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The College of Social Work’s response to the call for evidence 
from The King’s Fund’s Commission on the Future of Health 
and Social Care in England 
 
The College of Social Work (TCSW) is the centre of excellence for social work and provides 
resources to its members to uphold and strengthen standards of professional practice. This 
document was produced in response to a call for evidence by The King’s Fund’s Commission on 
the future of health and social care. 
 
The College is led by and accountable to its members, and as such this response was produced, 
following a call for evidence, in conjunction with members of its Adults’ Faculty, frontline social 
workers and our policy champion volunteers. 

 
Like colleges for other professions, our role is to: 
 

 Hold the standards for the profession and support and enable our members to meet those 
standards. 

 Be the voice of the profession to policy makers and the media, ensuring that our members 
speak up for the profession. 

 Be led by and accountable to our members – the profession. We do this in order to improve 
the outcomes for the people served by our profession. 
 

For further information, you can get in touch with: 
 
Mark Ivory, Head of Policy and Communications 
Telephone: 020 8453 2922 Email: mark.ivory@tcsw.org.uk  
 
Michael Simpson, Policy and Campaigns Officer 
Telephone: 020 8453 2923 Email: michael.simpson@tcsw.org.uk   

  
 
 
Does the boundary between health and social care need to be redrawn to ensure that 
people can receive good quality, well co-ordinated treatment, care and support that meets 
their needs in a timely, safe and dignified way? 
 

The Government’s decision to put individual well-being at the heart of the Care Bill, now 
passing through Parliament, is arguably its most radical innovation. The College of Social 
Work believes that the well-being principle, if it is fully implemented as part of the legislation, 
can effect a deep-seated change in community-based health and social care services and 
improve the lives of the people who use those services. 
 
This is how the Government characterised the principle in the Care Bill Explained, published 
with the Care Bill: “At the centre of the [Caring for Our Future] White Paper is a vision for a 
modern system that promotes people’s well-being by enabling them to prevent and postpone 
the need for care and support, and puts them in control of their lives so that they can pursue 
opportunities, including education and employment, to realise their potential.” 
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The well-being principle is the foundation stone of an integrated care, support and health system.  
Health and social care professionals working within this system would each see their unique role 
and specialist skills as contributing to overall well-being and support to build independent and 
resourceful patients/service users, families and communities. 
 
Each professional would recognise the importance of other professionals in the matrix, overcoming 
the exclusive “medical model” of the NHS and combining it more effectively with the social model 
of disability and need, public health planning and models of community development.  
Social workers would be fully recognised and valued as part of this matrix, working within this 
system with their specific contribution to the well-being and independence of individuals and 
community development.   
 
Person-centred care and support focused on well-being should apply across the system and, from 
this perspective it makes no sense at all to put health and social care in separate compartments.  
The system is a spectrum of the many and varying skills that are needed by people as they move 
through the journey from active independence to dependency and eventually death.   
 
The spectrum starts with good information, advice and supportive community services for when 
you need minimal community support and goes all the way through to intensive support in all areas 
of life, palliative care and support to families and death.  The notion that there are parts of this 
journey that are boxed off into health or social care is a product of the separate ways  in which 
“health” and “social care” have been developed, funded and legislated for in this country.  
 
The boxed off approach has been damaging because it has often led to very different entrenched 
cultures in the NHS and local government social work, making it difficult to deliver integrated care 
and support.  Funding arguments between the two sides are still common, despite various 
attempts to fix the problem, e.g. through the NHS Continuing Healthcare guidance. There are still 
boundary disputes about who is responsible for what and which practitioners are best qualified to 
carry out particular tasks, resulting in , unnecessary duplication where several workers are sent to 
do what one could do, e.g. one to get someone up in the morning, another to monitor blood 
pressures and take blood samples or monitor diabetes.   
 
Pilot schemes may help to improve things locally, but they are far from effecting cultural change 
across the system as a whole.  The new clinical commissioning groups (CCGs) are not always 
helping either, particularly where they continue to commission only health professionals to carry 
out intermediate care and case management of long term conditions for example.  CCGs should 
commission instead for outcomes, for which the contribution of social care is indispensable, and it 
should be mandatory for CCG boards to include social work representation.  This is essential if 
there is to be proper recognition of the “social model” of care and support, something on which the 
strategic direction of the NHS depends. 
 
