Health (2007) Putting People First: a shared vision and commitment to the transformation of 
adult social care 

21 Department of Health, Social Care: Personalisation http://www.dh.gov.uk/en/SocialCare/Socialcarereform/
Personalisation/index.htm 

22 See background paper to CSCI review of eligibility criteria: Hudson B, Henwood M (2008) Prevention, 
personalisation and prioritisation in social care: a review of the literature and development of an analytic 
framework, London: CSCI

23 Department of Health, Professor the Lord Darzi of Denham (2008) High quality care for all: NHS next stage 
review final report, London: The Stationery Office

24 Department of Health (2007) World class commissioning: vision
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2.6 However, the changes required are not just within health and social care services as 
“reforming social care to achieve personalisation for all will require a huge cultural, 
transformational and transactional change in all parts of the system, not just in social care, 
but for all services across the whole of local government and the wider public sector.”25

2.7 This chapter outlines these dominant policy themes and developments of 2007-08 that 
have centred, firstly, on transforming the care and support system and, secondly, on the 
debate about its future. 

Transforming social care  

(i) Putting People First

2.8 Putting People First, a cross-government concordat with local government, NHS and social 
care partners and CSCI, builds on previous white papers on local government26 and community 
health and social care. 27 The protocol agrees a shared responsibility “to create a high quality, 
personalised system which offers people the highest standards of professional expertise, 
care dignity, maximum control and self determination.”28 This is an agenda that cannot be 
delivered by social care alone and requires partnerships with housing, benefits, transport, 
health, leisure and others. It also involves work between councils and independent, voluntary 
and community organisations that draws upon resources beyond those of adult social 
services. These approaches should be reflected in the joint strategic needs assessments 
agreed between councils and PCTs and in local area agreements.

2.9 Key elements of the transformation of social care as set out in Putting People First include:

joint approaches to commissioning and market development•	

prevention, early intervention and enablement as the norm•	

universal information, advice and advocacy service, irrespective of eligibility for •	
public funds

a common assessment process of individual needs with a greater emphasis on •	
self-assessment

person-centred planning and self-directed support•	

personal budgets for everyone eligible for publicly funded adult social care so that •	
there is a clear, upfront allocation of funding to enable people to make informed 
choices about how best to meet their needs

Direct Payments for increasing numbers of people•	

family members and carers to be treated as experts and care partners.•	

25 Local Authority Circular: LAC (DH) (2008) 1, Transforming social care, London: Department of Health
26 Department for Communities and Local Government (2006) Strong and prosperous communities (the Local 

Government White Paper)
27 Department of Health (2006) Our health, our care, our say: a new direction for community services
28 Department of Health (2007) Putting People First: a shared vision and commitment to the transformation of 

adult social care
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2.10 Reform of the system also requires actions to integrate working between adults’ and 
children’s services; to support organisations and networks of people using services; to have 
effective arrangements to safeguard adults and promote dignity in local care services; and 
to raise the skills of the workforce across all sectors.

2.11 A social care grant, of £520 million for three years from April 2008, has been awarded to 
facilitate the transformation and ensure:29

everyone eligible for statutory support has a personal budget and transparent allocation •	
of resources 

a strategic balance of investment between enablement, early intervention and •	
prevention, providing intensive care and support for those with high-level complex needs

a common assessment framework to deliver a more diverse range of services and •	
support 

the views of people using services, carers and other stakeholders are central to every •	
aspect of the reforms. 

(ii) Other strategies to transform the care and support system

2.12 Other strategies to improve the care and support system include those that aim for:

All disabled people to live autonomous lives•	  and have the same control over their lives 
as non-disabled people. The Independent living strategy, published in March 2008, is a 
cross-departmental strategy that pulls together initiatives on employment and housing, 
as well as social care.30 It also seeks to build the capacity of organisations of disabled 
people to help people negotiate and manage their way through the care system.

Sufficient appropriate housing available•	  to assist people to live in their homes for 
longer, healthier and more independently. The cross-government strategy for housing 
and communities, Lifetime homes, lifetime neighbourhoods: a national strategy for 
housing in an ageing society, aims for better home adaptations, repairs, advice and 
information.31 Homes should be designed as lifetime homes – suitable for “families with 
pushchairs right through to older people in wheelchairs”.32 New funding of £35 million 
(up to 2011) has been provided to support the development of housing information 
and advice services for older people and increases in handyperson services and home 
improvement agencies.

People using housing-related support to be at the heart of the Supporting People •	
programme and local delivery of the service. Independence and opportunity33 seeks 
to build on Supporting People’s record of delivering personalised services and to work 

29 Local Authority Circular: LAC (DH) (2008) 1, Transforming social care, London: Department of Health
30 Office for Disability Issues (2008) Independent living – delivering on choice and control for disabled people
31 Department for Communities and Local Government (2008) Lifetime homes, lifetime neighbourhoods: a 

national strategy for housing in an ageing society
32 The Rt Hon Hazel Blears MP, Secretary of State for Communities and Local Government, February 2008: 

http://nds.coi.gov.uk/Content/Detail.asp?ReleaseID=355088&NewsAreaID=2 
33 Department for Communities and Local Government (2007) Independence and opportunity: our strategy for 

Supporting People
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further with the third sector in encouraging smaller voluntary providers of housing 
support services.

Local people and local communities to have more influence and power to improve their •	
lives. Communities in control: real people, real power aims to shift power into the hands 
of communities and individual citizens and encourage the role of voluntary organisations 
and social enterprises.34 The Local Government and Public Involvement in Health Act 
2007 requires councils to undertake joint strategic needs assessments in conjunction 
with PCTs and to establish Local Involvement Networks (LINks) to involve local people in 
shaping health and care services.

The third sector, including social enterprise, to contribute•	  to the design and delivery of 
public services and to provide advocacy services.35

Innovative technologies to be used to support the care of people with complex social •	
care and health needs. A £31 million Whole System Demonstrator Programme has been 
set up to test the use of telecare, telehealth and other technologies in three councils.

Improved quality of care at the end of life. •	 The End of life care strategy36 seeks good 
integrated health and social care and specialist palliative care that involves people in 
identifying their preferences, coordinates care, provides high quality services whatever 
the setting, and supports family and carers.

A•	  skilled workforce to deliver the personalisation agenda.  
Work is under way on an adult workforce strategy. An interim statement was published in 
June 2008 which summarises work jointly undertaken by the Department of Health with 
partner organisations and identifies the key issues for the workforce as set out in Putting 
People First and develops these into broader, strategic priorities for the workforce. It is 
intended to provide all stakeholders, whether public service or private and voluntary 
sector, with a high-level overview of strategy development prior to finalisation of the full 
adult social care workforce strategy. Also, a Social Care Skills Academy is being set up 
to develop the leadership, management and commissioning skills key to the reform of 
social care. The Department of Health is also funding National Vocational Qualifications 
to ensure a better-trained and qualified workforce to raise the quality of social care 
services in both statutory and independent sectors. Common core principles to support 
self care,37 developed with Skills for Health and Skills for Care, have been issued to help 
everyone working in social care and health to support people to live independently and 
have better control over their wellbeing and health.

34 Department for Communities and Local Government (2008) Communities in control: real people, real power
35 Third sector strategy http://www.justice.gov.uk/docs/third-sector-strategy.pdf
36 Department of Health (2008) End of life care strategy: promoting high quality care for all adults at the end 

of life
37 Skills for Care and Skills for Health (2008) Common core principles to support self care: a guide to support 

implementation



Context and focus 11

(iii) Transforming support for specific groups of people

2.13 There have been a number of new strategies aimed at improving support to specific groups 
of people, including people with dementia and people who have had a stroke, carers, people 
with a learning disability, and people with mental health needs. There has also been a policy 
emphasis on meeting the needs of the whole family, particularly those who experience 
multiple problems.

2.14 People with dementia: From June to September 2008, the Government has been 
consulting on a National Dementia Strategy38 that seeks to transform services for people 
with dementia. Improvements are sought in three key areas: raising awareness and 
understanding of dementia; early diagnosis and intervention; and high quality care and 
support. CSCI’s findings about the quality of care for people with dementia living in care 
homes highlights the importance of leadership, support to staff, the culture of the home and 
staff training to provide truly personalised care for those living in care homes.39 

2.15 People who have had a stroke: The National Stroke Strategy40 published in December 
2007 aims to provide a quality framework to secure improvements to stroke services. 
This includes better information, advice and support for people who experience a stroke; 
specialised rehabilitation; improving people’s discharge from hospital; and increasing the 
range of local services to support people with long-term needs.

38 Department of Health (2008) Transforming the quality of dementia care: consultation on a national 
dementia strategy

39 CSCI (2008) See me, not just the dementia: understanding people’s experiences of living in a care home 
40 Department of Health (2007) National stroke strategy 
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2.16 Carers: A new carers’ strategy, Carers at the heart of 21st century families and 
communities41 was launched in June 2008, with aims that, by 2018, carers will:

be treated with dignity and respect as expert care partners•	

have access to the services they need to support them in their caring role•	

be able to have a life of their own •	

not be forced into financial hardship by their caring role•	

be supported to stay mentally and physically well, and that •	

children and young people will be protected from inappropriate caring roles.•	

2.17 £255 million has been committed to health and social care and employment initiatives, 
information for carers, support to young carers and short breaks for carers. 

2.18 People with a learning disability: Government has been consulting on a ‘refresh’ to the 
Valuing people policy with an emphasis on personalisation, what people do during the day, 
better health and access to housing. 

2.19 People with mental health needs: A range of new legislation has improved the rights of 
people with mental health needs. The Mental Capacity Act was implemented in two phases, 
in April and October 2007. The Act introduced a new offence of ill treatment or wilful neglect 
of a person who lacks mental capacity.  It also introduced the Independent Mental Capacity 
Advocate service. A code of practice supports those who have to implement the deprivation 
of liberty safeguards and to inform those who may become subject to the safeguards, as 
well as providing guidance on other aspects of the Act. 

2.20 The Mental Health Act 2007 was implemented in October 2008. This amended the Mental 
Health Act 1983 and changed the definition of mental disorder.  The revised measures 
include amending detention criteria, expanding the scope of who can perform certain 
professional roles, and giving people with mental health needs rights over decisions on who 
acts in their best interests.

2.21 The family: A £16 million Family Pathfinder programme involves 15 local areas testing and 
developing the Think Family approach developed by the Cabinet’s Social Exclusion Task 
Force. One of the aims is to ensure that adults’ and children’s services work closely together 
to respond to the needs of families as a whole.

(iv) A Human Rights approach to transforming social care

2.22 Protecting and promoting people’s human rights are at the heart of personalised services 
and enabling independent living. In May 2008 an amendment was passed to the Health 
and Social Care Act 2008 to close the loophole for publicly funded people in private and 
voluntary homes who do not fall within the scope of the Human Rights Act42 and are unable 
to seek legal redress for any breach of their human rights. The relevant section came into 

41 Department of Health (2008) Carers at the heart of 21st century families and communities: a caring system 
on your side, a life of your own 

42 The Human Rights of Older People in Healthcare Eighteenth Report of Session 2006-07 Volume 1 – Report 
and Formal Minutes House of Lords House of Commons (2007). London: The Stationery Office
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force on 1 December 2008. However, people who fund their own care still remain outside 
the scope of the Human Rights Act.

2.23 A Government Dignity in Care Campaign is aiming to ensure that all people using care and 
health services are treated with dignity and respect at all times. A report published by the 
Healthcare Commission in September 2007 found that although the right systems are in 
place there is still considerable work to do to ensure all older people in hospitals are treated 
with dignity. 

2.24 The Government responded to the Joint Committee on Human Rights report published 
in March 2008, A life like any other? Human rights of adults with learning disabilities, 
acknowledging the large gap between the aspirations in Valuing people and the actual 
experiences of people with learning disabilities.43

2.25 Abuse of adults is a violation of their human rights. Government is reviewing the national 
framework, No secrets (published in 2000), to help prevent and tackle abuse locally. CSCI 
has found uneven progress in the development of local arrangements to safeguard adults 
across the country and much more needs to be done to ensure people who direct their own 
support are able to benefit from appropriate and individually tailored safeguards.44 

2.26 A guide entitled The human rights framework as a tool for regulators and inspectorates is 
being developed by the Ministry of Justice to secure better understanding of how to use 
the human rights framework as a tool for effective, efficient and objective regulation and 
inspection.

The future care and support system

(i) Proposals for new arrangements for eligibility 

2.27 In the context of Putting People First, CSCI was asked to undertake a review of the current 
eligibility criteria for Fair Access to Care Services, their application by councils and their 
impact on people. CSCI presented its findings and recommendations to the Government 
in September 2008.45 The evidence showed a number of flaws in the current system for 
determining eligibility but CSCI concluded that the key issue is not simply the criteria 
used to assess people’s eligibility for publicly funded care and support, but the amount of 
resources currently allocated. The report highlights an urgency to address the role of care 
and support services in the future and how they will be funded.

2.28 CSCI also proposes immediate changes as the current system is so heavily criticised 
and as long-term reforms may be at least five years away. The recommendations seek to 
set eligibility criteria for access to support in a broader context that is more consistent 
with Putting People First and proposes some level of assistance and advice to everyone 
seeking support. CSCI also recommends that the current criteria be replaced with a revised 

43 Government response to the Joint Committee on Human Rights (2008) A life like any other? Human rights 
of adults with learning disabilities London: The Stationery Office

44 CSCI (2008) Safeguarding adults: a study of the effectiveness of arrangements to safeguard adults from 
abuse

45 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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system based on ‘priorities for intervention’. A national resource allocation formula is also 
proposed to underpin individual or personal budgets and to provide a common approach 
across the country. A range of measures recommended to support the implementation of 
new arrangements includes ways of improving the initial response from councils to people 
seeking support. 

2.29 The report also provides a commentary on the longer-term funding of social care and 
support in the context of assessing eligibility for publicly funded support. It highlights 
the trade-offs that may have to be made between national entitlements to support or 
public funds and local discretion to assess individual needs; how far those responsible for 
assessing needs for support should also be expected to set and operate eligibility criteria; 
and the best ways of assessing needs for support.

(ii) Debate on the future care and support system

2.30 The Government has laid out The case for change in its discussion paper46 to stimulate 
debate ahead of the publication of the Green Paper, expected early in 2009, which will 
consult on plans for the future of care and support. The debate centres on how to progress 
the transformation programme to make “independence, choice and control a reality”; the 
role people want the Government to play; and how best to allocate government funding and 
whether there should be one or more systems for different groups of people.

46 HM Government (2008) The case for change – why England needs a new care and support system
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(iii) The new regulator and regulatory activities

2.31 The Health and Social Care Act received royal assent on 21 July 2008 and established 
the Care Quality Commission – a new health and adult social care regulator – to inspect, 
investigate and intervene where care providers are failing to meet safety and quality 
requirements. The Care Quality Commission brings together the Healthcare Commission, 
the Commission for Social Care inspection and the Mental Health Act Commission. The new 
Commission is required to report annually to Parliament on its activities and on the state of 
healthcare and social care.

2.32 Comprehensive Area Assessments will replace the Comprehensive Performance 
Assessment from April 2009, offering a new framework for assessing the performance 
of local services in meeting outcomes for local citizens. Previously local performance 
assessments looked primarily at how well individual organisations are serving local people 
and their prospects for improvement. The aim now is to assess what it is like to live in 
a ‘place’ and how far local services are contributing to improved outcomes for people, 
particularly those living in vulnerable circumstances and at risk of harm or social exclusion. 
A methodology is being developed between the Audit Commission (which is coordinating 
activities), CSCI, Healthcare Commission, HM Inspectorate of Constabulary, HM Inspectorate 
of Prisons, HM Inspectorate of Probation and Ofsted.

The context for this report on the state of social care

2.33 Personalisation and prevention continue to be key themes in national policy. Social 
care, working with a wide range of partner organisations and agencies, needs to ensure 
personalised support for people with very complex needs, for people to maintain their 
independence and for people with emerging needs. The finite resources available and how 
they are allocated to individuals are the subject of considerable debate as shown in the CSCI 
review of eligibility criteria. The following chapters provide evidence of how policy ambitions 
are being translated into services, support and practice in the context of current resources 
and share findings about the outcomes for people seeking support.
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Chapter 3 
Expenditure and activity

Key findings

This data focuses on public expenditure and does not provide the totality of expenditure 
on social care. 

Expenditure

Gross expenditure by councils in 2006-07 on social care for adults amounted to •	
£16.5 billion; a rise of 1.2% in real terms from 2005-06, compared to annual rises in 
2004-05 and 2005-06 of around 4% and 8% respectively. 

Of this expenditure, 59% was on services for older people (compared with 61% the •	
year before) and 22% on adults aged 18-64 with learning disabilities (compared 
with 21%). There was an increase in expenditure of 17% in real terms between  
2003-04 and 2006-07 on adults with learning disabilities and 15% on adults with 
physical and sensory impairments.

Half of councils’ net expenditure on services is used to purchase care in care homes, •	
though there has been an annual shift of net expenditure from residential and nursing 
care to community services of around 1% over each of the last five years. 

In 2006-07 adult social care departments spent £291 million net on supported •	
accommodation and £557 million net of Supporting People funds. Together this 
accounted for 24% and 32% of net council expenditure on community services 
for adults with learning disabilities and mental health needs respectively and 
represents a significant investment in providing care services to support people in 
‘ordinary’ housing. 

Direct Payments accounted for nearly 7% of net expenditure on community services •	
in 2006-07, amounting to £344 million. As a proportion of total gross costs of adult 
social care, £2.50 in every £100 was spent on Direct Payments. This compares with 
£2 in every £100 in 2005-06. 40,600 adults and older people used Direct Payments 
as at 31 March 2007 compared with 32,200 at the same point the year before. By 
2008, the number had risen to 55,900.

Nearly 4,800 people had an Individual Budget at March 2008, with just under half •	
having a Direct Payment as part of the arrangement. The average annual gross 
value of an Individual Budget has been estimated as £11,450, most of which is 
social care funding.

In 2006-07, £2.36 billion (net) was spent on home care and accounted for 46% of •	
all community services expenditure. This is a 2% increase in expenditure in real 
terms from 2005-06, but represents a significant fall from an annual year-on-year 
increase of nearly 10% in the years from 2002-03.



The state of social care in England 2007-0818

From 2001-02 to 2006-07 the percentage of (gross) expenditure with private and •	
voluntary providers grew from 59% to 70%, amounting, with overheads, to £10.9 
billion.  

Grants (not including contracts for services) made by social services to over 6,000 •	
voluntary organisations providing services for adults amounted to £278 million, 
an increase of £26 million (7% in real terms) from the year before. A further £44 
million was provided to fund carer organisations and £7 million for other groups of 
people.

In 2006-07 the NHS contributed £1 billion to joint arrangements and pooled budgets •	
with councils (6% of gross spend on adult care). Funding for learning disability 
services amounted to £645 million; and £171 million for services for older people 
(principally intermediate care). 

Councils recovered nearly £2.1 billion in fees and charges for social services in •	
2006-07 (13% of total gross adult care expenditure). Charges for care in care 
homes represent over three-quarters of these fees and charges. 

Council activity

Just over 1 million adults were supported at home with community services as at •	
March 2007 (having increased by 1.3% from March 2006, and by 2.9% the previous 
year). A further 236,000 adults supported by councils were permanent residents in 
care homes; 8,600 (3.5%) fewer than in 2006.

In the five years from March 2003 there has been a fall of 27,000 (13%) older •	
people supported by councils and living in permanent care in care homes. The level 
of reduction has been similar for those under 65, though for those with learning 
disabilities it was 7%.

The pattern and delivery of community services for adults under 65 per 10,000 •	
population has changed over the last five years, 2003 to 2007, with an increase in 
Direct Payments and home care; an increase in day services for those with mental 
health needs and a decline for disabled people; a marked increase in professional 
support services for those with a mental health problem; and a growth in numbers 
provided with equipment and adaptations.

In contrast, from March 2003 to March 2007, for older people there has been a •	
significant reduction in the rate per 1000 population of recipients of home care, 
meals and day care services. However, there have been increases in Direct 
Payments, equipment provision and short-term/respite care. 

The number of older people using community and residential services dropped •	
overall from 867,000 people in March 2003 to 827,000 in 2007; this is at a time 
when the population aged 75 and over increased by 5%.
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However (as reported above) councils increased their funding to voluntary •	
organisations supporting people not eligible for social care services. It has been 
estimated that in 2007-08 each council spent, on average, £1.63 million on 
services to adults that people can access without a formal assessment or meeting 
eligibility criteria.*

198,000 carers aged 18-64 and 189,000 aged 65 and over were offered an •	
assessment or review in 2006-07; 7,000 (2%) more, in total, than the year before. 
About 1 adult in 4 who received a community service in the year had a carer who 
was offered an assessment or review. 178,000 carers received a service following 
their assessment or review. Some 7,700 carers used a Direct Payment as at March 
2007. Breaks for carers, reported by councils, increased by 15% from 2004-05 to an 
average of 20,520 per council in 2006-07. 

* CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care

Introduction

3.1 The first half of this chapter provides a summary of expenditure by councils on social care 
for adults, how this money has been spent and how this has changed over recent years. The 
rest of the chapter provides information on care services provided through councils.

3.2 The latest detailed information on expenditure that is available is for the financial year 
2006-07. Expenditure data from councils for 2007-08 will be published by the NHS 
Information Centre for Health and Social Care in February 2009.47

3.3 This chapter focuses on public funding and does not describe the totality of social care 
expenditure. As last year’s report on the state of social care showed,48 private expenditure 
is considerable; for example, charges and top-up expenditure amount to around half of all 
expenditure on personal social care for older people alone. In 2006 charges and top-ups 
were estimated to be nearly £5.9 billion. Recent calculations by Age Concern indicate older 
people and their families pay £0.5 billion top-ups and higher fees to meet the gap between 
market rates and those paid by councils.49

3.4 The majority of council activity data in this chapter from the NHS Information Centre for 
Health and Social Care also relates to 2006-07 but, where appropriate, information is 
included from Performance Assessment Framework Performance Indicators, 2007-08. The 
data collection for the future will need to reflect new patterns of service developments as 
increasing numbers of people use individual and personal budgets.

47 Provisional data as submitted by councils will be available on the IC website from October 2008 while data 
integrity checks are carried out in preparation for publication in February 2009

48 CSCI (2008) The state of social care in England 2006-07, Part two, Chapter 7
49 http://www.ageconcern.org.uk/AgeConcern/243025778B1A41EAB7B7FCE2A91BDB66.asp
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Council expenditure on adult social care

3.5 Gross expenditure by councils in 2006-07 on adult personal social services amounted to 
£16.5 billion,50 51 an increase in cash terms of £0.6 billion (4%) from 2005-06. 

3.6 Of this expenditure, 59% was on services for older people (compared to 61% in 2005-06) 
and 22% on adults aged 18-64 with learning disabilities (compared to 21% in 2005-06) 
(Figure 3.1). In total around 1.75 million adults received one or more services through 
councils in 2006-0752 and councils responded to over 2 million new referrals from local 
people.53 The total numbers of people being supported have not changed from the year 
before, but the distribution between those under and over 65 has altered. 

Figure 3.1
Distribution of council expenditure on adult social services 2006-0754
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3.7 Overall gross spending on adult social care rose by only 1.2% in real terms between 2005-
06 and 2006-07,55 compared to the increase from 2004-05 to 2005-06 of 4.3% (see 
Table 3.1). The growth between 2003-04 and 2004-05 was 7.8%.56 The largest percentage 
increases were in Direct Payments and equipment and adaptations. Supporting People 
funding for housing and support fell by nearly 9% between 2005-06 and 2006-07. This 

50 NHS Information Centre for Health and Social Care (February 2008) Personal social services expenditure and 
unit costs, 2006-07  

51 ‘Gross’ expenditure is all costs incurred by councils including overheads before any income from fees and 
charges or from other sources including partner agencies is ‘netted’ off 

52 NHS Information Centre for Health and Social Care (March 2008) Community care statistics: referrals, 
assessments and packages of care (RAP) report, 2006-07, Table P1. Numbers of those aged 65 and over 
were unchanged while there was a 5% increase in numbers under 65 from 518,000 to 543,000

53 ibid, Table R3.1. 
54 NHS Information Centre for Health and Social Care (February 2008) Personal social services expenditure and 

unit costs, 2006-07, Table 3.3
55 Source: NHS Information Centre for Health and Social Care website, PSS EX1 2006-07, 2005-06, 2004-05 

and 2003-04 datasets. The GDP deflator (of around 3% each year for the period) has been applied, following 
the Annex to the PSS EX1 2006-07 report. The application of the deflator restates all prices as at 2006-07 
values, taking into account general inflation in the domestic economy. Because employee costs constitute a 
high percentage of social care costs, the GDP deflator under-represents the degree to which social care costs 
have changed year on year. A personal social services pay and prices index calculated by the Department 
of Health suggests inflation on these costs is around 4% each year for the period (see CSCI (2007) Social 
services performance assessment framework indicators, 2006-07, page 120) 

56 NHS Information Centre for Health and Social Care (February 2007) Personal social services expenditure and 
unit costs, 2005-06, Table 3.3
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followed a similar fall between 2004-05 and 2005-06 after a real-terms increase of nearly 
10% between 2003-04 and 2004-05. 

Table 3.1
Growth in real terms, 2006-07 over 2005-06 and 2005-06 over 2004-05, by service

2005-06 

£000 gross

2006-07 

£000 gross

Real growth: 

2006-07 over 

2005-06

Real growth: 

2005-06 over 

2004-05

Direct Payments 281.877 356,744 26.6% 39.7%

Supported and other accommodation 293,115 334,437 14.1% 7.9%

Other services* 677,736 722,540 6.6% 6.0%

Home care 2,555,604 2,642,512 3.4% 9.7%

Assessment and care management 1,733,167 1,767,589 2.0% 4.9%

Day care 1,221,573 1,225,149 0.3% 5.2%

Residential care home placements 5,126,039 5,116,830 -0.2% 1.7%

Equipment and adaptations 198,162 196,234 -1.0% 10.5%

Nursing home placements 1,819,852 1,785,887 -1.9% 3.3%

Meals 101,460 94,919 -6.4% -2.8%

Sub-total 14,008,586 14,242,841 1.7% 5.0%

Supporting People 632,257 573,814 -9.2% -8.6%

Grand total 14,640,843 14,816,655 1.2% 4.3%

* Includes HIV, substance abuse, and other adult services such as community workers, support for carers, 
and grants not included elsewhere.

3.8 Figure 3.2 highlights the reduction in the real-term growth of gross expenditure between 
2005-06 and 2006-07 for different groups. This needs to be seen in the light of overall 
growth from 2003-04 to 2006-07 in real terms of over 11%. For all adults the growth rate 
fell from 6% between 2003-04 and 2004-05 to 1% between 2005-06 and 2006-07. The 
group with the largest increase between 2005-06 and 2006-07 was adults with learning 
disabilities with an increase of £90 million (3%) though gross spend on ‘other adults’ 
increased by 12% (£40 million). Despite a growing population of older people this group saw 
real-terms growth of only £30 million (0.3%).57 One significant contributory factor across all 
the groups was that Supporting People expenditure reported by councils fell by £58 million 
(9.2%) between 2005-06 and 2006-07.58 

57 Analysis of comparable trends in net expenditure reveals a broadly similar pattern. Overall net expenditure 
on adult care increased by 1.3% between 2005-06 and 2006-07 in real terms. The largest increase was for 
adults with a learning disability (5%: £139m) with ‘other adults’ 12.7% (£22.7m). Older people saw a 0.3% 
increase (£23m). Net Supporting People expenditure fell by 9% (£56m)  

58 Supporting People costs account for almost half of all gross expenditure for ‘other adults’ 
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Figure 3.259

Percentage change in real-terms gross expenditure year-on-year for different groups 
of adults, 2003-04 to 2006-07
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Costs of assessment and care management
3.9 The cost of social workers and occupational therapy staff, and support to these staff, 

such as offices and IT systems, constitutes on average about £1 in every £8 of what 
councils spend on adult social care. This cost has grown over the period from 2001-02 as a 
proportion of expenditure on services to adults.

Figure 3.3  
Assessment and care management costs as a percentage of gross expenditure on 
adults, 2002-03 and 2006-07
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59 NHS Information Centre for Health and Social Care (2008) Personal social services expenditure and unit 
costs England, 2006-07, Table 3.3 and net and gross spend Excel file on website, with GDP deflator applied
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3.10 Assessment and care management costs constituted the largest proportion of gross care 
costs for adults aged 18-64 with mental health needs (32% in 2006-07). 

3.11 There has been an increase in the proportion of the total costs of care for older people spent 
on assessment activity over the last four years. This is likely to reflect the 11% increase in 
recorded reviews of older people from 2004-05,60 as well as an increase in the complexity of 
needs of people seeking help and those being supported to live at home rather than in care 
homes.61 The workload from an increasing number of referrals about safeguarding issues is 
also reflected in this expenditure.62 

3.12 Councils have been using IT and call centres to ensure that this area of expenditure is as 
efficient and cost effective as possible. However it should be noted that the recent CSCI 
review of eligibility criteria found problems with the way in which some councils  responded 
to people at their first contact. People’s needs and circumstances are often insufficiently 
explored. Of survey respondents for the review who did not meet eligibility thresholds, 62% 
stated they were not given any information about other help that might be available; and 
some people reported that their financial means were assessed before their needs.63  

Changes in council expenditure on services

3.13 National policy over the last 15 years has been to shift care from hospitals and residential 
care homes to community-based services. In terms of net expenditure there has been a 1% 
shift of expenditure from residential to community services over each of the last five years 
(Figure 3.4).64 There has been an increase in the percentage spent on community services 
since 2002-03 for all but mental health services. Trends in numbers of people receiving care 
home and community services are reviewed in paras 3.21 to 3.25 below.

60 See para 3.38. Numbers of older people receiving an assessment have decreased by 3% since 2003-04
61 The percentage of older people with completed assessments and care delivered within 28 days increased at 

the same time as the percentage of all those using services with a review in the year 
62 Self-assessment survey returns show an increase in ‘vulnerable adult’ referrals from 2006-07 (41,000) to 

2007-08 (56,000). These data were not reported to a set of national standards of how such referrals should 
be classified and counted. Definitions are in place for 2009-10 (see http://www.ic.nhs.uk/our-services/
improving-social-care-information/social-care-collections)  

63 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
64 That is, excluding the impact of charges to those who use services and contributions from the NHS and 

others (see paras 3.27 and 3.29 below) 
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Figure 3.4
Changes in the percentage of total net expenditure on services committed to 
community services, 2002-03 to 2006-0765
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3.14 The real level of change in the shift of expenditure to community services is likely to be 
greater than 1% a year in that the data on expenditure currently available do not allow 
identification of the:

Increasing use of care home placements for intermediate care and respite care. •	
Intermediate care admissions rose from 29,400 to 46,300 between 2003-03 and 2006-
07 and totalled 50,800 in 2007-08. Carers’ breaks, often involving respite stays in care 
homes for the person cared for, have also increased over the last four years, as councils 
have received significant levels of special grant.

Improved quality of care home provision provided or purchased by councils.•	 66 Net costs 
to councils of care home places purchased for older people have increased by 6% in real 
terms between 2003-04 and 2006-07; by 21% for people with learning disabilities aged 
under 65; and by 13% for people with mental health problems.67 

Extra costs associated with councils taking over funding of provision in care homes for •	
people with severe disabilities and dementia who would hitherto have used provision 
funded by the NHS.

Added costs of providing residential care for those who can no longer be supported in •	
the community. Average age on admission for older people and levels of dependency 
(including people with dementia and older people with a learning disability) have risen. 

65 NHS Information Centre for Health and Social Care, ibid., PSS EX1 data for England for relevant years
66 For example few admissions are now made to shared rooms. See also analysis in Chapters 6 and 7 
67 From NHS Information Centre for Health and Social Care Personal social services expenditure and unit costs 

England net and gross spend Excel files on website, with GDP deflator applied
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3.15 At the same time as residential care costs are increasing for fewer people living in care 
homes in total (numbers of permanent older residents supported by councils fell by 27,000 
(13%) from March 2003 to 200768), patterns of expenditure on community services are 
changing. People with lower levels of need are likely to receive fewer or no services; for 
example, there has been a 22% reduction in the numbers of households using home care 
services of five or fewer hours of care in a sample week from 2003 to 2007 (a reduction 
of some 42,000 households).69 People with higher levels of need are being supported for 
longer in the community in settings that provide alternatives to care in a care home, such as 
extra care housing, supported housing and adult placement schemes. 

3.16 Intensive rehabilitative programmes in the community to avoid hospitalisation or to 
ensure speedy rehabilitation after hospitalisation will entail extra costs on home care 
and occupational therapy services funded by councils. The numbers of people using non-
residential intermediate care reported by councils rose from 98,000 in 2002-03 to 190,400 
in 2006-0770 and 225,000 in 2007-08.

Supporting People funding and supported accommodation

3.17 In 2006-07 adult social care departments reported that they spent £291 million net on 
supported accommodation for adults with social care needs and a further £557 million 
(net) of Supporting People funds. Together these accounted for 27% and 41% of net council 
expenditure on community services for adults with learning disabilities and mental health 
needs respectively. There continues to be a significant investment within community 
support arrangements in providing care services to support people in ‘ordinary’ housing.71 
It will be important to monitor this expenditure once Supporting People funding is no longer 
ringfenced (from 2009).

Expenditure on Direct Payments and Individual Budgets

3.18 In 2006-07 Direct Payments 72accounted for nearly 7% of net expenditure on community 
services, amounting to £344 million. As a proportion of total gross costs of adult social 
care, £2.50 in every £100 was spent on Direct Payments in 2006-07. This compares with 
£2 in every £100 in 2005-06. However, in terms of community services for adults with a 
physical or sensory disability this represents almost £1 in every £4 (see Figure 3.5). A 
significantly lower proportion of expenditure on community services is used in provision of 
Direct Payments for other groups of people who use services.

68 NHS Information Centre for Health and Social Care (2007) Community care statistics 2007, ‘supported 
residents’, Table S5 – see para 3.46 below

69 NHS Information Centre for Health and Social Care (2007) Community Care Statistics 2007, ‘home care 
services for adults’, Tables 5 and 9. Some of these people will have received Direct Payments in place of 
home care

70 CSCI (2007) What councils are saying about their progress in delivering services to adults with social care 
needs (online SAS report)

71 See CSCI (2006) Supporting People – promoting independence for a review of evidence from joint inspections 
of Supporting People services

72 Direct Payments are cash payments made in lieu of social services provisions to individuals who have been 
assessed as needing services
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3.19 40,600 adults and older people were receiving Direct Payments at March 2007, compared 
with 32,200 in March 2006 (an increase of 26%).73 The increase has been sustained in 
2007-08 – a total of 55,900 adults received a Direct Payment (an increase of 15,300 (38%) 
over 2007).74 The average annual net expenditure per Direct Payment recipient increased in 
real terms from £5,100 in 2005-06 to £5,400 in 2006-07 for older people but reduced from 
£8,300 to £8,100 for  recipients aged under 65.75 

3.20 Following trials in 13 councils, Individual Budgets76 are increasingly being implemented 
by councils. The average annual gross value of an Individual Budget has been calculated 
as around £11,450, with the majority of funding from social care.77 The provisional data 
available for 2007-08 for the thirteen councils78 show that nearly 4,800 adults had an 
Individual Budget at March 2008, with just under half having a Direct Payment as part of 
the arrangement. The NHS Information Centre for Health and Social Care has published 
proposals on how this key initiative will be monitored.79 

73 NHS Information Centre for Health and Social Care (March 2008) Community care statistics: referrals, 
assessments and packages of care (RAP) report, 2006-07, Table P2f. Two-thirds of recipients were aged 
under 65. 5,160 carers with Direct Payments are not included in this total.

74 See CSCI (2008) Social services performance assessment framework indicators: adults, section on PAF PI 
C51. 

75 NHS Information Centre for Health and Social Care (2008) Personal social services expenditure and unit 
costs England, 2006-07, unit costs Excel file on website, with GDP deflator applied 

76 Individual Budgets include a transparent allocation of resources, giving individuals a clear cash or notional 
sum for them to use in a way that best suits their particular requirements

77 IBSEN (2008) Evaluation of the individual budget pilot programme summary report, York: SPRU
78 See 2007-08 provisional RAP return, Table P2s1.e at: http://www.ic.nhs.uk/statistics-and-data-collections/

social-care/adult-social-care-information. One council reported over half of the total of the 4,795 adults with 
an individual budget

79 See Appendix 8 at: http://www.ic.nhs.uk/our-services/improving-social-care-information/social-care-
collections/Collections-2009
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Figure 3.5
Council net expenditure on community services which was spent on direct 
payments, 2002-03 – 2006-07
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Trends in expenditure on community services

3.21 £2.36 billion (net) was spent on home care in 2006-07. There was a 2% increase in 
expenditure in real terms from 2005-06: this represents a significant fall from an annual 
year-on-year increase of nearly 10% in each of the years from 2002-03. In 2006-07 home 
care accounted for 47.6% of all net expenditure on community services, down from 48.5% in 
2005-06. However, this is in part reflecting the proportion of net expenditure on community 
services spent on Direct Payments which increased from 5.8% to 7% between 2005-06 and 
2006-07, having been at 2.5% in 2002-03. 

3.22 Net spend on day services has fallen over the five years by five percentage points to 24%. 
Day services account for nearly half of total community services expenditure for adults with 
a learning disability, though this too has fallen from 63% in 2002-03 to 47%. 

3.23 The percentage of expenditure on equipment and adaptations remained static over the five 
years at 4% of net expenditure on community services. Costs of meals services (meals on 
wheels and frozen meals delivered to people’s homes), £54.6 million net in 2006-07, fell 
from 1.7% of all community expenditure in 2002-03 to 1.1%, reflecting the fall in numbers 
receiving meals services.

3.24 Figure 3.6 shows net expenditure on community services for different groups of people 
using services in 2006-07 and a comparison with 2002-03 for all people using services. 
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Figure 3.6
Distribution of net expenditure on community services, 2006-07 (and 2002-03)
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Development of services in the private and voluntary sectors

3.25 Councils are increasingly purchasing services from private and voluntary organisations. 
From 2001-02 to 2006-07 the percentage of (gross) expenditure on care services 
purchased from private and voluntary providers grew from 59% to 70%, amounting (with 
overheads) to £10.9 billion. Figure 3.7 shows the percentage of gross expenditure on 
different services in 2006-07 with private and voluntary providers.80 

80 Direct Payments must be spent on externally provided services (though the same recipient can also 
receive services provided by the council itself) so 100% is spent on the independent sector. The equipment 
and adaptations figure probably reflects the joint commissioning of equipment stores and delivery from 
the private and voluntary sector; it may also cover some payments to the NHS for their provision of these 
services
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Figure 3.7
Percentage of gross expenditure on services for adults and older people spent with 
the private and voluntary sector, 2006-0781
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Grants and service level agreements with voluntary organisations

3.26 In 2006-07, grants (not including contracts for services) made by councils to some 6,000 
organisations providing services for adults amounted to £278 million (2.5% of gross council 
expenditure with non-council service providers).82 This was an increase of £26 million 
(7% in real terms) from the year before. A further £44 million was provided to fund carer 
organisations and £7 million for other ‘client groups’.83 Organisations helping older people 
received the highest level of this funding support (41%), followed by adults with mental 
health needs (24%) (Figure 3.8). 

Figure 3.8
Grants from adult social care budgets to voluntary organisations, 2006-07
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81 NHS Information Centre for Health and Social Care website (February 2008) England summary sheet in Excel 
file  Detailed PSS by council in Personal social services expenditure and unit costs, 2006-07  

82 NHS Information Centre for Health and Social Care (February 2008) Personal social services expenditure and 
unit costs, 2006-07, Section 5. Thirty councils were not able to provide information so estimates have been 
included for them

83 ibid: only 102 councils provided information on grants to carers’ organisations
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Joint working with the NHS

3.27 In 2006-07, the NHS contributed £1 billion to joint arrangements and pooled budgets 
with councils (6% of gross spend on adult care).84 The majority of this (£645 million) was 
for learning disability services, with a further £171 million for services for older people 
(including intermediate care). In some instances both council and PCT pool resources to 
fund the work of agencies such as drug and alcohol action teams. The NHS contribution in 
2006-07 was principally towards provision of care home placements (55% of the £1 billion) 
and home care (10%), with nearly 10% towards assessment and care management (in 
contributions towards joint teams and posts).

Charges to people using services

3.28 Councils recovered nearly £2.1 billion in fees and charges from those using services in 
2006-07 (12.7% of total gross adult care expenditure). The largest source of this income 
was for residential and nursing care: £1.6 billion (77% of total income from fees and 
charges). Home care was the other main source: £285 million (14% of total income from 
fees and charges). 

3.29 Councils reported recovering 46% of gross care homes costs in charges, with 10% of home 
care costs and 41% of meals costs being recovered. The percentage of gross expenditure 
recovered has fallen over time from 20% in 2001-02 to 14% in 2005-06 and 13% in 2006-07. 
This reflects government policy as set out in Fairer charging85 and subsequent changes 
to charging arrangements, such as provision of free nursing care in nursing homes, free 
rehabilitative services and free equipment and minor adaptations. 

Council activity in social care provision for adults

Assessment and care management

3.30 In 2006-07, as the year before, councils received referrals from, or about, 2.04 million adults 
not already being provided with care from council social services. This was an increase 
of 4% over 2004-05.86 Over half of the referrals in 2006-07 led on to a formal assessment 
by the council. In almost six councils in 10 at least half of those referred had their needs 
assessed by council staff.

3.31 Nearly half of all referrals (43%) are made by people on their own behalf or for family members 
or neighbours. Over a third (37%) of all referrals come from the NHS.87 (Figure 3.9.)

84 This figure, which is taken from the 2006-07 PSSEX1 returns, is significantly higher than that reported in 
2005-06 (£650m) (see CSCI (2007) The state of social care 2006-07, page 28). The increase reflects a 
change to the PSS EX1 report to more clearly identify this item. Detailed analysis at council level suggests 
that reporting is not yet robust. The figure does not include extra funding awarded for NHS Continuing Care in 
2007-08. Council payments into NHS-held pooled budgets are not identifiable from within PSS EX1

85 Department of Health (2003) Fairer charging policies for home care and other non-residential social 
services

86 NHS Information Centre for Health and Social Care (2007) Community care statistics 2006-07: referrals, 
assessments and packages of care for adults: England, Table R3.1

87 Some of those recorded as ‘self referrals’ and referrals by family and friends may also result from contact 
with the NHS
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Figure 3.9
Sources of referrals, 2006-07 
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3.32 In 2006-07 460,000 older people not already in receipt of services had a completed 
assessment of their needs as did a further 190,000 people aged under 65. Of those under 
65, 93,000 were adults with a physical disability and 76,000 adults with mental health 
needs. Figures 3.10 and 3.11 show trends over time taking into account changes in the 
population.88

Figure 3.10 
New assessments of older people  
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88 NHS Information Centre for Health and Social Care, ibid for relevant years, Table A1.1a. 
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Figure 3.11
New assessments of younger adults 
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3.33 Allowing for population change, there has been a gradual reduction in the rates of completed 
new assessments for older people in the years to 2006-07 (Figure 3.10). After three years 
of rates having fallen, the rates increased in 2006-07 for adults with physical and sensory 
disabilities. They also rose for adults with mental health needs (Figure 3.11). The latter 
increase may reflect transfers of council mental health social work staff to NHS trusts 
in the early part of the period and consequent difficulties in consistent reporting of new 
assessments. 

3.34 The proportion of assessments per 1000 population for older people from black and minority 
ethnic (BME) groups89 is marginally higher than that for the ‘white’ population but this is 
likely to be a reflection of differences in relative affluence and health. This pattern is also 
evident in access for adults under 65 from black and minority ethnic groups.90

Activities arising from assessments

3.35 Eight in 10 new assessments of older people in 2006-07 were completed within four weeks 
of initial contact (compared with six in 10 in 2003-04). Nine in 10 older people received 
all the services which were agreed in their assessment within four weeks (compared with 
eight in 10 in 2003-04).91 

89 PAF PIs E47 and E48. These are reviewed in detail in the CSCI PAF PI publication (CSCI (2007) Performance 
assessment framework performance indicators: adults, 2006-07)

90 A further complicating factor is that there are no robust up-to-date figures for England on the numbers 
of white and BME residents by age group: the comments here are based on use of 2001 Census data to 
establish the percentage of different ethnic groups in the whole population. ONS have published experimental 
data for 2006 (ONS ,2008,  PEEGC100, Ethnic group of adults by custom age bandings, mid-2006 ) which 
suggest that there may have been an increase of one-third in the proportion of BME groups over the five 
years from the 2001 Census (from 2.9% to 3.9% of the population aged 65 or above).

91 CSCI ibid: Performance Indicators D55 and D56.
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3.36 The CSCI review of eligibility criteria found some people do not have their needs and 
circumstances properly explored at their first contact with their council.92 In the survey for 
the review, one in five carers and one in eight of those people who said they could benefit 
from social care reported they failed to have an assessment of their needs. One-third of 
these respondents understood this was because they did not meet financial eligibility 
criteria for help (suggesting they were asked about their financial resources prior to any 
needs assessment, which contravenes policy).

3.37 Following an assessment, a person may be provided with a new service/s, may not be 
offered a service,93 may themselves decline any service, or may have some other outcome. 
Some may be referred on to the NHS or housing agencies or to voluntary sector services 
(often funded by grants by councils). Figure 3.12 shows what happens to adults who had 
an assessment in 2006-07, with 69% of people receiving a service.94 A more in-depth study 
of the outcomes for people who are not offered a service is provided in the CSCI review of 
eligibility criteria.

Figure 3.12
Action following completed assessments, 2006-07 
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3.38 In 2006-07 councils reviewed95 71% of adults receiving a service in the year (up from 66% 
in 2005-06). Reviews are crucial to ensure people are getting the most appropriate service, 
to monitor the quality of service and outcomes for people, and to ensure the best use of 
resources. This rate of review has risen substantially for most councils over the last four 
years, as shown in Figure 3.13, although in 2006-07 one council in 10 failed to review the 
situation of 40% or more of people using services. 

92 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
93 ‘No new service offered’ does not imply no help was given – it may well have been appropriate to refer on to 

voluntary or self-help groups
94 NHS Information Centre for Health and Social Care (2007) Community care statistics 2006-07: referrals, 

assessments and packages of care for adults: England, Table A.1
95 Reviews can include an unplanned reassessment of existing needs and services following changes 

in a person’s situation, or planned reviews to ensure services are achieving their planned outcomes. 
(NHS Information Centre for Health and Social Care (2006) Information and guidance on the referrals, 
assessments and packages of care collection, 2006-07, page 120)
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Figure 3.13
Reviews of people using services
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3.39 At March 2007, just over 1 million adults were supported at home with community services 
and 236,000 adults were permanent residents in a care home financially supported 
by councils. In the five years from March 2003 there has been a fall of 32,000 (12%) 
permanent residents supported by councils in care homes. This level of reduction has 
occurred in all groups of those who use services, other than those aged under 65 with 
learning disabilities where it was 7%. The numbers of people supported at home rose by 
1.3% from March 2006 as compared with a growth of 2.9% in the previous year.

