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BRIDGING THE BOUNDARIES?
COLLABORATION AND COMMUNITY CARE:
SUNDERLAND, 1990 - 1994

Margaret Mary Gilley
Ph.D., 1996
ABSTRACT

The independence of the health and social care agencies makes the coordinated delivery of
inter-related and inter-dependent services very difficult. Collaboration in health and social
care-has been a goal of policy makers for many decades, but it has not been achieved to the
degree or to the extent of the aspiration. This thesis examines collaboration in the context
of the NHS and Community Care Act 1990, which marked a new stage in the development
of community care policy and in collaborative working between health and social services.

The thesis takes the form of a case study set in Sunderland during 1990-1994, from the
‘passing of the Act to the first anniversary of the implementation of its community care
elements. It considers firstly, collaboration at a strategic planning level between Sunderland
Health Authority and the Local Authority Social Services Department in the development and
implementation of community care policy; secondly, the evaluation of a collaborative project
at an operational level, in the attachment of a social worker to a general medical practice; and
thirdly, the evaluation of a project which tried to strengthen collaborative working within the
health service, among district nurses, health visitors and general practitioners. The thesis sets
these three pieces of work in a number of contexts: the political setting of the NHS and
Community Care Act and the changes it introduced; the literature of collaboration; and a
description of Sunderland and its need for health and social care. '

The case study showed how difficult it is for organisations to work together. Relationships
between individuals tended to be more collaborative than relationships between corporate
bodies, but it is important to see the relationship between those individuals in the context of
relationships between organisations. The study also found that for the success of joint
. projects to be sustainable and generalisable, collaboration needs to be present at all levels of
the organisations. The thesis also showed that there is as much need for collaboration within
the health service as between the health and social services. -

The thesis used as a measuré a framework of factors which promote collaboration, and found
that many elements were lacking in Sunderland. However, in the real world it is necessary
to settle for a notion of "pragmatic collaboration” in which joint working is possible even
when full collaboration is absent. :
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‘CHAPTER ONE

"INTRODUCTION

INTRODUCTION

At the Social Services Conference in 1995, Alan Langlands, Chief Executive of the
" National Healfh Service (NHS) emphasised the importance of collaboration between

health and social services:

~Joint workmg across health and social services is no longer an
optional extra - it is an absolute necessity. We must work together
if we are to provide good services tailored to the 1nd1v1dua1 needs of
users, if we are to motivate our staff and if we are to get the best
value for the money that the public have entrusted to us. ... The
next ten years will bring growing interdependence between the NHS,
Social Services and other parts of the welfare system. We need to
look imaginatively beyond our narrow organisational boundaries if we
are to tackle common problems effectively and make the best use of
finite resources. We need to understand each others' perspective,
respect each others' opinions and promote cooperation - by playing'
to each others' strengths and eliminating duplication of effort.!

' NHS Executive press release, "Alan Langlands calls on health and social
"sérvices to work closer together", 21 September 1995.




This call for coliaboration was not new. Policy makers had for many years been
calling for the health and social servicgs to work tqgether across the organisational
boﬁndari_és. fhis thesis examinés the nature and effectiveness of that collaboration,
as it éccﬁrred betweeﬂ the health and s.ocial'-services in one city in north-eastern
Engiaﬂd, Sunde;land, in the years immediately féllowing the NHS and Community

Car¢ Ac;c 1990.

THE SEPARATE D_EVELOPMﬁNT OF HEALTH AND SOCIAL SERVICES

+ Let us first consider how these services develgped, to see why collaboration waé
d'ee_med'to be néceséafy. The develppment ;)f heaith ;md social services in Britain
is ch'aracteriséd by division. ‘Though pubiic provision of community healthvservices.
and ;ocial services grew from the same root, hospital services and general meciical
care developed separately. Both community health and soci_al servicés originated in
Poor Law vp.rovisi'on from the seventeenth-century and amendeci in 1834. The Poor
Léw was superseded by the Local Government A‘ct 1929, which transferred the care
o of vtl‘le non-able-bodied to local a{uthorities. .Other community services began

separately and were incorporated into this provision, including the protection of

children fr_dm cruelty and deprivation, as well as midwifery and health visiting.

When the National Health Service was established in 1948, itv had three distinct
branches which were all administered separately: the hospital services, family
practitioner services, and the community health servi_ées, the last of which were

under the local authority. From the beginning, therefore, the NHS lacked integration.