What would help achieve a more integrated system of care and support? 
 
The bold, and very likely the most effective answer would be a single health and social care budget 
with a range of specific duties attached to it as part of a new partnership organisation (see case 
study 1 below). Pooled budgets of the kind that exist already obviously help, but only as an interim 
solution.  Fully unified funding arrangements would open the way for much more creative strategic 
thinking and the consideration of more radical options for the development of the system as a 
whole.  Joint funding through section 256 agreements (or section 75 agreements in mental health) 
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too often turn out to be transitory.  A recent survey found that 16% of local authorities responding 
had terminated section 75 agreements1 
 
A disproportionate amount of health funding still goes into acute care, even though there is 
incontrovertible evidence that investment in prevention and early intervention saves the health and 
social care economy money which can be reinvested in community solutions.  The boundary 
between health and social care maintains this bias towards acute care, as do the barriers within 
the NHS itself, e.g. between the management of acute and chronic conditions, or between 
secondary and primary care.  These boundaries are reinforced by training and professional status 
as well as a preoccupation with the setting in which an episode of care takes place rather than with 
meeting needs and improving outcomes for people.   
 
Social work leadership is vital if truly integrated care and support that promotes well-being is to be 
accomplished.  This professional leadership must run from the frontline all the way to the top of the 
organisation, including social work representation at board level otherwise its impact will be muted.   
The new role of Principal Social Worker for Adults in each area, analogous to the Principal Child 
and Family Social Workers recommended in the Munro Review of child protection, could help to 
achieve this aim. 
 
Social work is still seen by the NHS as predominantly a service that helps (or hinders) hospital 
discharge. This concept is gaining more, not less ground, because of soaring emergency 
admissions of older people with very complex needs at a time when hospital beds are being 
reduced. The parallel universes of health and social care are summed up in following clashes of 
language and culture: 
 

 Contrasting institutional histories have resulted in different aims, assumptions and 
language.  For example, to NHS staff a residential or nursing home is “home” because it is 
not hospital. Whereas living independently “at home” means something very different to 
living in a care home for social workers/local authorities. “Safeguarding” in the NHS means 
ensuring clinical practice is delivered effectively by health staff and dealing with it internally 
through the serious incident reporting system where treatment falls short of standards.  
“Safeguarding” for social work means a multi agency response to investigate abuse or 
neglect and to protect victims from further abuse. 
 

 Independent community or voluntary organisations are often an alien concept in the NHS, 
where there are strict “productivity” targets around direct delivery of nursing or therapy care 
to patients. There is a tendency to measure social workers’ outcomes by the amount of 
face-to-face time they spend with “patients,” as would happen with a physiotherapist, for 
example. The idea that advocacy, partnership work or community development also count 
as social work can be hard to adjust to in a clinical world.   

A fundamentally different conception of case management, and social work’s role within it, is 
required in the NHS.  Case management/coordination must become genuinely multi-professional.  
It is traditionally disease specific and delivered by community matrons or senior nursing staff with 
specific skills in whatever long term condition an individual is classed as having. The disease or 
long-term condition is the key factor, not the person’s quality of life as lived within their family and 
community. 
 
When this happens, social work is likely only to be seen as helpful when “social support” such as 

                                            
1
“Councils split on integration of mental health social workers in NHS”, Community Care,  24 September, 2013 

http://www.communitycare.co.uk/blogs/mental-health/2013/09/councils-split-on-full-integration-of-mental-health-social-workers-in-nhs/  

http://www.communitycare.co.uk/blogs/mental-health/2013/09/councils-split-on-full-integration-of-mental-health-social-workers-in-nhs/
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“home care” is needed. Social work is not seen as a guiding force in improving a person’s life, 
environment and independence, while the concept of building social capital and community support 
does not exist within this model.  Case management in the NHS is not, traditionally, concerned with 
the overall patient as a functioning person in their community but as a medical problem to be cured 
or managed.  Among other things this can undermine preventive strategies to reduce admissions 
and re-admissions to hospital. 
 