3.40 Figures 3.14 and 3.15 show the numbers of older people and adults aged under 65 who used 
services at March 2007 compared to March 2003:96 827,000 older people in 2007, compared 
to 867,000 in 2003; and 432,000 adults aged 18-64 in 2007, compared to 375,000 in 2003. 
The decline in numbers of older people of 5% needs to be related to the increase in the 
population aged 65 or above of 2.8% between mid-2003 and mid-2007 (with an increase of 
nearly 5% for those aged 75 or above). The 15% increase in those aged under 65 relates to a 
population increase of 3.6% for this age group over the five years.

96 Using data from Supported residents and Referrals, assessments and packages of care returns to the NHS 
Information Centre for Health and Social Care (SR1 permanent supported residents Tables S4 and S5 and RAP 
Table P2s ‘on the books’ totals) 
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Figure 3.14
Numbers of older people using services arranged by councils
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Figure 3.15
Numbers of people aged 18-64 using services arranged by councils97
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3.41 There are a number of policy and practice shifts that may have affected the decreasing 
number of older people using services. Clearly the higher thresholds for access to services 

97 The data in the right hand columns of Figure 3.15 form the numerators for ‘helped to live at home’ 
performance indicators C29-31 – see further CSCI 2007, Performance assessment framework performance 
indicators: adults, 2006-07. The PAF PI C32 (older people helped to live at home) is derived from summing 
the data in the right-hand columns of Figure 3.14 and relating them to the population aged 65 or above
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(eligibility criteria) have played an important part. It is difficult to assess how far the figures 
may also reflect an increase in people being funded through contracts with voluntary sector 
organisations as well as the impact of a range of preventative and wellbeing services, such 
as falls services, intermediate care, and new technology at home. The last state of social 
care report included estimates that in the current system (assuming the support of family 
carers) 450,000 older people have some shortfall in their care.98

Rates of provision of community services

3.42 From March 2003 to March 2007 there has been a significant reduction for older people in 
the rate per 1000 aged 65 or above of receipt of home care, meals and day care services. 
However, there have been increases in Direct Payments and short-term/respite care.99 

Figure 3.16
Community services commissioned by councils for older people100  
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3.43 The pattern and delivery of selected key services for adults under 65 (rate per 10,000 18-64 
as shown in Figure 3.17) has also changed in the five years to March 2007, including:

an increase in Direct Payments, particularly for those with physical disabilities•	

98 CSCI (2008) The state of social care in England 2006-07
99 Changes in both the pattern of services and reporting make comparisons over time difficult. There has been 

a marked drop in numbers of households receiving low levels of home care but the service now includes 
substantial levels of 24-hour support, including to those in extra care housing. (21% of home care hours 
delivered in September 2007 were through overnight/live-in or 24-hour services and a further 16% were 
out of normal hours  NHS Information Centre for Health and Social Care (2007) Community care statistics 
2007, home care services for adults, Table 3). Day care and meals services provided through voluntary 
organisations may now be excluded from the RAP data because those using the services no longer receive a 
formal assessment. Older people may also be purchasing more care privately

100 Professional support is shown in a different format as it will generally be associated with other service 
provision and may include support from NHS staff where there is a Health Act 2006 s75 agreement between 
the council and NHS
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an increase in home care provision (especially if Direct Payments which are used to buy •	
home care-type support are added in)

an increase in day services for those with mental health needs and learning disabilities •	
but a decline in these services for disabled people101

a marked increase in ‘professional support’•	 102 services for all groups, but especially 
for those with a mental health problem, likely to reflect the inclusion of support from 
community psychiatric nurses within joint community mental health teams.

Figure 3.17
Community services commissioned by councils for younger adults, 18-64100
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3.44 Council provision of equipment and adaptations has increased: 49 older people per 1000 
over 65 were helped in 2006-07, compared to 39 in 2002-03 (a 21% increase) and 48 in 
2005-06. For younger adults with disabilities, the rate per 10,000 aged under 65 rose from 
30 in 2002-03 to 34 (a 15% increase).103

Care homes 

3.45 At March 2007 some 230,000 adults financially supported by councils were permanent 
residents in care homes. A further estimated 118,000 older people were permanently 

101 Reductions in day care may reflect reshaping of services towards helping people into work and back to 
independence

102 ‘Professional support’ does not include the process of care management (ie assessing or reviewing care 
needs), but typically occurs when the care manager goes on working with the person after the care 
management process has been completed (as part of the care plan/package), or another professional is 
involved to provide therapy, support or professional input, eg counselling.

103 NHS Information Centre for Health and Social Care (2007) Community care statistics 2006-07: Referrals, 
Assessments and packages of care for adults: England, P2f tables for relevant years. The increase in 2006-
07 will have included some of the initial work by councils on extending telecare services. The introduction of 
prescriptions for equipment will only start to be evident from 2007-08
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resident and fund their own care.104 The national overview of care home provision is set 
out in Chapter 4. In this section the focus is on those whom a council funds to a greater or 
lesser extent.

3.46 Trends over the last five years in older people permanently placed in care homes supported 
financially by councils are set out in Figure 3.18. Total numbers fell by nearly 27,000 (13%) 
between March 2003 and 2007 whilst the population is growing in those groups most likely 
to need care.105 The rates per 1000 aged 75-84 and 85 or above fell by around a fifth (22% 
and 19% respectively). A reduction has also occurred in the rates aged under 65 supported 
in permanent and temporary care though this is less marked (a 9% reduction overall). Rates 
of new permanent admissions of older people arranged by councils have also been falling 
(19%),106 while temporary admissions for older people increased by 4% over the five-year 
period. For adults aged 18-64 permanent admissions reduced by about a third to 5,470 in 
2006-07: temporary admissions fell by 13% to 113,575. 

Figure 3.18
Numbers of older residents in care homes financially supported by councils107
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3.47 Numbers of people supported by councils and living in care homes, and numbers of 
supported permanent admissions to care homes, are falling, in part because councils 
are increasingly providing and commissioning services which provide an alternative to 

104 see CSCI’s report (2008), The state of social care 2006-07, Chapter 7
105 Figure 3.18 shows the numbers of older people with mental health problems and learning disabilities. While 

the proportions of these two groups are increasing, this may in part reflect more accurate reporting. See the 
reduction in numbers not assigned to a client group from 65,000 in 2003 to 33,000 in 2007

106 CSCI (2007) Performance assessment framework performance indicators: adults, 2006-07: C72 rate of older 
people permanently admitted per 10,000 65 or above from 86 to 80 from 2005-06 to 2006-07 (a fall of 7%) 
down to 75 for 2007-08 (a fall of 9%). C73 (adults 18-64) fell from a rate per 10, 000 of 1.9 in 2005-06 to 1.75 in 
2006-07 and to 1.5 in 2007-08. Changes in counting arrangements preclude comparisons with earlier years

107 Source: special analysis for CSCI by NHS Information Centre for Health and Social Care (February 2008) from 
data in Community Care Statistics 2007, supported residents (adults) England 2006-07, Table 1
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residential care. These include, for example, extra care housing, supported living, adult 
placement scheme placements (‘shared lives’), and assisting people to live at home with 
intermittent care in residential settings for respite. This change is a slow process, partly 
because of the capital costs involved. Some of the fall in numbers of older people supported 
by councils and living in care homes also reflects the growth in numbers of people funding 
their own care. 

Support to carers

3.48 Councils have a variety of duties towards carers – people who, unpaid, look after a partner, 
relative or friend who needs assistance because of physical or learning disability, illness 
or mental health needs. The 2001 Census reported that there were some 5.2 million people 
in England who provided care (1 in 10 of the population). 1.7 million provided care for 20 
hours or more in a week. In 2004-05, the Family Resources Survey found that in Great 
Britain, more than half of carers were providing care to someone living outside of their own 
household (58%). The largest proportion (49%) of care given outside the household was 
provided by relatives. Care provided to partners within the household accounted for 16% of 
all help provided. Those in full-time employment (31%) made up the largest group of carers, 
regardless of whether care was provided inside or outside the household, followed by those 
in retirement (22%) and those who were otherwise inactive or in part-time employment 
(both 15%).108 

3.49 Some carers seek help from the council in their own right and many approach local 
voluntary groups that support carers. In November 2006 some 790 carers’ organisations in 

108 Office for National Statistics (2008) Social trends 2007, page 105
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the voluntary sector received council financial support and reported helping around 35,000 
carers in a sample week.109  

Carer assessments 

3.50 Councils with social services responsibilities have a statutory duty to assess the needs of 
carers as well as those of the person cared for. In 2006-07, 390,000 carers aged 18 and 
over were offered an assessment or review (Figure 3.19) (an increase of over 7,000 (2%) 
over 2005-06).110 About one adult in four who received a community service in the year 
had a carer who was offered an assessment or review.111 Other research has also shown 
the relatively low numbers of carers having an assessment, for example finding only 17% of 
‘new’ carers had a carer assessment.112

Figure 3.19
Numbers of carers in contact with councils in 2006-07 
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109 NHS Information Centre for Health and Social Care (2007) Community care statistics 2006-07: grant funded 
services for adults, England pages 9 and 11. Note there may be some double counting in the estimate of 
790 carers’ organisations in that the same organisation may receive financial support from more than one 
council.

110 A further 3,100 carers under 18 were offered an assessment or review in 2006-07. NHS Information Centre 
for Health and Social Care (2007) Community care statistics 2006-07: referrals, assessments and packages 
of care for adults: England, Table C1

111 Calculated by relating data from NHS Information Centre for Health and Social Care (2007) Community care 
statistics 2006-07: referrals, assessments and packages of care for adults: England, Table C1 to data from 
Table P2f. There is little variation in who has a carer – people with a learning disability or substance misuse 
problem were marginally more likely to have a carer who was offered an assessment or review. There is, 
however, significant variation between councils in their reporting of support to carers: 32 councils reported 
they assessed or reviewed (or offered assessments/reviews to) carers of fewer than 15% of all community 
service recipients in 2006-07. 21 councils supported 40%+ of service recipients in this way. Data were not 
available for nine councils

112 Yeandle S, et al (2007) Stages and transitions in the experience of caring, Leeds: University of Leeds
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3.51 Figure 3.20 shows the numbers of those cared for by those carers who were assessed or 
reviewed in 2006-07.113 The majority of people assisted by carers were disabled and most 
were aged 65 or over.  

Figure 3.20
Carers assessed or reviewed in 2006-07 by age and client group of the person cared 
for
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3.52 Some 40,000 carers declined assessments or reviews in 2006-07. This is not necessarily a 
measure of dissatisfaction. It may in fact signal that carers are satisfied that the council will 
meet the needs of the person they care for and do not consider that they themselves need 
any further support. Some 660 complaints from carers were reported by councils in 2006-
07.114 

Services for carers

3.53 Carers’ services provided or funded by councils are diverse. They include Direct Payments 
to carers, respite care and other breaks for the carer, carers’ support groups, training and 
other support. In 2006-07, 178,000 carers received a carer’s service following assessment 
or review by council care managers. (This includes some 7,700 carers who received a Direct 
Payment at March 2007115). The numbers increased by 25% from 142,000 in 2005-06.116

113 NHS Information Centre for Health and Social Care, ibid, Table C1.3
114 CSCI Self assessment survey 2006-07. The numbers of complaints from carers for 2007-08 totalled 530 

(CSCI Self assessment survey 2007-08)
115 The 178,000 figure reflects those instances where CASSR staff determine that the carer rather than the 

person they care for derives the greater benefit from the service. This understates those instances where 
the carer benefits from the home care or day care or equipment provided for the person they care for. Direct 
Payments data are taken from CSCI’s Self assessment survey data (4.7GN122).

116 This increase may in part reflect more comprehensive reporting by councils, as well as the services 
developed with the Carers’ Grant from the Department of Health.
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3.54 About half of all carers assessed or reviewed in 2006-07 received a carer’s service – others 
were provided with information and advice. Figure 3.21 shows the numbers of those cared 
for by those carers who were assessed or reviewed in 2006-07 where the carer received 
a carer’s service in the year.117 The majority of those cared for were physically disabled, 
including eight in 10 of those aged over 65.118 18,000 adults aged 18-64 with a learning 
disability and 12,000 adults with mental health needs had a carer who was assessed or 
reviewed in the year and received a carer’s service. These latter groups were the groups 
most likely to have carers receiving a service in their own right.

117 NHS Information Centre for Health and Social Care (2007) Community care statistics 2006-07: referrals, 
assessments and packages of care for sdults: England, Table C1.2

118 96,000 of those aged 65 or above were physically disabled: 15,000 had mental health problems and 1,800 
had a learning disability. NHS Information Centre for Health and Social Care ibid, Table C2.1.
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Figure 3.21
Adults who received a carers service in 2006-07 by age and client group of the 
person cared for
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3.55 The number of breaks for carers funded under the special Carers’ Grant reported by councils 
increased by 15% between 2005-06 and 2006-07, to an average of around 20,520 per 
council. 40% of the breaks were for older people, amounting to 45% of the total cost. 13% 
of the breaks were for carers from black and minority ethnic groups, but breaks for these 
groups only involved 6% of the total spend.119 Councils reported in their 2007-08 self-
assessment survey returns that over four million carers’ breaks had been funded in the 
year. 

3.56 Some £44 million was committed in grants to voluntary organisations working with carers 
in 2006-07.120 Other expenditure by councils to support carers is not available in national 
datasets.

119 CSCI Self assessment survey 2006-07 report p19, www.csci.org.uk/professional 
120 NHS Information Centre for Health and Social Care (February 2008) Personal social services expenditure and 

unit costs, 2006-07 section 5. This will cover services such as helplines, carer support groups and training, 
deploying volunteers, provision of carers’ breaks, etc 
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Chapter 4 
Trends in the care market

Key findings

The number of care homes and care home places has fallen slightly each year •	
since 2004. At the end of March 2008, there were 18,541 registered care homes, a 
fall of 168 from the year before (0.9% fall). There were 448,065 care home places; 
692 fewer care home places than in the previous year (0.15% fall).

Within the care home sector, the number of residential homes and places has •	
fallen, whilst the number of nursing homes and places rose slightly between 2004 
and 2008. The main growth in nursing homes has been in the private sector.

Overall though, changes in the capacity of the care market have been relatively •	
small. At the end of March 2008 there were nearly 450,000 places in care homes 
of all types (compared to 454,463 in 2004).

Around 83% of care home places were in care homes for older people and 17% in •	
care homes for younger adults under 65.



Part one: The picture of social care: data and trends 45

From a survey of 657 care homes for older people, over 40% of residents were •	
identified by the homes as having particular needs as a result of dementia; and 
over 84% of homes in the survey had at least one resident with dementia.  

The number of registered home care agencies has risen each year since 2004 •	
reflecting the trend towards providing care to people in their own homes. There 
were 4,897 registered home care agencies at the end of March 2008.

The home care sector continues to be made up of many small home care providers •	
with most having fewer than 100 people using their service. The prevalence of 
small agencies makes this sector particularly vulnerable at the present time.

The private sector dominates the home care market with over three-quarters of •	
home care agencies in private ownership.

Introduction

4.1 This chapter on trends in services to adults of all ages is based on the information the 
Commission holds on regulated services which are used both by people who fund their own 
care and those who are publicly funded.

4.2 There are some adult social care services that are not registered with the Commission; 
for example, those that offer supported living arrangements. However, requirements set 
out in the Care Standards Act 2000 and Health and Social Care (Community Health and 
Standards) Act 2003 mean that the majority of organisations providing social care to adults 
are registered with CSCI. This provides a comprehensive dataset of social care services and 
allows detailed analysis of trends in the sector.

4.3 On 31 March 2008 there were 24,289 care services. These services include care homes, 
home care agencies, nursing agencies, and Shared Lives (formerly adult placement) 
schemes, regulated by the Commission.  

4.4 During the second half of 2007, and as part of its Inspecting for Better Lives programme 
to improve the regulation of adult social care, CSCI launched the Annual Quality Assurance 
Assessment (AQAA). This is a self-assessment survey for completion by all regulated 
services, providing more detailed information on their staff, people using their services and 
how their services are run. A sample of AQAAs from approximately 5% of services has been 
analysed to provide additional information on adult social care services reported in this 
chapter.
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Care homes 

Capacity in the care home market

4.5 At the end of March 2008 there were 18,541 care homes121 registered with the Commission: 
a fall of 168 since the same point in 2007. There were 692 fewer care home places in these 
homes between the two dates but, overall, the average size of homes increased.  

4.6 Trends in the number of homes and places are illustrated in Figures 4.1 and 4.2 below and 
show:

year-on-year falls in the number of residential homes and places•	

the number of nursing homes has slightly increased and the number of places has risen •	
each year.

Figure 4.1
Number of care homes122  
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121 Throughout this section ‘care homes’ refers to all types of care homes. ‘Nursing homes’ refers to homes 
registered to offer nursing care to at least some residents. ‘Non-medical’ nursing homes are a small number 
of homes that include those for people who choose to rely upon religious methods of healing, such as 
Christian Scientists. ‘Residential homes’ refers to homes registered to provide non-nursing or personal care 
only to residents

122 Historical figures on the number of care homes and places have been re-stated in this edition of The state 
of social care to take into account improvements in data collection. As a result, there are some minor 
differences compared to the figures reported in 2006-07
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Figure 4.2
Care home places
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4.7 The fall in the number of places available in residential homes between 2004 and 2008 
reflects government policy to support people to live in their own homes. At the same time, 
the small rise in nursing home places may be influenced by changes in the delivery of 
medical care. People who would formerly have been cared for in a hospital setting are now 
more likely to live in nursing homes, while others who may have entered residential care 
homes are more likely to remain at home supported by home care services. (See homecare 
trends described later in this chapter.)

4.8 Figure 4.3123 below, shows the changes in the number of care homes by the type of council 
between 2004 and 2008.124 There has been very little change in the number of nursing 
homes but falls in the number of residential care homes in all types of council.  

123 Non-medical care homes have been excluded here due to the small number involved
124 The council area of each service is calculated by mapping postcodes to council areas. In some cases, for 

instance if the service has a brand new postcode, it has not been possible to calculate the relevant council. 
In this small number of cases the figures have been excluded from the graphs
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Figure 4.3
Changes in the number of care homes by type of council (March 31 2004 to March 31 
2008)
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4.9 Figure 4.4 shows changes in the number of registered places over the same period. In 
metropolitan council areas alone, there have been falls in the number of places in both 
residential homes and nursing homes. All other types of council show an increase in 
nursing places and a decrease in residential places, mirroring the picture for England as a 
whole.

Figure 4.4
Changes in care home places by type of council (March 31 2004 to March 31 2008)
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Ownership type

4.10 Care homes are run by councils, the private sector, voluntary organisations, and other 
groups. Figure 4.5 below shows the change in the number of places between 2004 and 
2008 by the type of ownership and the type of care home. There has been an increase 
in the number of places in privately run homes over the four years in both residential 
homes and nursing homes. The number of places in both types of home has dropped in the 
voluntary sector, however. In the case of council-run homes there has been a significant 
drop in the number of places in residential homes but a rise in the number of places in 
nursing homes.125 

There is also evidence of corporate and larger owners becoming more dominant in the 
market.126 In April 2007, according to Laing and Buisson, care providers with three or more 
facilities owned or operated 212,000 of the 411,000 places in independent sector care 
homes for older people, representing a rise of 3% over the previous year to a 52% share of 
the market. Similar trends are shown for learning disability services with major providers 
holding a 52% market share. 

Figure 4.5
Change in care home places by ownership type
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4.11 The relative changes in the number of places show up clear differences between the types 
of ownership but it is important to note that there were nearly 450,000 places in care 
homes at the end of March 2008. Changes in the capacity of the market overall have been 
relatively small.

125 Councils can run nursing homes by way of a s75 agreement (under the NHS Act 2006) with the primary care 
trust

126 Philpot T (ed) (2008) Residential care: a positive future, Surrey: The Residential Forum
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Occupancy rates

4.12 The sample of AQAA returns127 shows that, at the time the service completed the 
questionnaire, 83% of care home places were occupied. The data must be treated with some 
caution but the indication is that at any one time there are a number of care home places 
that are not occupied.  

Size of care homes

4.13 Figure 4.6 shows the change in the average size of all care homes between 2004 and 2008. 
The average size of care homes has steadily increased over the period even though the 
overall number of places has dropped due to the reduction in the number of homes.

Figure 4.6
Average number of registered places per care home
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4.14 Care homes in the council and private sectors have the largest number of places, on 
average, as shown in Figure 4.7. Care homes run by the voluntary sector and the NHS are 
much smaller. For each ownership type, the average size of residential homes is smaller 
than for nursing homes.

127 All services regulated by the Commission are required to complete an Annual Quality Assurance Assessment 
questionnaire. A quota sample (taking into account type of service, quality of service and location) of the 
returns received relating to inspections between April and September 2007 was used to calculate occupancy 
rates. Returns where data was unreliable have been excluded from the analysis. In all, 852 returns were used 
in the calculation of occupancy rates
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Figure 4.7
Average number of registered places in care homes by type of care home
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4.15 There is a considerable range in the size of care homes and this is illustrated in Figure 4.8. 
Over 6,000 residential homes have fewer than 10 places. The majority of nursing homes, 
however, have 30 or more registered places.

Figure 4.8
Number of places in care homes
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Care homes for older people

4.16 Care homes are classified as homes for younger adults or for older people depending on 
the set of National Minimum Standards against which they are inspected. The decision 
about the set of standards used is based on the relative numbers of older people (aged 65 
or above) or younger adults (aged 18-64) resident at the time of inspection. There were 
10,383 care homes for older people with a total of 361,164 places at 31 March 2008.128  

Figure 4.9
Care home places for older people per 1,000 adults aged 65 or above
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4.17 Figure 4.9 shows the number of care home places for older people per 1,000 people aged 65 
or above129.  In London there are many fewer places available for older people in care homes. 
In parts of the North of England, there are particularly high numbers of places available 
relative to the population.

Care homes for younger adults

4.18 There were 7,538130 care homes for younger adults at the end of March 2008, providing 
72,472 places. The average number of places in a care home for younger adults is 9.6. This 
compares with an average number of places of 34.7 in care homes for older people. 

128 These figures are an underestimate of the total number of homes and places. New services registered up to 
six months before 31 March 2008 may not have received their first inspection and so would not have been 
classified as either a home for older people or for younger adults. As a result, the sum of care homes for 
younger adults and older people is less than the total count of homes

129 Source for population figures: ONS 2006 mid-year estimates
130 These figures are an underestimate of the total number of homes and places. New services registered up to 

six months before 31 March 2008 may not have received their first inspection and so would not have been 
classified as either a home for older people or for younger adults. As a result, the sum of care homes for 
younger adults and older people is less than the total count of homes
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Figure 4.10
Care home places for younger adults per 1,000 population aged 18-64
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4.19 Figure 4.10 shows the number of care home places for younger adults per 1000 people aged 
18-64131 by council area. In general, it is the rural and coastal areas that provide more places.

131 Source for population figures: ONS 2006 mid-year estimates
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Care home provision for people with specific needs

4.20 A summary of the percentage of older people with specific needs as reported in the AQAA 
survey132 is given below in Figure 4.11.  A single person may have more than one specific 
need and so the percentage values do not add up to 100%.  

Figure 4.11
Specific needs of people living in care homes for older people

Specific need Percentage of people living in care homes for older 

people with this need

Dementia 40.2%

Impaired vision 34.8%

Physical disability 27.7%

Impaired hearing 22.8%

Other mental health needs 10.0%

Learning disabilities 2.3%

Drug dependence 1.0%

Alcohol dependence 0.8%

4.21 Over 40% of people living in care homes for older people have been identified by the homes 
as having particular needs as a result of dementia and over 84% of homes in the survey had 
at least one resident with dementia.  

Figure 4.12
Specific needs of people living in care homes for younger adults

Specific need Percentage of people living in care homes for 

younger adults with this need

Learning disabilities 64.0%

Mental health needs 31.2%

Physical disability 26.3%

Impaired vision 15.7%

Impaired hearing 7.9%

Dementia 3.8%

Drug dependence 2.9%

Alcohol dependence 2.1%

132 In all, 293 returns from care homes for younger adults and 657 returns from care homes for older people 
were used in the calculation of percentages of people with specific needs
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4.22 Most people living in care homes for younger adults have learning disabilities. The 
proportion of people with mental health needs (not including dementia) in care homes for 
younger adults is much higher than in care homes for older people.

Home care agencies

4.23 On 31 March 2008 there were 4,897 home care agencies133 registered with the Commission. 
The number of home care agencies has increased year on year since 2004 and this change 
is illustrated in Figure 4.13 below, by each type of ownership. The growth since 2006 has 
been concentrated within the private sector. Indeed, the number of home care agencies run 
by councils or the voluntary sector has fallen over this period. 

Figure 4.13
Number of home care agencies by type of ownership
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4.24 The AQAA sample of home care agencies134 provides data on the numbers of people using a 
service at the point when the questionnaire was completed. This indicates an average of 88 
people using each service. However there is a large variation in the actual number of people 
using each service as illustrated in Figure 4.14. There are fewer than 100 people on the 
books of most of the home care agencies in the sample but there are a small number that 
have over 400 people using their service.

133 Home care (or domiciliary care) agencies provide care staff who help people in their own homes with 
bathing, dressing, preparing meals and other tasks

134 In all, 213 valid responses from home care agencies were used in calculating the number of users
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Figure 4.14
Size of home care agencies
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4.25 An estimate135of the number of people using home care agencies in each region (using AQAA 
data) has been compared with the numbers of people in care homes in those regions. A ratio 
of the two figures is given in Figure 4.15. For values below one there are more people using 
care homes than home care agencies and for values above one the reverse is true. The map 
illustrates the relative size of the home care market in London, which continues to be larger 
than in other parts of the country. This pattern tends to reflect the availability of resources, 
rather than need; so where there is a good supply of care homes these will be used rather 
than home care and where home care services have developed, often due to the high cost 
of land, these services rather than residential care will be used.

Figure 4.15
Comparison of numbers of people using home care agencies and available places in 
care homes

Ratio of home care agency users
to care home places
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4.26 The ownership of home care agencies varies a little from that of care homes and the 
differences are summarised in Figure 4.16. Compared to care homes, there is a much higher 
percentage of home care agencies run by councils. At the same time, a smaller percentage 
of home care agencies are run by the voluntary sector. Over three-quarters of home care 
agencies are run by the private sector, a little more than for care homes.

135 The number of home care agency users was calculated by multiplying the average number of users (from 
AQAA data) by the number of home care agencies in each region. The number of care home places was 
obtained from the register of services. The ratio of the two figures was calculated for Figure 4.15
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Figure 4.16
Percentage ownership of home care agencies and care homes

Type of ownership Home care agencies Care homes

Private 75.3% 73.6%

Council 13.9% 6.1%

Voluntary 7.9% 18.0%

NHS 1.0% 0.9%

Other 1.9% 1.4%

4.27 Information on the type of people using home care services is available from the AQAA 
survey136 and a summary of this is given in Table 4.17.

Figure 4.17
People using home care agencies

People who use home care Percentage of people using home care agencies 

Older people 66.7%

People with physical disabilities 16.8%

People with a learning disability 7.5%

People with mental health problems 7.2%

People with multiple disability 6.3%

People with sensory loss including dual sensory impairment 6.2%

Personal or family carers 2.4%

Children and their families 1.5%

4.28 The results from the AQAA survey suggest that a higher percentage of people in care homes 
have specific health problems than those using home care agencies. 

Shared Lives (formerly adult placement) schemes

4.29 Adult placements have recently been termed ‘Shared Lives’ as they involve the mutual 
sharing of everyday life experience between the carer and the individual who chooses to 
use this type of care. These schemes recruit individuals, couples or families who can offer 
people a family life, on either a short- or a long-term basis, or daytime support in their home 
or out in the community.  

4.30 At the end of March 2008, 135 of these schemes were registered with the Commission. 
Since April 2006, 12 new Shared Lives schemes have been established. The majority of the 
schemes are run by local councils. 

136 In all, 209 valid responses from home care agencies were used in calculating the figures on specific needs
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Figure 4.18
Ownership of Shared Lives schemes
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4.31 Nursing agencies provide a variety of staff to care homes and hospitals and introduce 
nurses to individuals purchasing their own care. Commonly, in the social care sector, 
nursing agencies provide cover for nurse shifts in care homes where there is a shortage of 
qualified staff.  

4.32 The AQAA survey of nursing agencies137 suggests the average number of nurses working for 
an agency was 20, although the range in the sample extends from 1 to 149 nurses working 
for a single agency.

Figure 4.19
Number of nursing agencies 
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137 The sample of nursing agencies consists of 29 valid returns
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4.33 Since 2004 the number of nursing agencies regulated by the Commission has dropped each 
year, as illustrated in Figure 4.19. It is not clear from the available data whether this trend is 
matched by a similar fall in the number of people using nursing agencies.

4.34 Geographical analysis of the percentage of services that are nursing agencies has been 
limited to a high-level split of the type of council. The details are summarised in Figure 4.20 
and show London has a higher percentage of nursing agencies than elsewhere. 

Figure 4.20
Percentage of all services that are nursing agencies

Type of council % of all services that are nursing agencies

Inner London 8.0%

Outer London 4.3%

Unitary authority 3.5%

Metropolitan authority 2.7%

Shire county 2.4%

Overview of trends

4.35 The social care market has changed steadily between 2004 and 2008. There has been a 
modest fall in the number of care homes and in the number of places that they provide and 
a shift within the care home market towards slightly more nursing homes and places. Over 
the same period, the number of registered home care agencies has risen, predominantly 
those run by the private sector. The home care market is potentially vulnerable at the 
present time as it continues to consist of a large number of small agencies.
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Chapter 5 
Council performance in meeting the 
outcomes people want

Key findings

Overall performance of councils

Councils have improved their overall performance for the sixth consecutive year. •	
In 2008, 27 councils (18%) were judged as delivering ‘excellent’ outcomes for 
people who use social care, 104 (69%) were judged as ‘good’, and 19 (13%) were 
judged as ‘adequate’.  

Exercising choice and control

32 councils (21%) were judged to be ‘excellent’ at increasing choice and control for •	
people using social care through, for example, the provision of Direct Payments, 
good advice and advocacy and a broad range of local services. 35 councils (23%) 
delivered only ‘adequate’ outcomes in this area.  
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Health and emotional wellbeing 

Overall, over four-fifths of councils (87%) are delivering ‘good’ or ‘excellent’ •	
health and emotional wellbeing outcomes for people using social care, generally 
reflecting good working relationships with health partners.  

Personal dignity and respect  

57% of councils are providing ‘good’ outcomes, compared with 63% last year. 11% •	
are providing ‘excellent’ outcomes, the same as last year. 46 councils are classed 
as ‘adequate’ compared with 35 in 2007; and two councils are classed as ‘poor’, 
the only outcome with poor judgements. These figures partly reflect uneven 
progress in developing effective arrangements to safeguard adults from abuse. 

Quality of life 

35 councils (23%) were judged to be ‘excellent’ at improving the quality of life for •	
people using social care, supporting people to live in the ways that they choose. A 
fifth of councils (20%) delivered only ‘adequate’ outcomes in this area. 

Freedom from discrimination 

An ‘excellent’ judgement includes providing an initial assessment to determine •	
people’s needs, whether they fund their support or not. Two-thirds of councils 
were judged to be delivering ‘good’ outcomes whilst nearly a fifth of councils were 
‘adequate’. The CSCI review of eligibility criteria found that some people have their 
financial means assessed before their needs, contravening current policy.

Making a positive contribution

Councils performed well in helping people using services to contribute to the •	
wider community, develop their skills and qualifications, and be involved in the 
development of services, with 55% of councils providing ‘good’ outcomes and 39% 
providing ‘excellent’ outcomes. 6% of councils are ‘adequate’.

Economic wellbeing

Overall, councils performed relatively well in this outcome with 73% of councils •	
providing ‘good’ outcomes and 21% providing ‘excellent’ outcomes. Ten councils 
are ‘adequate’.

Introduction

5.1 This chapter presents information about the performance of councils. Performance 
assessment of councils for 2007-08 relates to the seven outcomes in Our health, our care, 
our say, derived from what people say they want:

improved quality of life•	

personal dignity and respect•	

exercise of choice and control•	

improved health and emotional wellbeing•	

freedom from discrimination and harassment•	
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economic wellbeing•	

making a positive contribution.•	

5.2 This chapter is based upon information from the judgements about councils. These 
judgements draw upon evidence from the self-assessment survey that every council 
completes; targeted service inspections, some of which are carried out jointly with the 
Healthcare Commission; and national performance indicators. The chapter also provides 
findings from special CSCI studies (which are not used in the process of making judgements 
about individual councils).

Summary of overall performance of councils

Council performance

5.3 Social care services for adults, where councils have arranged their care, have improved for 
the sixth successive year. In 2008, the star ratings improved for 28 councils (19%) and 
deteriorated for 11 councils (7%), indicating an increase in the rate of improvement to 2007. 

5.4 There are currently no councils with zero stars, 19 councils (13%) with one star, 75 (50%) 
with two stars and 56 (37%) with three stars. This is the third year running when there are 
no councils with zero stars.

5.5 Fourteen councils improved their performance sufficiently in 2007-08 to be awarded three 
stars. The vast majority of these councils moved up to three stars because of their ability to 
deliver good social care outcomes for people and an excellent capacity to improve.

5.6 Overall 27 councils (18%) were judged as delivering ‘excellent’ outcomes for people who use 
social care, 104 (69%) were judged as ‘good’, and 19 (13%) were judged as ‘adequate’.  



The state of social care in England 2007-0864

Exercising choice and control

Where councils achieve an excellent judgement for this outcome 
people who use social care services can expect:

all contact with social care to be respectful and timely•	

accurate and accessible information about services and service standards, which •	
is appropriate to culture, religion, sexuality, gender and age

help to understand how to complain or comment, and support in doing so if needed•	

for any complaint to be handled promptly and courteously, with action taken •	
where appropriate; also to be kept informed throughout this process

where needed, to be able to access help and support out of hours•	

to tell their story only once, and with any planned outcomes clearly recorded in a •	
care plan

access to any information that is kept about them, and to be told how to do this•	

a broad range of services, which offer choice and meet preferences•	

access to advocacy service•	

support to live where they choose and help to take control of the way in which •	
they access services.

How well are councils increasing the choice and control of people using 
services?

5.7 Thirty-two councils (21%) were judged to be ‘excellent’ at increasing choice and control for people 
using social care, but 35 councils (23%) delivered only ‘adequate’ outcomes in this area.  

Examples of progress

5.8 Councils continue to make increasing use of Direct Payments to enable people – disabled people, 
older people and carers  to design and purchase their own support. The total number of Direct 
Payments reported by councils in the self-assessment survey has increased over the six-year 
period since 2002 by a factor of almost 10, from an average per council of 52.5 (national total 
7,900) at 30 September 2002 to 490.0 (national total 73,540) at 31 March 2008. 

5.9 The profile of people using Direct Payments has also changed, with higher proportions of 
Direct Payments now going to older people and carers in particular. The numbers of Direct 
Payments for people with mental health needs has increased by 61% in the past year, but 
remains the least represented group with just 4.6% of the total number of Direct Payments.

5.10 The use of Direct Payments has been judged a strength in just under two-thirds of 
councils. Individual Budgets were identified as a strength in 17 councils which arranged for 
individuals to direct their own support.  

5.11 More than a third of councils demonstrated a strength in handling and responding to 
complaints and making information about complaining easily accessible. Councils who 
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are judged as being ‘excellent’ in this area demonstrate lower levels of complaints through 
proactive management of potential complaints, and take action to improve services and 
practice as a result of complaints.

5.12 Out-of-hours services were judged to be a strength in 40 councils where there was 
comprehensive support for people who require urgent help, and improved outcomes for 
their carers. Emergency duty teams or out-of-hours services were noted as areas for 
improvements in 11 councils. Councils judged as ‘excellent’ in this area are more likely to 
have developed out-of-hours services jointly with health partners and to have involved 
people who use services to make improvements.

5.13 The proportion of assessments of adults and older people leading to provision of a service 
increased from an average of 72.6 in 2006-07 to 75.0 in 2007-08. 

5.14 The average amount spent by councils on advocacy services for people with learning 
disabilities has risen steadily from £74,000 in 2003-04 to £122,000 in 2007-08 (a 15% 
increase on the previous year, and in excess of the planned average of £114,100).

5.15 Advocacy and interpreter services were a strength in 53 councils where support was 
available to assist people to make personal decisions, life choices and to promote equality 
and inclusion. Advocacy services were identified as an area for improvement in 27 councils.

Examples of areas for improvement

5.16 People should not have to repeat their story to staff in different services, and although there 
has been progress in the provision of a single assessment summary, in 2008 less than 
a half of councils (46%) have a summary available to both professionals and individuals 
across their area. This compares with 33% in 2007.

5.17 Prompt assessments to ensure that people who use services maintain their independence 
was identified as a strength in only 12 councils. 

5.18 The CSCI review of eligibility criteria138 found problems for some people seeking support, 
where their needs and circumstances are insufficiently explored at their first contact with 
the council. Of survey respondents who did not meet eligibility thresholds, 62% stated that 
they were not given any information about other help that might be available. In addition, 
some people complained that their financial means were assessed before their needs.

5.19 Only four councils out of 15 inspected between November 2007 and 2008 were judged to 
be delivering good personalised care. Even amongst councils judged to be ‘good’, common 
areas for development included:

assessments and care planning were not sufficiently person-centred and holistic•	

single assessments were not operating effectively•	

carers felt unsupported, lacked information and often did not know where to go for help•	

limited advocacy support was available.•	

138 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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Improved health and emotional wellbeing

Where councils achieve an excellent judgement for this outcome people 
who use social care services can expect:

help to understand how to stay healthy and maintain emotional wellbeing•	

well developed and consistent joint working arrangements with health partners •	
and other relevant agencies

stays in hospital (or other units that administer medical care) to reflect medical •	
need in almost all instances  

rehabilitation which prevents the need for further medical and social care •	
intervention.

How well are councils improving the health and wellbeing of people using 
services?

5.20 Overall, over four-fifths of councils (87%) are delivering ‘good’ or ‘excellent’ health and 
emotional wellbeing outcomes for people using social care.

Examples of progress

5.21 The weekly average number of people whose discharge from acute hospital was delayed has 
again fallen slightly, from 27.7 in 2006-07 to 26.8 in 2007-08. 

5.22 Intermediate care aims to restore people’s independence and prevent avoidable admissions 
to hospital or residential care. The number of people receiving intermediate care at home in 
2007-08 increased by over 32,000 compared to 2006-07, to a total of 225,000.

5.23 Joint working arrangements with health and other partner organisations are seen as a 
strength in one-third of councils but as an area for improvement only in three. In councils 
judged as ‘excellent’ or ‘good’ there is evidence that development of intermediate care 
services is helping prevent admissions to hospital and maintain low levels of delayed 
discharges.  

5.24 People’s needs change and should be regularly reviewed. In 2007-08 the average of the 
percentages of adult and older people receiving a service in the year who also had a review 
(or reassessment) has continued to rise, from 71.0% in 2006-07 to 75.6%.

5.25 Eleven councils are shown to have established a fully integrated single assessment 
process. This helps effective collaboration and planning between agencies to ensure good 
outcomes for individuals, and prevents unnecessary hospital admissions. Twenty-three 
councils have areas for improvement concerning the single assessment process.

5.26 The National Evaluation of Partnerships for Older People Projects139 shows that 99,988 
individuals had received, or were receiving, a service within the POPP programme across 

139 PSSRU (2008) National evaluation of Partnerships for Older People Projects: interim report of progress
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470 projects within 29 council-led partnership pilot areas. The results indicate that for 
every £1 spent on POPP, an average of £0.73 is saved on the per-month cost of emergency 
hospital bed-days (assuming the cost of a bed-day to be £120.) People using the services 
see their quality of life as improved. The POPP programme appears to be associated with a 
wider culture change within their localities, with greater recognition of the importance of 
including early intervention and preventative services focused toward wellbeing.

Examples of areas for improvement

5.27 The number of people with learning disabilities remaining inappropriately140 in a hospital 
environment at 12 April 2008 has reduced over the year, from a total of 923 in 2007 to 220 
in 2008. However there are an additional 1,662 adults with learning disabilities remaining in 
NHS campus accommodation. 

5.28 Information about staying healthy and maintaining emotional wellbeing was identified 
as a strength in just under half of councils and as an area for improvement in only a few. 
Information targeted at black and minority ethnic communities is only identified in a few 
councils as a strength.

Personal dignity and respect

Where councils achieve an excellent judgement for maintaining dignity 
and respect people using social care services can expect:

safeguarding against abuse, neglect, embarrassment or poor treatment whilst •	
using services

access to single rooms, if they choose, in care homes or supported living settings•	

help to form interpersonal relationships and express sexual preferences, in a safe •	
and non-judgemental context.

How well are councils helping people using services maintain dignity and 
respect?

5.29 Some 57% of councils are providing good outcomes, compared with 63% last year. Eleven 
per cent are providing ‘excellent’ outcomes, the same as last year. However, 46 councils are 
classed as ‘adequate’ compared with 35 in 2007; and two councils are classed as ‘poor’, the 
only outcome which has ‘poor’ judgements.

Examples of progress

5.30 The proportion of adult social care staff trained to identify and assess risks to adults whose 
circumstances make them vulnerable rose by 10 percentage points in 2007-08 to 82%, 
close to councils’ plans. A further increase to 89% is planned for 2008-09. Improvements 

140 That is who are medically fit for discharge and no longer in need of continuing hospitalisation



The state of social care in England 2007-0868

were achieved in all regions, but some individual councils are lagging behind. In 14 councils 
less than half of relevant staff had had the training.

5.31 The proportion of independent sector staff who had received training, funded or 
commissioned by councils, has gone up from just under a third (31%) to just under half 
(46%) in 2007-08. Improvements have been achieved in all regions but there is wide 
variation between individual councils, with 31 councils having trained less than a quarter of 
independent sector staff.

5.32 Over a third of councils had training on safeguarding adults noted as a strength. Councils 
judged as ‘excellent’ in this area demonstrate investment in training for the independent 
sector which has raised awareness in safeguarding people. However, nearly one-third of 
councils need to improve training for the protection and safety of adults.

5.33 More than a quarter of councils demonstrated a strong multi-agency commitment to the 
continued development of safeguarding adults. Councils who perform well in this area 
monitor the outcomes from investigations concerning safeguarding through the adult 
protection committees which influence improvements in the service.

5.34 Procedures for safeguarding adults were judged to be a strength in 44 councils where their 
policy on safeguarding is widely available to all stakeholders, including regulated providers.  

5.35 In 2007-08, 135 councils, compared with 125 the year before, in at least 95% of situations, 
gave people (adults of all ages) a single room on moving permanently into a residential or 
nursing home. 

Examples of areas for improvement

5.36 A recent CSCI study into the effectiveness of arrangements to safeguard adults from abuse 
found uneven progress141. In almost three-quarters of council inspections unacceptable 
variability was found in the standard of practice when supporting someone who has 
experienced abuse in at least two of the following: a clear chronology of events and core 
information; risk assessment; protection plans; and case recording.

5.37 Councils are beginning to provide options to help prevent abuse for people who direct their 
own support (under developments such as Individual Budgets) but evidence from the study 
on safeguarding indicates that no council yet has a systematic approach in place.

5.38 Of the 20 councils inspected between August 2007 and April 2008, four (20%) were judged 
to be ‘poor’ on safeguarding delivery, 10 (50%) were judged ‘adequate’, and six (30%) were 
judged to be ‘good’. No councils were judged to be ‘excellent’ on safeguarding delivery. 

5.39 Monitoring of safeguarding referrals was judged as a strength in only 6 of the 20 councils. 
The need to improve monitoring and analysis of safeguarding performance was identified as 
an area for development in 13 councils.  

141 CSI (2008) Safeguarding adults: a study of the effectiveness of arrangements to safeguard adults from 
abuse



Part one: The picture of social care: data and trends 69

Quality of life 

Where councils achieve an excellent judgement for this outcome people 
who use social care services can expect:

support to live life in the way that they choose•	

easy access to a choice of services that meet needs and are high quality, reliable •	
and appropriate to culture, religion, sexuality, gender and age

help which prevents the need for more intensive medical and social care •	
intervention in the future support to feel safe and secure in their own homes.

How well are councils improving the quality of life of people using services?

5.40 Thirty-five councils (23%) were judged to be ‘excellent’ at improving the quality of life for 
people using social care (compared with 15% in 2007) but a fifth of councils (20%) delivered 
only ‘adequate’ outcomes in this area.

Examples of progress

5.41 The movement to support more people to continue to live in their own homes continues to 
be complemented by the growth in provision of extra care housing tenancies. The average 
increase in extra care housing tenancies in 2007-08 was 7.0 per 10,000 population aged 65 
or above; this was 26% below the average planned value of 9.5 per 10,000.

5.42 Some councils are improving their ability to meet people’s specialist needs – for example 
through an increase in specialist housing provision and better stimulation of the care 
market. This has been assessed as a particular strength in 25 councils. Supporting people 
to remain independent through extra care housing was noted as a strength in 44 councils. 

5.43 Councils judged as ‘excellent’ at improving the quality of life for people who use services 
demonstrate that they are effective at delivering preventative services including telecare, 
helping people to remain independent and feel more secure, and reducing the anxieties of 
families and carers.

5.44 The White Paper, Our health, our care, our say set a target for the number of older people 
supported by the provision of telecare equipment to increase by 160,000 by 2007-08 from 
the level at 31 March 2006. Telecare is the combination of equipment,142 monitoring and 
response that can help individuals to remain independent at home. In the event, there was 
a total of 149,700 new users recorded in 2006-07 and a further 158,300 in 2007-08. Almost 
half (44%) of the most recent provision was by councils alone, with a further 26% jointly 
between the council and other agencies.

5.45 The provision of equipment and adaptations can play an important role in enabling a 
person to manage in their own home and preventing or postponing the need for more 

142 Refers specifically to electronic alarm and monitoring equipment, primarily to enable older people to remain 
safely in their own homes
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intensive packages of care. The speed of delivery of equipment and minor adaptations has 
continued to show improvement, with all councils now achieving the two highest levels of 
performance, and 137 councils (91%) achieving the highest level, with 85% of items or more 
delivered within seven days.

5.46 The rate of adults with physical and sensory disabilities helped to live at home has shown 
a gradual increase over the past five years, from an average of 4.2 per 1000 population 
aged 18-64 in 2002-03 to 4.8 in 2007-08; the figure for people with a mental health problem 
has increased more rapidly over the same period, from an average of 3.5 per 1000 to 4.5 
in 2007-08. The number of adults with learning disabilities helped to live at home has 
increased the most gradually, from an average of 2.6 per council in 2002-03 to just 2.9 in 
2007-08 (the same level as in the previous year).