The various social care services deneloped separately and haphazardly during the
- twentieth-century. In 19_65, the Seebohm Comm.ittee was set up to "review the
.or'g'anisvetion and r:e.sponsi.b-ilities :bof fhe local authority persena1 sovcial 'services in
England.and Weles end te consider what ehanges are desirable te secure an effective
fain-ilyv service"%. It identified the.cau’se of the'wea_knesses in these sen;ices es lack -
'of resdufc_es,’ iﬁadé@ﬁqté -kne’vfledge and divi.d:ed resnonsibility.. Hell argues that ’:chis
de_ﬁnitien of the'nroblem l.im'ited ehexeolutien that the Committe'e wes,_ likely to
eﬁeose’. ATAh‘e' 'Cdmn}itteefejectedi‘t:he -optien-,qf integretin_g the personal so-c:iel
.seevi'c.e:s. witn .nealth and vpes_'s'ib'ly.» ve‘ducatinn‘.':depa;it.:ments a-s_:ixn-px_-a.cticel, beeauee
._;eo,ci'al 'se.-'r‘vices_Were undeneloped, eempefed.te medicine and edneation“. 'As a"resuit
et‘ the Seebohm Report Social Servmes lsepartments were ‘set ‘up as. local
gonemﬁent departm ents.- The SSstumﬁed five strands of soc1a1 care the chlldren s
‘ end'wel_fare' departm‘enuts. Qf local, auth.orltles, n05p1tal almoners, ps&chmtnowcxal
work in hosnitals,' cornmnnity 'x.nental.heelAth services and the home help ser.vic_es"
; lvd_evelo}ped} durlng th.e_‘ war under ’;he euspices of the Medical Ofﬁc_er fer Health. Hall

concludes that

“the Seebohm reor'g'anization.’ left many of the basic problems of the
personal social services unsolved; obtaining adequate resources for
this sector, achieving . cooperation between different professional
groups and agencies, clarifying the role, if any, of the social worker

, 2 Report of the Commlttee on Local Authority and Alhed Personal Social Serv1ces
(London: HMSO 1968) § 1.

3 Phoebe Hall, Reformzng the Welfare (London: Hememann, 1976) p. 60

¢ Commmee on Local Authonty and Allied Personal Social Serv1ces 1968 §§
132 136.




_in society.”

Twenty years. later, these problems still impeded the delivery of the services.
Howév}er,,_ the pefsonal sbcial services grew rapidly during the 1970s. Social workers
became increasingly professionalised, with the expansion and reform of formal

training schemes.

While the Séebohm Report was being im’plémehted, V.the government Had turned its
o thoAu';vgh'ts'to‘ the'.prvdblejms. of tl}é'NHS., ;I;he Blue-,P'g;-)er‘:of 1972 which proposed a
. _ré_orgaﬁisation of tfle NHS ruled out the possilﬁlity, of making hc;alth and social
S‘ervices the réspgr.lslibi’lity-of one agehcy, but époke of the need to ensure that "the
" two parallel alithoritiés - dne locél, one- health - with their separate statutory
fespbnsibilities, shall work.tégéther in partnership fdr t:he health and social care of
the ,;')o‘pul'atiovn."“S Thé 1974 ‘r.eorganis‘ation transfel;réd ‘the management of the
ﬁommﬁnity.health serVipeé from the local authorify to the new health authorities.
Th'oﬁgh this dis_solved oﬁe bar;ig:r, betwe‘en hospital services and community health
sérvices,_: it sér_véd to divide the community health services from the local authority
social care ser\./iccs with which they were so closely linked. In any case, cémmunity
heaith servic_:és remail"‘le‘d very much the poor relation ‘of the powerful hospital

. services, with Family Practitioner Services a separate arm of the health service.

5 Hall, 1976, p. 130,

§ Keith Joseph, Foreword to National Health Service Reorganisation: England
(London, HMSO, 1972) p. vi.




Nevertheless, the 1974 changes were marked by a notion of integrétiop’. One of the
p‘rincipgl aims of the 1974 reorganisation was to establisﬁ a-mechanism for joint
wqbr.k_iﬁg. Area.:Health Aﬁthorities;Awhi(;h were’ mo;stly coteripinous with Local
Authority‘ boundaries, Twere set -up: to plan and liaise with local authoritiés; The
fequirémént to plan joiﬁﬂy and. \‘Novr-k.together waé strgngtﬁened over the next 15
yéars as the framéwdrk for. planning was eétablished and developed. Thg respo;nse
',td the division betweeﬁ —héalth'and’social services, which had itself been aeepened
Aby the feorganisation, the'reforé',‘ was to ;:rééte a formal bridge over the gép, ‘f'oun_ded

" on joint planning and su'ppo_r’t:edA by joint finance.

THE NEED FOR COLLABORATION IN COMMUNITY _CARE

This history of division and séparation was, then, the c{)ntext. in which services were
delivered and policies pursued. These barriers and boundaries were present as much
within the health service as between the health service and social services. They

“were not static, but'were constantly shifting.