Hospital discharge policies are partly responsible for the fact that councils still spend approximately 
half of social care funding on residential care for publicly funded clients.   Many of them could live 
independently as part of their communities, given a more imaginative use of social workers and a 
stronger acknowledgement within the NHS of personalised care and support. 
 
This was a central argument of The College of Social Work’s Business Case for Social Work with 
Adults discussion paper2, which cited as an example Central Bedfordshire’s Social Work Practice 
Pilot.  It experimented with ‘network meetings,’ which social workers ran with service users, their 
families and other associates, where safeguarding concerns had arisen.  Emily White, a social 
worker and the council’s safeguarding vulnerable adults’ manager, is quoted as saying: 
 
“A standard response to situations where the caring role has broken down may be to increase 
services, if only for monitoring purposes, or even to remove the person to residential care. This will 
rarely be the person’s first choice, and an expensive option. If individuals and their families can be 
supported to find their own solutions that avoid the input of council commissioned services, these 
are not only likely to be more personalised, but could see a reduction in costs to local authorities. 
Social workers are equipped to be able to support individuals to think about their options and 
provide that additional support to ensure their goals are met over a period of time.” 
 
Social work leadership within local authorities and in NHS settings could help to establish a variety 
of community solutions to out-of-hospital care and support instead of the current single-track 
reliance on residential and nursing home care (see case study 2 below). If services were 
reconfigured into a partnership organisation with a single budget, social workers would be seen as 
integral to a united care and support system and have the same status as nursing, therapy and 
other professionals.  Social workers must have the professional self-confidence and leadership to 
argue their case for the social model of care and support with health colleagues. 
 
Social workers are ideally placed to be care and support “navigators” for people caught up in 
complex systems of health, social care, housing, employment and education, helping them to 
assemble packages of care and support drawing on these and other resources. This way of 
working puts the person, each with her multifarious needs and desires, centre stage and it is what 
integrated care ought to look like. 
 
As such social workers would be recognised by all NHS professionals as contributing specific skills 
to the overall well-being of people and communities, part of a matrix of skills that keeps people 
safe, well and independent for as long as possible.  A single line management structure would 
sustain this arrangement by ensuring that NHS managers (as part of the partnership organisation 
mentioned above) were accountable for social work and therefore had to understand it.  It would 
result in a fundamentally altered NHS mind-set, which currently holds that social workers are 
simply there to implement hospital discharges or sort out funding for care packages.   
 
The range and distinctness of the knowledge and skills that are brought to the health and social 
care “team around the person” also need to be acknowledged.  Integration requires precisely 

                                            
2
 The Business Case for Social Work with Adults: A discussion paper, The College of Social Work, December 2012. 

http://www.tcsw.org.uk/uploadedFiles/TheCollege/_CollegeLibrary/Policy/BusinessCaseSocialWorkDiscussionPaper.pdf
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defining the competences and capabilities that underlie the respective professional contributions, 
e.g. from social workers, nurses, and occupational therapists.  There is a tendency to assume that 
everyone in a multi-disciplinary team can substitute for everybody else and, for instance, that 
nurses can handle the complex exploration of people’s social circumstances and personal 
challenges which should be the province of social work.  Models of integration that homogenise 
professional roles produce poorer outcomes than models that preserve their unique but 
complementary contributions. 
 
Where health and social care do continue to operate under separate management structures, local 
Health and Well-being Boards will have to lead the root-and-branch reform outlined above. The 
College of Social Work disagrees with the Government’s decision to reject the Draft Care and 
Support Bill Joint Committee’s recommendation of placing a duty to promote well-being on the 
Secretary of State for Health.    
 
As the Government’s Spending Review announcement of an annual £3.8 billion pooled health 
and social care fund demonstrates, the well-being of older people will increasingly depend on the 
joint efforts of the NHS and local authorities.  Multi-agency Health and Well-being Boards 
oversee the strategic development of these community services and, therefore, The College of 
Social Work believes that the Well-being Duty should be extended to all those represented, 
including the NHS. 
 
And, despite the promise of a £3.8 billion pooled fund in 2015, these developments come in the 
context of austerity-driven cuts.  According to the Association of Directors of Adult Social 
Services, in the period 2011 – 2014, savings worth 20% of net spending on adult social care 
have been made by local authorities.  It admits that some of these savings have been found by 
"providing different, more cost effective packages of care, or reduced levels of care, to many 
elderly or disabled people."3   
 
Against this background, the challenges confronting successful integration are not 
insurmountable, but they are nevertheless formidable and will require the full participation of all 
professional groups, including social workers, if they are to be overcome. 