5.47 Support for carers is a high priority as increasing numbers of individuals and families have 
to find and fund their own care. This was the third year of collection of the performance 
indicator which gives the number of carers receiving a specific carer’s service as a 
percentage of all clients receiving community-based services,143 and once again showed a 
significant improvement in performance. 

5.48 Support services for carers were seen as a strength in more than half of all councils, while 
improvements were needed in around a third of councils. 

An example of new housing and support developments

One council is developing 2,400 extra care apartments to be complete by 2011. 
Features in the schemes include: a focus on offering affordable rented units; ‘active 
ageing’ facilities for residents and older people in the wider community; community 
alarms and telecare services designed in the provision of assisted bathing facilities 
available for access by the wider community; and provision of consulting rooms for 
use by healthcare professionals. A single care and support contract is integrating 
personal care, practical support and a range of supporting people tasks to offer 
people a seamless service.

Examples of areas for improvement

5.49 For major adaptations, the reduction in waiting time is less marked, but also reducing 
steadily, having fallen from an average value of 38.3 weeks in 2003-04 to 26.6 weeks in 
2007-08 (slightly better than the average planned value of 27.1 weeks). However, this still 
represents an average waiting time of six months from agreement to the adaptation to start 
of work. 

143 Note that C62 is predicated on the carer having been assessed or reviewed in the year by the council and 
being given specific carers’ services. This excludes carers who are referred (or self-refer) to voluntary 
organisations supporting carers 
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Freedom from discrimination and harassment

Where councils achieve an excellent judgement for this outcome people 
who use social care services can expect:

clear eligibility criteria for all services which are easy to understand and fair to all•	

an initial assessment to determine need, regardless of whether they are eligible •	
for council provision or plan to self-fund

inclusive support and services regardless of culture, religion or belief, sexual •	
orientation, gender or age

a team or manager who will take them through from assessment to ensuring, •	
where appropriate, individual need is met.

How well are councils ensuring that people using services are free from 
discrimination and harassment?

5.50 Councils’ performance in this outcome has improved since 2007 with 124 councils now 
judged as ‘excellent’ or ‘good’ in ensuring freedom from discrimination and harassment.  

Examples of progress

5.51 The publication of understandable and clearly available eligibility criteria was a strength in 
66 councils. Better performing councils are more likely to publish their eligibility criteria in a 
variety of formats and languages. 

5.52 Comprehensive ethnicity recording is a prerequisite for being able to monitor equality of 
access. This has continued to improve so that in 2007-08, on average, only 2% of assessed 
adults and adults receiving services did not have their ethnicity stated.

5.53 Nine out of 10 councils had implemented Commission for Race Equality Level 2 Equality 
Standards (assessment and consultation) and just over two-thirds had implemented Level 
3 (setting quality objectives and targets) by March 2008. Only a minority of councils have 
reached Level 4 and none Level 5.

5.54 Older people from black and minority ethnic communities continue to be slightly more likely 
to receive an assessment than older people from the general population (average ratio 1.2). 

5.55 Once assessed, older people from black and minority ethnic groups are as likely to receive a 
service as other older people in 24 councils (16%), more likely in 63 councils (42%) and less 
likely in 63 councils (43%).

5.56 On average, the proportion of clients with learning disabilities who are from black and minority 
ethnic groups continue to reflect the proportion of black and  ethnic minorities in the adult 
population (ratio 1.0). However, the England average masks wide variations between councils: 
only about a quarter of councils (40) had a ratio within the expected range of 0.9-1.1; 39 % 
(58) reported a lower ratio than this and 35% (52) reported a higher ratio.

5.57 Nearly 40% of councils have run pilot schemes around self-assessment. 
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Examples of areas for improvement

5.58 Three councils have set their eligibility threshold for care-managed services at critical while 
105 have their threshold set at substantial. One council is expected to lower the threshold in 
2008-09 from moderate to low.

5.59 The CSCI review of eligibility criteria found that of survey respondents, almost one in five 
carers and one in eight of those who said they could benefit from social care reported 
that they had failed to have an assessment of their needs. One-third of these respondents 
understood this was because they did not meet financial eligibility criteria for help – 
suggesting they were asked about their financial resources prior to any needs assessment, 
which contravenes current policy.144

Making a positive contribution

Where councils achieve an excellent judgement for this outcome people 
who use social care services can expect:

support to say what they truly think and to contribute to the workings of the wider •	
community 

support to develop abilities, skills and qualifications•	

to be actively involved in the development and review of services and be able to •	
see the impact of this involvement

people in the community to be encouraged to volunteer in groups across social •	
care and welfare services, with effective use made of these people locally.

How well are councils helping people using services to make a positive 
contribution?

5.60 Councils continue to perform relatively well in this outcome with 39% of councils providing 
‘excellent’ outcomes and 55% providing ‘good’ outcomes. Nearly one-third of councils are 
judged as delivering better outcomes for people who use services than in 2007, while seven 
councils are judged as having poorer performance since 2007.

Examples of progress 

5.61 Around one-third of councils are engaging people who use services well. Councils that are 
judged as ‘excellent’ are more likely to ensure that people who use services and their carers 
are involved in many types of activity, including the production of guidance, consultations, 
tendering processes and training staff. 

5.62 Over half of councils are good at promoting volunteering through initiatives such as 
volunteering events and forums to promote support such as befriending, assisted shopping, 
transport, and lunch clubs, among other activities.

144 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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Economic wellbeing 

Where councils achieve an excellent judgement for this outcome people 
who use social care services can expect:

well developed and consistent joint working arrangements for continuing care•	

advice and guidance to help increase income and employment opportunities•	

support to avoid financial difficulties•	

support for carers to continue in employment or to return to work where they •	
choose to do so 

preventative help which reduces the amount they may pay for care over time.•	

How well are councils helping people using services to achieve economic 
wellbeing?

5.63 Overall, councils performed relatively well in this outcome with 73% of councils providing 
‘good’ outcomes and 21% providing ‘excellent’ outcomes. Ten councils are ‘adequate’.

Examples of progress 

5.64 On average 43 learning disabled people per council were helped into paid work145 in the year, 
representing an average of 2.4 people with learning difficulties per 10,000 population aged 
18-64. Eighteen councils achieved more than twice this rate and 50 councils less than half. 
Performance is lowest in the Eastern region, and highest in London and East Midlands.  

5.65 Help for carers to continue in employment, or to return to work, was an area for 
improvement in 17% of councils and a strength in 23%. Councils who perform well in this 
area are more likely to ensure that carers’ assessments address education, training and 
employment support and provide care services such as day, respite and home care services 
that fit in with carers’ work patterns.

5.66 On average 53 learning disabled people per council were helped into voluntary work in the 
year. This was an increase of 7% over last year, though below the planned 10% increase.

Examples of areas for improvement

5.67 Early intervention and prevention services were noted as a strength in only 12 out of 150 
councils.

145 It is important to note that this does not indicate the nature of the work and that according to the Office for 
Disability Issues Factsheet nearly 6 in 10 disabled people report that they possess higher personal skills 
than those required in their job
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Leadership and management

To achieve an excellent judgement for leadership councils need to:

have highly competent, ambitious and determined leadership skills of senior •	
officers and elected members that champion the needs of people who need social 
care

undertake comprehensive and coherent strategic planning•	

have sufficient people, skills and capability at all levels, because of long-term •	
systematic planning

monitor and implement professional and occupational standards irrespective of •	
whether the services are in-house or commissioned by the council

have effective performance management, quality assurance and scrutiny •	
arrangements

demonstrate performance improvement is linked to management action.•	

Performance of councils

5.68 More than a third of councils (68) were judged as having ‘excellent’ leadership, with seven 
councils (5%) being judged as having uncertain capacity.

5.69 The great majority of councils have partnership agreements in mental health (81%), learning 
disabilities (85%) and integrated equipment services (94%). Just over half of councils (53%) 
have agreements for older people with mental health needs and delayed transfers of care. 
Councils with adult social services responsibilities are the predominant leads for learning 
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disabilities and equipment services, and NHS agencies for mental health. The lead on 
delayed transfers of care is more equally shared.

5.70 Fewer councils experienced recruitment and retention difficulties for particular groups and 
services. In particular there have been improvements in occupational therapy services. 
However, there remain difficulties in recruiting and retaining mental health social workers 
(31% of councils), social workers for other groups of people using services (20% of councils) 
and home carers for older people (22% of councils).

5.71 The relative spend of the National Training Strategy Grant on council and independent sector 
staff was 62% compared to 38%, similar to previous year but with a small rise in spend of 
this grant on independent sector staff.

5.72 Fifty councils (33%) are set to deliver the full Skills for Care’s National Minimum Dataset for 
Social Care (NMDS-SC) by March 2009, and a further 75 (50%) will deliver a partial dataset 
by that date. Work has started in 10 of the remaining councils. 

5.73 Strong and effective leadership teams were regarded as a strength in more than one-third 
of councils. ‘Excellent’ councils also demonstrate solid support from elected members, 
providing the platform for clear direction, good value for money, and people who are highly 
satisfied with services. Leadership was identified as an area for improvement in 10 councils 
to achieve service modernisation and personalisation.

5.74 Strategic plans with effective links to the local area agreement were highlighted as a 
strength in 24 councils. There were examples of targets for self-directed support and 
personalisation in some local area agreements. Only two councils had strategic planning 
noted as an area for improvement. 

5.75 A workforce development strategy that demonstrated workforce engagement with service 
development and investment in training in all sectors was regarded as a strength in 17 
councils. Councils performing well in this area have wide availability of practice-based 
learning, training in partnership with the independent sector and adult protection training.

5.76 Strong leadership underpinned by effective performance management was noted as a 
strength in well over a third of councils. ‘Excellent’ performing councils also demonstrate 
good reporting links with other strategic partners and a learning culture based on sound 
performance data.  
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Chapter 6 
The quality of care services 

Key Findings

Quality ratings•	  for care services are based on a wider range of evidence than 
simply their scores in relation to National Minimum Standards, including the 
views of people using the service. In May 2008, when quality ratings were first 
published, more than two-thirds (69%) of all services were rated as ‘good’ or 
‘excellent’.

80% of voluntary run services were rated as ‘good’ or ‘excellent’ compared to 79% •	
of council-run services and 66% of privately run services.

There are marked differences in terms of quality ratings between care homes for •	
younger adults and those for older people. 76% of homes for younger adults were 
rated ‘good’ or ‘excellent’ compared with 67% of homes for older people.

Shared Lives (formerly adult placement) schemes have the highest proportion of •	
services rated either ‘good’ or ‘excellent’ (86%). Almost three-quarters (73%) of 
home care agencies and nursing agencies (73%) are rated ‘good’ or ‘excellent’.
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The performance of care services against the National Minimum Standards•	  has 
risen for the sixth consecutive year.  Whilst the rate of improvement has slowed, 
more standards are being exceeded and fewer are failing with major shortfalls 
than last year. Common areas of improvement concern the handling of complaints, 
protection, information and quality assurance.

Care homes have been regulated for longer than other types of service and show •	
the largest improvement in meeting standards. On average, homes are now 
meeting just under a quarter more (23%) standards than they did in 2003.

The average percentage of standards met by care homes for:•	
older people: 82% –

younger adults: 85% –

Nursing agencies were the best performing service type in 2008 (87% of •	
standards were met or exceeded).

Shared Lives schemes have made the greatest improvement in the last 12 months •	
(8% more standards met than in 2007) with 84% of standards met or exceeded in 
2008.

Services run by voluntary organisations still meet more standards on average •	
than private and council-run services but council services are closing this gap. 
Privately run services are improving at a slightly slower rate than voluntary and 
council-run services.

Introduction

6.1 This chapter examines the quality of regulated care services by looking at quality ratings 
and performance against the National Minimum Standards (NMS). The NMS focus more 
on inputs and processes than on outcomes for people so CSCI has been concerned to 
make more rounded assessments and has introduced quality ratings that draw on more 
information than the NMS scores.

6.2 Quality ratings were first made available to the public in May 2008. They aim to provide a 
simple and clear indication of how services are performing. Services are classified as:

3 stars  excellent service•	

2 stars  good service•	

1 star  adequate service•	

0 stars  poor service•	

6.3 The Commission bases its quality rating judgement on the following range of evidence:

interviews with staff and the people who are using the service •	

information given to CSCI by the care service •	
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surveys filled in by people using the service, their relatives and other professionals •	
involved in their care

a key inspection by CSCI inspectors (the service does not usually know when inspectors •	
are coming to visit)

information CSCI holds about the history of the service.•	

6.4 CSCI established enforcement teams in 2007-08 to help improve services. 1,205 
requirement notices and 493 statutory notices were issued over the year on poorly 
performing services. 

6.5 The Commission inspects all regulated care services against NMS. Each type of care service 
has its own set of standards, representing a level of good practice below which no service is 
expected to operate.  For each standard, services receive a score of 1,2,3 or 4. The definition 
of these scores is:

1 – Not meeting standard with major shortfalls•	

2 – Not meeting standard with minor shortfalls•	

3 – Meeting standard•	

4 – Exceeding standard•	

Quality ratings of regulated services

Figure 6.1
Distribution of quality ratings in May 2008
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6.6 When quality ratings were first published, more than two-thirds (69%) of all services 
were rated as ‘good’ or ‘excellent’ (see Figure 6.1). Where a service is new and has not 
yet received its first key inspection, it is described as ‘not yet rated’. ‘ Rating suspended’ 
refers to services that are subject to enforcement proceedings. In May 2008 there were 34 
services (0.1%) in this bracket.
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Figure 6.2
Distribution of quality ratings by ownership type
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6.7 80% of voluntary run services are rated as ‘good’ or ‘excellent’. Council-run services have 
a slightly smaller proportion (79%) and private services perform least well with 66% being 
rated ‘good’ or ‘excellent’ (see Figure 6.2).146

Figure 6.3
Quality ratings of care homes for older people 
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6.8 As at May 2008, more than two-thirds (67%) of care homes for older people were rated as 
‘good’ or ‘excellent’ (see Figure 6.3). Over a quarter (28%) were rated as ‘adequate’ and 4% 
as ‘poor’.

146 Due to the relatively small number of services run by the NHS and organisations denoted as ‘other’, these 
have not been included in this chart
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Figure 6.4
Quality ratings of care homes for younger adults
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6.9 There are marked differences in terms of quality ratings between care homes for younger 
adults (see Figure 6.4) and those for older people. 76% of homes for younger adults are 
rated ‘good’ or ‘excellent’ compared with 67% of homes for older people.

6.10 There are also differences in the proportion rated as ‘poor’. Of care homes for younger 
adults, 2% have this rating compared with 4% of homes for older people.

Figure 6.5
Quality ratings of home care agencies
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6.11 As at May 2008, almost three-quarters (73%) of home care agencies were rated as ‘good’ or 
‘excellent’ (see Figure 6.5).  
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Figure 6.6
Quality ratings of Shared Lives schemes
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6.12 Shared Lives schemes have the largest proportion of services rated ‘good’ or ‘excellent’ 
(86%), as shown in Figure 6.6, when compared with other service types.

Figure 6.7
Quality ratings of nursing agencies
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6.13 Just under three-quarters (73%) of nursing agencies are rated ‘good’ or ‘excellent’ (see 
Figure 6.7). Nursing agencies have the smallest proportion of services rated ‘poor’ (1%) of 
all the regulated service types.
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Performance against the National Minimum Standards

Figure 6.8
Average percentage of NMS met/exceeded by type of service for each year
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6.14 Performance against the National Minimum Standards has improved for the sixth 
consecutive year for all service types (see Figure 6.8).  

6.15 As reported in The state of social care in England 2006-07, the rate of improvement has 
slowed since 2005 for most types of service. However, more standards are being exceeded 
in 2008 and fewer are being failed with major shortfalls. The proportion of standards being 
exceeded by services (achieving a score 4) has increased from 2% in 2003 to 7% in 2008 
(See Figure 6.9).  Standards not being met with major shortfalls (score 1) has reduced by 
the same approximate proportion from 8% in 2003 to 2% in 2008.

Figure 6.9
Distribution of NMS scores by year
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6.16 Care homes for older people have made the greatest improvement since 2003, meeting 
almost a quarter (23%) more standards in 2008. Care homes for younger adults have made 
a similar improvement, meeting 22% more standards in 2008 than in 2003.

6.17 CSCI began regulating nursing agencies a year later than care homes. The improvement 
for these services is smaller than for care homes though still considerable with just under 
a fifth (18%) more standards now being met by nursing agencies. On average, nursing 
agencies meet the highest proportion of standards of all regulated care services (87%).

6.18 CSCI began inspecting home care agencies in 2005. Agencies are now meeting 16% more 
standards than in 2005.

6.19 Though only subject to inspection against NMS for three years, Shared Lives (formerly adult 
placement) schemes meet an average of 9% more standards in 2008 than in 2006.

Figure 6.10
Average percentage of NMS met by ownership type147
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6.20 Services run by voluntary organisations continue to perform better in relation to National 
Minimum Standards than services run by different types of organisation (see Figure 6.10). 
The gap between voluntary run care homes and those run by private organisations has 
increased by 1% in the last 12 months.

6.21 The gap in performance between council and voluntary run services has been closing since 
2005. For instance, in 2005 home care agencies run by voluntary organisations met 12% 
more of the standards than council-run agencies. This difference for care homes was 6%. 
In 2008 the difference between voluntary and council-run services dropped to 3% for care 
homes and 4% for home care agencies.  

147 As the majority of Shared Lives schemes are run by councils and most nursing agencies are privately run, 
these are not included in Figure 6.10 as a comparison would not be meaningful
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6.22 The difference in performance between voluntary and private care homes for younger 
adults remained fairly static at around 2% between 2005 and 2007 but this has increased 
to 3% in 2008. For care homes for older people, this difference is slightly greater at around 
7% and this has also remained relatively unchanged in the last four years. The difference in 
performance between voluntary and private home care agencies has decreased from 10% in 
2005 to 6% in 2008.

Care homes for older people

6.23 Care homes for older people148 have been inspected against the NMS since April 2002. The 
first set of scores against the NMS were compiled in 2003. Since then, these services have 
shown significant improvement rising from an average of 59% of standards met in 2003 to 
82% in 2008.

6.24 Figure 6.11 shows the rate of improvement in the percentage of homes meeting each of the 
standards. Performance against the information standard has improved the most, with 54% 
more homes meeting this standard in 2008 than in 2003.

6.25 Over one-third (37%) more homes are meeting the protection standard in 2008 than did 
so in 2003. This standard has also seen one of the largest improvements in the past year, 
rising by 5% to 83% in March 2008. A recent thematic inspection highlights where more 
needs to be done to improve the arrangements for safeguarding adults.149 The thematic 
inspection showed that inadequate staff training, written documentation – such as 
safeguarding policies and procedures – and recruitment processes were the most common 
shortfalls. There were also a large number of recommendations about information to people 
on their rights to be safe and how to report any concerns.

6.26 Almost a third (31%) more homes are meeting the standard for recruitment in 2008 than 
did so in 2003. Performance against this standard has improved by 7% since 2007, a year 
after a special report was published that examined recruitment practices.150  

6.27 Performance relating to NMS on medication handling has increased by 22% since 2003 and 
by 7% since 2007, following on from a report focused on this topic.151 A third of homes are 
still not meeting these requirements in 2008. 

6.28 Care homes for older people perform least well in relation to standards relating to care plans 
(62%). However, good care plans, that are drawn up with the person and that focus on their 
abilities and what they aspire to, are crucial to personalised care. Nevertheless there has 
been an improvement of just over a quarter (28% more homes) since 2003 meeting the 
relevant NMS.

148 Care homes are classified as homes for younger adults or for older people depending on the set of National 
Minimum Standards against which they are inspected. The decision about the set of standards used is based 
on the relative numbers of older people (aged 65 or above) or younger adults (aged 18-64) resident at the 
time of inspection  

149 CSCI (2008) Safeguarding adults: a study of the effectiveness of arrangements to safeguard adults from 
abuse 

150 CSCI (2006) Safe and sound 
151 CSCI (2006) Handled with care?
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6.29 Performance against the record-keeping standard has dropped by 1% since 2007 and 
has only risen by 16% since 2003. Over a third (34%) of homes are still not meeting this 
standard in 2008.

Figure 6.11
Improvement in percentage of standards met by care homes for older people since 
the introduction of NMS
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Care homes for younger adults

6.30 The average percentage of standards met by care homes for younger adults has risen by 
over a fifth from 63%, when regulation began in 2003, to 85% in 2008.

6.31 Figure 6.12 shows how many more homes are now meeting the individual standards than 
did so five years ago. As is the case for care homes for older people, the standard against 
which homes have shown the greatest improvement is information. 61% more homes meet 
this standard in 2008 than in 2003. 

6.32 The proportion of homes meeting the concerns and complaints standard has risen by 42% 
since 2003. 90% of homes are now meeting this standard.

6.33 More than a quarter (27%) more homes are meeting the requirements of the medication 
standard than did so in 2003. Care homes for younger adults perform better in relation to 
this standard (73% meeting) than care homes for older people (67%). However, this is still 
one of the least often met standards.

6.34 Since March 2007, care homes for younger adults have made the largest improvements 
in standards relating to safe working practices (73%), recruitment (79%) and quality 
assurance (76%). Performance in these areas has improved by around 7% in the last 12 
months.

6.35 Care homes for younger adults perform least well in the areas of record keeping (71%), 
premises (71%), safe working practices (73%) and medication (73%).

6.36 Best performance for care homes for younger adults is in relation to relationships (98%), 
introductory visits (96%), daily routines (94%), personal support (93%), community links 
and social inclusion (93%) and personal development (93%).

6.37 Over a third (35%) more services are meeting the protection standard in 2008 than in 2003.  
82% of care homes for younger adults are meeting this standard in 2008.
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Figure 6.12
Improvement in the percentage of standards met by care homes for younger adults 
since the introduction of NMS
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Home care agencies

6.38 CSCI began inspecting home care agencies against NMS in April 2004. In each of the first 
two years of inspection, the average percentage of standards met increased by 6%. Between 
March 2007 and March 2008, this slowed slightly to an increase of 4%, with agencies 
meeting on average 82% of standards.

6.39 The standards against which agencies have made the greatest improvement since 
inspection began are information (33% more agencies now meeting the standard), 
protection of the person (28% increase), supervision (26% increase) and recruitment and 
selection (25% increase). Figure 6.13 shows the percentage increase of home care agencies 
meeting each standard in March 2008 compared with March 2005.

6.40 Performance against the protection of the person standard (83%) improved by 11% for the 
first two years of inspection and by 6% between 2007 and 2008. More than a quarter (28%) 
more agencies are meeting this standard in 2008 than did in 2005.

6.41 In October 2006, CSCI published a report152 examining the performance of home care 
in England and identifying areas for improvement. These included the need to improve 
practices relating to the handling of medication and processes for the recruitment and 
supervision of staff. Performance in these areas has continued to improve since this 
report was published and the medication and supervision standards have seen the largest 
improvement of all the standards in the past 12 months. However, whilst this improvement 
is encouraging, these remain amongst the standards where home care agencies perform 
least well.

6.42 In 2008, 8% more agencies are meeting the risk assessments standard than in 2007. In 
2006 CSCI published a report153 which looked at the experiences of older people using care 
services and how they have been helped to minimise risk whilst retaining choice and 
control over their lifestyles.

152 CSCI (2006) Time to care? An overview of home care services for older people in England
153 CSCI (2006) Making choices: taking risks
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Figure 6.13
Improvement in the percentage of standards met by home care agencies since the 
introduction of NMS154
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Shared Lives schemes

Figure 6.14
Improvement in the percentage of standards met by Shared Lives schemes since the 
introduction of NMS155
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155 The proportion of shared lives schemes meeting the carer support and review standard is the same in 2008 
as it was in 2006
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6.43 CSCI began inspecting Shared Lives schemes (formerly known as adult placement) against 
NMS in April 2005. Since then the average percentage of standards met by these services 
has risen by 9% to 84% in 2008.

6.44 Figure 6.14 shows the improvements in performance against the standards since 2005. 
The largest improvement is in relation to daily life (17% more services meeting this standard 
in 2008 than in 2006), conduct of the scheme (16% improvement) and protection (15% 
improvement).

6.45 Of all the regulated service types, Shared Lives schemes have made the greatest 
improvement in the past year with 8% more standards being met on average.

6.46 Shared Lives schemes perform best in relation to matching and introductions (95%), living a 
normal life (93%) and daily life (90%). However, 1% fewer Shared Lives schemes are meeting 
the living a normal life standard than did so last year.

Nursing agencies

6.47 On average, nursing agencies meet more standards than any other regulated service type 
(87%).

6.48 Since nursing agencies were first inspected against NMS in April 2003, the proportion of 
standards met or exceeded has risen by just under a fifth (18%).

6.49 Figure 6.15 shows how performance against the standards in 2008 compares with 2004. 
The largest improvements have been in the areas of complaints, protection from abuse 
(both up 37%), organisational policies (up 35%), assistance with medication (29%) and 
competence (up 26%).

6.50 The percentage of nursing agencies meeting the information standard has dropped by 3% 
since 2004 and the proportion meeting the management structure standard has dropped 
by 1%.

6.51 Nursing agencies perform best in relation to premises (95%), confidentiality (94%), 
agreement between the agency and staff (93%), financial procedures (92%), management 
structure (92%) and assistance with medication (90%).
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Figure 6.15
Improvement in the percentage of standards met by nursing agencies since the 
introduction of NMS
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Overall picture

6.52 There is evidence that the quality ratings have encouraged performance. There was a 
net improvement in the quality ratings of almost 1,400 services between April 2007 to 
April 2008. In July 2008, two months after quality ratings were formally introduced, CSCI 
commissioned a two-stage research project to look at the impact of quality ratings on 
people who make decisions about care services: commissioners, people who use services 
and carers. The first stage reported in October 2008. Its findings suggested a very good 
awareness in and use by councils of quality ratings. For example, 81% of councils used 
quality ratings in the decision-making process for care homes and 69% for home care.  In 
addition, the research revealed that 99% of councils used CSCI reports in decisions about 
care homes. As might be expected, awareness was lower amongst people in care homes or 
using home care services or their relatives. Even so, it was very encouraging to note that, 
at such an early stage after ratings were introduced, 45% of relatives of people in residential 
care were aware of the rating system. The second stage of the exercise will take place in 
early 2009, covering the same groups of decision-makers plus people in adult placement 
services. A full report will be available in March 2009.

6.53 CSCI has also sought to drive improvements in the quality of care through new inspection 
processes, particularly for the care of people with communication difficulties and dementia 
to ensure they are getting truly individualised care. The SOFI (Short Observational 
Framework for Inspection) is a unique tool for inspectors to capture in a systematic way 
the experiences of care. By looking in detail at people’s emotional wellbeing, who they are 
engaged with during the day and how staff relate to them allows the inspector to get beyond 
the surface of routine care practice. It is a methodology under development but one that is 
helping to raise the bar in the quality of care.
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Chapter 7 
The quality of care services 
purchased by councils

Key findings

A new CSCI initiative with councils in 2007 has provided evidence for the first time •	
on the quality of services purchased by each council. This is early data and must 
be treated with some caution but does relate information from councils on the 
numbers of people for whom they purchased care at individual service level (April 
to September 2007) to the new CSCI quality ratings (published in 2008 but based 
on evidence prior to that date that was available). This offers a first baseline for 
the quality of services purchased. More detailed data being provided to councils 
will assist them in reviewing the care services they are purchasing to help 
improve the quality of the local care market.
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The data shows considerable variability in the quality of services purchased by •	
councils. At September 2007 one place in five (21%) purchased by councils (that 
is some 7,700 places out of 36,500) was in care homes rated ‘poor’ or ‘adequate’. 
The percentage was higher for nursing care in homes for older people (24%). 
The percentage of ‘good’ and ‘excellent’ places was highest for nursing care for 
younger adults (83%). 

22% of older people moving permanently into a care home arranged by councils in •	
the six months to September 2007 went into a home rated as ‘poor’ or ‘adequate’. 
This was also the position for older people who had places purchased by the council 
outside of the council’s area. By way of contrast, seven temporary admissions in 
eight (88%) of younger adults were into a home rated as ‘good’ or ‘excellent’. 

Between April to September 2007, one in 10 of people whose care was purchased •	
by the council received a service from a home care agency which was rated as 
‘adequate’; 88% received services from a home care agency rated as ‘good’ or 
‘excellent’. In all, 3,700 people were receiving home care from services rated as 
‘poor’, and a further 24,000 receiving their care from services rated as ‘adequate’. 
One person in seven received a home care service from an independent sector 
provider with a published rating of ‘poor’ or ‘adequate’, as compared with almost 
one in 20 with a service from a voluntary organisation.

Care home services purchased by councils

7.1 All 150 councils provided CSCI with data in April 2008 on the numbers of their residents for 
whom they purchased care in care homes in the period April to September 2007.156,157 The 
data supplied have been linked by CSCI to its data on quality ratings as at August 2008.158

7.2 In total, council data reported to CSCI shows that councils purchased just over half of all 
the registered places in care homes in England at September 2007 (Figure 7.1).159 They 
purchased a lower proportion of all places in homes offering nursing care160 and a higher 

156 CSCI requested a minimum dataset of numbers of supported residents, permanent and temporary 
admissions to each registered care home from which the council purchased care and for the number of 
those provided with home care type services from home care agencies. Most councils provided further data 
but a small number of councils were only able to supply data for earlier or later periods 

157 Councils matched their data on individual services to CSCI service identifiers  in a small proportion of cases 
this matching was not possible or was incorrect 

158 First published in May 2008. At that time some 27% of all registered services asked CSCI not to publish their 
ratings, pending a key inspection

159 This denominator for this percentage, 209,500, is lower than the total of 246,000 supported residents 
reported at March 2007 by the NHS Information Centre for Health and Social Care (in its Community care 
statistics 2007, supported residents (adults) England report (2007, Table S1)). Numbers of supported 
residents are falling and there are a small number of services where councils were not able to provide the 
correct identifier for homes from which they purchased care

160 The total registered places in any home offering nursing care in any of its beds are classified as nursing care 
beds. Comparisons of ‘nursing care’ and ‘personal care’ data cannot therefore be made directly between the 
data reported here on council purchasing against the data discussed in Chapter 3 from councils’ returns to 
the NHS Information Centre for Health and Social Care (the Supported Residents return SR1)   
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proportion in homes only providing personal care. Councils purchased over two in every 
three places in homes registered to provide personal care for younger adults.

Figure 7.1
Percentage of registered places purchased by councils, 30/09/07
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7.3 175,000 people had places arranged by their council in care homes at September 2007 
which had a published rating by August 2008. Of these nearly 5,000 (3%) were in homes 
rated as ‘poor’, with a further 31,500 (18%) in homes rated as adequate (Figure 7.2).

Figure 7.2
Residents supported by councils in care homes, 30/09/07 (published Quality Ratings 
at August 2008)
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7.4 Figure 7.3 shows the distribution of published quality ratings of all registered places 
in England in homes for younger adults (YA) and older people (OP) respectively, split 
by personal care homes (PC) and those offering nursing care (NH), and the equivalent 
measures for all council-purchased places. Data reported exclude care homes where their 
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quality rating had not been made public by August 2008. The percentages shown of ‘poor’ 
and ‘adequate’ places to residents is likely to be higher once all ratings for each individual 
service are included. 

7.5 For nursing care for older people 24% of 58,350 council-purchased places were rated ‘poor’ 
or ‘adequate’; whilst 18% of all 129,000 registered places with a published rating were rated 
as ‘poor’ or ‘adequate’. Councils purchased marginally better nursing care in homes for 
younger adults than that available in total (16.8% of 5,200 places purchased were rated 
'poor' or 'adequate' as against 17.6% of the total of 9,200 places across England). 

Figure 7.3
Percentage of places/council supported residents at 30/09/07 (published Quality 
Ratings at August 2008)
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7.6 Data from all councils also provide for the first time a view of the quality of council-
purchased care for those admitted to registered homes in the six months to September 
2007. Figure 7.4 shows the pattern by type of home where a published rating was available 
at August 2008.
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Figure 7.4
Admissions to homes by councils in April – September 2007 (published Quality 
Ratings as at August 2008)
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7.7 One permanent admission in five (22%) of people moving into homes for older people161 
was into a home rated as ‘poor’ or ‘adequate’ (Figure 7.5). This was also the position for 
placements in this category of home out of the council’s area.162 Care purchased for adults 
newly admitted to homes for younger adults was in general more often in homes rated as 
‘good’ or ‘excellent’: for example, seven temporary admissions in eight (88%) of younger 
adults163 were into a home rated as ‘good’ or ‘excellent’. 

161 Councils reported 31,500 admissions to such homes in the six months to September 2007. A small 
proportion of those admitted will be aged under 65 – the categorisation of the home by CSCI is based on the 
largest proportion of residents at the time of the inspection aged 65 and over (see Chapter 4, para 4.16)

162 7,360 admissions (permanent and temporary: residential and nursing care combined) in the six months to 
September 2007

163 Councils reported 34,200 such temporary admissions in the six months to September 2007 
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Figure 7.5
Percentage of council placements April-September 2007 x Quality Rating of home 
(August 2008)
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7.8 Councils also reported to CSCI in April 2008 the numbers of adults for whom they arranged 
home care with registered agencies in a week in the six months to September 2007. 
Although some councils did not provide a full dataset,164 the overall picture for England can 
be assessed. 

7.9 The numbers of people using services and the quality ratings of the agencies from which 
they received care are shown in Figure 7.6, with 88% receiving services from home care 
agencies with a published rating of ‘good’ or ‘excellent’. 3,700 people were receiving care 
from ‘poor’ services (1.6% of all councils’ clients) and a further 24,000 receiving their 
care from services rated as ‘adequate’. One in 20 people with a service purchased by the 
council from a voluntary organisation received it from one with a published rating of ‘poor’ or 
‘adequate’, as compared with almost one in seven with service from an independent sector 
provider.

164 Councils reported fewer people using services than the 345,000 reported in a sample week in September 
2007. (NHS Information Centre for Health and Social Care (2008) Community care statistics: home care 
services for adults, Table 5). This arises from some councils not being able to provide data on the breakdown 
of people using internal home care agencies, and others reporting some agencies as care homes or nursing 
agencies
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Figure 7.6165

Adults receiving care arranged by councils in 2007 by published Quality Rating of 
their home care agency (August 2008)
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7.10 There are considerable differences between councils in the percentage of people that they 
fund who are using home care agencies with a published rating of ‘poor’ or ‘adequate’. More 
than a third of the people 21 councils fund were receiving a service from ‘poor’ or ‘adequate’ 
home care agencies, while 65 further councils reported a figure of 5% or less.

The quality of procurement by councils

7.11 To help improve procurement and commissioning by councils and drive up the quality of 
services, CSCI has provided every council with an analysis of its own data and that for the 
overall totals for England. CSCI is also discussing the implications with senior council staff 
and making further analyses available to councils so they can explore the quality of the 
care they are purchasing.166 The data provided to councils includes: 

the type of provider (independent, voluntary, council, etc)•	

the length of time since the home or agency was first registered•	

how far the home or agency was meeting specific National Minimum Standards at •	
September 2007, and whether it had improved in meeting these standards since March 
2006.

7.12 Using local data councils can also review quality in terms of:

cost  per placement or per hour of service•	

complaints about care •	

safeguarding referrals •	

the ethnicity of people whose care was arranged by the council •	

165 Figure 7.6 excludes agencies where their quality rating had not been made public by August 2008.The 
percentages shown in Figure 7.6 as ‘poor’ and ‘adequate’ are likely to be higher once all ratings for each 
individual service are included

166 The data collection from councils is being repeated for April to September 2008: the results will be fed back to 
all councils in February 2009 
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whether the home or agency was being used to provide intermediate care•	

whether the council had a block contract arrangement with the service.•	

7.13 In the performance assessment of councils for 2007-08 account has been taken of 
councils’ response to this new data. For 2008-09 greater emphasis will be placed on the 
evidence and councils’ efforts to ensure good quality care for all those whom they support 
in care homes or with home care services. 
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Chapter 8 
Adult social care workforce 

Key findings

Good personalised care and support is highly dependent on the availability of •	
suitably skilled and trained staff: social workers and support staff. For many 
people who depend on ongoing support from care services, having the same care 
staff working with them over time is equally important. 

The adult social  care workforce in England is estimated at 1.5 million workers, an •	
overall increase of 8% since 2006-07.

Numbers employed in adult social care by councils fell from an estimated •	
228,000 in 2006-07 to 221,000 in 2007-08.

Numbers working in the independent sector increased from an estimated 988,000 •	
to 1,070,000, and in personal assistant roles from 113,000 to 152,000.

People using services should be engaged in the debate about the qualities needed •	
in personal assistants and whether such roles should be regulated.
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The number of vacancies notified to JobCentres for care workers, social workers, •	
occupational therapists and other care and support-related occupations exceeded 
100,000 in the second of half of 2007 and has remained at these high levels 
during the first half of 2008. Over 80% of vacancies are for care workers.

Council workforce vacancy and turnover rates were 8.6% and 10.0% respectively •	
in 2007-08, little changed from 2006-07 when the corresponding rates were 8.4% 
and 10.3%.

The independent sector has a turnover rate of 17.9% for all staff and a vacancy rate •	
of 3.8%. These rates are higher in home care settings, with turnover rates of 20.7 % 
for all staff and vacancy rates of 5.2%.

In 2007 just over 66% of care workers had obtained the equivalent of an NVQ level •	
2 or higher, while around one third had not obtained a level 2 qualification. This is 
an improvement on 2006 levels when fewer than 60% had an NVQ2 or equivalent.

As at November 2008, there were 81,323 registered social workers in England; •	
over 12,000 have a post-qualifying award.

Workforce for adult social care 

8.1 Good personalised care and support is highly dependent on the availability of suitably 
skilled and trained staff, including both support staff and social workers. The latter are key 
to supporting self-assessments, understanding people’s aspirations and ensuring they have 
access to personalised support whether it is through a Direct Payment, Individual Budget 
or a personally tailored package of services and support. For many people who depend on 
ongoing support from care services, having the same care staff working with them over time 
is also important. 

8.2 Skills for Care has estimated the adult social care workforce in England in 2007-08 to be 
1.5 million workers; of these 1.41 million are directly employed workers and 93,000 others 
not directly employed. The majority of the information in this chapter has been provided by 
Skills for Care.

8.3 This figure represents an overall increase of 8% since 2006-07 and, as can be seen in Table 
8.1, is mainly attributable to:

Increased numbers working in the independent sector (up from 988,000 to 1,070,000) •	
and in the NHS (increase from 60,000 to 62,000).

An estimated 152,000 personal assistant roles working for people using Direct Payments, •	
compared with an estimated 113,000 in 2006-07. This reflects the continuing growth in 
numbers of people using Direct Payments for adult care services. There is an urgency to 
engage people using services and support in the debate about the qualities they see as 
important in personal assistants and whether such roles should be regulated.

A fall in numbers employed in adult social care by councils from an estimated 228,000 in •	
2006-07 to 221,000.
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Table 8.1
Estimated size of the adult social care workforce in England, 2007-08 (headcount in jobs) 
(derived from various sources167)

Type of employer Private 

sector

Voluntary 

sector

Sub-total: 

Independent 

sector

Councils* NHS** Recipients 

of direct 

payments 

employing 

own staff

Total % of total 

directly 

employed

% of 

total 

work 

force

Area of work

Residential care 456,000 129,000 585,000 50,000 - - 635,000 45% 42%

Domiciliary care 271,000 35,000 307,000 44,000 - 152,000 503,000 36% 33%

Day care 8,000 32,000 40,000 27,000 - - 67,000 5% 4%

Community including 
NHS and the 
organisation and 
management of care 
in local authorities and 
the community

22,000 35,000 57,000 90,000 62,000 - 208,000 15% 14%

Total directly employed 757,000 231,000 988,000 210,000 62,000 152,000 1,413,000 100% 94%

% of total directly 
employed

54% 16% 70% 15% 4% 11% 100%

Agency workers and 
others not directly 
employed ***

48,000 34,000 82,000 11,000 n/a n/a 93,000 6%

Total workforce 805,000 265,000 1,070,000 221,000 62,000 152,000 1,505,000 100%

% of total workforce 53% 18% 71% 15% 4% 10% 100%

Note on calculations:

Because of rounding, individual components may not sum to totals. 

* the allocation of the council-employed workforce between adults’ and children’s services is that employed by 
LAWIG/LGA in its 2006 Adult Social Care Workforce Survey and is likely to include some staff working wholly or 
mainly in children’s services. 

** the NHS estimate includes healthcare assistants but not support workers, nursing assistants/auxiliaries and 
helpers/assistants, except in social services and occupational therapy areas. 

*** the independent sector estimate of not directly employed workers includes bank/pool staff and also 
small numbers of students, volunteers and voluntary workers and other workers, as well as agency staff; the 
corresponding council estimate is based on the findings of LAWIG 2006 Adult Social Care Workforce Survey because 
NMDS-SC does not as yet include sufficient representative returns from local authorities.

This estimate excludes the following:

workers employed by individuals using Individual Budgets and privately purchasing care and support, which •	
could be many more thousands of workers

167 As well as the National Minimum Data Set – Social Care (NMDS-SC), the sources used to estimate these 
workforce numbers include the NHS Information Centre for Health and Social Care's analyses of council 
social services workforce from the September 2007 SSDS001 returns, the September 2007 NHS Non-
medical Workforce Census, the LAWIG 2006 Adult Social Care Workforce Survey and CSCI’s March 2008 Self 
Assessment Survey for councils.
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council care staff employed in organising, managing or employed in sheltered housing or assisted living •	
establishments, which are currently outside the ‘social services’ footprint under which the source workforce 
data is collected

NHS agency staff•	

social workers and social care staff employed in government departments, agencies and executive bodies•	

unpaid carers.•	

The estimates have been produced in a similar way to previous Skills for Care estimates and so are comparable. 
However, it is becoming apparent that they are closer to numbers of job roles than to numbers of individual 
workers, and that people working in more than one job in adult social care is quite common.

8.4 Figures from the NHS Information Centre for Health and Social Care are of whole-time 
equivalents and show as at September 2007 councils employed around 130,000 staff 
working with adults.168 This total had fallen by about 8% over the five years from 2003 
which reflects increasing number of services being contracted out to the independent and 
voluntary sector (Figure 8.1). The numbers of staff providing assessment and reviews 
increased by about 12% while the numbers of staff supporting them remained broadly 
static.

Figure 8.1
Staff in councils providing adult care services: 2003 and 2007 (from SSDS001 
returns – whole time equivalents)
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168 The annual SSDS001 return from councils to the NHS Information Centre for Health and Social Care does 
not fully separate staff employed by councils between those working with adults and those working with 
children. Some work with both groups. The data presented here exclude all those working solely with children 
but include all ‘generic’ staff 



The state of social care in England 2007-08106

Turnover of staff and vacancies

(a) All social care employers

8.5 The number of vacancies notified to JobCentres for care assistants and home carers (the 
closest approximation to care workers), social workers, occupational therapists and other 
care and support-related occupations rose past the 100,000 mark in the second half of 
2007 and have remained at these high levels during the first half of 2008. (These figures 
include those people working in children’s services.) The sharp rise in the number of 
vacancies reported over those 18 months is mainly because of the increase in vacancies 
reported for care workers. Over 80% of vacancies (shown in the tables and figure below) are 
for care workers.

8.6 Fluctuations in the numbers are caused by various factors, including seasonality in 
employment and demand, and promotional activities by JobCentres.

Table 8.2
Vacancies for selected care occupations notified to JobCentres in England, from 
January 2008 to June 2008169 

Occupation and SOC 2000 classification Jan – Jun 2008 % of total

6115 : Care assistants and home carers 98,044 80.9

2442 : Social workers 5,658 4.7

6111 : Nursing auxiliaries and assistants 7,012 5.8

3231 : Youth and community workers 5,766 4.8

3232 : Housing and welfare officers 3,273 2.7

6114 : Houseparents and residential wardens 769 0.6

3222 : Occupational therapists 658 0.5

Total of these occupations 121,180 100.0

169 Source: ONS National On-Line Manpower Information System (NOMIS) website
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Table 8.3
Vacancies for selected care occupations notified to JobCentres in England, from July 
2003 to June 2008170 

Occupation and SOC 

2000 classification

July 

– Dec 

2003

Jan  

– Jun 

2004

July 

– Dec 

2004

Jan 

– Jun 

2005

July 

– Dec 

2005

Jan 

– Jun 

2006

July 

– Dec 

2006

Jan 

– Jun 

2007

July 

– Dec 

2007

Jan  

– June 

2008

6115 : Care 
assistants and 
home carers

52,599 52,955 52,904 45,776 51,481 47,736 68,885 70,576 89,403 98,044

2442 : Social 
workers

5,415 6,465 6,104 5,904 5,553 4,521 4,424 5,555 6,540 5,658

6111 : Nursing 
auxiliaries and 
assistants

14,484 9,559 11,021 9,493 4,461 3,499 4,218 5,221 6,602 7,012

3231 : Youth 
and community 
workers

5,057 4,952 5,688 5,162 5,788 4,583 5,720 4,988 5,728 5,766

3232 : Housing 
and welfare 
officers

3,953 4,004 5,071 3,931 4,377 3,713 3,478 3,083 3,892 3,273

6114 : 
Houseparents 
and residential 
wardens

1,209 746 772 726 696 497 677 524 724 769

3222 : 
Occupational 
therapists

632 725 894 813 671 349 335 435 654 658

Total of these 
occupations

83,349 79,406 82,454 71,805 73,027 64,898 87,737 90,382 113,543 121,180

170 Source: ONS National On-Line Manpower Information System (NOMIS) website
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Figure 8.2
Changes in numbers of vacancies notified to JobCentres, 2006 to 2008
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(b) Council workforce

8.7 As reported in the CSCI Self Assessment Survey by councils, there has been little change in 
figures from 2006-07 at a national level where vacancy and turnover rates were reported to 
be 8.4% and 10.3% respectively (See Table 8.4). 

8.8 London had the highest vacancy rates in 2007-08 at 11.1% – one in nine posts. The North 
West had the lowest vacancy rates. 