 
 

Case Studies 
 
Case Study 1: Integrated health and social care 
 
On 1 July, 2013, 28 integrated local teams of district nurses, community matrons and social care 
staff went live in Staffordshire. 
 
This was the culmination of a journey to providing joined-up health and social care services that 
began in the county back in 2009. Following two years of development between the NHS and 
Staffordshire County Council, formal integration was made real in April 2012 when more than a 
thousand social care staff joined the Staffordshire and Stoke-on-Trent Partnership NHS Trust.  
 
The partnership also manages the £150m budget for Staffordshire social care (outside of Stoke-
on-Trent) including the entire domiciliary care contract.  Now, as the UK’s largest integrated 
provider health and social care, we carry out social care assessments and manage social care 

                                            
3
 “Social care funding: 'a bleak outlook is getting bleaker”, ADASS, 6 May 2013 

http://www.adass.org.uk/index.php?option=com_content&id=914&Itemid=489  

http://www.adass.org.uk/index.php?option=com_content&id=914&Itemid=489
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services in addition to providing community health care in hospitals, health centres and at home. 
 
For the public the traditional approach is fragmented, confusing and too often inefficient.   From the 
outset we wanted to develop a system that was easier for people to navigate, less bureaucratic, 
simplified processes and gave staff the professional freedom to meet people’s needs in the most 
efficient way. 
 
The new teams, supported by a new single management structure, will be responsible for 
significantly improving access to care and services for people in Staffordshire and help to reduce 
the amount of duplicated assessments previously carried out. 
 
Following a pilot the integrated teams will continue to work with local GPs across the county to 
identify those with the greatest needs and the greatest potential from integrated working in order to 
provide personalised care to suit them. Care will be targeted appropriately, ensuring independence 
can be maintained and escalation to hospital care is avoided. This will mean patients are better 
supported to remain healthier and independent for as long as they are able. 
 
Each person will have an individual care plan created and delivered by an integrated team, 
designed around their holistic needs and assigned to the most appropriate professional who will 
co-ordinate their care. The care co-ordinator will also be able to reach out to other services and 
voluntary agencies to provide a complete care package for service users with one single point of 
contact. 
 
The community care services that we purchase on behalf of our clients still needs the individual to 
have an identified eligible care need. However, we have seen the benefits already of health and 
social care professionals working together with risk stratification approaches for people with long-
term conditions using the assessment skills, knowledge and expertise of social care professionals 
regardless of whether the individual has eligible care needs for services.4 
 
Case Study 2: Community capital as an alternative to institutional care 
 
Oakland Village is part of Derbyshire council’s £200 million investment to divert resources from 
residential care to specialist housing, day care and residential services for older people across the 
county.  
 
It is a programme that is not without its critics, as it involves the closure of several traditional 
residential homes. These are being replaced by specially adapted one and two-bedroom 
apartments built in partnership with the private sector and available to rent or buy. Each housing 
complex offers shared community facilities and integrated on-site support with health, social and 
housing needs.  
 
As the on-site social worker at Oakwood, Ruth Aten-Shearwood is responsible for assessing 
potential applicants, drawing up care plans for those that need them, coordinating services and 
helping residents develop social networks both within Oakwood itself and in the community 
beyond. It is an approach that chimes with The College of Social Work’s recent discussion paper 
on The Business Case for Social Work with Adults which presents an economic argument for 
allowing social workers to concentrate less on care management and more on empowering people 
to care for themselves within active, inclusive communities.     