8.9 The highest turnover of staff was found in the East Midlands (12.2%), followed by the South 
East (12%).
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Table 8.4
Regional vacancy and turnover rates for all directly employed staff in adult services 
in councils in England171 

 Vacancy rate 

2007-08 Outturn

Highest Lowest Turnover rate 

2007-08 Outturn

Highest Lowest

London 11.1 33.0 0.0 9.4 23.0 2.9

Inner London 11.6 n/a n/a 10.2 n/a n/a

Outer London 10.8 n/a n/a 8.9 n/a n/a

South East 11.3 34.7 1.8 12.0 20.0 3.0

Eastern 8.9 25.3 1.9 10.7 17.2 5.0

Yorkshire and Humber 8.8 17.0 0.9 9.6 12.4 6.0

East Midlands 7.1 17.0 0.0 12.2 29.0 3.8

West Midlands 7.2 24.1 0.3 9.7 15.0 6.0

North East 6.4 11.6 1.7 9.5 16.5 5.3

South West 6.7 16.2 0.3 10.6 21.6 3.3

North West 6.4 17.9 0.6 8.3 15.0 3.2

Metropolitan Districts 7.5 n/a n/a 8.4 n/a n/a

Shire Counties 8.0 n/a n/a 11.7 n/a n/a

Unitary Authorities 8.2 n/a n/a 10.4 n/a n/a

England 8.6 34.7 0.0 10.0 29.0 2.9

Indicators : Turnover – 8.3GN242, Vacancies 8.3GN243 

(c) Independent sector

8.10 The two tables below have been produced using NMDS-SC data as at the end of April 2008.172 
Overall, the sector has a turnover rate of 17.9% for all staff and a vacancy rate of 3.8%. These 
rates are higher in home care settings, with turnover rates of 20.7% for all staff and vacancy 
rates of 5.2%.

8.11 Analysis of specific jobs shows lower turnover and vacancy rates for registered managers 
than for all other roles. Highest vacancy rates are for care workers in people’s own homes 
(5.7%), while the highest turnover rates are for care workers in care homes with nursing 
(23.2%).

171 Source: CSCI Self Assessment Survey Analysis tool, spring 2008
172 Please note the data includes a small number of statutory sector employees
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Table 8.5
Turnover and vacancy rates by main service provided (NMDS-SC, April 2008)

Main service provided

All Services Care home with 

nursing provision

Care home without 

nursing provision/

care only

Domiciliary care/

home care

All Job Roles 491,716 125,838 154,143 111,095

Vacancy Rate (%) for this job role 3.8% 2.4% 3.9% 5.2%

Turnover Rate (%) for this job role 17.9% 18.9% 18.4% 20.7%

Registered Manager 13,355 2,270 7,015 1,807

Vacancy Rate (%) for this job role 1.8% 1.9% 1.7% 2.3%

Turnover Rate (%) for this job role 11.3% 14.6% 10.4% 10.7%

Senior Care Worker 42,125 7,993 20,884 6,043

Vacancy Rate (%) for this job role 2.6% 2.0% 2.4% 2.8%

Turnover Rate (%) for this job role 10.1% 9.2% 10.4% 10.7%

Care Worker 290,625 62,266 97,633 86,121

Vacancy Rate (%) for this job role 4.6% 3.1% 4.4% 5.7%

Turnover Rate (%) for this job role 20.9% 23.2% 20.5% 22.0%

(d) All sectors

8.12 Vacancy rates for all jobs are fairly consistent across sectors at around the 3.6% mark. 
Turnover rates for all job roles show more variance, with the highest found in the private 
sector (18.6%).

8.13 Vacancy rates for registered managers are consistent at around 1.8%. Turnover rates for this 
job role are highest in the private sector (12.2%) and lowest in the statutory sector (8.4%).

8.14 For care workers, vacancy rates are generally around 4.6%, but lower in the statutory sector. 
Care worker turnover rates are highest in the private sector (23.6%) and considerably lower 
in the statutory sector (9.6%).
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Table 8.6
Turnover and vacancy rates by sector (NMDS-SC, July 2008)

All Sectors Statutory Sector Private sector Voluntary sector

All Job Roles 491,716 46,446 353,309 108,582

Vacancy Rate (%) for this job role 3.8% 3.9% 3.4% 3.6%

Turnover Rate (%) for this job role 17.9% 7.9% 18.6% 13.4%

Registered Manager 13,355 764 9,124 2,886

Vacancy Rate (%) for this job role 1.8% 1.9% 1.9% 1.7%

Turnover Rate (%) for this job role 11.3% 8.4% 12.2% 9.6%

Senior Care Worker 42,125 2,635 30,069 7,685

Vacancy Rate (%) for this job role 2.6% 3.4% 2.3% 3.1%

Turnover Rate (%) for this job role 10.1% 6.7% 10.2% 10.7%

Care Worker 290,625 23,171 199,239 55,675

Vacancy Rate (%) for this job role 4.6% 4.4% 4.5% 4.8%

Turnover Rate (%) for this job role 20.9% 9.6% 23.6% 15.8%

Please note that columns do not sum to total because establishments falling in ‘other’ and ‘unrecorded’ 
sectors have been taken out. 

Qualifications of staff

All sectors 

8.15 Table 8.7 below shows levels of qualifications held by workers in selected social care 
occupations, according to the Labour Force Survey (a self-reporting survey). This includes 
some people working in children’s services.

8.16 There has been some improvement in levels of qualifications of care workers. In 2007 just 
over 66% of care workers said they had obtained the equivalent of an NVQ level 2 or higher, 
while around one-third had not obtained a level 2 qualification. This compares with 2006 
when fewer than 60% of care workers said they had obtained the equivalent of an NVQ level 
2 or higher. 

8.17 As at November 2008, there were 81,323 registered social workers in England.173 All 
registered social workers have a social work degree or equivalent professional qualification. 
Over 12,000 qualified social workers have a post-qualifying award of some description. 
There are 14,185 social work students training in England.

173 Data provided by the General Social Care Council
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Table 8.7
Highest level of qualification held by main occupation (source : 4 quarter average 
Labour Force Survey 2007, ONS)

SOC2000 occupation groupings 2442  

Social workers

3222 

Occupational 

therapists

6111  

Nursing 

auxiliaries and 

assistants

6114 

Houseparents 

and residential 

wardens

6115  

Care assistants 

and home carers

Unweighted Base 143 54 333 51 983

Weighted Base 73,881 27,364 173,384 25,817 501,876

Percentages (%)

NVQ Level 4 and above 78.8 89.5 27.9 26.3 11.5

NVQ Level 3 9.4 1.4 22.7 32.1 20.2

Trade Apprenticeships 0.4 0.0 1.9 1.7 2.1

NVQ Level 2 5.2 4.8 18.1 11.3 32.5

Sub-Total : Level 2 or above 93.7 95.6 70.6 71.5 66.2

Below NVQ Level 2 2.0 3.7 14.5 16.4 12.1

Other qualifications 3.4 0.7 7.8 7.3 12.9

No qualifications 0.9 0.0 7.1 4.8 8.8

Total 100.0 100.0 100.0 100.0 100.0

NB: In the Labour Force Survey occupation is assigned from the information which individual respondents 
provide about their job, without any check on qualifications, etc. A proportion of the respondents describing 
themselves as social workers are probably not registered social workers.

Regulated services

8.18 The following information is taken from the National Minimum Data Set  Social Care as at 
September 30 2008 (please note the caveat on the qualifications data under the table):

Just over a half of all registered managers for whom information is available are qualified •	
to NVQ level 4 in a social care related qualification with the highest levels found in 
residential care homes (56%) and the lowest in home care (45%). No information is 
available for over a quarter of returns received for registered managers.

Overall, just over 54% of senior care workers for whom information is available have •	
obtained an NVQ level 2 or above or an equivalent in a social care related qualification. 
This figure rises to 57% in residential care homes and falls to 47% in home care. It should 
be noted that no qualifications data has yet been recorded in two-fifths of all records 
received from senior care workers. 

Just under a quarter (23%) of care workers for whom information is available have •	
obtained an NVQ level 2 or above or an equivalent in a social care related qualification. 
This figure rises to 29% in residential care homes. It should be noted that no 
qualifications data have yet been recorded for over 70% of all records received from care 
workers. 
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Table 8.8
Highest qualification level held by main job role by service setting, NMDS-SC 
September 30, 2008

Highest Qualification level held All Services Care Home Only Care home with 

Nursing

Domiciliary  

Care

All Job Roles (Base) 226,731 71,582 53,129 42,824

4 or 4+ 4.0% 4.8% 2.8% 2.8%

3 or 3+ 9.7% 10.3% 13.8% 6.3%

2 or 2+ 13.0% 17.1% 9.6% 16.9%

Entry or 1 0.1% 0.1% 0.1% 0.1%

Other relevant qualifications 5.7% 7.4% 3.6% 5.8%

No relevant qualification or non-recorded 67.5% 60.3% 70.1% 68.0%

Registered Manager (Base) 4,880 2,542 754 527

4 or 4+ 52.6% 55.5% 50.3% 45.4%

3 or 3+ 16.0% 14.8% 21.4% 16.1%

2 or 2+ 1.6% 1.5% 0.5% 3.0%

Entry or 1 0.0% 0.0% 0.0% 0.0%

Other relevant qualifications 2.3% 2.4% 0.4% 4.4%

No relevant qualification or non-recorded 27.6% 25.8% 27.5% 31.1%

Senior Care Worker (Base) 17,792 9,466 2,923 2,297

4 or 4+ 3.6% 3.5% 2.6% 3.1%

3 or 3+ 27.1% 27.5% 30.9% 18.5%

2 or 2+ 23.7% 26.0% 22.3% 25.6%

Entry or 1 0.1% 0.1% 0.1% 0.0%

Other relevant qualifications 4.1% 4.4% 2.8% 3.4%

No relevant qualification or non-recorded 41.4% 38.5% 41.3% 49.5%

Care Worker (Base) 127,604 39,273 24,536 31,393

4 or 4+ 1.1% 1.2% 1.0% 0.9%

3 or 3+ 5.2% 6.0% 5.5% 3.9%

2 or 2+ 17.1% 21.8% 16.2% 18.7%

Entry or 1 0.1% 0.1% 0.1% 0.1%

Other relevant qualifications 5.0% 6.7% 2.8% 5.7%

No relevant qualification or non-recorded 71.6% 64.2% 74.4% 70.7%

Note: NMDS-SC Qualification data caveat

Please note that the quality of information received to date on qualifications held within individual worker 
returns is variable. There are large volumes of returns with no information within the qualifications section; 
currently the NMDS-SC reports such workers as holding no relevant qualifications/no information.174 

174 Work is ongoing to allow the NMDS-SC to differentiate between no information provided (for whatever reason) 
and genuine cases of no qualifications held. The implication for current reporting is that the NMDS-SC will 
underestimate the levels of qualifications held by the care workforce. Improving worker data is currently a 
priority of the work being carried out within the implementation stream of NMDS-SC
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Introduction

Part two of this report focuses on people who have ‘multiple and complex’ needs. This 
follows up the concerns raised in an earlier report on the state of social care in England 
(2005-06) about how well social care services are meeting both their specialist and their 
ordinary needs. “It is often these small numbers of people who are not offered the special 
packages of services that mean they can live their lives with dignity.”

Most importantly, this section looks at what the personalisation agenda is offering people 
with multiple and complex needs.

The evidence presented in this chapter is based on:

In-depth fieldwork•	 175 in five anonymised English councils providing a range of 
geographical location; of authority types; of socio-demographic characteristics; of CSCI 
star-rating attainment, and of different points of engagement with the personalisation 
agenda. This involved analysis of policy and procedural documents; analysis of case 
records of people with complex needs; visits to services and consultation with people 
using them; semi-structured interviews with 76 respondents at policy, operational and 
front-line levels; and semi-structured interviews and focus groups with 35 people using 
services and carers.

Findings from recent local CSCI inspections of councils •	 into the independence, 
wellbeing and choice agendas. 

Analysis of other documentary sources and research evidence•	 .

Data from the Individual Budgets Evaluation Network – IBSEN•	 , drawing on interviews 
with project leads for Individual Budgets, funding stream lead officers and front-line staff 
from the Individual Budgets pilot projects in 13 sites. The IB data provide a wider context 
for the fieldwork findings and similarities and differences of findings. 

Work and studies by Professor Jim Mansell,•	  a leading expert in the field of learning 
disabilities and a CSCI Commissioner.

175 The full report is available on the CSCI website (www.csci.org.uk). Henwood M and Hudson B (2008) Keeping 
it personal: supporting people with multiple and complex needs: A report to the Commission for Social Care 
Inspection  



The state of social care in England 2007-08116 The state of social care in England 2007-08

Chapter 9 
1. Background

Key points

There are diverse understandings and definitions attached to the concept of •	
‘multiple and complex’ needs. The complexity relates to multiple needs associated 
with multiple impairments, the severity of need, and challenging behaviour. How 
complexity is defined can have a significant impact on how people’s needs are 
perceived and how support is constructed.

The typical diagnostic classifications and service structures adopted by service •	
planners and providers tend to segregate people according to the reason for their 
impairments, as well as in relation to demographic factors such as age. This is 
poorly suited to supporting people whose needs fall into more than one category.

116
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Given the lack of consensus on what is meant by multiple and complex needs, the •	
estimation of the numbers of people involved is a difficult task, and such figures 
as are available do tend to be classified by a person’s condition. Recent estimates 
suggest in 2008 there are 12,567 children (under 18) in England with profound 
multiple learning disabilities and 50,896 with severe learning disabilities. Between 
2009 and 2026 numbers of new entrants to adult social care services with 
profound multiple learning disabilities are likely to be between 559 and 763 per 
year. Numbers of older people unable to undertake several activities of daily living 
are likely to increase to 631,000 in 2012.

Three key factors are highlighted in evidence to date that impede a flexible and •	
individual response to people’s needs: poor strategic commissioning that results 
in restricted choice and access both to mainstream and specialist services and 
a reliance on inappropriate out of area residential provision; a lack of person-
centred care; and the marginalisation of human rights. Most importantly there is 
frequently a lack of ambition and a prevailing negativity as to what people with 
multiple and complex needs might achieve. This study explores how well these 
issues are being addressed to meet the aspirations of Putting People First for 
people with complex needs.

9.1 The response of councils and other agencies to people who are deemed to have ‘complex’ 
or ‘multiple’ needs is critical. Are these needs properly addressed, or do people risk falling 
between the boundaries of groups defined in terms of age, diagnosis, or by generic care 
group characteristics? Do local agencies work in partnership to ensure that needs that 
cross traditional organisational boundaries are met holistically and that people do not 
become stuck in service silos? Most importantly what does the emerging personalisation 
agenda (as set out in the concordat Putting People First176) have to offer people with 
multiple and complex needs? 

9.2 These questions are explored in greater detail in this chapter, with a focus on ‘multiple and 
complex needs’ in terms of both ‘breadth’ and ‘depth’. ‘Breadth’ refers to people having 
a range of different needs, often interrelated, and likely to require support from several 
different services, and ‘depth’ refers to needs being serious, intense, severe or profound. 
This includes people with multiple and complex needs who are in transition between 
children’s and adult services; people of working age with multiple and complex needs and 
those of pensionable age. A full range of complex needs arising from learning disabilities, 
mental health, physical and sensory disabilities and older age are addressed. 

What is meant by ‘multiple and complex needs’?

9.3 There are diverse understandings and definitions attached to the concept of ‘multiple and 
complex’ needs. Both in the research literature and in the experience of the fieldwork, it is 

176 HM Government (2007) Putting People First: a shared vision and commitment to the transformation of adult 
social care
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apparent that complexity is a contested term, with no consensus of definition, that attracts 
what has been described as a ‘surplus of meaning.’177  

 “We don’t actually have a definition of complex need but we do tick a box to say someone 
has complex needs. I hate putting people into boxes, but basically it’s someone who 
doesn’t fit into our usual boxes (...) I would consider a complex need is somebody that I 
would struggle to find a good solution for.”

(Learning disability, team manager)

 “Someone might have needs that traditionally don’t look complex but for a service they 
are hugely challenging, perhaps around criminal or sexual behaviour.” 

(Commissioning manager)

“...we call them maybe complex cases, but it is more that they have a chaotic lifestyle – 
usually because of drugs or alcohol.”

 (Social worker)

9.4 In addition to defining multiple and complex needs in terms of the breadth and depth of 
individuals’ needs and their complex interaction, other definitions focus on the multiple 
problems that are presented to services, particularly when people have behaviour problems. 
In the UK the notion of ‘challenging behaviour’ is frequently adopted as a means of 
describing people whose behaviour presents a significant challenge to services, whatever 
the presumed cause of the problem. The definition, coined over 20 years ago by Emerson et 
al,178 is still used today:

“Severely challenging behaviour refers to behaviour of such an intensity, frequency or 
duration that the physical safety of the person or others is likely to seriously limit or delay 
access to, and use of, ordinary community facilities.”

9.5 In the case of learning disability (the context in which this term is most frequently used), 
Mansell179 has suggested this covers a diverse group that includes people with all levels of 
learning disability, many different sensory or physical impairments, and presenting some 
quite different kinds of challenges. It includes, for example, people with mild or borderline 
learning disability who have been diagnosed as mentally ill and who enter the criminal 
justice system for crimes such as arson or sexual offences, as well as people with profound 
learning disability, often with sensory impairments and other physical impairments or 
health conditions. It is also used to refer to people with more moderate learning disabilities 
in conjunction with a diagnosis of autistic spectrum disorder. 

9.6 Mansell’s conceptualisation is similar to that adopted by the joint CSCI and Healthcare 
Commission’s current investigation of the commissioning of services and support for 

177 Stalker K et al (2003), Care and treatment? Supporting children with complex needs in health settings. 
Brighton: Pavilion Publishing for the Rowntree Foundation

178 Emerson, E et al (1987) Developing services for people with severe learning difficulties and challenging 
behaviours. Canterbury: Institute of Social and Applied Psychology

179 Mansell, J (2007) Services for people with learning disabilities and challenging behaviour or Mental Health 
Needs. London: Department of Health.
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people with learning disabilities and complex needs.180 The definition includes people with 
difficulties because of:

the extent of their intellectual impairment •	

physical disabilities which severely affect the ability to be independent•	

sensory disabilities which severely affect the ability to be independent •	

a combination of physical and sensory disabilities•	

any behaviour that can severely challenge services •	

a form of autistic spectrum disorder •	

complex health needs•	

a forensic history.•	

9.7 In the case of ‘challenging behaviour’, Mansell has pointed to the way in which the original 
construction of a term can be corrupted over time to imply a different meaning. He notes 
that when the term was introduced, it was intended to emphasise that problems were 
often caused as much by the way in which a person was supported as by their own 
characteristics. He is critical of the drift in ensuing years to using it as a label for people, 
and he consistently uses the term in its original meaning in guidance commissioned by the 
Department of Health.181 

9.8 The typical diagnostic classifications and service structures adopted by service planners 
and providers tend to segregate people according to the reason for their impairments, as 
well as in relation to demographic factors such as age. Not only does this approach highlight 
differences between groups (rather than similarities that are shared across boundaries), 
but it is poorly suited to supporting people whose needs fall into more than one category. 

9.9 In this report the term ‘multiple and complex needs’ has been the favoured term for two 
main reasons because:

we are concerned with a wide range of people from young adults through to people of •	
pensionable age, and we do not wish to use a term that is normally associated with a 
specific age or condition. As Clare and Cox182 argue, the advantage of ‘complex need’ as 
a shorthand descriptor is that it does not reflect a diagnostic or classificatory approach, 
but at the same time it emphasises to service planners and providers that their focus 
should be on responding to need.  

we are exploring the use of a common policy and practice framework rooted in •	
personalisation that is expected to be applied to everyone, whatever their condition or 
age.  

9.10 The definitions explored above were echoed in the views from the field for this study, with 
three clear positions emerging – the dominant criterion, multiple criteria, and the challenge 

180 CSCI, Healthcare Commission and Mental Health Act Commission (2008) The commissioning of services and 
support for people with learning disabilities and complex needs: assessment framework.

181 Mansell.(2007), Op Cit.
182 Clare, L and Cox, S (2003) ‘Improving service approaches and outcomes for people with complex needs 

through consultation and involvement’. Disability & Society, 18(7), pp 935-53 
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to services. How complexity is defined is of more than semantic interest since it can have 
a significant impact on how people’s needs are perceived and how support is constructed. 
This will be explored further in the course of the chapter.

Numbers of people with multiple and complex needs

9.11 Given the lack of consensus on what is meant by multiple and complex needs, the 
estimation of prevalence is a difficult task, and such figures as are available do tend to 
be diagnostically classified. There is a particular difficulty in tracing the ‘care pathway’ 
of people who have been in contact with several different services as a result of the 
complexity of their needs. Indeed, in their review, Rosengard et al conclude that the one 
key finding from the literature is that there is no clear picture, at either service or strategic 
planning level, of people’s contacts with different services.183 However, one study of shared 
populations of health and social care services in an English county by Keene and Li184 found 
that 22% of people using services were in touch with at least two service ‘clusters’ defined 
as different delivery agencies. 

9.12 Better information is available in the case of specific categories, especially where the 
problems are long-standing. In the case of learning disability, for example, Emerson has 
estimated that over the whole country it is likely that about 24 adults with a learning 
disability per 100,000 total population present a serious challenge at any one time.185 If 
accurate, this would suggest that there are over 12,000 people with learning disabilities in 
England with challenging behaviour. Recent estimates indicate there are 12,567 children 
(under 18) with profound multiple learning disabilities and 50,896 with severe learning 
disabilities in England (in 2008). The estimated number of new entrants to adult social care 
services with profound learning disabilities between 2009 to 2019 ranges between 559 and 
763 per year, with an average of 630.186

9.13 The position in relation to older people is harder to calculate, and the best estimates are 
probably those contained in the Wanless Report.187 In attempting to estimate current and 
future levels of need, the figures most relevant are for what Wanless calls ‘Group 4’ – 
people who are unable to perform two or more core activities of daily living (ADLs). Using a 
combination of data from different sources it is calculated that the numbers of people in this 
category will increase from 551,000 in 2002 to 631,000 in 2012 and then to 847,000 by 
2026 – an increase over the whole period of 54%.  

9.14 Complex and multiple needs across the older population are also likely to reflect additional 
problems associated with dementia or other cognitive impairment. The combination of 
cognitive impairment and difficulties with daily living activities is particularly strongly 

183 Rosengard, A et al (2007) A literature review on multiple and complex needs. The Scottish Government.
184 Keene, J and Li, X. (2005) ‘A study of a total social services care population and its inter-agency shared care 

populations’. British Journal of Social Work, 35: 1145-1161  
185 Emerson, E (2001) Challenging behaviour: analysis and intervention in people with severe intellectual 

disabilities. Cambridge: Cambridge University Press
186 Emerson E, Hatton C (2008) Estimating future need for adult social care services for people with learning 

disabilities in England. Centre for Disability Research, Mencap and Learning Disability Coalition
187 Wanless, D (2006) Securing good care for older people. London: King’s Fund, p44
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associated with the move into permanent residential care. Data cited by the Wanless inquiry 
suggested that as many as 85% of people with this combination of impairments live in care 
homes, compared with 25% of those with problems with activities of daily living only, and 
12% with cognitive impairment only.188 

Background evidence about the quality of support

9.15 Three factors are well documented in the research literature which have affected the 
scope for responding flexibly and individually to people’s needs: poor commissioning 
which has resulted in restricted choice and access to mainstream and specialist services 
and inappropriate out-of-area residential provision; a lack of person-centred care; and the 
marginalisation of human rights.  

(i)  Poor strategic commissioning

9.16 The recent review of commissioning for people with learning disabilities by the Social 
Care Institute for Excellence189 concluded that “far too many localities appeared to be 
characterised by underdeveloped systems” for:

mapping current and future needs, especially at the point of transition•	

evaluating the costs and outcomes of placements, especially out-of-area placements•	

developing joint protocols, service specifications and other mechanisms for delivering •	
more sophisticated commissioning.

9.17 Recent CSCI inspections have noted the weakness – or indeed the total absence – of a 
commissioning strategy in some councils as the following extracts indicate:

“Neither a strategy nor an action plan to guide learning disability priorities and deployment 
of resources existed for 2007-08.” 

“Commissioning activity was relatively under developed – only approximately 50% of 
people estimated to have a severe learning disability were known to the council.” 

“The joint commissioning strategy had no analyses of changing demographics, resources 
or risks on which to base commissioning for the coming three years.” 

“The lack of a proper commissioning strategy meant that principled commitments to 
altered patterns of service were unsecured by clear plans.” 

9.18 The Healthcare Commission investigation190 also reported “limited evidence” of robust 
involvement by councils and primary care trusts (PCTs) in the commissioning process, 
describing this as “a missed opportunity to influence the safety, quality and cost-
effectiveness of service provision”. In these circumstances there can be little assurance 
about standards of service provision for senior managers, board members or elected 

188 Ibid. P.166
189 Emerson, E and Robertson, J (2008), Commissioning person-centred, cost-effective, local support for people 

with learning disabilities. SCIE
190 Healthcare Commission (2007) A life like no other: A national audit of specialist inpatient healthcare 

services for people with learning difficulties in England
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members. Most importantly people with multiple and complex needs require a range of 
services, including some specialist services, which calls for good joint strategic planning as 
well as effective arrangements to ensure coordinated commissioning and delivery of care.

9.19 A lack of planning for the whole community to ensure equality of access to mainstream 
services has been illustrated by the recent report from the Joint Committee on Human 
Rights191 on the human rights of adults with learning disabilities which received evidence 
of inadequate access to further and continuing education, transport, healthcare, dentistry, 
welfare benefits and housing. Similar findings are evident in the Healthcare Commission 
audit of specialist inpatient healthcare services for people with learning disabilities (op cit) 
which explored the extent to which people were being supported to make everyday choices, 
and were being actively listened to in order to make them. The Commission reports only 
“limited evidence” that this is happening, with site visits frequently failing to support the 
claims made in questionnaires by providers. 

9.20 Where there is limited choice and access to services and support, little progress on 
personalisation can be expected, regardless of the sophistication of a person-centred 
planning process. Robertson et al,192 in a recently reported study of barriers to the 
implementation of person-centred planning, for example, found that once a plan had been 
developed, the limited choice and availability of services was identified as a significant 
barrier. This was especially the case with day services, housing and community activities. 
Mansell, too, has shown that commissioners are often failing to undertake the service 
development required for people with complex needs and are simply contracting with 
services that are already there.193

9.21 In its good practice guidance on specialist adult learning disability health services issued 
in 2007, the Department of Health194 refers critically to the highly variable services available 
across the country, noting that:

there are still up to 3,000 NHS campus beds in use despite government policy stating •	
that these should be closed and replaced with ordinary housing and support run and 
managed outside the NHS195

there is a growing use of independent sector hospitals and residential social care •	
services that are often many miles from a person’s home and community

a significant proportion of NHS assessment and treatment centres are effectively •	
‘blocked’ as people have lived in them for years due to delayed discharge and a lack of 
investment in non-bed-based provision.

191 Joint Committee on Human Rights (2008) A life like any other? Human rights of adults with learning 
disabilities. Seventh Report of Session 2007-8. HL Paper 40-1. HC 73-1

192 Robertson, J et al (2007) ‘Reported barriers to the implementation of person-centred planning for people 
with intellectual disabilities in the UK’. Journal of Applied Research in Intellectual Disabilities, 20, pp 297-307.

193 Mansell (2007) Op Cit
194 Department of Health (2007) Commissioning specialist adult learning disability health services: good 

practice guidance 
195 Recent data from 2008 self-assessment surveys returned by councils to CSCI indicate there are 1,622 

adults with learning disabilities remaining in NHS campus accommodation and a further 220 remaining 
inappropriately in a hospital environment
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9.22 The Mansell Report (op cit) estimates that there are over 11,000 people with complex needs 
related to their learning disability who are supported ‘out of area’ by their local councils in 
England. This constitutes 31% of all people with learning disabilities supported by councils, 
and the increasing number of these placements has contributed to the dramatic rise in 
social services expenditure on such services. Moreover, there is evidence that the quality 
of support in these settings is often poor as highlighted in the recent national audit by the 
Healthcare Commission.196

9.23 The position in respect of children and young people is somewhat similar. It has been 
estimated that over 11,000 pupils with a statement of special educational needs are placed 
in out-of-authority schools, usually children with severe behavioural, emotional and social 
difficulties (BESD) and autistic spectrum disorders (ASD). Expenditure on these placements 
is high and has increased steeply in recent years.197 Mansell (op cit) further notes that 
these placements are often disruptive of ties with family and community, so that families 
face particular problems getting local services that can provide the level of support needed 
when responsibility passes from children’s to adult services. 

(ii) Lack of person-centred care

9.24 People with complex and multiple needs require personalised solutions and very skilled 
staff, including support staff as well as managers of residential and home care services who 
can provide the necessary practice leadership.198 There are good person-centred service 
models199 but a limited number are evident in practice.200 Again much of the evidence is 
from the field of learning disability, with the most recent data contained in the report of the 
Healthcare Commission (2007 op cit). It is clear from this investigation that although the 
rhetoric of a personalised approach to support is now widespread, there are some routine 
failings in much practice. 

9.25 In a different field, a study from the Commission for Social Care Inspection on the 
experience of people with dementia living in care homes used a new observational process 
– the Short Observational Framework for Inspection (SOFI) – to look at the experience of 
424 people with a diagnosis of moderate to advanced dementia.201 This is a tool based 
on person-centred approaches that treats people as individuals with a unique history 
and personality, listens to their ‘voice’ and recognises that all human life is grounded in 
relationships.

196 Healthcare Commission (2007) A life like no other: a national audit of specialist inpatient healthcare 
services for people with learning difficulties in England 

197 Audit Commission (2007) Out-of-authority placements for special educational needs
198 Beadle-Brown J, Hutchinson A, Whelton B, A better life: the implementation and effect of person-centred 

active support in the Avenues Trust. Tizard Centre, University of Kent and Avenues Trust, Kent
199 See for example Ashman B, Beadle-Brown J A valued life: developing person-centred approaches so people 

can be more included. United Response and Tizard Centre, University of Kent
200 Mansell J, McGill P, Emerson E (2001) ‘Development and evaluation of innovative residential services for 

people with severe intellectual disability and serious challenging behaviour’ in International Review of 
Research in Mental Retardation (vol 24), New York: Academic Press

201 CSCI (2008), See me, not just the dementia. Understanding people’s experiences of living in a care home
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9.26 Earlier inspection work by CSCI has found that people with dementia do not always receive 
good person-centred care, while other research has also documented the poor quality of life for 
some people with dementia living in care homes,202 203 and inadequate services for all people 
with dementia.204 Improving the quality of care for people with dementia is one of the three key 
themes of the draft National Dementia Strategy issued for consultation in June 2008.205

9.27 The CSCI report found that over one-third of homes inspected failed to meet statutory 
requirements on the quality of their care planning, and staff were sometimes not involved 
in the process and would have “little background information on which to judge what 
someone’s wishes or preferences might be.” The report also documented some poor 
practices around communication and observed that “the quality of staff communications 
has a great bearing on how people with dementia feel”.

9.28 Other work has highlighted the importance of person-centred approaches and the 
techniques for support planning that are especially productive in working with older people. 
Helen Bowers and colleagues have emphasised that self-directed support is not just about 
money; for older people having increasing control and a ’different menu of support’ are 
the biggest attractions.206 Without person-centred support Bowers et al argue that older 
people’s lives become fragmented into a ‘service world’ and ‘ordinary life’, with apparently 
poor connection between these two and with services playing little role in supporting or 
restarting ordinary life. 

9.29 Recent work between the Centre for Policy on Ageing and the Older People’s Programme 
to explore older people’s experiences of living with high support needs, focusing on those 
moving to and living in care homes and using other kinds of supported accommodation, 
has highlighted the lack of a voice for these older people. This means that people cannot 
exercise choice and control over their support or any aspect of their life. The project 
identifies the need for significant cultural and structural changes taking an approach 
that is “based on citizenship and a focus on personal identity, self expression, individual 
aspirations and fundamental human rights”.207

(iii) The marginalisation of human rights

9.30 Evidence of the marginalisation (or even denial) of human rights to people with multiple and 
complex needs is the most fundamental problem of all, for if these are denied then there can 
be no improvement in people’s lives on any other dimension. People with multiple and complex 
needs are most at risk of not having their rights respected. There is considerable evidence 

202 Help the Aged, National Care Forum and National Care Homes Research and Development Forum (2007) My 
home life. Quality of life in care homes. A review of the literature

203 Alzheimer’s Society (2007) Home from home. A report highlighting opportunities for improving standards of 
dementia care in care homes

204 National Audit Office (2007) Improving services and support for people with dementia
205 Department of Health (2008) Transforming the quality of dementia care: consultation on a national 

dementia strategy 
206 Bowers H, Bailey B, Sanderson H, Easterbrook L, Macadam A (2007), Person centred planning with older 

people: Practicalities and Possibilities, CSIP/In Control. 
207 CPA briefings (2008) Older people’s vision for long term care http://www.cpa.org.uk/policy/briefings/older_

peoples_vision_long_term_care.pdf
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that guarantees of such basic rights are not routinely in place. The Mencap Report, Death by 
indifference,208 highlighted six examples of institutional discrimination against people with a 
learning disability, and drew attention to a number of contributory factors. One common factor 
across all of the cases was that the individuals had severe or profound learning disabilities, 
with little or no verbal communication. Subsequent investigations in Cornwall209 and Sutton and 
Merton210 NHS Trusts also highlighted a correlation between increased levels of impairment 
and abusive practices, including sexual abuse, physical abuse, deprivation of liberty and 
institutional practices. 

Summary of context to this study 

9.31 The wider literature and reports demonstrate the gap between the rhetoric of inclusion 
for people with multiple and complex needs and the reality of their circumstances. The 
dominant framework has been a disease-based model that focuses on individual pathology, 
and although there are many situations where medical skills and knowledge are invaluable, 
this model does not always provide the best foundation for responding to longer-term, non-
acute conditions or for promoting social inclusion. 

9.32 It is in this context that personalisation is seen as a way of introducing choice, control 
and flexibility into the lives of all people who use services, including those with multiple 
and complex needs. Individualised services may be achieved in a range of ways – well-
coordinated services that transcend traditional boundaries, person-centred planning, Direct 
Payments, the In Control model, Individual Budgets, personal budgets and others. Although 
initially practical models have been developed primarily in the context of support for adults 
with learning disabilities, they are now seen as equally appropriate for people of every age 
and all types of circumstances that might be described as ‘multiple and complex needs’.

9.33 It is important to acknowledge the severity of need for people with ‘multiple and complex 
needs’ and thus the implications for services. ‘Multiple and complex needs’ includes:

multiple needs•	  often due to multiple impairments and hence a number of agencies may 
have to be involved

a severity of need •	 that is likely to be an issue in itself for services (for example a person 
with profound and multiple learning disabilities who has difficulty swallowing will need 
skilled assistance to eat their meals)

challenging behaviour •	 that may require one-to-one support.

9.34 The following experiences of a young man illustrate a number of supports and dilemmas 
for people with complex needs and what can be achieved to personalise support. The next 
section of this chapter looks at the progress being made to personalise support for people 
with complex needs, focusing on local strategic developments and personalisation policies 
and the factors that are promoting or impeding developments across the country.

208 Mencap (2007), Death by indifference
209 Commission for Social Care Inspection/Healthcare Commission (2006) Joint investigation into services for 

people with learning disabilities at Cornwall Partnership NHS Trust.
210 Healthcare Commission (2007) Investigation into the service for people with learning disabilities provided 

by Sutton and Merton Primary Care Trust 
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Example 1
The experience of a person with complex needs

Roy Jones211 is a young man in his mid-20s who has cerebral palsy, learning disability 
and epilepsy and is reliant upon other people for meeting all of his needs. His 
communication consists of gestures and his preferences can only be discerned by 
people who know him very well indeed. 

After his schooling had ended, Roy was offered a place at a residential college 
but his parents were not convinced this would best meet his needs and opted for 
him to remain at home and attend the local day centre that adjoins the special 
school. Although the centre is not popular with his social worker, Roy’s parents are 
appreciative of the specialist equipment and attention that Roy receives.

Although happy for Roy to remain living at home after the end of his education, Mr 
and Mrs Jones were keen for him to have a place of his own to live – “like other 
young men” – and this became his main goal. In the meantime he accessed a Direct 
Payment for support in getting out of bed in the morning and having a shower 
before going out. Roy’s parents were less than satisfied with the quality of support, 
especially the high staff turnover and the absence of training and preparation for 
understanding Roy as an individual.  

In Roy’s locality the council was introducing the In Control model, and he was 
assessed under the Resource Allocation System (RAS) for an ‘indicative amount’ of 
£50,000 per annum. Although this was insufficient to fund his own housing, Roy had 
two friends at the day centre whose parents were also looking at the possibility of 
supported living. The three young people and the families all knew each other and 
agreed to pool all of the available funding to secure suitable accommodation and 
support. The council’s calculations assumed that support through the Independent 
Living Fund (ILF) would be available on top of the combined indicative budgets.

It proved difficult to find an accessible four-bedroom bungalow, but in the meantime 
tenders for providing the support element were invited. Four providers expressed an 
interest, and were interviewed by the three families themselves in their own homes, 
with a social worker present. This process worked well and a provider was selected. 
Finding a housing provider proved to be more difficult but eventually (and after much 
complication) a specialist learning disability housing association agreed to undertake 
the task on the basis of a three-way shared ownership arrangement. In total it took 
three years to make these arrangements.

Roy’s story has aspects of almost all of the various services, supports and dilemmas 
that can be found in the circumstances of people with complex needs – the problem 
of transition from adolescence to young adulthood, the role of traditional day centres, 
the use of Direct Payments and access to appropriate supported living. In Roy’s case 
he has been well supported by committed and loving parents, and an experienced and 
creative social worker.

211

211 None of the names quoted in this study are the actual names of the people concerned
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2. Local strategies and policies to support people 
with multiple and complex needs

Key Findings

Commissioning challenges

Government policy on increasing the availability of appropriate local provision •	
for people with multiple and complex needs is well established. Councils in our 
study had strategies to promote independence and choice and were concerned to 
address reliance on residential provision outside of their area.

The cost of funding these placements was seen as unduly expensive and diverting •	
resources that could be used to develop local services. There were frequently 
expressed concerns about the quality and cost-effectiveness of out-of-area 
provision; and the study found there was weak contracting and inadequate 
contract monitoring.  

It was rare for independent sector providers to be involved in strategic meetings •	
about the implications of personalisation and development of new types of 
services.

Working in partnership and across boundaries 

Coordinating services and taking an effective ‘whole-person’ approach to support •	
people with multiple and complex needs was challenging for all the councils in this 
study.

Although there have been steps to improve the transition from children’s to •	
adult services for people with multiple and complex needs, some of the key 
agencies (particularly health) tend to take a very rigid approach at odds with the 
personalisation agenda.

Relations between councils and Learning and Skills Councils have become more •	
difficult in recent years as costs have come under greater scrutiny and are now 
the subject of dispute and negotiation, most commonly in the case of residential 
college placements.

Moving from school to college (out-of-area or local) at the age of 18 or 19 is no longer •	
something that can be taken for granted by young people with complex needs.

The health-social care interface

Relationships between councils and PCTs are reported to have improved in many •	
respects, and where these are robust then it is feasible to deliver coordinated and 
personalised support.

The biggest reported area of contention remains Continuing Healthcare. The •	
introduction of the National Framework had generally been felt to have led to some 
improvements, but basic problems of access remained.
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There is now an additional difficulty – the potential •	 consequences of accessing 
Continuing Healthcare which can mean the loss of jointly funded care packages 
and Direct Payments. This is in direct conflict with policy on personalisation.

Boundaries between different income streams

The evaluation of Individual Budget pilots indicated difficulties in bringing together •	
funding streams and that often only broad alignment rather than integration 
was possible. Most difficulties reported in the councils for this study, and in the 
Individual Budget evaluation, were in respect of the Independent Living Fund (ILF) 
with concerns about incompatibility with personalisation objectives because of 
restrictions in the way that ILF monies must be spent.

Developing and implementing local personalisation policies

Whilst the aims of prioritisation are widely shared and accepted, there is some •	
scepticism and even opposition at local level about the implementation of policy 
on personalisation through Individual Budgets. Whilst the picture for council 
staff and professionals is mixed, the study found a generally negative stance to 
implementation taken by local politicians.

None of the councils in the study had a settled approach to the self-assessment •	
questionnaire and were all grappling with some of the practicalities of refining 
their Resource Allocation System so that it resulted in indicative personal budgets 
that were affordable to the council.

9.35 In this section we identify three key policy and strategic challenges affecting the 
development of personalised support to people with multiple and complex needs:

changing traditional patterns of commissioning,•	 212 particularly a dependence on out-of-
area provision

working across several boundaries with partner organisations to ensure a ‘whole-person’ •	
approach to supporting people

developing personalisation policies.•	

Traditional patterns of commissioning and out-of-area placements

9.36 In all the councils in the study commissioning strategies for specific care groups had 
clear statements of the vision for future developments and an emphasis on promoting 
independence and choice. Joint strategic needs assessments informed commissioning 
intentions and deficits in service development were identified. Councils were aware of the 
need to address reliance on out-of-area placements which had developed for historical 
reasons, or because of a continued failure to commission sufficient specialist local 
services. However, it was rare for independent sector providers to be fully engaged in 

212 The Commission for Social Care Inspection, Healthcare Commission, and Mental Health Act Commission are 
undertaking joint work to assess how councils and primary care trusts commission services and support for 
people with learning disabilities with complex needs. A report is to be published in 2009
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strategic debates about the implications of personalisation and while some providers were 
enthusiastic about the opportunities that might exist for developing new services, most 
were either poorly informed about the potential of personalisation or struggled to see how it 
would affect their service provision.

9.37 Reliance on out-of-area residential provision (primarily for people with severe learning 
disabilities, particularly in conjunction with physical disabilities) was a concern in all 
the fieldwork sites, although none of the councils in our study was an extensive users of 
these.213 Government policy on increasing the availability of appropriate local provision 
for people with multiple and complex needs was clearly understood. However, out-of-area 
placements continue to be made for predominantly negative reasons, such as placement 
breakdown and dissatisfaction with local services. Most such placements are in the 
independent sector, often in large settings, and tend to disrupt relationships with family 
and friends, as well as having other disadvantages for people using services. From the 
point of view of commissioners, an equally important problem was the cost of funding the 
placements, which were seen as unduly expensive and diverting resources that could be 
used to develop local services. As one of the elected member interviewees stated:

“We can’t make any straightforward calculations about our budget. All we need is someone 
to come out of hospital needing a massive care package and that would hit us really hard.” 

9.38 All the councils taking part in this study were aiming to reduce dependence upon such 
costly placements. Leads in the Individual Budget pilot sites were anticipating that cost 
savings made with particular care groups (typically people with learning disabilities who 
were brought back into the authority from expensive out-of-area placements) could be used 
to offset the higher costs of introducing Individual Budgets among other groups of people 
(typically older people). It was too early to determine whether this proved to be the general 
experience of implementation. However, others were concerned that any savings made in 
the short term would be cancelled out by the impact of demographic changes, in particular 
the ageing population and the increase in older people with more complex needs requiring 
more complex and costly support. 

9.39 Councils were also concerned about the quality of out-of-area provision, particularly that of 
specialist residential colleges for young people. One manager in adult care services found it 
difficult to comprehend the reasoning behind some such placements by children’s services, 
suggesting poor strategic coherence between children’s and adult service agendas despite 
the greater emphasis on improved transition: 

“It feels like there is a disjuncture in culture between us and children’s services in terms 
of out-of-area placements. They are not placements we would have. It has almost set up a 
culture that is counter to the culture we want to develop.”

9.40 Other interviewees similarly highlighted the difficulties associated with out-of-area 
placements:

213 According to a classification by Emerson and Robertson (2008), (Op Cit.) Their data shows considerable 
variation, from one London borough externally placing around 90% of its supported residents, to a northern 
city only placing about 5%. In general the London boroughs use significant numbers of out-of-area 
placements, whilst the North East and Yorkshire and Humber use few
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“They disappear off to residential college for two or three years and have a wonderful 
time and then they have got to be moved back. In theory, they are supposed to be getting 
prepared for supported independent living but the reality is quite different. They are 
learning a set of skills that aren’t easily transferable.” 

(Transitions coordinator)

9.41 As the following comments illustrate, there were major concerns about the quality of the 
care provided at a distance, and about the disparity between the claims made by some 
providers and the reality of experience:

 “Lots of places sell themselves saying they do A, B and C and then say ‘oh we have 
difficulties, we have a staff shortage’. It’s just one thing after another.”

(Transitions coordinator)

 “Certainly one place that we went to [look at] – the fabric of the place was fantastic (...) 
I met the manager, I talked to the staff, and it was (...) you know people are seduced by 
what they saw but not what they got (...) in this particular environment, the young people, 
one of whom has a disability the same as [my son], their needs are appallingly met. And 
yet, ostensibly, you walk through the door and you think ‘wow, this looks very smart’.” 

(Mother of a young man with learning disabilities)

9.42 Some similar concerns were expressed about adult placements:

“Many of these specialist services out of county would claim to be doing a person-centred 
approach but the reality is that its containment...they haven’t been delivering.”

 (Area manager, learning disability)

“Once they have got them at 19 they think they have got them for life. There is a 
complacent attitude of ‘we are wonderful at what we do’. They might be good at some 
things like keeping the person safe, but how much do they access the community? I 
wouldn’t want to be watching Fireman Sam DVDs back to back.”

 (Transitions coordinator)

9.43 However, some were critical about the narrow definition of what constitutes ‘out of area’ 
where services were literally ‘a street away’.

“Every authority can’t have provision for every type of complex need. Some people’s needs 
will inevitably be better served with a placement that is not in this area.”

(Senior manager)

The emphasis upon local provision may obscure the possibility that this may not always 
be the most appropriate setting for some individuals – partly because of their specialist 
needs, and partly because local provision may not be sufficiently well developed (a 
particular challenge in smaller councils). An acknowledgement that local provision may 
not necessarily be most appropriate was a prominent theme in our study, as the following 
comments illustrate: 
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“A lot of our business comes from people being moved out of hospital into badly supported 
settings. People are being moved, but not for the right reasons.” 

(Specialist independent provider) 

“Bringing people home is a later piece of work. The first, and more difficult, piece of work 
is to improve the local choice for local people now so that it doesn’t have to happen again. 
Very few people are doing that.”

(Independent provider) 

“Every authority can’t have provision for every possible type of complex need. Some 
people’s needs will inevitably be better served with a placement that is not in this area.”

(Senior manager)

9.44 Some respondents acknowledged that it was sometimes inappropriate to contemplate 
bringing people back from out-of-area placements, particularly if they have lived there a 
long time and have few if any links with their original residence:

“It’s been undertaken with a dogma that is really quite unsettling where people are being 
moved against their will into a local area that they don’t wish to move to and have no 
interest in moving to. We have had a number of examples of this. If any of us were moved 
to where we grew up without involvement from ourselves it would be a national scandal.”

 (Independent provider)

“It’s a directive that comes out and everybody has to follow it. The poor individual for whom 
it is meant to improve things is not considered in a lot of cases. It’s a big frustration for us.”

(Independent provider)

9.45 There was evidence in this study of poorly constructed and monitored contracts. 
Commissioners acknowledged that objectives are not always clear in contracts and hence 
reviews are not effective. Providers, too, reported highly variable experiences of contact and 
contract monitoring. In some cases even where there was regular contract monitoring they 
felt the focus was on the wrong issue.

“The difficult relationships are those commissioners who are looking entirely in terms of 
inputs – an occupational therapy report, a speech and language therapy report and so 
on – regardless of whether these are meaningful or helpful to the individual, and certainly 
regardless of whether they lead to a positive outcome for the individual. It’s a very poor use 
of clinical time and makes everything too expensive.”

 (Independent provider) 

Working in partnership to take a ‘whole-person’ approach

9.46 People with multiple and complex needs frequently have needs that cross established 
professional and organisational boundaries. A CSCI inspection report noted that 10 agencies 
and carers had been involved in one project for people with high support needs. Developing 
an effective ‘whole-person’ approach to support people with multiple and complex needs 
proved to be very challenging for all the councils in this study. Several key boundaries were 
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identified: at the transition from adolescence to young adulthood; between adult social care 
and the NHS; and between individual budget income streams. 

9.47 Transition from adolescence to young adulthood is characterised by a plethora of guidance 
developed at national level, and many localities now seem to have appointed transition 
coordinators or created transition teams to address the issue. There was a widespread view 
in the fieldwork sites that the transition process had improved in recent years with councils 
now much more confident about the quality of their information on the number of young 
people coming through the system, and the nature of their needs. In most of the councils 
the transition period had also been used to pilot personal budgets and prepare the ground 
for the changes taking place in adult social care. But despite these efforts, the transition 
process continues to be affected by boundary issues of various types. 

9.48 There is no consensus across the various agencies as to when adolescence ends and young 
adulthood begins. Some of the key agencies seem to take a rigid approach defined variously 
at age 16, 18 or 19 with different criteria followed by different parts of the health, education 
and social care system (as highlighted in an earlier CSCI study).214 As one transitions 
coordinator noted:

“The problematic area is getting the involvement and commitment from health colleagues 
around anyone moving from children’s services into adult services. They have different 
criteria that I’m still not clear about. It just all works so differently.”

9.49 The Learning and Skills Council (LSC) has a specific duty to have regard to the education 
and training needs of learners with disabilities, and is aided by the local LSCs that have been 
established in England, each of which will have a designated contact person for disabilities 
and must consult local councils on their policies and priorities. A common view expressed in 
this study is that relations between councils and LSCs have become more difficult in recent 
years as costs have come under greater scrutiny, and new rules are being applied. Councils 
reported that costs that were previously met by the LSC are now the subject of dispute and 
negotiation, most commonly in the case of residential college placements.

“There is now an expectation that we will contribute. The standard formula is 30% from 
social care and 20% from health if the person has a significant health need. We pay but 
some authorities don’t.” 

(Transition worker) 

9.50 Additional issues were identified with LSC funding which relate to the restrictions on access 
to courses. Moving from school to college (out-of-area or local) at the age of 18 or 19 is no 
longer something that can be taken for granted by young people with complex needs. Part 
of the problem here is the LSC requirement that people in educational settings must be able 
to demonstrate evidence of ‘progression’ – something that can be difficult or impossible to 
achieve in the cases of some young people with multiple and complex needs. This in turn 
has a significant knock-on effect for adult social care with young people entering adult 
social care services rather than accessing educational support, as this service manager 
explained:

214 CSCI (2007) Growing up matters: better transition planning for young people with complex needs
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“Colleges are saying ‘we can’t hit our targets with these people’ so they now come to us at 
18. They are the only people we actually support in day services – we have not taken any 
new referral from any other source for three years, only young people with complex needs 
because we can’t support them elsewhere.”

9.51 What all of these boundary disputes can result in is a game of budgetary ‘pass the parcel’ in 
which the people whose interests should be at the forefront find themselves marginalised 
as agencies argue over who will foot the bill. 

9.52 Adult social care and the NHS: People with multiple and complex needs generally require 
support from both the NHS and social care. There is wider evidence that relationships have 
improved in many respects,215 216 and this was confirmed in some of the sites in our study, 
especially in those localities where the council and the PCT have coterminous boundaries. 

9.53 Given the high cost of supporting people with multiple and complex needs, it is unsurprising 
that where disagreements arose they tended to be about funding. In some cases this 
involved alleged withdrawal from established agreements or perceived misuse of specific 
funding allocations. 

9.54 By far the biggest reported area of contention, however, is Continuing Healthcare (CHC), 
though here too there was some limited evidence of fairly good working relationships in our 
study. More typically, Continuing Healthcare was reported as an area of ongoing contention:

“There is a real steer coming from the SHA [Strategic Health Authority] saying that people 
with learning disabilities probably generally won’t be eligible under CHC. I find that bizarre 
and we will be resisting that manfully.” 

(Senior manager)

9.55 The introduction of the National Framework for CHC in October 2007217 was generally 
believed to have led to some improvements, but some basic problems remained:

 “Thankfully we now have a little more consistency since the National Framework was 
introduced. Prior to that it was a nightmare, an absolute nightmare. But a lot depends on 
each nurse assessor team. You can have very different types of people, sometimes leading 
to very different types of working relationships and different decisions.”

(Team manager, physical disabilities)

“It has changed the balance – it was so narrow before. In terms of people with challenging 
behaviour we are getting more confident about putting an application in. We are getting a 
feel for it.” 

(Senior manager) 

215 Henwood, M (2006) ‘Effective partnership working: a case study of hospital discharge’. Health and Social 
Care in the Community 14 (5), 400-407

216 House of Commons Health Committee (2005), NHS continuing care, Sixth Report of Session 2004-05
217 Department of Health (2007), National Framework for NHS Continuing Healthcare.
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“We’ve got criteria but in a way you can interpret them how you like. The PCT is good on 
obvious ones like high health needs, rapid deterioration and unstable conditions, but I don’t 
think they understand intensity and complexity.”

 (Area manager, adult services)

9.56 In addition to all of these issues around access to CHC and ensuring that criteria are 
based on need and not diagnosis, there is now an additional difficulty in the context of the 
personalisation agenda – the potential consequences of accessing CHC. The main concern 
being expressed is the potential loss of personalised support. Once CHC funding has been 
agreed for an individual then the general understanding of the legal position is that Direct 
Payments and support from the Independent Living Fund are no longer possible, and this 
is likely to mean that existing personalised support arrangements will cease. Certainly this 
was the common experience across the sites in this study:

“At the moment there appears to be little flexibility. If someone is coming through transition 
with direct payments and ILF and are then continuing healthcare funded, they will lose the 
flexibility in their support.” 

(Learning disability team manager)

“People who are CHC funded gain financially but lose in terms of choice and control. 
The NHS is a very patriarchal, clinical-led organisation in which the professionals know 
best and people are ‘done to’ rather than being part of person-centred planning. These 
individuals are at risk of losing a package of support that works for them.” 

(Team manager, physical disabilities)

9.57 As this manager described, this has led to perverse incentives not to seek fully funded CHC:

“And it always used to be, ‘let’s hope this person gets 100% continuing care funding.’ 
Now it tends to be, ‘well, let’s hope they get 95% or 90%’ because then there’s ability to 
commission and pay for that social care bit (...) at the moment it’s very rigid. If somebody 
has 100% continuing care we have experienced difficulties in how you commission those 
(...) flexible services.”

(Learning disability, team manager)

9.58 For some individuals with complex support arrangements founded upon long-serving and 
trusted personal assistants (many of whom are regarded as friends rather than employees) 
the transition to fully funded CHC was viewed as a potential disaster rather than a financial 
gain – and in some cases had led to a refusal to leave council-funded care. As this person 
facing the prospect of eligibility for CHC remarked:

“The social worker tries his best for me. I tell him what I need and he organises it. But once 
I go on this NHS care he won’t be part of it and I don’t know where I will go. Jean (PA) has 
got to stay with me. She has practically lived with us for four years, she’s here every day.”

9.59 Overall, although there is some evidence of good PCTcouncil relationships and of positive 
practice with individuals, there are still some major fault-lines. Funding pressures too easily 
result in unilateral actions that are perceived as a betrayal of trust, and this in turn bedevils 
future partnering. Attempts to clarify responsibilities through CHC have helped to some 
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extent but have also resulted in some perverse consequences for the support of vulnerable 
individuals. The possibility of including CHC funding within Direct Payments through NHS 
personal budgets was one that was seen by most interviewees as logical and welcome. This 
is explored in greater detail below.

9.60 Individual Budget streams: One of the key features of Individual Budgets is the proposed 
bringing together of a variety of streams of support and/or funding, from more than one 
agency. Evidence from the evaluation of the Individual Budget pilot sites indicates that 
integration of different streams has been hard to achieve and that the best that has been 
possible has been broad alignment. In our fieldwork sites the difficulties with different 
funding streams were identified most frequently in respect of the Independent Living Fund 
(ILF). Despite many positive views about the role of ILF assessors, there was widespread 
concern about apparently reducing flexibility and incompatibility with personalisation 
objectives because of restrictions in the way that ILF monies must be spent solely on 
‘personal care and domestic assistance’, rather than on other support that may contribute 
to independent living outcomes.   

9.61 The IBSEN evaluation similarly found that the constraints of the ILF Trust Deeds meant 
that integration with social care funding during the duration of the pilot was not possible. 
Instead, the ILF and the pilot sites attempted to align and fast-track some of their processes, 
but there remained frustration at the time taken for an ILF application to be turned around.  

9.62 Taken together the problems of integrating income streams posed major question marks in 
the fieldwork sites over the notion of multi-stream Individual Budgets, as opposed to single-
stream personal budgets consisting solely of council adult social care monies. This is a 
national policy issue that needs to be addressed.
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Developing and implementing personalisation policies

9.63 Developing personalisation policies for people with all types of care and support needs, 
not just those with multiple and complex needs, is currently the biggest single challenge 
facing adult social care, and was certainly an issue that preoccupied all of the sites in this 
study. Across the councils there were clearly supporters, doubters and opponents of the 
implementation of policy on personalisation, including the mechanisms of Direct Payments 
and Individual Budgets. 

9.64 Perhaps the most consistent constituency of opposition (in all but one council) – regardless 
of political party – was that of elected members. Here the concerns often went beyond 
matters of practicability and into issues of principle:

“The politicians were very resistant to Direct Payments. They have a real problem with the 
inequity of it and the impact on the workforce – that it could be the end of the in-house 
provider. They felt that if you got money through a DP [direct payment] then you could 
choose something that people without a DP couldn’t choose, therefore nobody should get 
the choice.” 

(Service manager)

9.65 Another elected member, who felt he had drawn “the short straw” in becoming lead member 
for adult services, felt the policy had no financial reality:

“At what point do you want to start printing money? Forgive my cynicism but we are in the 
real world and having to make £22m of budget reductions over four years.”

9.66 In none of our fieldwork sites were politicians driving the debate or advancing the case for 
personalisation. In the council where there was a more positive stance on the part of the 
executive member for adult care, this was expressed only in terms of generalised support 
for the concept of personal budgets, rather than through a specific vision for transformation. 
Officers were pursuing the personalisation agenda with varying degrees of enthusiasm in 
the face of conditional support, indifference and outright resistance from members.

9.67 All of the sites were still at an early stage of development of a Resource Allocation 
System (RAS). The first step had been to choose (or develop) one of the self-assessment 
questionnaires that have been developed by In Control, and to then use this as the initial 
basis of the RAS. Both of these tasks were preoccupying the councils. These issues are 
discussed further in the next section of the chapter that looks at delivering personalised 
support. Whatever approach is adopted there is no escaping the need to articulate a 
rationale for allocating resources between competing priorities, and the potential effect 
of the transparency of the Resource Allocation System was a major preoccupation of 
politicians and officers in this respect. The CSCI review of eligibility criteria highlighted 
the development costs of all councils working on local resource allocation systems and 
the need to consider a single, national resource allocation formula to increase clarity and 
transparency and reduce variations likely to emerge locally.218

218 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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3.  Delivering personalised support for people with 
multiple and complex needs

Key Findings

Assessment and care management

Examples of good practice in assessment and person-centred planning were •	
identified (particularly in developing individual communication passports) but it 
was recognised that overall the quality is variable.

 In practice, and particularly for people with complex needs, self-assessment •	
entailed intensive support from care managers, more demanding of staff time and 
skills than traditional professional assessment.

 Staff working with people with very complex needs knew of a range of sensitive •	
ways to communicate with them but there was evidence that this was not always 
happening in practice. 

Direct Payments and Individual Budgets

While there was broad support for the principles of personalisation, this was •	
qualified by certain reservations by some councils, including doubts about 
providing personal budgets for certain groups of people, particularly those with 
‘chaotic lifestyles’ and people with severe learning disabilities.

There is a significant minority of people using services, and of carers, who are •	
hostile to the idea of direct payments or personal budgets. These objections 
were often based on a fear of being left to cope with inadequate support and a 
reluctance to take on what was seen as onerous demands.

People with multiple and complex needs are using Direct Payments in a variety •	
of ways – from simply fine-tuning conventional support packages to developing 
highly creative and individual support.

A significant minority of council staff expressed scepticism about the Individual •	
Budget model and the In Control approach which they did not believe had been 
adequately tested in supporting people with complex needs.      

The rules restricting Direct Payments to people who have capacity to consent have •	
constrained developments for some people with complex needs. Some councils 
had found creative ways around these legal impediments (such as through user-
controlled trusts) ahead of the relaxation of rules following the Health and Social 
Care Act 2008. 

 Transparency of the Resource Allocation System has highlighted concerns about •	
equity between different groups of people who use services and the more limited 
opportunities and financial support available to older people with complex needs.
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Range of services

CSCI inspections have identified concerns over limited, traditional and •	
insufficiently flexible services. In the councils in this study these concerns 
were also identified in respect of support for people with complex needs. A 
significant proportion of people with complex needs, and of their carers, were 
conservative in their service preferences and resisted attempts to reconfigure 
support – particularly day opportunities. This reflects a number of experiences 
and viewpoints, partly about concerns of being left without sufficient help; and in 
some instances where people have become ‘institutionalised’ and fear moving on 
to use a range of different services.

Typically councils were having to double-run traditional and new models of support •	
and to approach the transition between the two with caution.  

Many of the success stories in using personal budgets featured new patterns •	
of support often developed with the help of exceptional caring families and of 
visionary and committed care staff.

Support and advocacy

The balance between choice and control on the one hand and increased risk on the •	
other was identified as a concern in all the councils but there was little evidence 
of clear risk strategies.  

The interests of family members can conflict with those of the person with •	
complex needs and highly skilled interventions may be required to help people 
find the support they need. But advocacy services were generally under-developed 
(with some notable exceptions) and there is considerable confusion about 
different types of advocacy and how it differs from brokerage.

Flexibility and accountability

The balance between flexibility and accountability was continuing to evolve in •	
all the councils. It was recognised that there are tensions between maximising 
flexibility for people using services while also ensuring accountability and 
appropriate use of public money and there were all shades of opinion on such 
matters.   

9.68 This section considers the key components for delivering personalised services for people 
with complex needs – whatever the nature or origin of those needs:

assessment and care management•	

promoting independence and choice•	

range of services•	

support and advocacy•	

flexibility and accountability.•	
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Assessment and care management

9.69 The quality of practice was variable in the study sites, also reflected in recent CSCI 
inspections of assessment and care plans in other councils. In particular, care planning 
has been seen as unfocused and unambitious; service rather than needs-led; and heavily 
task focused. Across the fieldwork sites much assessment and care planning was focused 
on what people are unable to do rather than on individuals’ strengths and qualities. This 
was vividly portrayed in one of the councils where a middle-aged adult with physical 
impairments was critical of the deficit approach of assessment:

“There is a feeling and you have to fight against it, but the only way that you are going 
to get the help us not by emphasising the positive points; you have to emphasise your 
negative points (...) it’s not a question of saying ‘I can do this but I need help to do it.’ It’s 
always – I can’t do something.”

Not only did this approach fail to recognise the richness and complexity of people’s lives, 
but it failed to support or promote independence. Person-centred planning was not yet the 
norm, as this comment indicates:

“I think we have pockets of outstanding person-centred planning; and we have an amount 
of tokenistic person-centred planning if I was honest.” 

(Operations manager, independent provider)

9.70 It was acknowledged that it is easy to pay lip service to person-centred planning and 
assessment, but much harder to do it well. One of the tools employed in at least three of 
our sites was the development of ‘communication passports’. These documents provide 
the essential information which says ‘this is who I am’. Staff described the value of these 
documents: 

 “This is what I like and this is how I am communicating and this is what I am telling you. So 
when I do this, this is what I mean (...) I think it takes a long time to develop some of that, 
to get some of that information about some of the people we work with.”

9.71 Such accounts as the following extracts are typical of the content of these good quality 
plans or passports:

“My name is...I have Down’s syndrome. I’m allergic to penicillin; I’ve been diagnosed with 
dementia and paranoid schizophrenia. I may shout and cry, sometimes about things that I 
have imagined happened.”

“My dementia has had an effect on my eating habits (...) sometimes I will say ‘ham’ or 
‘sandwich’ (...) this does not necessarily mean that I want these specific foods, just that 
I want something to eat (...)  it is important that staff keep offering me drinks throughout 
the day, as I am unlikely to pick them up myself.” 

9.72 Self-assessment was widely viewed as a misleading term, and in practice it was found 
that self-assessment entailed intensive support from care managers working with people 
needing support to identify their needs and aspirations jointly. Where this worked well it 
was viewed as a superior outcome to that attained by conventional assessment; however, it 
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was more demanding of staff time and skills than traditional professional assessment. This 
is an important consideration if everyone is to have the opportunity for self-assessment 
and personalisation is to be developed for everyone needing social care support.

9.73 Across the Individual Budget pilot sites there was also a range of practice and different 
ideological positions on the interpretation of self-assessment. An Individual Budget lead 
referred to a “default position” that “people can do this for themselves”, while recognising 
that particularly in older people’s services:

“...there may need to be care manager involvement especially as increasingly families 
don’t live near the older person, so there’s thus nobody to help them; they’re more isolated. 
Some older people prefer supported self-assessment. In mental health, people can self-
assess but this can cause anxiety around paperwork and so the care coordinator follows it 
up to make sure they are okay with it.” 

Another care coordinator in an Individual Budget site observed that all sorts of options were 
possible:

“They could have a professional advocate or if they want to have a family member or carer 
do that [self-assessment], it’s entirely up to them.”

Promoting independence and choice

9.74 The degree of engagement of councils with Direct Payments provides a basic indicator of 
their approach to choice and independence. There was wide – virtually universal – support 
for the underlying principles of personalisation, but reservations were expressed about 
the applicability of the model, in terms of personal budgets, to people with so-called 
‘chaotic’ lifestyles (particularly around the balance between choice and compulsion) or to 
people with severe learning disabilities. The Individual Budget sites revealed similar views 
about certain groups of people for whom Individual Budgets were seen as too difficult or 
inappropriate. Some argued that these included individuals at times of crisis, for example 
while a person is in hospital. This was on the grounds that individuals would not be in a 
position to undertake self-assessments, support planning and think about arranging their 
own support, and that support needs are likely to change as people move out of the crisis 
situation and matters begin to stabilise. Nevertheless, six of the 13 Individual Budget sites 
decided to offer Individual Budgets to people using mental health services. Some sites 
explicitly chose this because they thought that if they could make Individual Budgets work 
for people with complex and/or fluctuating mental health needs, then they could make them 
work with any and all other groups.  

9.75 A further group identified as challenging in terms of providing Individual Budgets in the 
IBSEN study was that of older people, where it was argued that needs tend to change much 
faster, therefore a support plan may be out of date within a couple of months. An older 
person’s situation is thus likely to need more frequent monitoring, and this may particularly 
be the case for older people with complex needs. However the study found that the most 
striking difference between Individual Budget sites was their different experiences of 
working with older people. Sites generally expected that older people would not want the 
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aggravation of managing a Direct Payment and would thus opt for a care-managed account. 
However, some sites found that, contrary to expectation, more older people had opted for a 
Direct Payment and thus to manage the money themselves. Lead officers in the Individual 
Budget sites believed that this development reflected a number of factors, but particularly 
the opportunity for people to use a Direct Payment without having to be an employer; and 
more active promotion of Direct Payments by care managers as they developed better 
understanding of the range of options available and the capacity to mix and match elements 
of Direct Payments with other support directly commissioned by a care manager.

9.76 Some interviewees in our study identified similar concerns about whether personal or 
Individual Budgets could work for people with severe learning disabilities, or for people 
whose behaviour challenges services. Nonetheless, there were also examples of people who 
on face value might be described as having ‘chaotic lifestyles’ who were managing with a 
Direct Payment. As this account illustrates:

“Y had a very, very dense stroke about six years ago. She lives on her own, no family, 
nobody. No family. No friends. Neighbours okay. She is a very feisty lady is Y, and she is 
very clear about what she does and doesn’t want. She constantly falls, so she has broken 
her arm about eight times from falling.  Because she drinks. She is an alcoholic (...) and 
she employs help with her DP, I think we have just upped it to about 25 hours a week, and 
that is all she has actually, it’s all DP. And she has a carer who she employs herself.” 

9.77 Across the five councils it was acknowledged that developments with Direct Payments over 
the years had been variable. In part this was a reflection of the way in which staff had or 
had not encouraged take-up and supported people, as this comment from a team manager 
explains:

“I want people to be on Direct Payments. But my argument has always been that it 
is inadequate to send somebody a leaflet or to say to somebody at the point of first 
contact or the first point of assessment, ‘do you fancy a Direct Payment?’ (...) I think that 
potentially a lot of people are excluded from having Direct Payments, not because they 
shouldn’t have them, but because of the manner in which it is portrayed to them and the 
manner in which it is explained.”

9.78 In two of our five sites some carers objected to having the idea of Direct Payments “pushed 
down our throats”, fearing that far from offering greater choice or flexibility this merely 
signalled more paperwork and difficulty, despite attempts to offer reassurance that other 
people could manage the administration of Direct Payments on their behalf. As this carer 
remarked:

”For heaven’s sake, County can’t do it, and they’ve got hordes of paid people to do it. How 
are they going to expect us to do it just with a grant you know? There’s something wrong 
here, and that’s a real worry.”

9.79 Take-up of Direct Payments is a crude indicator of engagement with personalisation 
or improved choice and control, not least because Direct Payments cover a range of 
possibilities. People – with or without complex needs – might use them very creatively to 
change the nature of support they receive and to fine-tune arrangements to suit their lives, 
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or to make relatively modest demands which might appear to make little difference but 
which may in practice be highly significant.

9.80 As described above, the five councils were at different stages of evolution in their approach 
to personalisation. Typically the move to Individual Budgets was approached on a limited or 
pilot basis in the first instance, most often for people with learning disabilities. In one of the 
councils, for example, young people in transition to adult services had been the focus of an 
In Control model for two years and this was increasingly viewed as the core system model. 
While the council was poised to move from this platform to ‘In Control Total’, introducing 
Individual Budgets across the whole system, it was recognised by service managers that 
this transformation would be demanding:

“And the challenge has been how do we spread that across the whole directorate, across 
everybody rather than stick with transition? Because in a way it was the easiest group to 
work with because they are new people and often families and individuals are absolutely 
ready for an In Control type model.”  

9.81 How Direct Payments and Individual Budgets can be used was a matter of debate across all 
the sites. In many instances officers acknowledged that uncertainty about rules meant that 
people were operating on the margins of legality. The rules governing how Direct Payments 
can and cannot be used, particularly in not normally being paid to relatives within the 
same household, could be particularly restrictive. In a particular situation (see Example 2) 
the council explained their pragmatic approach to allowing money to be used in this way 
because it offered the best outcomes for the person concerned whose “life has never been 
better than it is today”. 
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9.82 Despite the advantages of being able to use Direct Payments people also commented on 
the negative impact of restrictions in the way that money could be used only for certain 
help. For example, one carer who was looking after both his severely disabled wife and his 
disabled adult son commented that it would be helpful to be able to use the payment to help 
with fuel costs:

“It would be useful to spend the DP on other things as well. Even things like towards the 
electric bill, because you have the fire on all the time (...) and things like that for my wife 
(...) it’s not your money sort of thing. You don’t get the money, it’s just in this pot and it’s 
just going nowhere really. You don’t get the benefit of it like that.”

9.83 Moreover, not everyone using a Direct Payment had flexibility to change the support they 
received. Another person who has advanced multiple sclerosis and was using Direct 
Payments described a situation in which she had little control over what time people put her 
to bed, with obvious limitations on her lifestyle and dignity:

“If I want an evening out now, my children have to put me to bed, and that’s on the odd 
occasion if they are doing something (...) you cannot get care calls when you need them. 
I mean, I have got a life; I have got children and there is the odd occasion when they are 
doing something in the evening and they want me to watch them, but the companies don’t 
provide, you are in a routine and you can’t change from that routine.”

9.84 Recruiting people to work as personal assistants is a recurrent concern and affects people 
using Direct Payments just as it does council services and care providers. This was a 
particular challenge for people with complex needs for whom the choice of staff would be 
especially critical. However, some of the people using Direct Payments in the councils taking 
part in the study had found innovative solutions that involved looking beyond the traditional 
care sector and drawing on the wider social capital of the community. For example, one man 
who has a form of muscular dystrophy explained how he had recruited two of his PAs from 
bar staff at his local pub:

“...it means that I can go and have a night at the pub and stay until closing time – I haven’t 
done that for a long time. Now I hope that is the sort of thing that could happen in In Control 
Total. But the landlord might say ‘yeah well so and so said she would come back and help 
you, but I will have to pay her an hour extra.’ Right, invoice me then.”
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Example 2
Carers’ experience of using Direct Payments for their son’s complex 
needs

Mr and Mrs Gordon are in their mid-40s and have one child – Niall aged 20. Niall is 
autistic and has been diagnosed with Fragile X, the most common inherited form 
of learning disability. He exhibits high levels of anxiety and when anxious turns to 
‘fight’ rather than ‘flight’. He went through a variety of unsuccessful educational 
experiences, and as he got older and bigger these included substantial amounts of 
physical restraint which only came to light when his mother did some teacher training 
practice in one of his schools. Other educational placements were tried without 
success – in his mother’s view because her entreaties on the need for structure and 
routine were ignored. Despite the poor experiences of schooling, Niall’s behaviour is 
managed much more successfully at home where he has been taught sign language 
and is able to communicate his anxiety, but there has always been a problem getting 
support staff who can use sign language. His mother is firmly of the view that the 
problem is not Niall’s behaviour but the way it has been mismanaged by educational 
and other agencies.  

After leaving school at 16 it was suggested Niall went into hospital as an in-patient 
for six months but his parents were unhappy with this and felt he needed support at 
home. Their request for home-based support from NHS psychology and psychiatry 
was rejected, with such support said to be conditional upon becoming an in-patient. In 
response to this situation Mrs Gordon gave up her own career aspirations and stayed 
at home to look after Niall despite the financial problems this created. By this time his 
behaviour was very difficult even at home – “He was just so anxious and angry, he 
used to trash our house from top to bottom. He would sit under the stairs and say he 
was sorry. I would say it’s alright. You just had to give him loads of love and then put 
all the things back”.

A package of support commissioned by adult social care was offered to the family, 
but Niall’s parents worried that this was adversely affecting his behaviour. Both of his 
parents tracked his movements during the day and were horrified by what they saw – 
Niall was sitting alone, eating dirt and was subjected to verbal abuse from the support 
workers at the placement. At a subsequent meeting with the specialist behavioural 
analysis intervention team it was suggested that a Direct Payment be used and this 
has (unusually and creatively) been paid to Niall’s parents to support him during 
the day. Full accounts of what activities are undertaken and how the money is spent 
are provided by Mr and Mrs Gordon, and Niall’s behaviour has now improved beyond 
recognition.  
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9.85 Similarly, the parent of a young man with severe learning disabilities, non-verbal 
communication and some physical disabilities explained her approach to recruiting different 
people to help with her son’s support:

“The word is beginning to seep out, and the marketing that we’re doing differently is 
beginning to generate a different interest (...) and my aim really is to have a bank of 
people, and that’s beginning to happen....one woman may be coming in and cooking, she’s 
keen on cooking, and filling up the freezer once a month. That’s with them – it’s doing it 
with them, not for them or to them. And that’s been the difference; it really has.”

 (Mother of son with learning disabilities)

9.86 The regulations surrounding the use of Direct Payments have restricted some groups of 
people who could potentially benefit from them. In particular, the issue of ‘consent’ has 
been crucial. However, the Health and Social Care Act 2008 extends the availability of Direct 
Payments to people who lack the capacity to consent to their receipt. Two of the councils 
in our study had already pushed the boundaries in interpreting guidance as permissively 
as possible in order to maximise the opportunities for people to make best use of Direct 
Payments. In addition to the exceptional situation where co-resident family members were 
being paid through a Direct Payment, other situations had led to the creation of a trust 
fund and appointing trustees to administer a Direct Payment on behalf of a person lacking 
capacity to consent. The story of one such family is presented in Example 3 below.
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Example 3
Innovative use of a Direct Payment through a trust fund

Gary is 23 years old. He has complex learning disabilities and some physical disabilities; he 
has very limited verbal skills and has learned other ways of communicating. Gary attended 
a boarding school followed by a residential college and all his life he has been good 
friends with Max – another young man who also attended the same school and college. 
The families also know and live near each other. Gary’s parents had been investigating 
residential homes for his future; because he had lived away from home at college they felt 
strongly that he should not then come back to being dependent on them but should be 
helped to live in a supportive environment. Despite looking at various options the family 
were unable to find anything that met their requirements or offered appropriate support.

The council proposed an alternative approach that would involve supporting Gary and Max 
to live in a housing association property close to their families. For the council this was 
consistent with their pursuit of personalised care and an opportunity for them to develop 
an individualised solution. The families as well as staff were involved in training about In 
Control and how to write a support plan. Gary and his family contributed almost all the 
information required for his support plan. The support package was put out to tender and 
five providers responded. The tender was awarded to a local Mencap service which saw 
this as an opportunity to personalise their support. Gary and Max moved into the house in 
January 2008, following a period of transition where they had overnight stays. The house 
is within walking distance of the family home and Gary knows the neighbourhood well. His 
mother describes the arrangements as “far superior to anything that we have been able to 
research or find as an alternative”.

While the families remain involved with their sons they have been able to withdraw so 
that they are providing less direct care or support themselves. At the outset the families 
continued to provide a lot of the support while a team was being established. They have 
gradually built up a bank of staff and assistants who want to work with Gary and Max 
and who can bring a range of skills and interests to their lives. All prospective staff are 
observed interacting with Gary and Max and the young men have the final say on whether 
or not a person comes to support them. Recruiting staff has been difficult, partly because 
the parents have refused to make use of agency staff. Gaps in staffing have been met 
in the interim by the parents of both young men providing hands-on support. Gary has a 
personal budget worked out using the RAS model; on the first calculation this produced an 
indicative budget of £45K, and subsequent adjustments to take account of his complexity 
produced a total budget of around £62K (and a similar figure for Max). There is a trust 
established to manage the money on his behalf and Gary has a ‘circle of support’ of people 
who are working in his best interests. Both the young men have settled well into their new 
home and the local community.

It is still early days for Gary and Max in establishing their own home and living independent 
lives, but the success to date owes much to the combination of an enthusiastic council 
eager to push the boundaries of personalisation, and an ambitious and articulate parent 
unwilling to put up with residential containment for her son.
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9.87 An important issue which was identified in all the councils was the question of equity 
between different groups of people using services. Whether some people are supported 
to achieve greater independence and to exercise more choice than others raises some 
profound ethical issues. These questions arose most frequently in relation to support for 
older people. It was recognised that cost ceilings had a differential impact on different 
groups of people using services and mean that older people generally have fewer options 
than other people. As this person remarked:

 “So you could have an older person in the early stages of dementia or whatever it might 
be, who really wants to stay in their own home, but their package is going to be absolutely 
massive and you have got a spend ceiling for older people, so they can’t have it. They have 
to go into residential care unless somebody tops them up, you know, their family. You 
could have a person with learning disability with dementia in their later stages of life being 
supported, and massively, to stay at home. Now that’s the tension.” 

(Manager, learning disability services)

9.88 Some older people using services were only too aware of the inequity of services and the 
potential implications for their own support. One such person who had experienced life-long 
complex physical impairments and was now entering old age believed she had a ‘reasonable 
package’ of support and was a long-time user of Direct Payments, but was fearful of the 
future:

“I guess if I was getting a Direct Payment now I don’t think I would be quite so lucky; I 
would be very worried (...) as a person who does have quite a lot of need I am a very active 
person; it is very hard then if they say well we have got to be fair and other people don’t 
want to do a lot of those things (...) I think I could finish up with less.” 

9.89 Another older person who was using the Independent Living Fund also highlighted the 
inequity of people aged over 65 being unable to qualify for ILF support, and the implications 
of this for the opportunities in their daily lives:

“One of the things I have about ILF – and it doesn’t affect me because I qualified for 
it before I was 65 (...) is that I could be next door to someone with the same level of 
impairment. I was diagnosed and got ILF before 65, [but if] they didn’t apply – they have 
an existence; they get up in the morning and get fed, they get showered and they get put 
to bed again. But I can go to the cinema, I can go shopping. Yet it is just because of an age 
– that one person can’t have a life.”

These issues of equity are becoming more transparent under the RAS models whereby there 
may be different price points for different groups of people – an issue discussed in the CSCI 
review of eligibility criteria.219 

Range of services

9.90 Establishing new systems to enable people to use Direct Payments or personal budgets 
is only part of the essential superstructure to support people in achieving greater 

219 CSCI (2008) Cutting the cake fairly: CSCI review of eligibility criteria for social care
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independence and choice. Another vital element is the range of services available and 
the reconfiguration of traditional service patterns. The CSCI service inspections on 
independence, wellbeing and choice have highlighted the difficulties where services are 
limited and insufficiently flexible, where day services are traditional and predominantly 
based in buildings, and where block contracting arrangements limit the range of services 
on offer. These features were also identified in the councils taking part in this study. The 
following comments highlight the difficulties of providing personalised support to people 
with complex needs within the constraints of traditional services:

“I think people at the extremely challenging end tended to go out of borough, or they didn’t 
really fall into our services if you like (...) so that was the beginning for me of remodelling 
day services and how we did things very differently.”

“...part of the problems, part of the challenges was the fact that they were in a building-
based service and they couldn’t tolerate the noise; they couldn’t tolerate the amount of 
people in the building. And it just created a whole host of problems for them.”

9.91 Block contracts posed difficulties both in terms of the practicalities of releasing resources 
from fixed overheads, but also in the ‘mindset’ in getting officers procuring services and 
care managers to think beyond a standard offer, and raise challenges for councils having to 
double-fund existing and new models of services:

“We are locked into these block contracts and it’s about how you release the money in one 
block contract to pay for something which could potentially be a lot more costly (...) There 
is no new money in the service and we know that and it’s hard to take out say £40,000 
from our existing budget because where is that £40,000 going to come from? You know, 
when we are already paying for the staffing resource, the building resource.” 

“(...) just to get people to start thinking very differently, to hopefully get mindsets 
changing. For some people it is changing and it is changing really quickly, and they have 
got on board with the idea and they really embrace it – ‘oh yeah, that is actually better for 
the person.’ Let’s do something differently than people being building-based for the rest of 
their lives.”

9.92 A further factor in progressing the personalisation of support for people was a conservative 
tendency of many people using services, and more particularly of the parents and carers 
of people with learning disabilities who tended to emphasise the value of traditional and 
familiar services. The following comments were typical of many across the five councils:

“Parents like to see a building; they cannot really understand that, oh you can be here one 
day, you can be there one day. Who is looking after your son or daughter? They are really 
afraid of how much social interaction their sons and daughters can have.”

 “Some families are very up for it and some families aren’t at all, and that’s been very 
interesting (...) some want five days in the service and so many days respite care, and 
that’s all they want. They’re not interested in employment, they’re not even interested in 
what happens during the day, as long as they’re picked up by transport and taken to a day 
service five days a week. They want it to look like school.”
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9.93 Some carers also questioned whether new approaches to services really did offer an 
improved quality of life and described poor experiences of alternatives to day services, as 
this comment illustrates:

“...using his home as a base and taking him ‘hither and yon’; I mean he has spent most of 
his life on the transport, which isn’t particularly pleasant. It’s hot [in summer] and it’s cold 
in winter; he is clamped with a strap across his middle and he can’t move. It’s not very nice 
(...) it’s not a life.”

9.94 A few family carers challenged the entire idea that choice and control could be meaningful 
for their relative, particularly for people with learning disabilities, as this comment 
highlights:

“It sounds to me as if somebody has made that decision when they have no experience of 
disabled people at all, because you cannot say to a disabled person ‘what would you like 
to do today, or where would you like to go?’ They want to be told ‘we are going on a theatre 
outing next Saturday’, and it gives them something to look forward to, or the music room 
today, and a meeting at such and such a time, that sort of thing.”

9.95 Even if families accept a person’s right to independence and to access the community, 
supporting them to achieve that and to manage a personal budget can be extremely 
demanding, as this learning disability team manager acknowledged:

“...Parents, for example, would be responsible for sorting a lot of the stuff out for 
individuals that aren’t so able. They’re like the rest of us; they’re short of money, they need 
to work full time, they have all the same pressures that the rest of us are under. And then 
they’ve being asked to actually coordinate that as well.”  

9.96 Social care staff fully recognised the difficulties for many parents, particularly if they had 
spent the past 18 years struggling with services and with the needs of a child or young 
person, and they have run out of energy to take on anything new. As this carer remarked:

“I don’t want (...) I’m 65; I’ve looked after my daughter for 38 years. I don’t want to take on 
more responsibility.”

9.97 A manager remarked that the implications of personalisation for community access are 
“almost like a second phase resettlement”. People who used to live in long-stay hospitals 
have moved into the community, the challenge now is for people to be able to fully 
participate in that community:

“It will be a gradual thing; it’s not going to happen overnight – but five, ten years down the 
road, it will be the norm.” 

(Area manager, community learning disability teams)

9.98 Despite frustrations with insufficient range of services from which to make choices, it was 
also clear across the five councils that there were examples of successful personalisation 
and innovation in support for people with complex needs. These were bold stories of 
people creating new patterns of support to suit their ambitions, often with the support 
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of exceptional caring families and visionary care staff. Some of the many stories had the 
following features:

using Direct Payments for support that traditionally adult social care would not pay for, •	
such as a ticket to go to watch the football rather than to use traditional day services

people living in supported tenancies where previously their only option would have been •	
residential care

support to use local facilities and services in preference to using traditional day services•	

people being brought back from out-of-area placements because new specialist services •	
enable them to be supported locally

supporting people to live more independently and to have the confidence to participate •	
in community life.
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Example 4
Personalisation without a Direct Payment 

Danny and Steve are identical twins of almost 20 years old. They both have 
profound and multiple physical disabilities and severe learning disabilities. The 
young men cannot speak and have no other means of communication, beyond some 
basic sounds, but for skilled carers who know them well they are able to indicate 
preferences and discomfort. Both young men need a high level of support 24 hours 
a day and have no independent mobility. For most of their lives Danny and Steve 
have been cared for at home by their father (a sole parent and carer) with a package 
of home care. The family live in a council four-bedroom bungalow which has been 
adapted for their use.

Three years ago the father decided that when his sons left school at 19 they should be 
supported to live independently. This decision was partly based on wanting his sons 
to have the best life possible and looking to the long-term future, but he was also 
hoping that this would enable him to return to paid employment, since he had given 
up work to be a full-time carer to his sons. It was agreed with the council that the 
father would vacate the family home and be re-housed nearby, leaving his sons living 
in a home they were familiar with and which had already been adapted for their needs.

The young men have different personalities and preferences. They respond to people 
being around them and enjoy the stimulation of activity and going out. They become 
distressed if they are separated or out of sight of each other for more than a short 
period. The young men have constant support from a team of care staff. The house 
(on an ordinary estate) has been refurbished throughout and provides a high quality 
environment. Ceiling tracks are provided throughout the bungalow to allow hoisting 
Danny and Steve in and out of wheelchairs wherever necessary.  

Danny and Steve have become more engaged and healthier since support has been 
taken on by the young adults team. It is believed they are benefiting from greater 
stimulation and attention from staff who constantly talk to Danny and Steve and 
involve them in everything that is happening. The young men left school in July 2008 
and started a college programme in the autumn. In addition to personalised support 
at home they also have access to hydrotherapy and rebound exercise facilities.

Since they have left school, support for Danny and Steve is funded entirely through 
social services at an annual cost of almost £93,000 each (nearly £186,000 in 
total per annum). They do not qualify for support from the Independent Living 
Fund because of the high costs of their support package. They do not have a Direct 
Payment and their support is through council-arranged services. Their needs are 
complex but largely stable and they have a quality of life which reflects not only the 
nature of the one-to-one support they receive but the input of a highly committed and 
motivated staff team.
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Safeguarding, support and advocacy

9.99 What support people need to use Direct Payments or personalised budgets, and the balance 
between choice, control and safety, were issues identified repeatedly across the councils. 
People drew attention to the risks that can arise when people using Direct Payments employ 
personal assistants who they may not know, who are currently unregulated, who may not 
have CRB checks, and who are accepted on face value. These issues arise for all people 
using Direct Payments, but they are amplified when those people have complex needs. The 
following comments are typical of many that were made:

“I think vulnerable people do need protection; little ladies down the road could take 
advantage financially. Not just financially, you know it’s practically – how well do they 
know them?”

 (Registered manager)

“They need protection. I mean some people in an ideal world, your family do support you. 
But in the real world, they don’t you know.” 

(Registered manager)

9.100 There are particular concerns about the personalisation agenda for people with complex 
needs, especially when they may be unable to communicate or to indicate their distress. 
The following comment was typical of many that were voiced across the councils in this 
study:

“The people who are promoting that are very articulate, in control, forceful characters who 
wish to exert their choice – and good luck to them. But the people that I’ve been working 
with, many of them literally have no speech never mind no real voice, but even those who 
can speak are not often listened to seriously. And I think there’s a very, very great risk.”

9.101 Although the issue of risk was widely articulated across the councils, there was little 
evidence that clear risk strategies designed to address the move towards personalisation 
were available or in the process of development. This is consistent with the findings in 
several CSCI inspections and in a recent CSCI study:220

“Approaches to ensure appropriate consideration of additional risks associated with self-
directed care were under-developed.” 

“Not enough thought had been given to protecting people using self-directed support. 
CRB checks on potential employees were not offered automatically to each vulnerable 
person, but only if they specifically asked. There had been no strategic consideration of 
the council’s duty of care versus the less formal arrangements that self-directed support 
brings.” 

9.102 Advocacy services were under-developed or in the process of developing in most of the 
councils. Independent advocates are typically involved where people with complex needs 
have no one to support their interests or if there has been a dispute between the council 

220 CSCI (2008) Safeguarding adults: a study of the effectiveness of arrangements to safeguard adults from 
abuse
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and family members and a neutral perspective is required. There was a general recognition 
that more services are required to meet the range of people’s needs. In one council the lack 
of adequate services was explained as:

“There’s absolutely no interest locally at all. We have no strong advocacy groups or user 
groups; we’re having to develop those all the time.”

9.103 Without a strong tradition of user-led organisations there was nothing to build on 
and stimulate to develop advocacy or brokerage roles. It is also the case that there is 
considerable uncertainty about what these new roles actually entail, and particularly how 
they differ from care management or social work responsibilities. In councils where ‘robust 
organisations’ exist locally and have a long history there is a greater range of models of 
support, including instructed and non-instructed advocacy,221 professional advocacy and 
citizen advocacy (the latter model of support uses trained volunteers to support people).

9.104 Other uncertainties concerned the place of advocacy in the future and how it might fit 
with the development of brokerage services, particularly where one of the core principles 
of advocacy is seen as “it’s free and freely accessible”. If paid brokerage develops it may 
be that advocacy is seen as irrelevant, but arguably the two roles are different, albeit with 
some overlap. In one of the councils which had piloted In Control models, problems had 
arisen because a service that had been identified to provide support and brokerage was also 
a service provider, able to recommend that people buy their services. Not only were there 
conflicts of interest, but people using the brokerage service resented the amount of their 
money that was being deducted, as this comment illustrates:

“...we have done a lot of work with carers and individuals are brokering their own packages. 
The people in the pilot have realised they got very little for their money because they paid 
for their brokerage as well in the pilot. They have looked at it and thought, well I could do 
that; I paid you £2,500 and actually you did nothing that I couldn’t already do!”

 (Learning disability team manager)

9.105 In two of the councils in-house brokerage was operating for people using personal budgets. 
As a director of adult services explained, this was a pragmatic response that enabled best 
use to be made of staff skills:

“We’ve got a whole workforce of people who are trained in social care, who like doing 
it, who understand it and who’d quite like to work in this new way, please, if given half 
a chance (...) we can’t have both – we can’t have independent brokerage and a whole 
workforce.”     

9.106 Most people we spoke to who were using Direct Payments or personal budgets had 
assembled support for themselves, or with the support of strong families, with minimal 
support from any other parties. Advocacy or brokerage were rarely identified as central 
to people’s plans. This does not mean that they are unimportant; rather it suggests that 
they are relatively unknown or simply unavailable. The contribution that could be made 

221 Non-instructed advocacy supports the interests of people who do not have the capacity to ‘instruct’ their 
advocate or cannot articulate their preferences 
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by advocacy and brokerage support remains an unknown quantity at this stage, although 
across all the councils there was recognition that the interests of family members are not 
always consistent with the best interests of a person with complex needs, and independent 
advocacy may be required to distinguish these factors. As this advocate remarked:

“...we never work with the carer and the client with the same advocate (...) many carers 
just see themselves as speaking for a client, even though they clearly aren’t, but they 
can’t see that because of their close relationship with the client (...) we come across those 
conflicts all the time.”

9.107 What is evident is that there is a clear role for highly skilled interventions in helping people 
with complex needs to navigate the support they need. There is also considerable scope for 
people to have greater knowledge of what might be possible, what exists, or how to judge 
the quality of their experience if they do access support.  

Flexibility and accountability

9.108 The balance between flexibility and accountability was a recurrent theme in all the councils 
and was recognised as an area of tension in implementing policy on personalisation. It 
was acknowledged that public money needs to be used responsibly, but most people also 
favoured a light-touch audit process to ensure people could maximise flexible use of Direct 
Payments. These positions were not always easily compatible. The following comments 
epitomise the difficulties:

“There is always going to be one or two that are just going to take off with a Direct Payment 
and you don’t see them again and you never get your money back. And there is always 
going to be families that maybe because the person could be vulnerable, who take the 
money. But it is going to have to be audited really isn’t it?”

 (Learning disability, team leader)

“I think the dilemma for services is (...) being able to move back and say right, let that 
person be in control you know. I still think there is an issue around well what’s the money 
being spent on? What’s the service definition?”