                                            
4
 Summary of article by Stuart Poyner, Chief Executive, Staffordshire and Stoke-on-Trent Partnership NHS Trust, Community Care, 8 

August 2013 http://www.communitycare.co.uk/blogs/adult-care-blog/2013/08/good-supervision-key-to-making-integrated-health-and-
social-care-teams-work/  

http://www.tcsw.org.uk/uploadedFiles/TheCollege/_CollegeLibrary/Policy/BusinessCaseSocialWorkDiscussionPaper.pdf
http://www.communitycare.co.uk/blogs/adult-care-blog/2013/08/good-supervision-key-to-making-integrated-health-and-social-care-teams-work/
http://www.communitycare.co.uk/blogs/adult-care-blog/2013/08/good-supervision-key-to-making-integrated-health-and-social-care-teams-work/
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According to Aten-Shearwood, it is a model that makes sense at a time when local authorities are 
increasingly being asked to provide more care for less investment. She said:  
 
“Let’s face it, residential care is costly. It’s a minimum of £450 a week, of which the county ends up 
paying a high percentage. But if you can create a purpose-built environment where people can not 
only remain independent, but also fulfil their own psychological, emotional and social needs and 
receive the onsite care they need from a trained workforce, then everybody saves money.” 
 
Aten-Shearwood gives the example of an elderly resident who was all set to go into residential 
care after suffering a serious fall in her own home. Instead, she came to Oakwood where her care 
package now costs just over £200 per week. 

 
“We would have being paying about £300 a week [if she had gone into residential care], so we are 
saving £100 a week just on her package of care and she’s social, she’s happy, she’s got her own 
place. She turned 100 early last month. It was a big party.”   
 
Money is also saved on community care, as the need for support services tends to diminish once 
residents are in a more age-appropriate environment.  For instance, one couple who were 
struggling to cope in their own home before coming to Oakwood has seen their care costs fall by 
around £450 a month.  
 
“They were in a house with a lot of stairs, suffering a lot of falls and receiving quite a lot of care 
within the community. Since coming here their care needs have gone from 7.5 hours a week to just 
one half-hour call a week. By providing age-appropriate and needs appropriate housing, plus 
having the care here as needed on site, we are saving money across the board. Staff are not 
having to drive across town to make the next call, so we are saving money on trip costs and they 
also have a bit more time to spend with people.” 
 
Oakland consists of 88 purpose-built flats, split between choice-based lettings through the 
Derbyshire County and South Derbyshire District Councils and private sales through the Trident 
social housing group. There is also a 20-bed residential facility with a 4:1 staffing ratio for people 
with dementia and an eight-bed re-ablement unit funded by local GPs.  
 
While cost-efficiency is a cornerstone of the complex, there is no feeling of austerity about it. Nor 
does it have the institutionalised mood of many residential homes. With its restaurant, bar and 
bistro, chalet-style architecture, gym and ‘village hall’, it’s more a hybrid of a high class health club, 
ski resort and hotel.  
 
Most of the communal facilities are open to the general public and Aten-Shearwood is keen to 
avoid Oakwood being seen as exclusive or remote from its neighbourhood. 
 
“It’s a community resource. We are inviting the community to bring in their fashion shows, to bring 
their music, to bring their art clubs, to bring them here. It gives them the space and it gives our 
residents the chance to participate in those things. Whereas many of them previously would have 
been homebound and unable to participate.” 
 
Walking around Oakwood, greeting residents by name, Aten-Shearwood clearly feels part of the 
community she is helping to create. And she is keen to stress that not all of its benefits can be 
quantified on the social services balance sheet.  
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‘If you look at social work as being holistic, the things that don’t generate a budget are sometimes 
the most important,’ she says. ‘And if you manage those as well then the budget goes down 
anyway.’  
 
‘You can talk about personal care and you can talk about making meals, helping with shopping, 
tidying the home - all those things that traditionally in care management will generate a budget. But 
you haven’t looked at people’s social and leisure opportunities, the fact that they’ve been isolated, 
maybe their bills and paperwork haven’t been managed. These are the things that make up the 
whole holistic social work model.’ 
 
She believes that catering for these needs can help reintegrate people into society and produce 
astonishing improvements in their mood and social interaction.  
 
‘Being depressed can throw somebody’s ability to make a meal or their desire to get up and have a 
shower,’ says Aten-Shearwood. ‘They may say they can’t do something when they actually can, 
but they are just so depressed or lonely or sad that they don’t see the point. You start to see a shift 
when they come in here and all of a sudden they become part of a community or a group. It takes 
people from ill-being into well-being.’5  

                                            
5
 Edited version of article in Social Work Matters, The College of Social Work, September 2013. www.tcsw.org.uk  

http://www.tcsw.org.uk/