 (Support worker, transitions)

9.109 It was recognised that spending Direct Payments on activities or support that bears little 
resemblance to what people would recognise as ‘services’ or even as ‘social care’ is at the 
heart of these dilemmas, but whether that spending achieves the desired outcomes for 
people is the most important question, for example:

“I think provided that we are as clear as we can be that we are meeting an assessed need, 
I would argue it doesn’t matter so much how that assessed need is being met. And I would 
like to see a whole lot more flexibility and a lot more autonomy.”

 (Team manager, physical disabilities)

The Audit Commission has published guidance (October 2008) that sets out the approach it 
expects its appointed auditors to take when reviewing the arrangements that councils put 
in place to make individual and Direct Payments for adult care packages. It makes clear that 
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money can be spent on any product or service that achieves the outcomes specified in the 
individual’s care plan. 

9.110 The balance between flexibility and accountability was work in progress across all the 
councils in relation to all people using more personalised support, including people with 
complex needs. In the absence of any clear guidance beyond some general principles about 
how money could or could not be spent most councils were taking a pragmatic approach.222 
However, it was also evident that flexibility typically reflected the particular understanding 
and ideological approach of individual staff. The style and culture of each council that was 
set by the executive team either created the preconditions for personalisation to flourish or 
ensured that it would develop incrementally and cautiously.  

4.  Conclusion 

9.111 The overall picture that emerges from this special study and other CSCI evidence is one of 
councils in the process of changing the culture, commissioning and delivery of support to 
people, including those with multiple and complex needs. While some councils are engaging 
with the agenda for people with complex needs, believing that if they can make it succeed 
in such situations it can work for everyone using social care, others are altogether more 
conservative and limited in their ambitions. Indeed, the findings of the study revealed a 
general suspicion that the personalisation model has, as yet, been insufficiently developed 
for people with complex needs and that the most widely showcased examples of success 
highlighted in the Individual Budget pilots and other schemes have addressed some rather 
‘easier wins’.  

9.112 While all of the councils in the study were engaging with the challenges of personalisation to 
some degree, all were struggling with the requirements of moving from pilot developments 
to mainstream operating systems. The enormity of the challenge to skill up and scale up 
are apparent, and even the most enthusiastic and committed councils are finding it takes 
considerable time to realise their ambitions. 

9.113 It is clear that it is essential that councils work with other agencies, professions, and 
providers to support people with multiple and complex needs, both in strategic planning 
for their local population and in delivering personalised support to the individual. However, 
many partners are not yet signed up to or fully understand or accept the core principles or 
objectives of personalisation. 

9.114 Joint strategic needs assessments should have an explicit focus on people with multiple 
and complex needs to ensure a coordinated response across agencies. Councils must take 

222 Guidance issued to auditors by the Audit Commission in October 2008 recognises the need for proper 
arrangements to ensure accountability for public money, but states that the responsibility is on councils 
to have such arrangements and therefore “if payments are made under lawful powers and in accordance 
with relevant statutory and professional guidance and there are proper arrangements in place then how 
payments are spent is not a focus for audit work”.
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a lead in the work with partner agencies to develop local services that can meet people’s 
highly individualised needs. Good services for people with multiple and complex needs 
will by definition be highly personalised and thus central to implementing personalisation 
policy.

9.115 The experience of the person receiving support must be one of coherence and integration, 
however many different services are required. In the forthcoming pilots of personal 
health budgets for people with long-term conditions it will be important to maximise the 
opportunities for people with multiple and complex needs to participate. This is likely to 
require some expansion of the eligibility criteria that have initially been proposed which on 
face value would exclude people with complex, unstable, or unpredictable needs.  

9.116 Our study found many examples of people with multiple and complex needs being 
categorised inappropriately by one criterion or another – their learning disability, their 
mental health, their physical or sensory disabilities – and accordingly allocated to one 
section of a council’s activity rather than another, or being labelled as a ‘health’ or a ‘social’ 
responsibility. In some cases agencies seek to pass the costs of support (which can be 
considerable) on to other agencies; in all cases it is individuals who are at risk of losing out. 
Examples from people’s experiences where the use of personal budgets have been able to 
overcome bureaucracy and organisational boundaries and the focus has instead been on 
the outcomes for the person point to the potential for transforming the lives of people with 
complex needs.

9.117 This study has presented a snapshot of an unfolding story and the picture it reveals may 
well look very different in another year or two. Currently the situation is mixed and messy. 
In some councils there are some (albeit at this stage relatively few) individuals with 
complex and multiple needs who have been supported to achieve inspirational and life-
enhancing outcomes through creative application of the personalisation agenda. In others 
there are individuals (often carers but sometimes also people using services in their own 
right) who have settled comfortably for traditional provision which takes little or no account 
of individual needs and circumstances. And in others again there are cases of people 
trapped in inappropriate services who are desperately seeking greater degrees of flexibility 
and control. The task must surely be to ensure that all of those people who want choice, 
flexibility and control are supported in their endeavours, even – or perhaps especially 
– when their needs are complex and their capacity to communicate their preferences is 
extremely limited.  

9.118 This is a human rights issue and human rights principles and approaches should underpin 
every aspect of the steps to personalise support to people with multiple and complex needs. 
This includes commissioning, service delivery and ensuring person-centred practice. Public 
services cannot fulfil their obligations under the UN Convention, the Human Rights Act or the 
Disability Discrimination Act unless they attend to this. A human rights approach challenges 
a number of attitudes apparent in this study and should be at the core of personalising 
support to people, however complex their support needs. 



Part two: Personalised support for people with multiple and complex needs 157



Appendices

The state of social care in England 2007-08158



Appendices 159
Ap

pe
nd

ix
 A

Ta
bl

e 
a1

  O
ve

ra
ll

 C
Ou

nC
il

 e
xp

en
di

Tu
re

 O
n 

ad
ul

T 
SO

Ci
al

 C
ar

e 
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

ad
ul

TS
 a

nd
 O

ld
er

 p
eO

pl
e

Ol
de

r p
eo

pl
e 

ov
er

 6
5

   
   

  6
,8

60
,4

72
 

   
   

  7
,1

79
,7

10
 

   
   

  7
,7

95
,3

88
 

   
   

  8
,2

38
,4

53
 

   
   

  8
,5

21
,2

87
 

3%
24

%
1%

12
%

Un
de

r 6
5 

ph
ys

ic
al

 / 
se

ns
or

y 
di

sa
bi

lit
y

   
   

  1
,0

47
,2

28
 

   
   

  1
,1

17
,8

76
  

   
   

 1
,2

22
,5

42
  

   
   

 1
,3

42
,7

73
  

   
   

 1
,4

06
,7

33
 

5%
34

%
2%

21
%

Un
de

r 6
5 

le
ar

ni
ng

 d
is

ab
ili

ty
   

   
  2

,2
53

,4
81

 
   

   
  2

,3
70

,5
41

 
   

   
  2

,6
41

,1
58

 
   

   
  2

,9
13

,6
18

 
   

   
  3

,1
21

,1
00

 
7%

39
%

4%
25

%

Un
de

r 6
5 

m
en

ta
l h

ea
lth

   
   

   
 8

14
,5

32
 

   
   

   
 8

19
,7

78
 

   
   

   
 8

95
,1

52
 

   
   

   
 9

55
,0

32
 

   
   

   
 9

87
,3

38
 

3%
21

%
1%

9%

Ot
he

r a
du

lts
   

   
   

 1
33

,4
11

 
   

   
   

 1
47

,1
27

 
   

   
   

 1
58

,7
24

 
   

   
   

 1
79

,2
17

 
   

   
   

 2
06

,3
84

 
15

%
55

%
12

%
39

%

To
ta

l A
du

lts
 a

nd
 o

ld
er

 p
eo

pl
e

   
 1

1,
10

9,
12

4 
   

   
11

,6
35

,0
33

 
   

   
12

,7
12

,9
65

  
   

  1
3,

62
9,

09
3 

   
   

14
,2

42
,8

41
 

5%
28

%
2%

16
%

Su
pp

or
tin

g 
Pe

op
le

 
   

   
   

 6
93

,0
34

 
   

   
   

 6
59

,4
54

 
   

   
   

 6
15

,1
29

 
   

   
   

 5
73

,8
14

 
-7

%
 

-9
%

 

TO
Ta

l 
ad

ul
TS

 a
nd

 O
ld

er
 p

eO
pl

e 
in

Cl
 

Su
pp

Or
Ti

nG
 p

eO
pl

e
 

   
   

12
,2

20
,2

47
  

   
  1

3,
37

2,
41

9 
   

   
14

,2
44

,2
22

   
   

 1
4,

81
6,

65
5 

4%
 

1%
 

ad
ul

TS
 a

nd
 O

ld
er

 p
eO

pl
e

Ol
de

r p
eo

pl
e 

ov
er

 6
5

62
%

62
%

61
%

60
%

60
%

Un
de

r 6
5 

ph
ys

ic
al

 / 
se

ns
or

y 
di

sa
bi

lit
y

9%
10

%
10

%
10

%
10

%

Un
de

r 6
5 

le
ar

ni
ng

 d
is

ab
ili

ty
20

%
20

%
21

%
21

%
22

%

Un
de

r 6
5 

m
en

ta
l h

ea
lth

7%
7%

7%
7%

7%

Ot
he

r a
du

lts
1%

1%
1%

1%
1%

To
ta

l A
du

lts
 a

nd
 o

ld
er

 p
eo

pl
e

10
0%

10
0%

10
0%

10
0%

10
0%

Su
pp

or
tin

g 
Pe

op
le

 a
s 

% 
of

 To
ta

l a
du

lts
 a

nd
 O

ld
er

 
Pe

op
le

 (i
nc

l S
up

po
rt

in
g 

Pe
op

le
)

 
6%

5%
4%

4%



The state of social care in England 2007-08160

Ta
bl

e 
a2

  C
Ou

nC
il

 e
xp

en
di

Tu
re

 S
pl

iT
 b

eT
w

ee
n 

Se
rv

iC
eS

 
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

Ol
de

r 
pe

Op
le

 (a
Ge

d 
65

 O
r 

Ov
er

) i
nC

lu
di

nG
 

Ol
de

r 
M

en
Ta

ll
Y 

il
l

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

   
 6

22
,4

71
 

   
 7

36
,9

90
 

   
 8

63
,3

95
 

   
 9

12
,4

58
 

   
 9

62
,2

88
 

5.
5%

54
.6

%
2.

6%
39

.3
%

Nu
rs

in
g 

 h
om

e 
pl

ac
em

en
ts

 1
,4

79
,7

51
 

 1
,3

34
,6

47
 

 1
,4

20
,3

99
 

 1
,4

90
,8

02
 

 1
,5

07
,0

77
 

1.
1%

1.
8%

-1
.6

%
-8

.2
%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

 2
,7

41
,7

12
 

 2
,9

01
,2

16
 

 3
,0

41
,5

58
 

 3
,1

07
,7

16
 

 3
,1

61
,7

66
 

1.
7%

15
.3

%
-1

.0
%

3.
9%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
   

   
24

,5
22

 
   

   
22

,9
90

 
   

   
29

,0
41

 
   

   
40

,6
65

 
   

   
45

,6
03

 
12

.1
%

86
.0

%
9.

1%
67

.6
%

Di
re

ct
 p

ay
m

en
ts

   
   

10
,6

98
 

   
   

21
,4

91
 

   
   

40
,3

60
 

   
   

67
,7

57
 

   
   

98
,6

36
 

45
.6

%
82

2.
0%

41
.6

%
73

0.
9%

Ho
m

e 
ca

re
 1

,3
95

,0
93

 
 1

,5
24

,6
89

 
 1

,6
99

,1
65

 
 1

,8
56

,9
01

 
 1

,9
31

,7
43

 
4.

0%
38

.5
%

1.
2%

24
.8

%

Da
y 

ca
re

   
 2

86
,9

05
 

   
 3

00
,9

16
 

   
 3

20
,4

77
 

   
 3

41
,9

07
 

   
 3

51
,9

61
 

2.
9%

22
.7

%
0.

2%
10

.6
%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

   
   

67
,2

54
 

   
   

76
,0

58
 

   
   

85
,8

52
 

   
 1

00
,1

86
 

   
 1

11
,9

02
 

11
.7

%
66

.4
%

8.
7%

49
.9

%

M
ea

ls
   

   
95

,4
69

 
   

   
96

,0
22

 
   

   
95

,7
23

 
   

   
94

,8
60

 
   

   
91

,0
14

 
-4

.1
%

-4
.7

%
-6

.7
%

-1
4.

1%

Ot
he

r s
er

vi
ce

s 
   

 1
36

,5
98

 
   

 1
64

,6
91

 
   

 1
99

,4
18

 
   

 2
25

,2
03

 
   

 2
59

,2
97

 
15

.1
%

89
.8

%
12

.0
%

71
.1

%

TO
TA

L 
OL

DE
R 

PE
OP

LE
 6

,8
60

,4
72

 
 7

,1
79

,7
10

 
 7

,7
95

,3
88

 
 8

,2
38

,4
53

 
 8

,5
21

,2
87

 
3.

4%
24

.2
%

0.
6%

11
.9

%

Su
pp

or
tin

g 
pe

op
le

3
 

   
 1

96
,1

28
 

   
 1

75
,7

04
 

   
 1

54
,4

82
 

   
 1

37
,6

77
 

-1
0.

9%
 

-1
3.

3%
 

TO
Ta

l 
Ol

de
r 

pe
Op

le
 (i

nc
lu

di
ng

 S
up

po
rt

in
g 

pe
op

le
)

 
 7

,3
75

,8
39

 
 7

,9
71

,0
92

  
8,

39
2,

93
5 

 8
,6

58
,9

64
 

3.
2%

 
0.

4%
 

Fo
r s

ou
rc

es
 a

nd
 n

ot
es

 s
ee

 p
ag

e 
16

7.

A



Appendices 161

A
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
 a

 p
H

YS
iC

al
 

di
Sa

bi
li

TY
 O

r 
Se

nS
Or

Y 
iM

pa
ir

M
en

T

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

   
 1

81
,3

18
 

   
 1

99
,9

16
 

   
 2

24
,8

63
 

   
 2

40
,0

79
 

   
 2

49
,7

84
 

4.
0%

37
.8

%
1.

2%
24

.1
%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

   
 1

21
,6

03
 

   
 1

14
,7

53
 

   
 1

25
,2

00
 

   
 1

36
,4

10
 

   
 1

39
,5

83
 

2.
3%

14
.8

%
-0

.4
%

3.
4%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

   
 2

13
,5

06
 

   
 2

07
,6

10
 

   
 2

11
,4

08
 

   
 2

18
,2

11
 

   
 2

24
,4

05
 

2.
8%

5.
1%

0.
1%

-5
.3

%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
   

   
10

,2
92

 
   

   
 8

,0
31

 
   

   
 8

,0
61

 
   

   
 9

,3
43

 
   

   
10

,6
97

 
14

.5
%

3.
9%

11
.4

%
-6

.3
%

Di
re

ct
 p

ay
m

en
ts

   
   

64
,5

19
 

   
   

89
,0

52
 

   
 1

21
,3

41
 

   
 1

58
,8

60
 

   
 1

89
,0

03
 

19
.0

%
19

2.
9%

15
.8

%
16

4.
0%

Ho
m

e 
ca

re
   

 2
20

,8
91

 
   

 2
37

,5
21

 
   

 2
57

,7
77

 
   

 2
87

,8
00

 
   

 3
05

,8
65

 
6.

3%
38

.5
%

3.
4%

24
.8

%

Da
y 

ca
re

   
 1

09
,4

12
 

   
 1

18
,9

86
 

   
 1

18
,2

56
 

   
 1

20
,0

42
 

   
 1

23
,8

25
 

3.
2%

13
.2

%
0.

4%
2.

0%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

   
   

65
,3

05
 

   
   

76
,3

14
 

   
   

83
,8

23
 

   
   

91
,5

04
 

   
   

82
,6

64
 

-9
.7

%
26

.6
%

-1
2.

1%
14

.1
%

M
ea

ls
   

   
 2

,5
71

 
   

   
 2

,5
59

 
   

   
 2

,4
34

 
   

   
 2

,2
64

 
   

   
 2

,5
29

 
11

.7
%

-1
.6

%
8.

7%
-1

1.
3%

Ot
he

r s
er

vi
ce

s 
   

   
57

,8
12

 
   

   
63

,1
33

 
   

   
69

,3
78

 
   

   
78

,2
61

 
   

   
78

,3
77

 
0.

1%
35

.6
%

-2
.6

%
22

.2
%

TO
TA

L 
AD

UL
TS

 A
GE

D 
UN

DE
R 

65
 W

IT
H

 A
 P

H
YS

IC
AL

 
DI

SA
BI

LI
TY

  
 1

,0
47

,2
28

 
 1

,1
17

,8
76

 
 1

,2
22

,5
42

 
 1

,3
42

,7
73

 
 1

,4
06

,7
33

 
4.

8%
34

.3
%

1.
9%

21
.1

%

Su
pp

or
tin

g 
pe

op
le

3
 

   
   

25
,9

68
 

   
   

17
,1

44
 

   
   

19
,0

79
 

   
   

17
,7

53
 

-7
.0

%
 

-9
.5

%
 

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 a
 p

H
YS

iC
al

 
di

Sa
bi

li
TY

 e
TC

 (i
nc

. S
up

po
rt

in
g 

pe
op

le
)

 
 1

,1
43

,8
44

 
 1

,2
39

,6
87

 
 1

,3
61

,8
53

 
 1

,4
24

,4
86

 
4.

6%
 

1.
8%

 
Fo

r s
ou

rc
es

 a
nd

 n
ot

es
 s

ee
 p

ag
e 

16
7.



The state of social care in England 2007-08162

A
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
 l

ea
rn

in
G 

di
Sa

bi
li

Ti
eS

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

   
 1

36
,8

21
 

   
 1

52
,6

59
 

   
 1

76
,1

83
 

   
 2

05
,3

92
 

   
 2

01
,2

93
 

-2
.0

%
47

.1
%

-4
.7

%
32

.6
%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

   
   

69
,3

62
 

   
   

63
,1

67
 

   
   

74
,2

16
 

   
   

77
,0

98
 

   
   

72
,5

06
 

-6
.0

%
4.

5%
-8

.5
%

-5
.8

%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

 1
,1

61
,7

65
 

 1
,1

74
,0

39
 

 1
,2

93
,3

25
 

 1
,3

93
,5

56
 

 1
,4

59
,1

34
 

4.
7%

25
.6

%
1.

9%
13

.2
%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
   

 1
53

,7
34

 
   

 1
63

,4
64

 
   

 1
81

,9
96

 
   

 1
91

,1
79

 
   

 2
28

,2
96

 
19

.4
%

48
.5

%
16

.2
%

33
.8

%

Di
re

ct
 p

ay
m

en
ts

   
   

 8
,3

03
 

   
   

14
,3

68
 

   
   

27
,5

30
 

   
   

42
,1

81
 

   
   

60
,7

99
 

44
.1

%
63

2.
2%

40
.2

%
55

9.
9%

Ho
m

e 
ca

re
   

 1
38

,6
71

 
   

 1
75

,3
47

 
   

 2
16

,0
98

 
   

 2
88

,1
25

 
   

 3
49

,1
07

 
21

.2
%

15
1.

8%
17

.9
%

12
6.

9%

Da
y 

ca
re

   
 5

16
,5

68
 

   
 5

58
,5

86
 

   
 5

72
,3

59
 

   
 6

20
,4

78
 

   
 6

38
,8

79
 

3.
0%

23
.7

%
0.

2%
11

.5
%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

   
   

 1
,0

20
 

   
   

   
 8

08
 

   
   

   
 7

27
 

   
   

   
 7

99
 

   
   

   
 9

37
 

17
.3

%
-8

.1
%

14
.1

%
-1

7.
2%

M
ea

ls
   

   
   

 7
89

 
   

   
 1

,4
88

 
   

   
   

 7
34

 
   

   
 1

,3
06

 
   

   
   

 9
50

 
-2

7.
3%

20
.4

%
-2

9.
3%

8.
5%

Ot
he

r s
er

vi
ce

s 
   

   
66

,4
49

 
   

   
66

,6
16

 
   

   
97

,9
90

 
   

   
93

,5
02

 
   

 1
09

,1
99

 
16

.8
%

64
.3

%
13

.6
%

48
.1

%

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 l
ea

rn
in

G 
di

Sa
bi

li
Ti

eS
 

 2
,2

53
,4

81
 

 2
,3

70
,5

41
 

 2
,6

41
,1

58
 

 2
,9

13
,6

18
 

 3
,1

21
,1

00
 

7.1
%

38
.5

%
4.

2%
24

.8
%

Su
pp

or
tin

g 
pe

op
le

3
 

   
 2

38
,8

99
 

   
 2

09
,0

66
 

   
 1

96
,7

08
 

   
 1

71
,1

82
 

-1
3.

0%
 

-1
5.

3%
 

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 l
ea

rn
in

G 
di

Sa
bi

li
Ti

eS
 (i

nc
. S

up
po

rt
in

g 
pe

op
le

)
 

 2
,6

09
,4

41
 

 2
,8

50
,2

24
 

 3
,1

10
,3

26
 

 3
,2

92
,2

81
 

5.
9%

 
3.

0%
 

Fo
r s

ou
rc

es
 a

nd
 n

ot
es

 s
ee

 p
ag

e 
16

7.



Appendices 163

A
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
  M

en
Ta

l 
H

ea
lT

H
 n

ee
dS

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

   
 2

34
,9

03
 

   
 2

54
,8

47
 

   
 2

81
,4

02
 

   
 3

04
,0

60
 

   
 3

19
,1

84
 

5.
0%

35
.9

%
2.

1%
22

.5
%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

   
   

60
,0

09
 

   
   

51
,8

21
 

   
   

59
,0

76
 

   
   

66
,2

42
 

   
   

66
,7

21
 

0.
7%

11
.2

%
-2

.0
%

0.
2%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

   
 2

41
,0

83
 

   
 2

40
,7

81
 

   
 2

56
,0

11
 

   
 2

67
,6

93
 

   
 2

71
,5

25
 

1.
4%

12
.6

%
-1

.3
%

1.
5%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
   

   
37

,0
24

 
   

   
31

,3
75

 
   

   
39

,7
77

 
   

   
43

,9
89

 
   

   
49

,8
42

 
13

.3
%

34
.6

%
10

.2
%

21
.3

%

Di
re

ct
 p

ay
m

en
ts

   
   

 1
,0

10
 

   
   

 1
,3

88
 

   
   

 3
,0

89
 

   
   

 5
,4

43
 

   
   

 8
,3

06
 

52
.6

%
72

2.
7%

48
.5

%
64

1.
4%

Ho
m

e 
ca

re
   

   
41

,1
43

 
   

   
44

,5
29

 
   

   
46

,9
13

 
   

   
53

,5
47

 
   

   
55

,7
98

 
4.

2%
35

.6
%

1.
4%

22
.2

%

Da
y 

ca
re

   
   

90
,2

37
 

   
   

92
,6

42
 

   
   

95
,8

93
 

   
 1

06
,0

54
 

   
 1

10
,4

83
 

4.
2%

22
.4

%
1.

4%
10

.3
%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

   
   

   
 5

97
 

   
   

   
 8

32
 

   
   

   
 4

75
 

   
   

   
 3

04
 

   
   

   
 7

30
 

14
0.

1%
22

.3
%

13
3.

6%
10

.2
%

M
ea

ls
   

   
   

 2
69

 
   

   
   

 4
31

 
   

   
   

 5
34

 
   

   
   

 2
82

 
   

   
   

 4
27

 
51

.2
%

58
.7

%
47

.1
%

43
.0

%

Ot
he

r s
er

vi
ce

s 
   

 1
08

,2
57

 
   

 1
01

,1
32

 
   

 1
11

,9
81

 
   

 1
07

,4
18

 
   

 1
04

,3
22

 
-2

.9
%

-3
.6

%
-5

.5
%

-1
3.

2%

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 M
en

Ta
l 

H
ea

lT
H

 n
ee

dS
 

   
 8

14
,5

32
 

   
 8

19
,7

78
 

   
 8

95
,1

52
 

   
 9

55
,0

32
 

   
 9

87
,3

38
 

3.
4%

21
.2

%
0.

6%
9.

2%

Su
pp

or
tin

g 
pe

op
le

3
 

   
 1

24
,2

19
 

   
 1

05
,4

67
 

   
 1

02
,3

46
 

   
   

87
,1

80
 

-1
4.

8%
 

-1
7.1

%
 

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 M
en

Ta
l 

H
ea

lT
H

 n
ee

dS
 (i

nc
. S

up
po

rt
in

g 
pe

op
le

)
 

   
 9

43
,9

97
 

 1
,0

00
,6

19
 

 1
,0

57
,3

78
 

 1
,0

74
,5

18
 

1.
6%

 
-1

.1
%

 
Fo

r s
ou

rc
es

 a
nd

 n
ot

es
 s

ee
 p

ag
e 

16
7.



The state of social care in England 2007-08164

A
% 

ch
an

ge
% 

ch
an

ge
% 

ch
an

ge
 in

 re
al

 te
rm

s 
(1

)

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
06

-0
7 

20
06

-0
7

20
06

-0
7 

20
06

-0
7

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
£0

00
 g

ro
ss

£0
00

 g
ro

ss
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03
ov

er
 2

00
5-

06
ov

er
 2

00
2-

03

OT
H

er
 a

du
lT

 S
er

vi
Ce

S

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

   
   

17
,6

69
 

   
   

20
,8

19
 

   
   

28
,0

95
 

   
   

24
,2

26
 

   
   

35
,0

40
 

44
.6

%
98

.3
%

40
.7

%
78

.7
%

HI
V/

AI
DS

   
   

15
,3

34
 

   
   

15
,8

97
 

   
   

16
,2

46
 

   
   

16
,2

29
 

   
   

18
,2

99
 

12
.8

%
19

.3
%

9.
7%

7.
5%

Su
bs

ta
nc

e 
ab

us
e 

(a
dd

ic
tio

ns
)

   
   

51
,7

74
 

   
   

71
,1

03
 

   
   

73
,3

42
 

   
   

93
,6

46
 

   
   

81
,3

43
 

-1
3.

1%
57

.1
%

-1
5.

5%
41

.6
%

Ot
he

r s
er

vi
ce

s 
   

   
48

,6
33

 
   

   
39

,3
07

 
   

   
41

,0
42

 
   

   
45

,1
16

 
   

   
71

,7
01

 
58

.9
%

47
.4

%
54

.6
%

32
.9

%

TO
TA

L 
OT

H
ER

 A
DU

LT
 S

ER
VI

CE
S 

   
 1

33
,4

11
 

   
 1

47
,1

27
 

   
 1

58
,7

24
 

   
 1

79
,2

17
 

   
 2

06
,3

84
 

15
.2

%
54

.7
%

12
.0

%
39

.4
%

Su
pp

or
tin

g 
Pe

op
le

 
   

 1
07

,8
20

 
   

 1
52

,0
73

 
   

 1
42

,5
14

 
   

 1
60

,0
21

 
12

.3
%

 
9.

2%
 

TO
Ta

l 
OT

H
er

 a
du

lT
 S

er
vi

Ce
S 

 
(i

nc
lu

di
ng

 S
up

po
rt

in
g 

pe
op

le
)

 
   

 2
54

,9
46

 
   

 3
10

,7
97

 
   

 3
21

,7
31

 
   

 3
66

,4
05

 
13

.9
%

 
10

.8
%

 

ad
ul

T 
Se

rv
iC

eS
 (e

xc
lu

di
ng

 S
up

po
rt

in
g 

pe
op

le
)

 1
1,

10
9,

12
4 

 1
1,

63
5,

03
2 

 1
2,

71
2,

96
5 

 1
3,

62
9,

09
3 

 1
4,

24
2,

84
1 

4.
5%

28
.2

%
1.

7%
15

.5
%

Su
pp

or
tin

g 
Pe

op
le

 
 6

93
,0

34
 

 6
59

,4
54

 
 6

15
,1

29
 

 5
73

,8
14

 
-6

.7
%

 
-9

.2
%

 

AD
UL

T 
SE

RV
IC

ES
 (i

nc
lu

di
ng

 S
up

po
rt

in
g 

Pe
op

le
)

 
 1

2,
32

8,
06

6 
 1

3,
37

2,
41

9 
 1

4,
24

4,
22

2 
 1

4,
81

6,
65

5 
4.

0%
 

1.
2%

 



Appendices 165

A
Ta

bl
e 

a3
:  

CO
un

Ci
l 

ex
pe

nd
iT

ur
e 

(G
rO

SS
 a

nd
 n

eT
) S

pl
iT

 b
eT

w
ee

n 
Se

rv
iC

eS
 (%

 w
iT

Hi
n 

ea
CH

 C
li

en
T 

Gr
Ou

p)
 

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
02

-0
3

20
06

-0
7

gr
os

s
gr

os
s

gr
os

s
gr

os
s

gr
os

s
ne

t *
ne

t *

Ol
de

r 
pe

Op
le

 (a
Ge

d 
65

 O
r 

Ov
er

) i
nC

lu
di

nG
 O

ld
er

 M
en

Ta
ll

Y 
il

l

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

9%
10

%
11

%
11

%
11

%
12

%
14

%

Nu
rs

in
g 

 h
om

e 
pl

ac
em

en
ts

22
%

19
%

18
%

18
%

18
%

19
%

15
%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

40
%

40
%

39
%

38
%

37
%

34
%

33
%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
0%

0%
0%

0%
1%

0%
1%

Di
re

ct
 p

ay
m

en
ts

0%
0%

1%
1%

1%
0%

1%

Ho
m

e 
ca

re
20

%
21

%
22

%
23

%
23

%
24

%
25

%

Da
y 

ca
re

4%
4%

4%
4%

4%
5%

5%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

1%
1%

1%
1%

1%
1%

2%

M
ea

ls
1%

1%
1%

1%
1%

1%
1%

Ot
he

r s
er

vi
ce

s 
2%

2%
3%

3%
3%

2%
4%

TO
Ta

l 
Ol

de
r 

pe
Op

le
10

0%
10

0%
10

0%
10

0%
10

0%
10

0%
10

0%

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
 a

 p
H

YS
iC

al
 d

iS
ab

il
iT

Y 
Or

 S
en

SO
rY

 iM
pa

ir
M

en
T

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

17
%

18
%

18
%

18
%

18
%

19
%

19
%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

12
%

10
%

10
%

10
%

10
%

10
%

9%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

20
%

19
%

17
%

16
%

16
%

18
%

15
%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
1%

1%
1%

1%
1%

1%
1%

Di
re

ct
 p

ay
m

en
ts

6%
8%

10
%

12
%

13
%

7%
14

%

Ho
m

e 
ca

re
21

%
21

%
21

%
21

%
22

%
21

%
22

%

Da
y 

ca
re

10
%

11
%

10
%

9%
9%

11
%

9%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

6%
7%

7%
7%

6%
7%

6%

M
ea

ls
0%

0%
0%

0%
0%

0%
0%

Ot
he

r s
er

vi
ce

s 
6%

6%
6%

6%
6%

6%
6%

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 a
 p

H
YS

iC
al

 d
iS

ab
il

iT
Y

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

Fo
r s

ou
rc

es
 a

nd
 n

ot
es

 s
ee

 p
ag

e 
16

7



The state of social care in England 2007-08166

A
20

02
-0

3
20

03
-0

4
20

04
-0

5
20

05
-0

6
20

06
-0

7
20

02
-0

3
20

06
-0

7

gr
os

s
gr

os
s

gr
os

s
gr

os
s

gr
os

s
ne

t *
ne

t *

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
 l

ea
rn

in
G 

di
Sa

bi
li

Ti
eS

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

6%
6%

7%
7%

6%
7%

7%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

3%
3%

3%
3%

2%
3%

2%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

52
%

50
%

49
%

48
%

47
%

49
%

46
%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
7%

7%
7%

7%
7%

5%
7%

Di
re

ct
 p

ay
m

en
ts

0%
1%

1%
1%

2%
0%

2%

Ho
m

e 
ca

re
6%

7%
8%

10
%

11
%

6%
11

%

Da
y 

ca
re

23
%

24
%

22
%

21
%

20
%

26
%

21
%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

0%
0%

0%
0%

0%
0%

0%

M
ea

ls
0%

0%
0%

0%
0%

0%
0%

Ot
he

r s
er

vi
ce

s 
3%

3%
4%

3%
3%

3%
4%

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 l
ea

rn
in

G 
di

Sa
bi

li
Ti

eS
 

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

ad
ul

TS
 a

Ge
d 

un
de

r 
65

 w
iT

H
  M

en
Ta

l 
H

ea
lT

H
 n

ee
dS

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

29
%

31
%

31
%

32
%

32
%

32
%

34
%

Nu
rs

in
g 

ho
m

e 
pl

ac
em

en
ts

7%
6%

7%
7%

7%
7%

6%

Re
si

de
nt

ia
l c

ar
e 

ho
m

e 
pl

ac
em

en
ts

30
%

29
%

29
%

28
%

28
%

26
%

26
%

Su
pp

or
te

d 
an

d 
ot

he
r a

cc
om

m
od

at
io

n
5%

4%
4%

5%
5%

3%
4%

Di
re

ct
 p

ay
m

en
ts

0%
0%

0%
1%

1%
0%

1%

Ho
m

e 
ca

re
5%

5%
5%

6%
6%

5%
6%

Da
y 

ca
re

11
%

11
%

11
%

11
%

11
%

12
%

12
%

Eq
ui

pm
en

t a
nd

 a
da

pt
at

io
ns

0%
0%

0%
0%

0%
0%

0%

M
ea

ls
0%

0%
0%

0%
0%

0%
0%

Ot
he

r s
er

vi
ce

s 
13

%
12

%
13

%
11

%
11

%
15

%
11

%

TO
Ta

l 
ad

ul
TS

 a
Ge

d 
un

de
r 

65
 w

iT
H

 M
en

Ta
l 

H
ea

lT
H

 n
ee

dS
 

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

Fo
r s

ou
rc

es
 a

nd
 n

ot
es

 s
ee

 p
ag

e 
16

7



Appendices 167

A
20

02
-0

3
20

03
-0

4
20

04
-0

5
20

05
-0

6
20

06
-0

7
20

02
-0

3
20

06
-0

7

gr
os

s
gr

os
s

gr
os

s
gr

os
s

gr
os

s
ne

t *
ne

t *

OT
H

er
 a

du
lT

 S
er

vi
Ce

S

As
se

ss
m

en
t a

nd
 c

ar
e 

m
an

ag
em

en
t

13
%

14
%

18
%

14
%

17
%

14
%

17
%

HI
V/

AI
DS

11
%

11
%

10
%

9%
9%

12
%

9%

Su
bs

ta
nc

e 
ab

us
e 

(a
dd

ic
tio

ns
)

39
%

48
%

46
%

52
%

39
%

38
%

39
%

Ot
he

r s
er

vi
ce

s 
36

%
27

%
26

%
25

%
35

%
37

%
35

%

TO
Ta

l 
OT

H
er

 a
du

lT
 S

er
vi

Ce
S 

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

10
0%

no
te

s
So

ur
ce

s 
: T

he
 N

HS
 In

fo
rm

at
io

n 
Ce

nt
re

 fo
r h

ea
lth

 a
nd

 s
oc

ia
l c

ar
e(

20
08

) w
eb

si
te

 h
tt

p:
//

w
w

w
.ic

.n
hs

.u
k/

st
at

is
tic

s-
an

d-
da

ta
-c

ol
le

ct
io

ns
/s

oc
ia

l-c
ar

e/
ad

ul
t-s

oc
ia

l-c
ar

e-
in

fo
rm

at
io

n/
pe

rs
on

al
-s

oc
ia

l-s
er

vi
ce

s-
ex

pe
nd

itu
re

-a
nd

-u
ni

t-c
os

ts
:-

en
gl

an
d-

20
06

-0
7 

: G
ro

ss
 N

et
 2

00
6-

07
 (E

ng
la

nd
) .

  G
DP

 d
ef

la
to

r f
ro

m
 N

HS
 IC

 2
00

6-
07

 P
SS

EX
1 

re
po

rt
 o

n 
w

eb
si

te
, p

 1
7 

 
St

ra
te

gy
 e

xp
en

di
tu

re
 e

xc
lu

de
d 

th
ro

ug
ho

ut
 a

s 
no

t p
os

si
bl

e 
to

 s
pl

it 
be

tw
ee

n 
ad

ul
ts

 a
nd

 c
hi

ld
re

n:
 to

ta
l s

pe
nd

 fo
r b

ot
h 

w
as

 £
61

.7
m

 in
 2

00
2-

03
 a

nd
 £

72
.1

m
 in

 2
00

6-
07

.
 

As
yl

um
 s

ee
ke

rs
 e

xp
en

di
tu

re
 e

xc
lu

de
d 

th
ro

ug
ho

ut
: e

xp
en

di
tu

re
 w

as
 p

rim
ar

ily
 o

n 
fa

m
ili

es
 a

nd
 u

na
cc

om
pa

ni
ed

 a
sy

lu
m

 s
ee

ke
r c

hi
ld

re
n 

an
d 

yo
un

g 
pe

op
le

. O
f t

he
 to

ta
l g

ro
ss

 s
pe

nd
 in

 2
00

6-
07

 o
f £

21
6m

, £
20

m
 w

as
 s

pe
nt

 o
n 

lo
ne

 
ad

ul
ts

. F
or

 2
00

2-
03

, g
ro

ss
 s

pe
nd

 w
as

 £
54

8m
 a

nd
 £

14
6m

 re
sp

ec
tiv

el
y.

 
Su

pp
or

tin
g 

Pe
op

le
 e

xp
en

di
tu

re
 s

ho
w

n 
se

pa
ra

te
ly

:  
fir

st
 re

po
rt

ed
 2

00
3-

04
1.

  
Re

al
 te

rm
s 

– 
GD

P 
de

fla
to

r a
pp

lie
d 

to
 a

llo
w

 c
om

pa
ris

on
 o

f p
re

vi
ou

s 
ye

ar
s 

at
 2

00
6-

07
 p

ric
es

 (s
ee

 P
SS

EX
1 

20
06

-0
7 

re
po

rt
 p

ag
e 

17
) 

2.
  

(g
re

ye
d 

ce
lls

):
 O

th
er

 s
er

vi
ce

s 
an

d 
Su

pp
or

tin
g 

Pe
op

le
 e

xp
en

di
tu

re
 e

st
im

at
ed

 fr
om

 P
SS

EX
1 

ta
bl

e 
da

ta
 

3.
  

(y
el

lo
w

 s
ha

de
d 

ce
lls

):
 S

up
po

rt
in

g 
Pe

op
le

 e
xp

en
di

tu
re

 fi
rs

t r
ep

or
te

d 
20

03
-0

4
4.

 
Ov

er
he

ad
 c

os
ts

 fo
r s

er
vi

ce
s 

su
ch

 a
s 

in
fo

rm
at

io
n 

te
ch

no
lo

gy
, f

in
an

ce
 fu

nc
tio

ns
, c

ou
nc

il 
pr

em
is

es
, t

ra
in

in
g 

an
d 

pe
rs

on
ne

l s
er

vi
ce

s 
et

c 
ar

e 
di

st
rib

ut
ed

 a
cr

os
s 

ea
ch

 ro
w

 in
 th

e 
ta

bl
e.

5.
 

Pl
ea

se
 n

ot
e 

th
at

 th
e 

da
ta

 p
re

se
nt

ed
 in

 th
is

 ta
bl

e 
ar

e 
no

t c
on

tin
uo

us
 w

ith
 th

os
e 

in
 A

nn
ex

es
 o

f p
re

vi
ou

s 
CS

CI
 re

po
rt

s 
on

 S
ta

te
 o

f S
oc

ia
l C

ar
e.

 C
om

pa
ris

on
s 

sh
ou

ld
 n

ot
 b

e 
m

ad
e 

w
ith

 d
at

a 
in

 e
ar

lie
r r

ep
or

ts
. 

6.
 

Fi
na

l o
ut

tu
rn

 d
at

a 
fo

r 2
00

7-
08

 s
ho

ul
d 

be
 p

ub
lis

he
d 

on
 th

e 
N

HS
 In

fo
rm

at
io

n 
Ce

nt
re

 fo
r h

ea
lth

 a
nd

 s
oc

ia
l c

ar
e 

w
eb

si
te

 in
 F

eb
ru

ar
y 

20
09



The state of social care in England 2007-08168

B
Ta

bl
e 

b1
  O

ld
er

 p
eO

pl
e 

an
d 

YO
un

Ge
r 

ad
ul

TS
 r

eC
ei

vi
nG

 S
er

vi
Ce

S 
Fr

OM
 C

Ou
nC

il
S 

(a
S 

aT
 3

1ST
 M

ar
CH

 e
aC

H
 Y

ea
r)

 (r
Ou

nd
ed

)
20

02
-0

31
20

03
-0

42
20

04
-0

52,
3

20
05

-0
62,

3
20

06
-0

72,
3

18
-6

4 
ph

ys
ic

al
/S

en
so

ry
 d

is
ab

ili
ty

Ho
m

e 
Ca

re
5

44
,0

00
42

,0
00

42
,0

00
42

,0
00

40
,0

00

Da
y 

Ca
re

5
24

,0
00

21
,0

00
19

,0
00

18
,0

00
17

,0
00

Di
re

ct
 P

ay
m

en
ts

6,
00

0
8,

40
0

12
,0

00
15

,0
00

18
,0

00

Re
si

de
nt

ia
l a

nd
 N

ur
si

ng
 C

ar
e

11
,5

00
11

,0
00

10
,5

00
10

,0
00

10
,0

00

18
-6

4 
le

ar
ni

ng
 d

is
ab

ili
ty

Ho
m

e 
Ca

re
5

15
,0

00
18

,0
00

19
,0

00
20

,0
00

22
,0

00

Da
y 

Ca
re

5
52

,0
00

51
,0

00
49

,0
00

50
,0

00
49

,0
00

Di
re

ct
 P

ay
m

en
ts

90
0

1,
80

0
3,

10
0

4,
80

0
6,

60
0

Re
si

de
nt

ia
l a

nd
 N

ur
si

ng
 C

ar
e

36
,0

00
36

,0
00

35
,0

00
35

,0
00

35
,5

00

18
-6

4 
M

en
ta

l i
lln

es
s

Ho
m

e 
Ca

re
5

14
,0

00
12

,0
00

14
,0

00
13

,0
00

14
,0

00

Da
y 

Ca
re

5
27

,0
00

26
,0

00
25

,0
00

25
,0

00
24

,0
00

Di
re

ct
 P

ay
m

en
ts

20
0

40
0

90
0

1,
60

0
2,

20
0

Re
si

de
nt

ia
l a

nd
 N

ur
si

ng
 C

ar
e

13
,0

00
12

,5
00

12
,0

00
12

,0
00

11
,5

00

65
+ 

Ol
de

r p
eo

pl
e

Ho
m

e 
Ca

re
5

33
8,

00
0

31
8,

00
0

31
9,

00
0

30
9,

00
0

29
3,

00
0

Da
y 

Ca
re

5
12

2,
00

0
11

4,
00

0
10

0,
00

0
99

,0
00

93
,0

00

M
ea

ls
5

13
8,

00
0

12
1,

00
0

11
0,

00
0

10
1,

00
0

87
,0

00

Di
re

ct
 P

ay
m

en
ts

1,
50

0
3,

20
0

6,
10

0
10

,2
00

13
,7

00

Re
si

de
nt

ia
l a

nd
 N

ur
si

ng
 C

ar
e

21
8,

50
0

21
4,

00
0

20
4,

50
0

20
0,

00
0

19
1,

50
0

al
l a

du
lts

 a
nd

 O
ld

er
 p

eo
pl

e4

Ho
m

e 
Ca

re
5

41
2,

00
0

39
2,

00
0

39
5,

00
0

38
6,

00
0

37
0,

00
0

Da
y 

Ca
re

5
22

6,
00

0
21

4,
00

0
19

5,
00

0
19

2,
00

0
18

3,
00

0

M
ea

ls
5

14
7,

00
0

13
1,

00
0

11
8,

00
0

10
8,

00
0

93
,0

00

Di
re

ct
 P

ay
m

en
ts

8,
60

0
14

,0
00

22
,0

00
32

,0
00

41
,0

00

Re
si

de
nt

ia
l a

nd
 N

ur
si

ng
 C

ar
e

28
4,

00
0

27
8,

00
0

26
6,

00
0

25
9,

00
0

25
0,

00
0

no
te

s
1.

 
Da

ta
 fo

r r
es

id
en

tia
l c

ar
e 

in
cl

ud
es

 c
lie

nt
s 

fo
rm

er
ly

 in
 re

ce
ip

t o
f p

re
se

rv
ed

 ri
gh

ts
2.

 
Da

ta
 fo

r r
es

id
en

tia
l c

ar
e 

in
cl

ud
es

 B
oy

d 
lo

op
ho

le
 re

si
de

nt
s 

an
d 

cl
ie

nt
s 

fo
rm

al
ly

 in
 re

ce
ip

t o
f p

re
se

rv
ed

 ri
gh

ts
3.

 
Da

ta
 fo

r c
om

m
un

ity
 s

er
vi

ce
s 

: R
AP

 d
ef

in
iti

on
s 

w
er

e 
re

-s
ta

te
d 

fo
r 2

00
4-

05
 –

 th
is

 m
ay

 a
cc

ou
nt

 fo
r s

om
e 

de
cr

ea
se

 o
n 

pr
io

r y
ea

rs
' d

at
a 

4.
 

In
cl

ud
es

 o
th

er
 a

du
lt 

gr
ou

ps
 in

cl
ud

in
g 

th
os

e 
w

ith
 s

ub
st

an
ce

 m
is

us
e 

pr
ob

le
m

s 
an

d 
ot

he
r v

ul
ne

ra
bl

e 
ad

ul
ts

. S
er

vi
ce

s 
sp

ec
ifi

ed
 a

s 
fo

r c
ar

er
s 

(e
.g

. d
ire

ct
 p

ay
m

en
ts

 a
nd

 re
sp

ite
 c

ar
e)

 a
re

 e
xc

lu
de

d.
5.

 
Re

du
ct

io
ns

 o
ve

r t
im

e 
in

 n
um

be
rs

 re
ce

iv
in

g 
ho

m
e 

ca
re

, d
ay

 c
ar

e 
an

d 
m

ea
ls

 m
ay

 re
fle

ct
 in

 p
ar

t a
 m

ov
e 

to
 p

ro
vi

si
on

 o
f d

ire
ct

 p
ay

m
en

ts
, w

hi
ch

 th
os

e 
us

in
g 

se
rv

ic
es

 m
ay

 u
se

 to
 b

uy
 th

ei
r o

w
n 

ho
m

e 
ca

re
 s

up
po

rt
 e

tc
. 

So
ur

ce
:  

 T
he

 N
HS

 In
fo

rm
at

io
n 

Ce
nt

re
 fo

r H
ea

lth
 a

nd
 S

oc
ia

l C
ar

e 
fe

ed
ba

ck
 v

ol
um

es
 : 

Su
pp

or
te

d 
Re

si
de

nt
s 

(S
R1

) T
ab

le
 1

: r
ow

s 
in

 th
is

 ta
bl

e 
fo

r t
ho

se
 u

si
ng

 re
si

de
nt

ia
l a

nd
 n

ur
si

ng
 c

ar
e 

Re
fe

rr
al

s,
 A

ss
es

sm
en

ts
 a

nd
 P

ac
ka

ge
s 

of
 C

ar
e 

(R
AP

) T
ab

le
 P

2s
: r

ow
s 

in
 th

is
 ta

bl
e 

fo
r t

ho
se

 u
si

ng
 h

om
e 

ca
re

, d
ay

 c
ar

e,
 m

ea
ls

 a
nd

 d
ire

ct
 p

ay
m

en
ts

.

Ap
pe

nd
ix

 B
  



Appendices 169
Ap

pe
nd

ix
 C

  

C
Ta

bl
e 

C1
  n

uM
be

rS
 a

nd
 C

ap
aC

iT
Y 

OF
 S

er
vi

Ce
S 

FO
r 

ad
ul

TS
 

 
20

04
20

05
20

06
20

07
20

08

Ca
re

 H
om

es
 (a

ll)
 

Se
rv

ic
es

19
,6

46
19

,2
10

18
,9

52
18

,7
09

18
,5

41

pl
ac

es
45

4,
46

3
45

1,
28

8
45

0,
54

9
44

8,
75

7
44

8,
06

5

Re
si

de
nt

ia
l H

om
es

 

Se
rv

ic
es

15
,4

92
15

,0
89

14
,8

12
14

,5
72

14
,3

65

pl
ac

es
27

5,
74

1
27

1,
78

8
26

8,
44

2
26

5,
53

9
26

2,
63

3

Nu
rs

in
g 

Ho
m

es
 

Se
rv

ic
es

4,
14

1
4,

10
8

4,
12

3
4,

11
9

4,
15

3

pl
ac

es
17

8,
50

7
17

9,
24

6
18

1,
79

7
18

2,
92

0
18

5,
11

6

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

 

Se
rv

ic
es

13
13

17
18

23

pl
ac

es
21

5
25

4
31

0
29

8
31

6

Ho
m

e 
Ca

re
 a

ge
nc

ie
s

 

Se
rv

ic
es

1,
88

1
4,

11
1

4,
63

2
4,

72
9

4,
89

7

pl
ac

es
 

 
 

 
 

nu
rs

in
g 

ag
en

ci
es

 

Se
rv

ic
es

94
0

91
8

86
4

76
2

71
6

pl
ac

es
 

 
 

 
 

Sh
ar

ed
 l

iv
es

 

Se
rv

ic
es

 
47

12
3

13
3

13
5

pl
ac

es
 

 
 

 
 

A
ll 

fig
ur

es
 a

s 
at

 3
1s

t 
M

ar
ch

 in
 t

he
 g

iv
en

 y
ea

r



The state of social care in England 2007-08170

C
Ta

bl
e 

C2
  a

du
lT

S'
 S

er
vi

Ce
S 

re
Gi

ST
er

ed
 a

T 
31

 M
ar

CH
 2

00
8

 
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

nH
S

Ot
he

r
TO

Ta
l

 
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es

Re
si

de
nt

ia
l H

om
es

9,
91

9
18

3,
73

2
1,

10
2

27
,8

11
2,

99
2

46
,4

81
15

6
1,

19
1

19
6

3,
41

8
14

,3
65

26
2,

63
3

Nu
rs

in
g 

Ho
m

es
3,

71
0

16
9,

03
4

30
1,

51
3

35
3

12
,2

23
5

48
55

2,
29

8
4,

15
3

18
5,

11
6

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

20
28

7
 

 
1

6
1

6
1

17
23

31
6

Ca
re

 H
OM

eS
 T

OT
al

13
,6

49
35

3,
05

3
1,

13
2

29
,3

24
3,

34
6

58
,7

10
16

2
1,

24
5

25
2

5,
73

3
18

,5
41

44
8,

06
5

Ho
m

e 
Ca

re
 A

ge
nc

ie
s

3,
68

7
 

68
0

 
38

8
 

47
 

95
 

4,
89

7
 

Nu
rs

in
g 

Ag
en

ci
es

68
8

 
2

 
11

 
1

 
14

 
71

6
 

Sh
ar

ed
 L

iv
es

14
 

10
8

 
8

 
1

 
4

 
13

5
 

al
l 

Se
rv

iC
eS

 T
OT

al
18

,0
38

35
3,

05
3

1,
92

2
29

,3
24

3,
75

3
58

,7
10

21
1

1,
24

5
36

5
5,

73
3

24
,2

89
44

8,
06

5

Ta
bl

e 
C3

  a
du

lT
S'

 S
er

vi
Ce

S 
re

Gi
ST

er
ed

 a
T 

31
 M

ar
CH

 2
00

7
 

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
nH

S
Ot

he
r

TO
Ta

l

 
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es

Re
si

de
nt

ia
l H

om
es

9,
88

6
18

2,
66

4
1,

17
1

29
,6

08
3,

13
6

48
,4

71
17

8
1,

39
3

20
1

3,
40

3
14

,5
72

26
5,

53
9

Nu
rs

in
g 

Ho
m

es
3,

67
0

16
6,

83
0

30
1,

51
7

35
4

12
,2

07
6

68
59

2,
29

8
4,

11
9

18
2,

92
0

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

16
27

5
 

 
 

 
1

6
1

17
18

29
8

Ca
re

 H
OM

eS
 T

OT
al

13
,5

72
34

9,
76

9
1,

20
1

31
,1

25
3,

49
0

60
,6

78
18

5
1,

46
7

26
1

5,
71

8
18

,7
09

44
8,

75
7

Ho
m

e 
Ca

re
 A

ge
nc

ie
s

3,
47

3
 

71
7

 
39

0
 

48
 

10
1

 
4,

72
9

 

Nu
rs

in
g 

Ag
en

ci
es

73
3

 
2

 
10

 
1

 
16

 
76

2
 

Sh
ar

ed
 L

iv
es

11
 

10
9

 
7

 
2

 
4

 
13

3
 

al
l 

Se
rv

iC
eS

 T
OT

al
17

,7
89

34
9,

76
9

2,
02

9
31

,1
25

3,
89

7
60

,6
78

23
6

1,
46

7
38

2
5,

71
8

24
,3

33
44

8,
75

7



Appendices 171

C
Ta

bl
e 

C4
  a

du
lT

S'
 S

er
vi

Ce
S 

re
Gi

ST
er

ed
 a

T 
31

 M
ar

CH
 2

00
6

 
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

nH
S

Ot
he

r
TO

Ta
l

 
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es

Re
si

de
nt

ia
l H

om
es

9,
88

4
18

1,
27

1
1,

24
8

31
,6

91
3,

29
8

50
,7

39
17

9
1,

35
7

20
3

3,
38

4
14

,8
12

26
8,

44
2

Nu
rs

in
g 

Ho
m

es
3,

67
4

16
6,

03
1

25
1,

21
8

36
5

12
,5

10
6

68
53

1,
97

0
4,

12
3

18
1,

79
7

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

15
28

7
 

 
 

 
1

6
1

17
17

31
0

Ca
re

 H
OM

eS
 T

OT
al

13
,5

73
34

7,
58

9
1,

27
3

32
,9

09
3,

66
3

63
,2

49
18

6
1,

43
1

25
7

5,
37

1
18

,9
52

45
0,

54
9

Ho
m

e 
Ca

re
 A

ge
nc

ie
s

3,
28

6
 

79
4

 
40

9
 

41
 

10
2

 
4,

63
2

 

Nu
rs

in
g 

Ag
en

ci
es

83
4

 
2

 
9

 
1

 
18

 
86

4
 

Sh
ar

ed
 L

iv
es

11
 

99
 

7
 

2
 

4
 

12
3

 

al
l 

Se
rv

iC
eS

 T
OT

al
17

,7
04

34
7,

58
9

2,
16

8
32

,9
09

4,
08

8
63

,2
49

23
0

1,
43

1
38

1
5,

37
1

24
,5

71
45

0,
54

9

Ta
bl

e 
C5

  a
du

lT
S'

 S
er

vi
Ce

S 
re

Gi
ST

er
ed

 a
T 

31
 M

ar
CH

 2
00

5
 

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
nH

S
Ot

he
r

TO
Ta

l

 
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es

Re
si

de
nt

ia
l H

om
es

9,
99

2
18

1,
83

4
1,

29
7

33
,3

33
3,

45
5

52
,3

45
15

6
1,

29
5

18
9

2,
98

1
15

,0
89

27
1,

78
8

Nu
rs

in
g 

Ho
m

es
3,

65
9

16
3,

58
6

19
91

0
37

1
12

,5
81

3
43

56
2,

12
6

4,
10

8
17

9,
24

6

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

10
20

7
 

 
1

24
1

6
1

17
13

25
4

Ca
re

 H
OM

eS
 T

OT
al

13
,6

61
34

5,
62

7
1,

31
6

34
,2

43
3,

82
7

64
,9

50
16

0
1,

34
4

24
6

5,
12

4
19

,2
10

45
1,

28
8

Ho
m

e 
Ca

re
 A

ge
nc

ie
s

2,
91

0
 

73
1

 
36

4
 

32
 

74
 

4,
11

1
 

Nu
rs

in
g 

Ag
en

ci
es

89
9

 
2

 
7

 
1

 
9

 
91

8
 

Sh
ar

ed
 L

iv
es

8
 

38
 

 
 

 
 

1
 

47
 

al
l 

Se
rv

iC
eS

 T
OT

al
17

,4
78

34
5,

62
7

2,
08

7
34

,2
43

4,
19

8
64

,9
50

19
3

1,
34

4
33

0
5,

12
4

24
,2

86
45

1,
28

8



The state of social care in England 2007-08172

C
Ta

bl
e 

C6
  a

du
lT

S'
 S

er
vi

Ce
S 

re
Gi

ST
er

ed
 a

T 
31

 M
ar

CH
 2

00
4

 
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

nH
S

Ot
he

r
TO

Ta
l

 
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es
Se

rv
ic

es
pl

ac
es

Se
rv

ic
es

pl
ac

es

Re
si

de
nt

ia
l H

om
es

10
,2

45
18

2,
81

5
1,

32
9

34
,8

63
3,

59
1

54
,0

08
13

7
1,

15
2

19
0

2,
90

3
15

,4
92

27
5,

74
1

Nu
rs

in
g 

Ho
m

es
3,

69
2

16
3,

07
7

14
64

2
37

6
12

,6
47

3
43

56
2,

09
8

4,
14

1
17

8,
50

7

No
n-

M
ed

ic
al

 C
ar

e 
Ho

m
es

10
16

8
 

 
1

24
1

6
1

17
13

21
5

Ca
re

 H
OM

eS
 T

OT
al

13
,9

47
34

6,
06

0
1,

34
3

35
,5

05
3,

96
8

66
,6

79
14

1
1,

20
1

24
7

5,
01

8
19

,6
46

45
4,

46
3

Ho
m

e 
Ca

re
 A

ge
nc

ie
s

1,
32

0
 

34
0

 
17

3
 

7
 

41
 

1,
88

1
 

Nu
rs

in
g 

Ag
en

ci
es

92
2

 
6

 
6

 
1

 
5

 
94

0
 

al
l 

Se
rv

iC
eS

 T
OT

al
16

,1
89

34
6,

06
0

1,
68

9
35

,5
05

4,
14

7
66

,6
79

14
9

1,
20

1
29

3
5,

01
8

22
,4

67
45

4,
46

3



Appendices 173
Ap

pe
nd

ix
 D

  

D
Ta

bl
e 

d1
  a

ve
ra

Ge
 p

er
Ce

nT
aG

e 
OF

 n
M

S 
M

eT
 b

Y 
ad

ul
TS

 S
er

vi
Ce

S 
aS

 a
T 

31
 M

ar
CH

20
03

20
04

20
05

20
06

20
07

20
08

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l*
pr

iv
at

e
Co

un
ci

lv
ol

un
ta

ry
al

l*
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

al
l*

pr
iv

at
e

Co
un

ci
lv

ol
un

ta
ry

al
l*

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l*
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

al
l*

al
l C

ar
e 

Ho
m

es
 

Fo
r O

ld
er

 
pe

op
le

**
58

%
61

%
68

%
59

%
71

%
72

%
79

%
72

%
76

%
78

%
84

%
77

%
78

%
81

%
84

%
79

%
79

%
82

%
85

%
80

%
81

%
85

%
88

%
82

%

Re
si

de
nt

ia
l C

ar
e 

Ho
m

es
**

*
57

%
61

%
67

%
58

%
70

%
72

%
79

%
72

%
76

%
78

%
84

%
77

%
79

%
80

%
82

%
79

%
79

%
82

%
85

%
80

%
81

%
85

%
88

%
83

%

Nu
rs

in
g 

Ho
m

es
60

%
-

69
%

60
%

71
%

-
79

%
71

%
76

%
-

84
%

77
%

77
%

-
78

%
77

%
79

%
-

83
%

79
%

81
%

-
86

%
82

%

al
l C

ar
e 

Ho
m

es
 

Fo
r Y

ou
ng

er
 

ad
ul

ts
**

61
%

57
%

67
%

63
%

73
%

70
%

78
%

75
%

80
%

76
%

82
%

80
%

81
%

80
%

83
%

82
%

83
%

81
%

85
%

83
%

84
%

84
%

87
%

85
%

Re
si

de
nt

ia
l C

ar
e 

Ho
m

es
**

*
60

%
58

%
67

%
63

%
74

%
70

%
77

%
75

%
80

%
77

%
82

%
80

%
81

%
80

%
83

%
82

%
83

%
81

%
85

%
84

%
84

%
84

%
87

%
85

%

Nu
rs

in
g 

Ho
m

es
63

%
-

70
%

66
%

70
%

-
78

%
73

%
77

%
-

83
%

80
%

79
%

-
84

%
81

%
80

%
-

85
%

81
%

84
%

-
86

%
85

%

Ho
m

e 
Ca

re
 

ag
en

ci
es

n/
a

n/
a

n/
a

n/
a

n/
a

n/
a

n/
a

n/
a

65
%

63
%

75
%

66
%

72
%

72
%

76
%

72
%

77
%

78
%

83
%

78
%

81
%

83
%

87
%

82
%

nu
rs

in
g 

ag
en

ci
es

n/
a

n/
a

n/
a

n/
a

-
-

-
69

%
-

-
-

81
%

-
-

-
83

%
-

-
-

86
%

-
-

-
87

%

Sh
ar

ed
 l

iv
es

 
Sc

he
m

es
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
n/

a
-

-
-

75
%

-
-

-
76

%
-

-
-

84
%

* 
 

Co
lu

m
n 

AL
L 

in
cl

ud
es

 p
riv

at
e,

 v
ol

un
ta

ry
, c

ou
nc

il,
 N

HS
 a

nd
 o

th
er

 s
ec

to
rs

 
**

  
In

cl
ud

es
 p

er
so

na
l c

ar
e 

ho
m

es
, c

ar
e 

ho
m

es
 w

ith
 n

ur
si

ng
 a

nd
 n

on
-m

ed
ic

al
 c

ar
e 

ho
m

es
**

* 
In

cl
ud

es
 p

er
so

na
l c

ar
e 

ho
m

es
 a

nd
 n

on
-m

ed
ic

al
 c

ar
e 

ho
m

es
  

" –
 " 

in
di

ca
te

s 
no

 s
er

vi
ce

s 
or

 a
 v

er
y 

sm
al

l n
um

be
r o

f s
er

vi
ce

s 
w

hi
ch

 m
ak

e 
in

cl
us

io
n 

of
 a

 p
er

ce
nt

ag
e 

no
t s

ta
tis

tic
al

ly
 m

ea
ni

ng
fu

l
n/

a 
in

di
ca

te
s 

CS
CI

 w
as

 n
ot

 re
gu

la
tin

g 
th

is
 s

er
vi

ce
 ty

pe
 in

 th
is

 y
ea

r



The state of social care in England 2007-08174

E
Ta

bl
e 

e1
  p

er
Ce

nT
aG

eS
 O

F 
Se

rv
iC

eS
 M

ee
Ti

nG
 O

r 
ex

Ce
ed

in
G 

in
di

vi
du

al
 n

M
S 

– 
al

l 
Ca

re
 H

OM
eS

 F
Or

 Y
Ou

nG
er

 a
du

lT
S

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

18
%

52
%

69
%

77
%

76
%

77
%

14
%

41
%

64
%

73
%

74
%

79
%

16
%

51
%

69
%

79
%

79
%

80
%

17
%

51
%

69
%

77
%

77
%

78
%

Ne
ed

s 
as

se
ss

m
en

t
66

%
82

%
87

%
88

%
88

%
91

%
66

%
76

%
82

%
83

%
85

%
91

%
73

%
86

%
89

%
90

%
91

%
93

%
69

%
83

%
88

%
88

%
89

%
91

%

M
ee

tin
g 

ne
ed

s
72

%
81

%
84

%
86

%
87

%
88

%
62

%
75

%
79

%
81

%
81

%
83

%
78

%
85

%
89

%
90

%
91

%
91

%
75

%
82

%
85

%
87

%
88

%
89

%

In
tr

od
uc

to
ry

 v
is

its
82

%
91

%
94

%
95

%
95

%
96

%
70

%
90

%
91

%
94

%
95

%
96

%
86

%
94

%
96

%
96

%
97

%
97

%
84

%
92

%
94

%
95

%
96

%
96

%

Co
nt

ra
ct

34
%

60
%

73
%

78
%

78
%

80
%

21
%

49
%

65
%

75
%

74
%

79
%

38
%

58
%

74
%

80
%

80
%

80
%

35
%

59
%

73
%

78
%

78
%

80
%

Se
rv

ic
e 

us
er

 p
la

n
46

%
61

%
68

%
71

%
70

%
74

%
48

%
53

%
63

%
66

%
67

%
73

%
57

%
67

%
71

%
71

%
72

%
77

%
51

%
63

%
69

%
70

%
71

%
75

%

De
ci

si
on

 m
ak

in
g

66
%

79
%

84
%

88
%

88
%

89
%

63
%

88
%

89
%

91
%

90
%

93
%

77
%

86
%

89
%

92
%

93
%

94
%

70
%

82
%

86
%

89
%

90
%

91
%

Pa
rt

ic
ip

at
io

n
62

%
80

%
88

%
89

%
89

%
90

%
55

%
77

%
83

%
85

%
86

%
89

%
70

%
86

%
91

%
92

%
93

%
93

%
65

%
82

%
89

%
90

%
90

%
91

%

Ri
sk

 ta
ki

ng
57

%
70

%
77

%
78

%
79

%
82

%
62

%
70

%
74

%
74

%
78

%
81

%
72

%
78

%
79

%
81

%
83

%
84

%
63

%
73

%
77

%
79

%
80

%
83

%

Co
nf

id
en

tia
lit

y
64

%
82

%
89

%
91

%
91

%
91

%
66

%
82

%
90

%
92

%
92

%
91

%
75

%
87

%
92

%
92

%
92

%
91

%
68

%
84

%
90

%
91

%
91

%
91

%

Pe
rs

on
al

 d
ev

el
op

m
en

t
85

%
90

%
92

%
92

%
91

%
92

%
87

%
91

%
92

%
90

%
88

%
90

%
91

%
94

%
95

%
95

%
95

%
95

%
88

%
91

%
93

%
93

%
93

%
93

%

Ed
uc

at
io

n 
an

d 
oc

cu
pa

tio
n

87
%

90
%

92
%

91
%

91
%

91
%

91
%

92
%

91
%

90
%

90
%

91
%

91
%

95
%

96
%

94
%

94
%

94
%

89
%

92
%

93
%

92
%

92
%

92
%

Co
m

m
un

ity
 li

nk
s 

an
d 

so
ci

al
 

in
cl

us
io

n
85

%
90

%
92

%
93

%
93

%
92

%
73

%
89

%
93

%
92

%
87

%
90

%
90

%
94

%
95

%
94

%
94

%
94

%
87

%
91

%
93

%
93

%
93

%
93

%

Le
is

ur
e

76
%

83
%

86
%

88
%

88
%

88
%

59
%

81
%

84
%

86
%

82
%

83
%

81
%

87
%

88
%

91
%

91
%

92
%

77
%

85
%

87
%

89
%

88
%

89
%

Re
la

tio
ns

hi
ps

90
%

95
%

97
%

97
%

97
%

97
%

94
%

95
%

96
%

96
%

98
%

98
%

93
%

96
%

98
%

99
%

99
%

99
%

91
%

95
%

97
%

98
%

98
%

98
%

Da
ily

 ro
ut

in
es

67
%

81
%

88
%

91
%

93
%

93
%

61
%

79
%

85
%

93
%

93
%

94
%

76
%

88
%

92
%

95
%

96
%

96
%

71
%

84
%

89
%

92
%

94
%

94
%

M
ea

ls
 a

nd
 m

ea
lti

m
es

79
%

84
%

87
%

89
%

90
%

91
%

74
%

82
%

85
%

89
%

90
%

91
%

84
%

88
%

89
%

90
%

93
%

94
%

81
%

86
%

88
%

90
%

90
%

92
%

Pe
rs

on
al

 s
up

po
rt

83
%

88
%

91
%

92
%

92
%

92
%

80
%

89
%

91
%

90
%

90
%

92
%

87
%

92
%

93
%

92
%

94
%

96
%

85
%

90
%

92
%

92
%

93
%

93
%

He
al

th
ca

re
84

%
88

%
89

%
89

%
88

%
89

%
86

%
90

%
86

%
86

%
88

%
90

%
87

%
90

%
90

%
88

%
89

%
92

%
86

%
89

%
89

%
88

%
88

%
90

%

M
ed

ic
at

io
n

43
%

56
%

62
%

66
%

67
%

72
%

42
%

50
%

56
%

67
%

68
%

73
%

50
%

59
%

63
%

68
%

69
%

74
%

46
%

57
%

62
%

67
%

68
%

73
%

Ag
ei

ng
 a

nd
 d

ea
th

60
%

74
%

83
%

85
%

86
%

87
%

68
%

75
%

83
%

84
%

83
%

85
%

65
%

78
%

84
%

86
%

87
%

88
%

62
%

76
%

83
%

85
%

86
%

87
%

Co
nc

er
ns

 a
nd

 c
om

pl
ai

nt
s

45
%

75
%

83
%

86
%

87
%

89
%

38
%

67
%

81
%

88
%

89
%

91
%

52
%

78
%

84
%

87
%

89
%

92
%

48
%

76
%

83
%

86
%

88
%

90
%

Pr
ot

ec
tio

n
41

%
63

%
71

%
72

%
75

%
80

%
66

%
69

%
74

%
79

%
78

%
82

%
55

%
71

%
76

%
77

%
80

%
85

%
47

%
66

%
73

%
74

%
77

%
82

%

Pr
em

is
es

53
%

63
%

67
%

68
%

69
%

72
%

41
%

42
%

50
%

56
%

60
%

67
%

52
%

57
%

61
%

63
%

65
%

71
%

52
%

59
%

63
%

65
%

66
%

71
%

Sp
ac

e 
re

qu
ire

m
en

ts
75

%
90

%
94

%
93

%
93

%
93

%
51

%
76

%
84

%
85

%
86

%
87

%
75

%
90

%
94

%
93

%
94

%
93

%
75

%
89

%
93

%
92

%
92

%
92

%

Ap
pe

nd
ix

 E



Appendices 175

E
pr

iv
at

e
Co

un
ci

l
vo

lu
nt

ar
y

al
l S

er
vi

ce
s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

50
%

68
%

78
%

82
%

84
%

85
%

42
%

54
%

71
%

77
%

76
%

80
%

58
%

73
%

80
%

84
%

86
%

87
%

53
%

69
%

78
%

83
%

84
%

86
%

To
ile

ts
 a

nd
 b

at
hr

oo
m

s
66

%
77

%
80

%
83

%
82

%
83

%
51

%
64

%
66

%
74

%
75

%
75

%
66

%
73

%
77

%
80

%
80

%
79

%
66

%
75

%
78

%
81

%
81

%
81

%

Sh
ar

ed
 s

pa
ce

76
%

84
%

86
%

88
%

88
%

88
%

61
%

73
%

79
%

83
%

82
%

83
%

75
%

81
%

85
%

86
%

87
%

88
%

75
%

82
%

85
%

87
%

87
%

88
%

Ad
ap

ta
tio

ns
 a

nd
 e

qu
ip

m
en

t
81

%
86

%
88

%
90

%
88

%
89

%
63

%
72

%
77

%
82

%
80

%
83

%
80

%
88

%
89

%
89

%
89

%
89

%
80

%
85

%
88

%
89

%
88

%
88

%

Hy
gi

en
e 

an
d 

co
nt

ro
l o

f i
nf

ec
tio

n
63

%
74

%
79

%
84

%
86

%
87

%
68

%
69

%
74

%
83

%
88

%
91

%
66

%
76

%
81

%
83

%
86

%
88

%
64

%
74

%
80

%
83

%
86

%
88

%

Ro
le

s
66

%
80

%
89

%
90

%
90

%
90

%
71

%
88

%
91

%
92

%
92

%
92

%
76

%
87

%
93

%
93

%
94

%
94

%
71

%
84

%
90

%
91

%
91

%
91

%

Qu
al

iti
es

 a
nd

 q
ua

lif
ic

at
io

ns
61

%
70

%
74

%
74

%
78

%
83

%
68

%
69

%
74

%
76

%
80

%
84

%
65

%
75

%
81

%
80

%
84

%
87

%
63

%
72

%
77

%
77

%
80

%
84

%

St
af

f t
ea

m
62

%
72

%
77

%
79

%
78

%
76

%
47

%
71

%
74

%
74

%
73

%
73

%
66

%
75

%
77

%
78

%
78

%
77

%
64

%
73

%
76

%
78

%
78

%
77

%

Re
cr

ui
tm

en
t

45
%

55
%

63
%

69
%

72
%

78
%

29
%

42
%

55
%

64
%

70
%

78
%

50
%

54
%

63
%

70
%

78
%

82
%

47
%

54
%

62
%

69
%

73
%

79
%

Tr
ai

ni
ng

 a
nd

 d
ev

el
op

m
en

t
40

%
56

%
67

%
70

%
71

%
76

%
52

%
63

%
70

%
70

%
71

%
79

%
60

%
72

%
78

%
78

%
79

%
83

%
49

%
63

%
71

%
73

%
74

%
79

%

Su
pe

rv
is

io
n 

an
d 

su
pp

or
t

43
%

63
%

73
%

75
%

75
%

77
%

61
%

76
%

80
%

82
%

80
%

84
%

66
%

78
%

83
%

83
%

82
%

84
%

53
%

70
%

77
%

79
%

78
%

79
%

Da
y 

to
 d

ay
 o

pe
ra

tio
ns

47
%

55
%

62
%

71
%

78
%

80
%

51
%

59
%

65
%

73
%

79
%

84
%

57
%

61
%

64
%

74
%

80
%

83
%

51
%

58
%

63
%

72
%

78
%

81
%

Et
ho

s
85

%
91

%
93

%
92

%
91

%
91

%
83

%
89

%
93

%
90

%
89

%
89

%
90

%
95

%
95

%
94

%
93

%
93

%
87

%
92

%
94

%
92

%
92

%
92

%

Qu
al

ity
 a

ss
ur

an
ce

27
%

47
%

59
%

63
%

68
%

74
%

23
%

47
%

53
%

59
%

65
%

70
%

39
%

55
%

63
%

68
%

74
%

79
%

32
%

50
%

60
%

65
%

70
%

76
%

Po
lic

ie
s 

an
d 

pr
oc

ed
ur

es
38

%
64

%
75

%
78

%
77

%
78

%
33

%
58

%
69

%
74

%
75

%
75

%
49

%
69

%
78

%
80

%
81

%
81

%
43

%
66

%
76

%
79

%
78

%
79

%

Re
co

rd
 k

ee
pi

ng
52

%
64

%
71

%
72

%
71

%
71

%
55

%
54

%
65

%
67

%
68

%
68

%
56

%
66

%
70

%
73

%
72

%
72

%
54

%
65

%
70

%
72

%
71

%
71

%

Sa
fe

 w
or

ki
ng

 p
ra

ct
ic

es
36

%
46

%
55

%
60

%
64

%
71

%
33

%
40

%
50

%
56

%
65

%
75

%
44

%
50

%
56

%
60

%
67

%
76

%
39

%
48

%
55

%
60

%
65

%
73

%

Co
nd

uc
t o

f t
he

 s
er

vi
ce

54
%

71
%

79
%

80
%

79
%

79
%

39
%

66
%

75
%

76
%

79
%

78
%

60
%

75
%

82
%

83
%

83
%

83
%

56
%

72
%

80
%

81
%

80
%

81
%



The state of social care in England 2007-08176

E
Ta

bl
e 

e2
  p

er
Ce

nT
aG

eS
 O

F 
Se

rv
iC

eS
 M

ee
Ti

nG
 O

r 
ex

Ce
ed

in
G 

in
di

vi
du

al
 n

M
S 

– 
re

Si
de

nT
ia

l 
Ca

re
 H

OM
eS

 F
Or

 Y
Ou

nG
er

 a
du

lT
S*

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

17
%

52
%

69
%

78
%

77
%

77
%

14
%

41
%

64
%

73
%

74
%

79
%

16
%

50
%

69
%

78
%

79
%

80
%

17
%

50
%

68
%

77
%

77
%

78
%

Ne
ed

s 
as

se
ss

m
en

t
66

%
82

%
87

%
88

%
88

%
91

%
68

%
76

%
82

%
83

%
85

%
91

%
73

%
86

%
89

%
90

%
91

%
93

%
69

%
84

%
88

%
88

%
89

%
91

%

M
ee

tin
g 

ne
ed

s
72

%
81

%
84

%
86

%
87

%
88

%
61

%
76

%
79

%
81

%
81

%
83

%
78

%
85

%
89

%
90

%
91

%
92

%
75

%
82

%
86

%
87

%
88

%
89

%

In
tr

od
uc

to
ry

 v
is

its
82

%
91

%
94

%
95

%
95

%
96

%
70

%
90

%
91

%
94

%
95

%
96

%
86

%
94

%
95

%
96

%
97

%
97

%
84

%
92

%
94

%
95

%
96

%
96

%

Co
nt

ra
ct

34
%

60
%

73
%

78
%

78
%

80
%

20
%

48
%

65
%

75
%

74
%

79
%

38
%

58
%

74
%

79
%

80
%

80
%

35
%

58
%

72
%

78
%

78
%

79
%

Se
rv

ic
e 

us
er

 p
la

n
46

%
61

%
68

%
71

%
71

%
74

%
49

%
53

%
63

%
66

%
67

%
73

%
57

%
67

%
72

%
71

%
73

%
78

%
50

%
63

%
69

%
71

%
71

%
75

%

De
ci

si
on

 m
ak

in
g

65
%

79
%

84
%

88
%

89
%

89
%

66
%

88
%

89
%

91
%

91
%

93
%

77
%

86
%

89
%

92
%

93
%

94
%

70
%

82
%

86
%

89
%

90
%

91
%

Pa
rt

ic
ip

at
io

n
62

%
81

%
88

%
89

%
89

%
90

%
55

%
77

%
83

%
86

%
86

%
89

%
70

%
86

%
91

%
92

%
93

%
93

%
65

%
83

%
89

%
90

%
90

%
91

%

Ri
sk

 ta
ki

ng
56

%
70

%
76

%
79

%
79

%
82

%
63

%
70

%
74

%
74

%
79

%
81

%
71

%
78

%
79

%
80

%
83

%
84

%
63

%
73

%
77

%
79

%
80

%
83

%

Co
nf

id
en

tia
lit

y
63

%
82

%
89

%
91

%
91

%
91

%
66

%
82

%
90

%
92

%
92

%
91

%
74

%
87

%
92

%
92

%
92

%
91

%
68

%
84

%
90

%
92

%
91

%
91

%

Pe
rs

on
al

 d
ev

el
op

m
en

t
86

%
90

%
92

%
92

%
92

%
92

%
87

%
91

%
92

%
90

%
88

%
90

%
91

%
94

%
95

%
95

%
95

%
95

%
88

%
92

%
93

%
93

%
93

%
93

%

Ed
uc

at
io

n 
an

d 
oc

cu
pa

tio
n

87
%

91
%

92
%

92
%

92
%

91
%

91
%

93
%

92
%

90
%

90
%

91
%

91
%

95
%

96
%

94
%

95
%

95
%

89
%

93
%

94
%

92
%

92
%

92
%

Co
m

m
un

ity
 li

nk
s 

an
d 

so
ci

al
 

in
cl

us
io

n
85

%
90

%
92

%
93

%
93

%
92

%
75

%
89

%
93

%
92

%
87

%
90

%
90

%
94

%
95

%
94

%
95

%
94

%
87

%
91

%
93

%
93

%
93

%
93

%

Le
is

ur
e

76
%

84
%

87
%

89
%

88
%

89
%

61
%

81
%

85
%

87
%

83
%

83
%

81
%

87
%

88
%

91
%

91
%

92
%

78
%

85
%

87
%

89
%

88
%

89
%

Re
la

tio
ns

hi
ps

90
%

95
%

97
%

97
%

97
%

97
%

93
%

95
%

96
%

97
%

98
%

98
%

93
%

96
%

98
%

98
%

99
%

99
%

91
%

95
%

97
%

98
%

98
%

98
%

Da
ily

 ro
ut

in
es

66
%

82
%

88
%

91
%

93
%

93
%

61
%

79
%

85
%

93
%

93
%

94
%

76
%

88
%

92
%

95
%

97
%

97
%

71
%

84
%

89
%

93
%

94
%

95
%

M
ea

ls
 a

nd
 m

ea
lti

m
es

79
%

85
%

88
%

89
%

90
%

91
%

77
%

82
%

86
%

89
%

90
%

91
%

84
%

88
%

89
%

90
%

93
%

94
%

81
%

86
%

88
%

90
%

91
%

92
%

Pe
rs

on
al

 s
up

po
rt

83
%

89
%

92
%

92
%

92
%

92
%

80
%

89
%

91
%

90
%

90
%

92
%

87
%

92
%

93
%

92
%

94
%

96
%

85
%

90
%

92
%

92
%

93
%

93
%

He
al

th
ca

re
84

%
88

%
89

%
89

%
89

%
89

%
85

%
90

%
86

%
86

%
88

%
90

%
87

%
89

%
90

%
88

%
89

%
92

%
86

%
89

%
89

%
88

%
89

%
90

%

M
ed

ic
at

io
n

42
%

56
%

62
%

67
%

68
%

73
%

41
%

50
%

56
%

67
%

69
%

73
%

49
%

59
%

63
%

68
%

70
%

75
%

45
%

57
%

62
%

67
%

68
%

74
%

Ag
ei

ng
 a

nd
 d

ea
th

59
%

74
%

83
%

84
%

86
%

87
%

68
%

76
%

83
%

84
%

83
%

85
%

64
%

77
%

84
%

86
%

87
%

88
%

62
%

75
%

83
%

85
%

86
%

87
%

Co
nc

er
ns

 a
nd

 c
om

pl
ai

nt
s

44
%

76
%

83
%

86
%

87
%

89
%

37
%

67
%

80
%

88
%

89
%

91
%

51
%

78
%

85
%

87
%

89
%

92
%

47
%

76
%

83
%

86
%

88
%

90
%

Pr
ot

ec
tio

n
40

%
63

%
70

%
72

%
75

%
80

%
64

%
69

%
73

%
80

%
78

%
83

%
54

%
71

%
76

%
76

%
80

%
85

%
47

%
66

%
73

%
74

%
77

%
82

%

Pr
em

is
es

53
%

63
%

67
%

69
%

69
%

72
%

41
%

42
%

50
%

56
%

60
%

67
%

51
%

57
%

60
%

63
%

65
%

72
%

52
%

59
%

63
%

65
%

67
%

72
%



Appendices 177

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Sp
ac

e 
re

qu
ire

m
en

ts
75

%
90

%
95

%
93

%
93

%
93

%
51

%
76

%
84

%
86

%
86

%
87

%
76

%
90

%
94

%
93

%
94

%
94

%
75

%
89

%
94

%
93

%
93

%
92

%

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

51
%

69
%

78
%

83
%

84
%

85
%

42
%

54
%

71
%

77
%

76
%

81
%

58
%

73
%

80
%

84
%

86
%

87
%

53
%

69
%

78
%

83
%

84
%

86
%

To
ile

ts
 a

nd
 b

at
hr

oo
m

s
67

%
78

%
81

%
83

%
83

%
84

%
51

%
64

%
66

%
74

%
75

%
75

%
67

%
72

%
77

%
79

%
80

%
79

%
66

%
75

%
78

%
81

%
81

%
81

%

Sh
ar

ed
 s

pa
ce

77
%

84
%

86
%

88
%

88
%

88
%

62
%

73
%

79
%

83
%

82
%

83
%

74
%

81
%

84
%

86
%

87
%

88
%

76
%

82
%

85
%

87
%

87
%

88
%

Ad
ap

ta
tio

ns
 a

nd
 e

qu
ip

m
en

t
81

%
86

%
89

%
90

%
89

%
89

%
63

%
72

%
77

%
82

%
80

%
83

%
80

%
88

%
89

%
89

%
89

%
89

%
80

%
86

%
88

%
89

%
88

%
89

%

Hy
gi

en
e 

an
d 

co
nt

ro
l o

f i
nf

ec
tio

n
63

%
74

%
80

%
84

%
86

%
88

%
68

%
69

%
74

%
83

%
88

%
91

%
66

%
76

%
81

%
83

%
86

%
88

%
64

%
75

%
80

%
84

%
86

%
88

%

Ro
le

s
66

%
80

%
89

%
90

%
90

%
90

%
71

%
88

%
91

%
92

%
92

%
92

%
76

%
87

%
92

%
93

%
93

%
94

%
70

%
83

%
90

%
91

%
91

%
91

%

Qu
al

iti
es

 a
nd

 q
ua

lif
ic

at
io

ns
61

%
70

%
74

%
74

%
78

%
82

%
69

%
69

%
74

%
77

%
81

%
84

%
64

%
75

%
80

%
80

%
84

%
87

%
63

%
72

%
77

%
77

%
80

%
84

%

St
af

f t
ea

m
62

%
72

%
76

%
79

%
78

%
76

%
47

%
71

%
74

%
75

%
74

%
73

%
66

%
75

%
77

%
78

%
78

%
78

%
63

%
73

%
76

%
78

%
77

%
76

%

Re
cr

ui
tm

en
t

45
%

55
%

63
%

69
%

72
%

78
%

29
%

42
%

55
%

64
%

70
%

79
%

49
%

54
%

63
%

71
%

78
%

82
%

47
%

54
%

62
%

69
%

74
%

79
%

Tr
ai

ni
ng

 a
nd

 d
ev

el
op

m
en

t
40

%
56

%
67

%
70

%
71

%
76

%
51

%
63

%
71

%
70

%
71

%
79

%
60

%
72

%
77

%
78

%
79

%
83

%
49

%
63

%
71

%
73

%
74

%
78

%

Su
pe

rv
is

io
n 

an
d 

su
pp

or
t

43
%

64
%

74
%

76
%

75
%

77
%

61
%

76
%

81
%

82
%

81
%

84
%

67
%

78
%

83
%

83
%

82
%

84
%

54
%

71
%

78
%

79
%

78
%

80
%

Da
y 

to
 d

ay
 o

pe
ra

tio
ns

47
%

55
%

62
%

71
%

78
%

80
%

51
%

59
%

66
%

74
%

79
%

84
%

56
%

60
%

64
%

74
%

79
%

82
%

51
%

57
%

63
%

72
%

78
%

81
%

Et
ho

s
85

%
91

%
93

%
92

%
91

%
91

%
84

%
89

%
93

%
90

%
89

%
88

%
90

%
95

%
95

%
94

%
93

%
93

%
87

%
92

%
94

%
92

%
92

%
92

%

Qu
al

ity
 a

ss
ur

an
ce

27
%

47
%

59
%

64
%

68
%

73
%

24
%

47
%

53
%

60
%

66
%

70
%

38
%

55
%

63
%

67
%

73
%

79
%

32
%

50
%

60
%

65
%

70
%

75
%

Po
lic

ie
s 

an
d 

pr
oc

ed
ur

es
38

%
64

%
75

%
78

%
77

%
78

%
35

%
58

%
69

%
74

%
75

%
74

%
48

%
69

%
77

%
80

%
81

%
82

%
42

%
65

%
76

%
78

%
78

%
79

%

Re
co

rd
 k

ee
pi

ng
52

%
64

%
71

%
72

%
71

%
71

%
55

%
54

%
65

%
67

%
68

%
68

%
56

%
66

%
70

%
72

%
71

%
72

%
54

%
65

%
70

%
72

%
71

%
71

%

Sa
fe

 w
or

ki
ng

 p
ra

ct
ic

es
36

%
46

%
55

%
60

%
64

%
71

%
35

%
40

%
50

%
56

%
65

%
75

%
43

%
50

%
55

%
60

%
67

%
76

%
39

%
47

%
55

%
60

%
65

%
73

%

Co
nd

uc
t o

f t
he

 s
er

vi
ce

54
%

71
%

79
%

80
%

79
%

79
%

41
%

66
%

75
%

76
%

79
%

78
%

59
%

75
%

82
%

82
%

82
%

83
%

56
%

72
%

80
%

80
%

80
%

81
%

E



The state of social care in England 2007-08178

Ta
bl

e 
e3

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

nu
rS

in
G 

HO
M

eS
 F

Or
 Y

Ou
nG

er
 a

du
lT

S
pr

iv
at

e
vo

lu
nt

ar
y

al
l S

er
vi

ce
s*

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

27
%

54
%

71
%

73
%

73
%

79
%

23
%

58
%

79
%

84
%

75
%

75
%

25
%

55
%

73
%

77
%

74
%

78
%

Ne
ed

s 
as

se
ss

m
en

t
70

%
76

%
85

%
86

%
85

%
90

%
79

%
81

%
87

%
86

%
93

%
95

%
74

%
79

%
86

%
85

%
88

%
92

%

M
ee

tin
g 

ne
ed

s
74

%
76

%
81

%
86

%
85

%
86

%
80

%
86

%
87

%
87

%
84

%
86

%
77

%
80

%
83

%
86

%
85

%
86

%

In
tr

od
uc

to
ry

 v
is

its
82

%
88

%
92

%
95

%
94

%
96

%
92

%
97

%
98

%
97

%
97

%
98

%
86

%
92

%
94

%
96

%
95

%
97

%

Co
nt

ra
ct

42
%

61
%

76
%

81
%

77
%

81
%

43
%

63
%

79
%

87
%

82
%

82
%

43
%

62
%

77
%

82
%

78
%

81
%

Se
rv

ic
e 

us
er

 p
la

n
52

%
58

%
60

%
66

%
70

%
74

%
65

%
65

%
64

%
68

%
70

%
73

%
57

%
60

%
61

%
66

%
69

%
73

%

De
ci

si
on

 m
ak

in
g

70
%

81
%

85
%

86
%

84
%

91
%

76
%

85
%

88
%

93
%

90
%

90
%

72
%

83
%

85
%

88
%

86
%

90
%

Pa
rt

ic
ip

at
io

n
59

%
75

%
84

%
88

%
82

%
90

%
67

%
85

%
89

%
89

%
88

%
89

%
62

%
78

%
86

%
88

%
85

%
90

%

Ri
sk

 ta
ki

ng
66

%
73

%
81

%
75

%
80

%
82

%
75

%
80

%
81

%
84

%
88

%
88

%
70

%
76

%
81

%
78

%
82

%
84

%

Co
nf

id
en

tia
lit

y
70

%
82

%
88

%
88

%
87

%
90

%
78

%
87

%
93

%
93

%
91

%
91

%
73

%
85

%
90

%
90

%
89

%
91

%

Pe
rs

on
al

 d
ev

el
op

m
en

t
81

%
83

%
85

%
87

%
89

%
89

%
92

%
91

%
94

%
96

%
96

%
95

%
86

%
87

%
88

%
90

%
91

%
91

%

Ed
uc

at
io

n 
an

d 
oc

cu
pa

tio
n

80
%

80
%

87
%

86
%

84
%

87
%

91
%

93
%

93
%

90
%

85
%

88
%

85
%

85
%

89
%

87
%

85
%

87
%

Co
m

m
un

ity
 li

nk
s 

an
d 

so
ci

al
 

in
cl

us
io

n
81

%
83

%
89

%
89

%
88

%
92

%
87

%
90

%
94

%
93

%
92

%
93

%
83

%
86

%
90

%
90

%
89

%
92

%

Le
is

ur
e

64
%

74
%

78
%

81
%

80
%

85
%

81
%

86
%

87
%

89
%

86
%

86
%

71
%

78
%

81
%

83
%

82
%

85
%

Re
la

tio
ns

hi
ps

92
%

95
%

98
%

95
%

97
%

98
%

95
%

96
%

97
%

99
%

99
%

99
%

93
%

95
%

97
%

97
%

98
%

98
%

Da
ily

 ro
ut

in
es

71
%

74
%

84
%

85
%

88
%

90
%

72
%

84
%

90
%

90
%

92
%

93
%

72
%

78
%

86
%

87
%

90
%

91
%

M
ea

ls
 a

nd
 m

ea
lti

m
es

78
%

81
%

81
%

84
%

88
%

90
%

83
%

85
%

86
%

86
%

90
%

91
%

81
%

82
%

83
%

85
%

89
%

91
%

Pe
rs

on
al

 s
up

po
rt

80
%

85
%

85
%

87
%

90
%

92
%

86
%

89
%

91
%

91
%

93
%

94
%

83
%

86
%

87
%

88
%

91
%

93
%

He
al

th
ca

re
87

%
81

%
85

%
84

%
82

%
88

%
88

%
92

%
90

%
84

%
88

%
91

%
87

%
85

%
87

%
84

%
84

%
89

%

M
ed

ic
at

io
n

61
%

56
%

60
%

61
%

63
%

68
%

62
%

57
%

71
%

66
%

61
%

64
%

61
%

57
%

63
%

63
%

62
%

67
%

Ag
ei

ng
 a

nd
 d

ea
th

73
%

79
%

84
%

86
%

85
%

89
%

79
%

84
%

89
%

90
%

91
%

90
%

75
%

81
%

85
%

88
%

87
%

89
%

Co
nc

er
ns

 a
nd

 c
om

pl
ai

nt
s

55
%

74
%

83
%

87
%

88
%

90
%

58
%

78
%

80
%

92
%

90
%

94
%

56
%

76
%

82
%

89
%

88
%

92
%

Pr
ot

ec
tio

n
55

%
64

%
73

%
73

%
74

%
81

%
65

%
73

%
80

%
80

%
77

%
85

%
59

%
68

%
76

%
75

%
75

%
82

%

Pr
em

is
es

44
%

56
%

60
%

61
%

62
%

70
%

53
%

63
%

62
%

63
%

63
%

68
%

48
%

59
%

61
%

61
%

63
%

69
%

E



Appendices 179

pr
iv

at
e

vo
lu

nt
ar

y
al

l S
er

vi
ce

s*

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Sp
ac

e 
re

qu
ire

m
en

ts
66

%
82

%
88

%
88

%
87

%
89

%
67

%
84

%
90

%
95

%
95

%
92

%
66

%
83

%
89

%
89

%
90

%
90

%

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

46
%

58
%

70
%

78
%

78
%

83
%

57
%

76
%

81
%

85
%

88
%

87
%

51
%

65
%

74
%

80
%

82
%

84
%

To
ile

ts
 a

nd
 b

at
hr

oo
m

s
62

%
70

%
74

%
80

%
76

%
79

%
60

%
77

%
81

%
81

%
80

%
80

%
62

%
73

%
76

%
80

%
78

%
80

%

Sh
ar

ed
 s

pa
ce

71
%

76
%

83
%

85
%

84
%

88
%

77
%

79
%

88
%

87
%

89
%

88
%

73
%

77
%

85
%

86
%

86
%

89
%

Ad
ap

ta
tio

ns
 a

nd
 e

qu
ip

m
en

t
75

%
78

%
83

%
84

%
80

%
83

%
79

%
87

%
87

%
86

%
86

%
90

%
77

%
81

%
84

%
85

%
83

%
86

%

Hy
gi

en
e 

an
d 

co
nt

ro
l o

f i
nf

ec
tio

n
61

%
66

%
76

%
81

%
80

%
85

%
67

%
73

%
83

%
81

%
86

%
88

%
64

%
69

%
78

%
80

%
82

%
86

%

Ro
le

s
78

%
83

%
89

%
90

%
88

%
89

%
77

%
87

%
95

%
95

%
96

%
95

%
78

%
85

%
91

%
92

%
91

%
91

%

Qu
al

iti
es

 a
nd

 q
ua

lif
ic

at
io

ns
64

%
69

%
75

%
75

%
76

%
83

%
71

%
77

%
82

%
81

%
85

%
89

%
67

%
72

%
78

%
77

%
79

%
86

%

St
af

f t
ea

m
63

%
70

%
80

%
83

%
79

%
82

%
71

%
78

%
79

%
82

%
79

%
74

%
67

%
73

%
80

%
83

%
79

%
79

%

Re
cr

ui
tm

en
t

48
%

50
%

63
%

67
%

66
%

75
%

59
%

49
%

61
%

67
%

75
%

83
%

51
%

49
%

63
%

68
%

69
%

77
%

Tr
ai

ni
ng

 a
nd

 d
ev

el
op

m
en

t
42

%
60

%
68

%
70

%
72

%
76

%
63

%
73

%
84

%
79

%
79

%
87

%
51

%
64

%
74

%
74

%
75

%
80

%

Su
pe

rv
is

io
n 

an
d 

su
pp

or
t

34
%

54
%

65
%

68
%

67
%

74
%

60
%

75
%

76
%

82
%

81
%

80
%

44
%

62
%

70
%

74
%

72
%

76
%

Da
y 

to
 d

ay
 o

pe
ra

tio
ns

50
%

56
%

66
%

73
%

79
%

81
%

64
%

73
%

74
%

81
%

87
%

87
%

56
%

62
%

69
%

76
%

81
%

83
%

Et
ho

s
84

%
89

%
94

%
89

%
91

%
90

%
92

%
94

%
96

%
93

%
93

%
92

%
87

%
91

%
95

%
91

%
91

%
91

%

Qu
al

ity
 a

ss
ur

an
ce

30
%

51
%

62
%

60
%

67
%

79
%

42
%

57
%

69
%

73
%

85
%

83
%

34
%

53
%

64
%

66
%

73
%

81
%

Po
lic

ie
s 

an
d 

pr
oc

ed
ur

es
48

%
68

%
78

%
82

%
77

%
78

%
58

%
76

%
82

%
85

%
83

%
79

%
52

%
71

%
79

%
83

%
79

%
79

%

Re
co

rd
 k

ee
pi

ng
60

%
64

%
69

%
70

%
68

%
70

%
65

%
67

%
76

%
79

%
75

%
76

%
61

%
65

%
72

%
73

%
70

%
72

%

Sa
fe

 w
or

ki
ng

 p
ra

ct
ic

es
43

%
50

%
55

%
60

%
64

%
74

%
56

%
57

%
63

%
62

%
64

%
75

%
48

%
54

%
58

%
60

%
63

%
74

%

Co
nd

uc
t o

f t
he

 s
er

vi
ce

59
%

71
%

82
%

82
%

79
%

80
%

66
%

81
%

89
%

87
%

86
%

88
%

62
%

76
%

85
%

84
%

82
%

84
%

*I
nc

lu
de

s 
a 

sm
al

l n
um

be
r o

f h
om

es
 ru

n 
by

 c
ou

nc
ils

 a
nd

 N
HS

 h
om

es

E



The state of social care in England 2007-08180

Ta
bl

e 
e4

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

al
l 

Ca
re

 H
OM

eS
 F

Or
 O

ld
er

 p
eO

pl
e

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

26
%

58
%

72
%

78
%

78
%

79
%

16
%

53
%

71
%

76
%

77
%

78
%

30
%

60
%

76
%

84
%

82
%

85
%

26
%

58
%

72
%

78
%

78
%

80
%

Co
nt

ra
ct

49
%

72
%

81
%

85
%

83
%

85
%

34
%

62
%

74
%

78
%

77
%

78
%

58
%

79
%

85
%

89
%

87
%

88
%

50
%

72
%

81
%

85
%

83
%

85
%

Ne
ed

s 
as

se
ss

m
en

t
55

%
76

%
82

%
85

%
84

%
88

%
75

%
78

%
84

%
85

%
84

%
89

%
65

%
83

%
88

%
87

%
86

%
89

%
57

%
77

%
83

%
84

%
84

%
88

%

M
ee

tin
g 

ne
ed

s
71

%
79

%
81

%
83

%
83

%
83

%
80

%
80

%
82

%
84

%
82

%
84

%
80

%
86

%
88

%
90

%
89

%
90

%
72

%
79

%
82

%
84

%
83

%
84

%

Tr
ia

l v
is

its
85

%
93

%
96

%
97

%
97

%
97

%
80

%
93

%
93

%
94

%
95

%
95

%
92

%
97

%
99

%
99

%
98

%
99

%
86

%
94

%
96

%
97

%
97

%
97

%

In
te

rm
ed

ia
te

 c
ar

e
75

%
78

%
80

%
86

%
87

%
88

%
81

%
80

%
81

%
82

%
87

%
89

%
81

%
88

%
90

%
92

%
95

%
94

%
76

%
80

%
82

%
86

%
88

%
89

%

Se
rv

ic
e 

us
er

 p
la

n
33

%
49

%
56

%
57

%
56

%
62

%
44

%
49

%
58

%
55

%
58

%
66

%
43

%
53

%
57

%
58

%
56

%
65

%
34

%
50

%
56

%
57

%
56

%
62

%

He
al

th
ca

re
73

%
77

%
77

%
77

%
79

%
83

%
84

%
77

%
80

%
83

%
80

%
86

%
77

%
82

%
83

%
84

%
83

%
87

%
73

%
78

%
78

%
78

%
79

%
83

%

M
ed

ic
at

io
n

45
%

53
%

56
%

59
%

60
%

66
%

35
%

49
%

60
%

60
%

60
%

68
%

50
%

57
%

58
%

58
%

60
%

69
%

45
%

53
%

56
%

59
%

60
%

67
%

Pr
iv

ac
y 

an
d 

di
gn

ity
80

%
85

%
88

%
89

%
89

%
90

%
81

%
91

%
90

%
92

%
94

%
95

%
89

%
93

%
94

%
94

%
94

%
95

%
81

%
87

%
89

%
89

%
90

%
91

%

Dy
in

g 
an

d 
de

at
h

76
%

83
%

88
%

89
%

88
%

89
%

75
%

83
%

86
%

87
%

88
%

89
%

83
%

90
%

93
%

92
%

93
%

92
%

77
%

84
%

88
%

89
%

89
%

89
%

So
ci

al
 c

on
ta

ct
 a

nd
 

ac
tiv

iti
es

71
%

77
%

80
%

78
%

75
%

76
%

73
%

80
%

82
%

79
%

76
%

78
%

81
%

87
%

87
%

86
%

85
%

86
%

72
%

79
%

81
%

79
%

76
%

77
%

Co
m

m
un

ity
 c

on
ta

ct
85

%
94

%
97

%
98

%
97

%
97

%
91

%
95

%
97

%
98

%
98

%
97

%
91

%
97

%
98

%
98

%
99

%
99

%
86

%
94

%
97

%
98

%
97

%
98

%

Au
to

no
m

y 
an

d 
ch

oi
ce

73
%

85
%

90
%

90
%

91
%

91
%

80
%

90
%

94
%

93
%

94
%

95
%

81
%

90
%

95
%

95
%

95
%

95
%

74
%

86
%

91
%

91
%

92
%

92
%

M
ea

ls
 a

nd
 m

ea
lti

m
es

77
%

81
%

84
%

84
%

85
%

87
%

87
%

85
%

86
%

89
%

89
%

92
%

84
%

88
%

89
%

91
%

92
%

92
%

78
%

82
%

84
%

85
%

86
%

88
%

Co
m

pl
ai

nt
s

50
%

78
%

85
%

86
%

87
%

90
%

51
%

77
%

86
%

88
%

89
%

93
%

58
%

84
%

91
%

90
%

90
%

93
%

51
%

79
%

85
%

87
%

88
%

90
%

Ri
gh

ts
85

%
92

%
96

%
96

%
96

%
96

%
91

%
95

%
97

%
97

%
96

%
96

%
92

%
97

%
98

%
98

%
98

%
98

%
86

%
93

%
96

%
96

%
96

%
96

%

Pr
ot

ec
tio

n
45

%
66

%
73

%
73

%
76

%
81

%
63

%
78

%
82

%
85

%
86

%
88

%
56

%
78

%
82

%
83

%
84

%
89

%
46

%
69

%
75

%
75

%
78

%
83

%

Pr
em

is
es

55
%

64
%

68
%

66
%

67
%

72
%

38
%

51
%

57
%

63
%

69
%

74
%

63
%

71
%

76
%

73
%

75
%

81
%

55
%

64
%

68
%

67
%

68
%

73
%

Sh
ar

ed
 fa

ci
lit

ie
s

75
%

86
%

89
%

87
%

86
%

87
%

74
%

82
%

88
%

88
%

88
%

88
%

83
%

89
%

93
%

92
%

92
%

93
%

76
%

86
%

89
%

88
%

87
%

87
%

La
va

to
rie

s 
an

d 
w

as
hi

ng
 fa

ci
lit

ie
s

63
%

74
%

78
%

79
%

78
%

78
%

58
%

70
%

74
%

79
%

78
%

80
%

73
%

82
%

84
%

86
%

86
%

87
%

64
%

74
%

78
%

80
%

79
%

79
%

Ad
ap

ta
tio

ns
 a

nd
 

eq
ui

pm
en

t
54

%
66

%
75

%
77

%
77

%
77

%
57

%
69

%
77

%
81

%
83

%
82

%
68

%
80

%
88

%
89

%
88

%
89

%
56

%
68

%
77

%
79

%
78

%
79

%

E



Appendices 181

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Sp
ac

e 
re

qu
ire

m
en

ts
64

%
88

%
93

%
93

%
92

%
93

%
49

%
83

%
90

%
90

%
91

%
90

%
74

%
91

%
95

%
95

%
95

%
95

%
65

%
88

%
93

%
93

%
92

%
93

%

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

42
%

60
%

70
%

77
%

77
%

79
%

40
%

55
%

70
%

76
%

78
%

82
%

59
%

77
%

84
%

88
%

89
%

90
%

44
%

61
%

72
%

78
%

79
%

81
%

He
at

in
g 

an
d 

lig
ht

in
g

42
%

56
%

67
%

72
%

73
%

74
%

42
%

57
%

70
%

75
%

77
%

81
%

55
%

71
%

78
%

82
%

83
%

84
%

43
%

58
%

68
%

73
%

74
%

76
%

Hy
gi

en
e 

an
d 

in
fe

ct
io

n 
co

nt
ro

l
55

%
66

%
72

%
75

%
77

%
81

%
61

%
69

%
74

%
82

%
83

%
86

%
67

%
78

%
83

%
85

%
85

%
89

%
57

%
67

%
73

%
77

%
78

%
82

%

St
af

f c
om

pl
em

en
t

71
%

75
%

79
%

80
%

81
%

82
%

46
%

65
%

73
%

79
%

78
%

77
%

77
%

81
%

84
%

84
%

84
%

84
%

71
%

75
%

79
%

81
%

81
%

82
%

Qu
al

ifi
ca

tio
ns

46
%

57
%

61
%

70
%

76
%

83
%

56
%

63
%

72
%

84
%

90
%

94
%

58
%

74
%

77
%

80
%

84
%

90
%

47
%

59
%

64
%

72
%

78
%

84
%

Re
cr

ui
tm

en
t

43
%

51
%

59
%

64
%

68
%

74
%

47
%

51
%

60
%

71
%

78
%

86
%

53
%

60
%

67
%

71
%

75
%

81
%

45
%

52
%

60
%

65
%

69
%

76
%

St
af

f t
ra

in
in

g
42

%
60

%
69

%
70

%
71

%
75

%
63

%
72

%
77

%
79

%
80

%
81

%
62

%
76

%
83

%
82

%
80

%
83

%
44

%
63

%
71

%
72

%
72

%
76

%

Da
y 

to
 d

ay
 

op
er

at
io

ns
58

%
62

%
67

%
72

%
76

%
79

%
74

%
70

%
74

%
81

%
87

%
90

%
74

%
79

%
82

%
84

%
87

%
90

%
60

%
65

%
69

%
74

%
78

%
81

%

Et
ho

s
75

%
85

%
89

%
88

%
87

%
87

%
86

%
91

%
94

%
94

%
94

%
93

%
85

%
91

%
95

%
94

%
93

%
93

%
77

%
86

%
90

%
89

%
89

%
88

%

Qu
al

ity
 a

ss
ur

an
ce

30
%

49
%

60
%

66
%

68
%

74
%

41
%

55
%

66
%

71
%

76
%

82
%

43
%

63
%

71
%

78
%

81
%

87
%

32
%

51
%

61
%

67
%

70
%

76
%

Fi
na

nc
ia

l p
ro

ce
du

re
s

61
%

77
%

85
%

87
%

87
%

87
%

54
%

77
%

86
%

89
%

88
%

89
%

74
%

86
%

92
%

94
%

93
%

94
%

63
%

78
%

86
%

88
%

88
%

88
%

Se
rv

ic
e 

Us
er

 M
on

ey
73

%
83

%
87

%
87

%
91

%
92

%
72

%
82

%
88

%
90

%
93

%
95

%
81

%
87

%
92

%
93

%
93

%
96

%
74

%
83

%
87

%
88

%
91

%
93

%

St
af

f S
up

er
vi

si
on

24
%

50
%

62
%

65
%

65
%

67
%

69
%

73
%

77
%

81
%

78
%

79
%

49
%

68
%

75
%

75
%

75
%

76
%

28
%

54
%

65
%

67
%

67
%

69
%

Re
co

rd
 K

ee
pi

ng
49

%
61

%
67

%
67

%
66

%
65

%
54

%
63

%
65

%
68

%
69

%
69

%
53

%
67

%
73

%
73

%
72

%
72

%
50

%
62

%
67

%
68

%
67

%
66

%

Sa
fe

 W
or

ki
ng

 
Pr

ac
tic

es
39

%
46

%
52

%
53

%
60

%
69

%
48

%
48

%
54

%
59

%
66

%
77

%
51

%
54

%
62

%
62

%
67

%
78

%
41

%
47

%
53

%
54

%
61

%
70

%

E



The state of social care in England 2007-08182

Ta
bl

e 
e5

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

re
Si

de
nT

ia
l 

Ca
re

 H
OM

eS
 F

Or
 O

ld
er

 p
eO

pl
e*

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

23
%

57
%

71
%

78
%

77
%

79
%

16
%

53
%

71
%

76
%

77
%

77
%

28
%

62
%

75
%

84
%

83
%

86
%

24
%

57
%

72
%

78
%

78
%

79
%

Co
nt

ra
ct

48
%

73
%

81
%

85
%

83
%

84
%

34
%

62
%

74
%

78
%

77
%

78
%

58
%

80
%

86
%

89
%

88
%

88
%

49
%

72
%

81
%

85
%

83
%

84
%

Ne
ed

s 
as

se
ss

m
en

t
52

%
74

%
81

%
83

%
83

%
87

%
74

%
78

%
84

%
85

%
84

%
89

%
63

%
83

%
87

%
87

%
85

%
88

%
54

%
76

%
82

%
84

%
83

%
87

%

M
ee

tin
g 

ne
ed

s
70

%
78

%
81

%
84

%
84

%
84

%
79

%
80

%
82

%
84

%
82

%
84

%
79

%
86

%
88

%
91

%
90

%
91

%
71

%
80

%
82

%
85

%
84

%
85

%

Tr
ia

l v
is

its
85

%
93

%
96

%
97

%
97

%
97

%
80

%
92

%
93

%
94

%
95

%
95

%
93

%
98

%
99

%
99

%
98

%
99

%
86

%
93

%
96

%
97

%
97

%
97

%

In
te

rm
ed

ia
te

 c
ar

e
81

%
83

%
85

%
89

%
91

%
91

%
80

%
80

%
81

%
82

%
87

%
89

%
82

%
90

%
91

%
94

%
94

%
93

%
81

%
83

%
84

%
88

%
90

%
91

%

Se
rv

ic
e 

us
er

 p
la

n
32

%
50

%
57

%
57

%
57

%
62

%
44

%
49

%
58

%
56

%
59

%
67

%
42

%
53

%
58

%
60

%
57

%
66

%
34

%
50

%
57

%
57

%
57

%
63

%

He
al

th
ca

re
74

%
80

%
79

%
80

%
81

%
83

%
83

%
77

%
80

%
83

%
80

%
86

%
77

%
83

%
83

%
85

%
85

%
88

%
74

%
80

%
80

%
81

%
81

%
84

%

M
ed

ic
at

io
n

41
%

51
%

56
%

61
%

61
%

66
%

35
%

49
%

60
%

60
%

60
%

68
%

49
%

58
%

59
%

59
%

62
%

70
%

42
%

52
%

57
%

61
%

61
%

67
%

Pr
iv

ac
y 

an
d 

di
gn

ity
81

%
87

%
90

%
90

%
90

%
92

%
81

%
91

%
90

%
92

%
94

%
95

%
90

%
94

%
94

%
94

%
94

%
95

%
82

%
89

%
90

%
91

%
91

%
92

%

Dy
in

g 
an

d 
de

at
h

73
%

83
%

88
%

89
%

90
%

90
%

74
%

83
%

86
%

87
%

88
%

89
%

82
%

90
%

93
%

92
%

93
%

93
%

75
%

84
%

88
%

89
%

90
%

91
%

So
ci

al
 c

on
ta

ct
 a

nd
 

ac
tiv

iti
es

73
%

80
%

82
%

79
%

77
%

78
%

74
%

80
%

82
%

79
%

76
%

79
%

81
%

87
%

88
%

88
%

86
%

87
%

74
%

81
%

83
%

81
%

78
%

79
%

Co
m

m
un

ity
 c

on
ta

ct
84

%
93

%
96

%
98

%
97

%
97

%
91

%
95

%
97

%
98

%
98

%
97

%
91

%
97

%
98

%
98

%
99

%
99

%
85

%
94

%
97

%
98

%
97

%
98

%

Au
to

no
m

y 
an

d 
ch

oi
ce

72
%

85
%

90
%

91
%

92
%

92
%

80
%

90
%

93
%

93
%

94
%

95
%

82
%

90
%

95
%

96
%

96
%

95
%

73
%

86
%

91
%

92
%

92
%

93
%

M
ea

ls
 a

nd
 

m
ea

lti
m

es
79

%
83

%
86

%
87

%
86

%
89

%
87

%
85

%
86

%
89

%
89

%
92

%
85

%
89

%
90

%
92

%
92

%
92

%
80

%
84

%
86

%
88

%
87

%
90

%

Co
m

pl
ai

nt
s

47
%

78
%

85
%

87
%

87
%

90
%

51
%

76
%

87
%

88
%

90
%

93
%

58
%

84
%

91
%

91
%

91
%

94
%

48
%

79
%

86
%

87
%

88
%

91
%

Ri
gh

ts
85

%
92

%
96

%
96

%
96

%
96

%
91

%
95

%
97

%
97

%
96

%
96

%
92

%
97

%
98

%
98

%
98

%
98

%
86

%
93

%
96

%
96

%
97

%
97

%

Pr
ot

ec
tio

n
41

%
65

%
72

%
73

%
75

%
80

%
63

%
78

%
82

%
85

%
86

%
88

%
55

%
78

%
81

%
83

%
84

%
89

%
44

%
68

%
74

%
75

%
78

%
82

%

Pr
em

is
es

55
%

66
%

69
%

67
%

67
%

72
%

38
%

51
%

57
%

63
%

69
%

74
%

63
%

71
%

75
%

73
%

75
%

81
%

56
%

65
%

68
%

67
%

68
%

73
%

Sh
ar

ed
 fa

ci
lit

ie
s

77
%

88
%

90
%

89
%

88
%

88
%

74
%

82
%

88
%

88
%

88
%

89
%

83
%

89
%

93
%

92
%

92
%

93
%

78
%

88
%

90
%

89
%

88
%

89
%

La
va

to
rie

s 
an

d 
w

as
hi

ng
 fa

ci
lit

ie
s

64
%

76
%

79
%

80
%

79
%

78
%

58
%

70
%

74
%

79
%

78
%

81
%

72
%

82
%

84
%

87
%

86
%

88
%

65
%

76
%

79
%

81
%

80
%

80
%

E



Appendices 183

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Ad
ap

ta
tio

ns
 a

nd
 

eq
ui

pm
en

t
54

%
66

%
75

%
78

%
77

%
78

%
56

%
69

%
77

%
81

%
83

%
82

%
67

%
80

%
88

%
89

%
88

%
88

%
56

%
68

%
77

%
80

%
79

%
80

%

Sp
ac

e 
re

qu
ire

m
en

ts
64

%
88

%
93

%
93

%
93

%
93

%
49

%
83

%
90

%
90

%
91

%
90

%
73

%
91

%
95

%
96

%
96

%
96

%
65

%
88

%
93

%
93

%
93

%
93

%

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

43
%

63
%

72
%

79
%

80
%

82
%

40
%

55
%

70
%

76
%

78
%

83
%

59
%

78
%

85
%

89
%

90
%

91
%

45
%

64
%

74
%

80
%

81
%

83
%

He
at

in
g 

an
d 

lig
ht

in
g

35
%

51
%

63
%

69
%

70
%

72
%

42
%

57
%

71
%

75
%

77
%

81
%

53
%

70
%

78
%

82
%

83
%

84
%

38
%

54
%

66
%

72
%

73
%

74
%

Hy
gi

en
e 

an
d 

in
fe

ct
io

n 
co

nt
ro

l
55

%
66

%
73

%
77

%
77

%
81

%
61

%
69

%
74

%
82

%
83

%
86

%
66

%
77

%
82

%
86

%
85

%
89

%
57

%
68

%
74

%
79

%
79

%
82

%

St
af

f c
om

pl
em

en
t

71
%

75
%

79
%

82
%

81
%

83
%

46
%

65
%

73
%

79
%

78
%

76
%

77
%

81
%

84
%

84
%

84
%

83
%

71
%

75
%

79
%

81
%

81
%

82
%

Qu
al

ifi
ca

tio
ns

45
%

57
%

62
%

70
%

76
%

84
%

56
%

63
%

72
%

84
%

91
%

94
%

56
%

72
%

77
%

81
%

86
%

91
%

47
%

60
%

65
%

73
%

79
%

86
%

Re
cr

ui
tm

en
t

41
%

50
%

58
%

63
%

65
%

72
%

48
%

51
%

60
%

71
%

78
%

86
%

53
%

59
%

68
%

71
%

75
%

81
%

43
%

51
%

59
%

65
%

68
%

75
%

St
af

f t
ra

in
in

g
39

%
57

%
67

%
69

%
69

%
74

%
62

%
72

%
77

%
80

%
80

%
80

%
62

%
76

%
83

%
82

%
81

%
83

%
42

%
62

%
70

%
72

%
72

%
76

%

Da
y 

to
 d

ay
 

op
er

at
io

ns
54

%
61

%
65

%
72

%
75

%
79

%
73

%
70

%
74

%
82

%
88

%
90

%
73

%
78

%
81

%
84

%
87

%
91

%
57

%
64

%
68

%
74

%
78

%
81

%

Et
ho

s
75

%
85

%
89

%
89

%
88

%
88

%
86

%
91

%
94

%
94

%
94

%
93

%
85

%
91

%
95

%
94

%
93

%
94

%
76

%
86

%
91

%
90

%
89

%
89

%

Qu
al

ity
 a

ss
ur

an
ce

28
%

47
%

57
%

64
%

66
%

72
%

41
%

55
%

66
%

71
%

76
%

82
%

43
%

61
%

70
%

78
%

80
%

86
%

30
%

50
%

60
%

66
%

69
%

75
%

Fi
na

nc
ia

l p
ro

ce
du

re
s

59
%

75
%

83
%

85
%

85
%

86
%

54
%

77
%

86
%

89
%

88
%

89
%

74
%

85
%

92
%

93
%

93
%

93
%

61
%

77
%

85
%

87
%

87
%

88
%

Se
rv

ic
e 

Us
er

 M
on

ey
76

%
85

%
87

%
88

%
91

%
92

%
72

%
81

%
88

%
90

%
93

%
95

%
81

%
87

%
91

%
92

%
93

%
95

%
76

%
85

%
88

%
88

%
91

%
93

%

St
af

f S
up

er
vi

si
on

25
%

50
%

63
%

66
%

66
%

68
%

69
%

73
%

77
%

81
%

78
%

80
%

50
%

69
%

75
%

77
%

76
%

78
%

30
%

55
%

66
%

69
%

69
%

70
%

Re
co

rd
 K

ee
pi

ng
47

%
59

%
65

%
66

%
64

%
63

%
54

%
63

%
66

%
69

%
70

%
70

%
54

%
67

%
73

%
72

%
71

%
71

%
48

%
61

%
66

%
67

%
66

%
65

%

Sa
fe

 W
or

ki
ng

 
Pr

ac
tic

es
37

%
45

%
50

%
52

%
59

%
68

%
48

%
48

%
54

%
59

%
66

%
77

%
51

%
54

%
62

%
63

%
66

%
78

%
39

%
46

%
52

%
54

%
60

%
70

%
* 

In
cl

ud
es

 p
er

so
na

l c
ar

e 
ho

m
es

 a
nd

 n
on

-m
ed

ic
al

 c
ar

e 
ho

m
es

E



The state of social care in England 2007-08184

Ta
bl

e 
e6

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

nu
rS

in
G 

HO
M

eS
 F

Or
 O

ld
er

 p
eO

pl
e

pr
iv

at
e

vo
lu

nt
ar

y
al

l S
er

vi
ce

s*

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

31
%

59
%

74
%

78
%

79
%

80
%

37
%

54
%

81
%

80
%

77
%

81
%

31
%

59
%

74
%

78
%

78
%

80
%

Co
nt

ra
ct

52
%

72
%

81
%

85
%

83
%

86
%

62
%

77
%

84
%

86
%

85
%

92
%

52
%

73
%

82
%

85
%

83
%

86
%

Ne
ed

s 
as

se
ss

m
en

t
62

%
78

%
84

%
85

%
85

%
90

%
71

%
82

%
93

%
87

%
87

%
93

%
63

%
78

%
84

%
85

%
85

%
90

%

M
ee

tin
g 

ne
ed

s
74

%
79

%
81

%
82

%
82

%
82

%
82

%
84

%
86

%
86

%
83

%
87

%
75

%
79

%
82

%
82

%
82

%
82

%

Tr
ia

l v
is

its
85

%
94

%
97

%
98

%
98

%
98

%
87

%
94

%
99

%
99

%
99

%
99

%
85

%
94

%
97

%
98

%
98

%
98

%

In
te

rm
ed

ia
te

 c
ar

e
67

%
72

%
74

%
81

%
82

%
84

%
77

%
80

%
88

%
86

%
98

%
98

%
68

%
72

%
75

%
81

%
83

%
85

%

Se
rv

ic
e 

us
er

 p
la

n
35

%
49

%
53

%
56

%
55

%
62

%
46

%
52

%
52

%
50

%
50

%
63

%
36

%
49

%
53

%
55

%
55

%
62

%

He
al

th
ca

re
71

%
73

%
74

%
72

%
76

%
82

%
78

%
82

%
80

%
78

%
77

%
84

%
71

%
74

%
74

%
72

%
76

%
82

%

M
ed

ic
at

io
n

53
%

56
%

55
%

56
%

59
%

67
%

55
%

54
%

52
%

55
%

49
%

64
%

53
%

56
%

55
%

56
%

58
%

67
%

Pr
iv

ac
y 

an
d 

di
gn

ity
77

%
82

%
85

%
86

%
87

%
88

%
85

%
89

%
92

%
91

%
91

%
92

%
78

%
82

%
85

%
86

%
87

%
88

%

Dy
in

g 
an

d 
de

at
h

81
%

83
%

88
%

87
%

86
%

86
%

86
%

90
%

94
%

92
%

93
%

90
%

81
%

83
%

88
%

88
%

86
%

86
%

So
ci

al
 c

on
ta

ct
 a

nd
 a

ct
iv

iti
es

67
%

73
%

77
%

76
%

73
%

73
%

81
%

88
%

85
%

78
%

84
%

81
%

67
%

74
%

77
%

76
%

74
%

74
%

Co
m

m
un

ity
 c

on
ta

ct
86

%
94

%
97

%
97

%
97

%
97

%
93

%
97

%
98

%
98

%
10

0%
99

%
87

%
94

%
97

%
97

%
97

%
97

%

Au
to

no
m

y 
an

d 
ch

oi
ce

74
%

86
%

90
%

88
%

90
%

89
%

77
%

91
%

95
%

90
%

93
%

92
%

74
%

86
%

90
%

89
%

90
%

89
%

M
ea

ls
 a

nd
 m

ea
lti

m
es

74
%

77
%

80
%

80
%

82
%

83
%

79
%

84
%

86
%

87
%

90
%

89
%

75
%

78
%

80
%

80
%

82
%

84
%

Co
m

pl
ai

nt
s

57
%

78
%

84
%

86
%

87
%

89
%

58
%

85
%

89
%

88
%

86
%

90
%

57
%

79
%

84
%

86
%

87
%

89
%

Ri
gh

ts
86

%
93

%
96

%
96

%
96

%
96

%
91

%
97

%
97

%
98

%
97

%
97

%
86

%
93

%
96

%
96

%
96

%
96

%

Pr
ot

ec
tio

n
52

%
69

%
75

%
74

%
78

%
83

%
60

%
78

%
86

%
81

%
81

%
88

%
52

%
70

%
75

%
75

%
78

%
83

%

Pr
em

is
es

54
%

61
%

66
%

65
%

67
%

72
%

64
%

75
%

79
%

74
%

78
%

82
%

55
%

62
%

67
%

66
%

68
%

73
%

Sh
ar

ed
 fa

ci
lit

ie
s

72
%

82
%

87
%

84
%

84
%

85
%

83
%

89
%

92
%

91
%

90
%

92
%

72
%

83
%

87
%

85
%

85
%

85
%

La
va

to
rie

s 
an

d 
w

as
hi

ng
 

fa
ci

lit
ie

s
61

%
71

%
76

%
77

%
76

%
76

%
80

%
82

%
85

%
83

%
84

%
83

%
63

%
72

%
77

%
78

%
77

%
77

%

Ad
ap

ta
tio

ns
 a

nd
 e

qu
ip

m
en

t
54

%
67

%
75

%
76

%
75

%
76

%
71

%
82

%
90

%
92

%
87

%
90

%
56

%
68

%
76

%
77

%
76

%
77

%

Sp
ac

e 
re

qu
ire

m
en

ts
65

%
87

%
93

%
92

%
92

%
91

%
79

%
93

%
94

%
93

%
93

%
91

%
66

%
87

%
93

%
93

%
92

%
91

%

Fu
rn

itu
re

 a
nd

 fi
tt

in
gs

38
%

54
%

66
%

73
%

74
%

76
%

59
%

74
%

83
%

83
%

85
%

84
%

39
%

56
%

67
%

74
%

74
%

76
%

E



Appendices 185

pr
iv

at
e

vo
lu

nt
ar

y
al

l S
er

vi
ce

s*

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
02

-0
3

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

He
at

in
g 

an
d 

lig
ht

in
g

54
%

65
%

74
%

76
%

76
%

78
%

65
%

77
%

79
%

83
%

85
%

87
%

55
%

66
%

74
%

76
%

77
%

78
%

Hy
gi

en
e 

an
d 

in
fe

ct
io

n 
co

nt
ro

l
56

%
65

%
70

%
73

%
77

%
81

%
69

%
85

%
87

%
81

%
87

%
89

%
57

%
66

%
71

%
73

%
77

%
82

%

St
af

f c
om

pl
em

en
t

72
%

75
%

78
%

79
%

80
%

80
%

76
%

81
%

85
%

82
%

82
%

87
%

72
%

76
%

78
%

79
%

80
%

80
%

Qu
al

ifi
ca

tio
ns

48
%

56
%

60
%

68
%

76
%

81
%

65
%

81
%

78
%

78
%

75
%

87
%

49
%

58
%

62
%

69
%

76
%

82
%

Re
cr

ui
tm

en
t

48
%

53
%

61
%

65
%

71
%

77
%

52
%

63
%

60
%

69
%

72
%

80
%

48
%

54
%

61
%

66
%

72
%

77
%

St
af

f t
ra

in
in

g
47

%
64

%
72

%
71

%
73

%
77

%
62

%
76

%
85

%
81

%
75

%
83

%
48

%
65

%
73

%
72

%
73

%
77

%

Da
y 

to
 d

ay
 o

pe
ra

tio
ns

64
%

65
%

69
%

73
%

79
%

80
%

78
%

86
%

87
%

87
%

83
%

87
%

65
%

66
%

70
%

74
%

79
%

81
%

Et
ho

s
77

%
85

%
88

%
87

%
86

%
86

%
86

%
92

%
95

%
95

%
91

%
91

%
77

%
85

%
89

%
87

%
87

%
86

%

Qu
al

ity
 a

ss
ur

an
ce

34
%

54
%

64
%

69
%

72
%

77
%

41
%

70
%

77
%

75
%

83
%

90
%

35
%

55
%

65
%

69
%

72
%

78
%

Fi
na

nc
ia

l p
ro

ce
du

re
s

65
%

81
%

88
%

90
%

90
%

90
%

76
%

91
%

96
%

96
%

95
%

97
%

66
%

82
%

88
%

90
%

90
%

90
%

Se
rv

ic
e 

Us
er

 M
on

ey
69

%
80

%
86

%
86

%
90

%
93

%
81

%
84

%
93

%
93

%
92

%
97

%
70

%
80

%
87

%
87

%
90

%
93

%

St
af

f S
up

er
vi

si
on

22
%

50
%

62
%

63
%

63
%

66
%

43
%

61
%

74
%

67
%

70
%

66
%

24
%

51
%

63
%

63
%

64
%

66
%

Re
co

rd
 K

ee
pi

ng
54

%
63

%
69

%
69

%
68

%
68

%
50

%
65

%
77

%
75

%
78

%
76

%
53

%
63

%
69

%
69

%
68

%
68

%

Sa
fe

 W
or

ki
ng

 P
ra

ct
ic

es
44

%
48

%
54

%
54

%
63

%
70

%
53

%
56

%
63

%
57

%
67

%
80

%
45

%
48

%
55

%
54

%
63

%
71

%

*I
nc

lu
de

s 
a 

sm
al

l n
um

be
r o

f h
om

es
 ru

n 
by

 c
ou

nc
ils

 a
nd

 N
HS

 h
om

es

E



The state of social care in England 2007-08186

Ta
bl

e 
e7

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

HO
M

e 
Ca

re
 a

Ge
nC

ie
S

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

49
%

66
%

76
%

80
%

39
%

64
%

74
%

79
%

55
%

71
%

85
%

87
%

48
%

66
%

77
%

81
%

Ca
re

 n
ee

ds
 a

ss
es

sm
en

t
66

%
77

%
83

%
87

%
69

%
75

%
82

%
89

%
74

%
80

%
84

%
92

%
68

%
77

%
83

%
88

%

M
ee

tin
g 

ne
ed

s
76

%
80

%
82

%
84

%
79

%
80

%
85

%
87

%
89

%
91

%
89

%
91

%
78

%
81

%
83

%
85

%

Co
nt

ra
ct

65
%

76
%

80
%

83
%

65
%

76
%

78
%

79
%

69
%

82
%

86
%

88
%

65
%

77
%

80
%

83
%

Co
nf

id
en

tia
lit

y
83

%
88

%
90

%
91

%
80

%
88

%
89

%
91

%
89

%
90

%
92

%
94

%
83

%
88

%
90

%
91

%

Re
sp

on
si

ve
 s

er
vi

ce
s

78
%

77
%

81
%

84
%

75
%

76
%

79
%

85
%

91
%

87
%

87
%

90
%

79
%

78
%

81
%

85
%

Se
rv

ic
e 

us
er

 p
la

n
41

%
51

%
59

%
67

%
41

%
49

%
58

%
67

%
57

%
62

%
67

%
74

%
43

%
52

%
60

%
67

%

Pr
iv

ac
y 

an
d 

di
gn

ity
88

%
93

%
94

%
95

%
90

%
94

%
94

%
97

%
94

%
96

%
95

%
98

%
89

%
93

%
94

%
96

%

Au
to

no
m

y 
an

d 
in

de
pe

nd
en

ce
83

%
89

%
90

%
91

%
82

%
88

%
90

%
91

%
91

%
94

%
94

%
94

%
84

%
89

%
91

%
92

%

M
ed

ic
at

io
n 

an
d 

he
al

th
 re

la
te

d 
ac

tiv
iti

es
50

%
58

%
63

%
71

%
43

%
53

%
63

%
72

%
65

%
63

%
72

%
81

%
51

%
58

%
63

%
72

%

Sa
fe

 w
or

k 
pr

ac
tic

es
69

%
76

%
82

%
86

%
76

%
80

%
86

%
91

%
77

%
81

%
89

%
95

%
71

%
78

%
83

%
87

%

Ri
sk

 a
ss

es
sm

en
ts

52
%

63
%

68
%

75
%

51
%

59
%

71
%

80
%

68
%

70
%

74
%

82
%

54
%

63
%

69
%

77
%

Fi
na

nc
ia

l p
ro

te
ct

io
n

64
%

73
%

76
%

78
%

68
%

76
%

80
%

84
%

72
%

79
%

82
%

86
%

66
%

74
%

77
%

80
%

Pr
ot

ec
tio

n 
of

 th
e 

pe
rs

on
53

%
64

%
75

%
82

%
54

%
70

%
82

%
88

%
72

%
76

%
85

%
89

%
55

%
66

%
77

%
83

%

Se
cu

rit
y 

of
 th

e 
ho

m
e

73
%

78
%

81
%

83
%

58
%

69
%

75
%

79
%

76
%

78
%

80
%

81
%

71
%

76
%

80
%

82
%

Re
co

rd
s 

ke
pt

 in
 th

e 
ho

m
e

62
%

69
%

72
%

76
%

60
%

65
%

70
%

75
%

74
%

77
%

76
%

78
%

63
%

69
%

72
%

76
%

Re
cr

ui
tm

en
t a

nd
 s

el
ec

tio
n

52
%

59
%

71
%

76
%

50
%

64
%

77
%

83
%

63
%

65
%

80
%

84
%

53
%

61
%

72
%

78
%

Re
qu

ire
m

en
ts

 o
f t

he
 jo

b
71

%
81

%
83

%
85

%
76

%
86

%
87

%
86

%
85

%
89

%
90

%
91

%
73

%
82

%
85

%
86

%

De
ve

lo
pm

en
t a

nd
 tr

ai
ni

ng
60

%
65

%
72

%
76

%
63

%
68

%
72

%
80

%
74

%
75

%
80

%
85

%
62

%
67

%
73

%
77

%

Qu
al

ifi
ca

tio
ns

63
%

68
%

70
%

74
%

57
%

67
%

77
%

82
%

72
%

79
%

81
%

81
%

63
%

69
%

72
%

76
%

Su
pe

rv
is

io
n

45
%

52
%

65
%

74
%

51
%

69
%

75
%

82
%

68
%

65
%

74
%

80
%

49
%

57
%

67
%

75
%

Bu
si

ne
ss

 p
re

m
is

es
, m

an
ag

em
en

t a
nd

 
pl

an
ni

ng
85

%
83

%
83

%
86

%
76

%
79

%
82

%
86

%
85

%
88

%
86

%
89

%
84

%
83

%
83

%
86

%

Fi
na

nc
ia

l p
ro

ce
du

re
s

95
%

95
%

94
%

94
%

88
%

91
%

92
%

93
%

99
%

97
%

96
%

97
%

94
%

94
%

94
%

94
%

Re
co

rd
s 

ke
ep

in
g

66
%

70
%

73
%

75
%

67
%

72
%

72
%

74
%

76
%

76
%

81
%

83
%

67
%

71
%

73
%

75
%

E



Appendices 187

pr
iv

at
e

Co
un

ci
l

vo
lu

nt
ar

y
al

l S
er

vi
ce

s

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

Po
lic

ie
s 

an
d 

pr
oc

ed
ur

es
69

%
75

%
76

%
78

%
67

%
78

%
80

%
81

%
80

%
76

%
82

%
82

%
70

%
76

%
77

%
79

%

Co
m

pl
ai

nt
s 

an
d 

co
m

pl
im

en
ts

66
%

75
%

85
%

89
%

64
%

78
%

86
%

93
%

75
%

82
%

90
%

92
%

66
%

76
%

85
%

89
%

Qu
al

ity
 a

ss
ur

an
ce

54
%

65
%

72
%

78
%

46
%

60
%

68
%

76
%

64
%

73
%

77
%

80
%

54
%

65
%

72
%

78
%

E



The state of social care in England 2007-08188

Ta
bl

e 
e8

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

nu
rS

in
G 

aG
en

Ci
eS

al
l S

er
vi

ce
s

20
03

-0
4

20
04

-0
5

20
05

-0
6

20
06

-0
7

20
07

-0
8

In
fo

rm
at

io
n

86
%

93
%

76
%

82
%

83
%

Fi
tn

es
s 

Of
 R

eg
is

te
re

d 
Pe

rs
on

s
53

%
66

%
77

%
76

%
78

%

Re
cr

ui
tm

en
t P

ro
ce

ss
77

%
87

%
86

%
87

%
89

%

Ch
ec

ks
 O

n 
Nu

rs
es

64
%

72
%

81
%

82
%

87
%

Id
en

tif
ic

at
io

n 
an

d 
Qu

al
ifi

ca
tio

n
63

%
76

%
85

%
83

%
83

%

Co
m

pe
te

nc
e

56
%

73
%

83
%

81
%

82
%

Co
m

pl
ai

nt
s

51
%

74
%

83
%

86
%

88
%

Pr
ot

ec
tio

n 
Fr

om
 A

bu
se

45
%

63
%

77
%

78
%

82
%

As
si

st
an

ce
 W

ith
 M

ed
ic

at
io

n
61

%
80

%
88

%
89

%
90

%

Co
nf

id
en

tia
lit

y
88

%
94

%
79

%
94

%
94

%

Sa
fe

 W
or

ki
ng

 P
ra

ct
ic

es
70

%
83

%
84

%
86

%
88

%

Fi
na

nc
ia

l P
ro

ce
du

re
s

85
%

91
%

91
%

92
%

92
%

Pr
em

is
es

86
%

91
%

86
%

93
%

95
%

M
an

ag
em

en
t S

tr
uc

tu
re

93
%

92
%

86
%

94
%

92
%

Or
ga

ni
sa

tio
na

l P
ol

ic
ie

s
54

%
73

%
83

%
87

%
89

%

Ag
re

em
en

t B
et

w
ee

n 
Th

e 
Ag

en
cy

 A
nd

 S
ta

ff
85

%
92

%
83

%
94

%
93

%

Re
co

rd
 K

ee
pi

ng
74

%
83

%
84

%
85

%
85

%

Qu
al

ity
 A

ss
ur

an
ce

56
%

68
%

72
%

76
%

79
%

E



Appendices 189

Ta
bl

e 
e9

  p
er

Ce
nT

aG
eS

 O
F 

Se
rv

iC
eS

 M
ee

Ti
nG

 O
r 

ex
Ce

ed
in

G 
in

di
vi

du
al

 n
M

S 
– 

SH
ar

ed
 l

iv
eS

 S
CH

eM
eS

al
l S

er
vi

ce
s

20
05

-0
6

20
06

-0
7

20
07

-0
8

Li
vi

ng
 a

 n
or

m
al

 li
fe

92
%

94
%

93
%

Re
fe

rr
al

83
%

82
%

88
%

M
at

ch
in

g 
an

d 
in

tr
od

uc
tio

ns
86

%
91

%
95

%

Da
ily

 li
fe

73
%

81
%

90
%

Se
rv

ic
e 

us
er

's
 p

la
n

71
%

67
%

80
%

Pl
ac

em
en

t m
on

ito
rin

g 
an

d 
re

vi
ew

73
%

74
%

85
%

Ca
re

r s
up

po
rt

 a
nd

 re
vi

ew
88

%
79

%
88

%

Se
le

ct
io

n 
an

d 
tr

ai
ni

ng
56

%
60

%
67

%

Co
nd

uc
t o

f t
he

 s
ch

em
e

60
%

63
%

76
%

Pr
ot

ec
tio

n
67

%
69

%
82

%

E



The state of social care in England 2007-08190





How to contact CSCI 

Commission for Social Care Inspection 
33 Greycoat Street 
London SW1P 2QF

Helpline: 0845 015 0120 or 0191 233 3323 
Email: enquiries@csci.gsi.gov.uk 
www.csci.org.uk/professional

We want people to be able to access this information. If you would like a  
summary in a different format or language please contact our helpline or 
go to our website.

Get monthly updates on news from CSCI – sign up to our email newsletter 
www.csci.org.uk/professional

CSCI-ARP-162-3000-TRI-012009

CSCI-240

From April 2009, the Care Quality Commission will take over the work of CSCI, the Healthcare 
Commission and the Mental Health Act Commission.
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