This thesis is conéc'rnéd with one parficul'ar area of policy iﬁvolving both health and
social services. The d‘evelopment'of '"-'cdmmunity care"lwas an importaﬁt thrust of
sdcial bolicy from thej 19505. »Community care implies that the care of vulnerable
people take; place 1n "the community", rather than in. institutions. In practice,

"community" is a contentious and ambiguous term. Community care policy is

" David Hunter, "The Impact of the NHS Reforms on Community Care", in M. .
Titterton, ed., Caring for People in the Community (London: Jessica Kingsley, 1994)
pp. 12-23 (p. 14).




equally ambiglllous, and ill-defined®: It‘includés the resettlement of patients from
long-stay hospitals and the policy Qf supporﬁng the gldlerl_y and people with
disabilities in their own homes for as long éS possible. FG_overnment policy on
community care conisistentlyremphasises the need for céllal-)oration.‘among all those
agencies which;-prov,id‘e care: health service, social seryices, housing departments,
other 1_09;11 authority sejzrvices,voluntary sécfor services, independeht sector services
“and informal carers. How thisAcollab'oration is to take piac'e is '_less_ clear, and there
is a 4virtuA_al silence. abéut Vresouvrces to make it happen. Thbere Wiil be a discussion

of the development offcommunify care and the issues. 're_l’ated to it in Chapter Three.

What, ihen, is "collab;oratio.n"? It is a very nebulous temi, often uséd by policy
makérs for its emotional impact,'rather ‘tha‘n for the precisibn of its meaning. The
_definitions will be _expioréd in Chapter Four, but the.interpretation of collaboration:
as .coﬁsorting with the enc_am-y is not without ifony in the context of uneasy ahd

uncertain relations between health and social services.

There is also a question about why collaboration is necessary. “Collaboration in
community care is required by central government in order to "improve resource
utilisation by eliminating gaps and overlaps in services; to develop community-bdsed

services so that peoplé are kept out of hospital and other institutions; to improve the

k Alan Walker, "The Meaning and Social Division of Community Care" in Alan
. Walker, ed., Community Care: the Family, the State and Social Policy (Oxford:
Basil Blackwell.and Martin Robertson, 1982) pp. 13-39 (p. 13).

* 6




level and quality of service for the elderly, mentally ill and mentally handicapped"’.
There is a deeply felt assumption that the different elements'of community care .
should be coordinated, and ’.chat collaboration between agencies will result in better
.' quality of cére for clients and prevenf duplication of resources.. This assertion is so
strongly held that fhere is little evidence of research to test it. Benefits are thought
to occur in th;ee areas: better quality' of care for clients, a more satisfactory was' of

working for fieldworkers and more efficient use of resources. These will now be

discussed in turn.

- There is certainly a strong link betwéen the neergi for different services. People who
are éhronicail_y ill often have social needs, : and people who are ‘socially and
economically deprived are more prone to illness and disability. They may need a
wide range of health and social services, which are provid-ed by a number of
diffe.fent organisations. In the end, this diversity> of proVision creates the'ne_:ed for :

collaboration. As Webb and Wistow point out,

the case for collaboration rests upon the need to-secure a. higher
degree of integration between a range of interdependent but
separately administered services - services whose administrative

_ structures are currently organized according to the skills of their
providers rather than the needs of their clients'®.

The coordinated delivery of services requires the agencies to collaborate in planning

“® Gerald Wistow, "The National Health Service", Town Planning Review, 51:3,
1980, pp. 302-305 (p. 303). ‘

19 Adrian Webb ’l& Gerald Wistow, Planning, Need and Scarcity: Essays on the
Personal Social Services (London: Allen & Unwin, 1986) p. 142. '

* 7




those services and in managing them, and requires practitioners and field workers
to work together to provide them. There need to be good links and relationships,
therefore, at diffgr_ént levels between the organisations, at fieldworker level in both
the assessment of needs and the provision of services, and at management levels in
coinmissioni_ng serviceé, strategic plapning, and operationa}l planning. Corney points
out that "it is important to try_to provide a more integrated service catering for: the
social, emotional and Health needs of patie_'nts and clients in a coordinated rather than
a piecemeal fashion;"‘. Some studies have demonstrated that colléborative care

leads to improved outcomes for clients”.

. Collaboration also yields benefits for the deliverers of care, including mutual trust
and support®. It can also be a way of harnessing ideas and energies, so that the
whole is greater than the sum of its pafts”, and of creating an environment in which

participants feel valued',

There is also an expectation that collaboration will result in the better use of

"' R H Corney, "Social work and primary care - the need for increased
collaboration: discussion paper", Journal of the Royal Society of Medicine, 1988, 81,
pp. 29-30 (p. 29).

2 Jan Mackenzie, "All together now - collaboration to improve the care of people
with asthma", Journal of Interprofessional Care, 9:3, 1995, pp. 245-250.

"* Morag McGrath, Multi-Disciplinary T eamwork (Aldershot: Avebury, 1991) p.
61. '

' Mildred D Mailik and Ardythe A. Ashley, "Politics of Interprofessional
Collaboration: Challenge to Advocacy", Social Casework: The Journal of
Contemporary Social Work, 1981, pp. 131-137 (p. 131).

"> John Nicholsoh, How do you Manage? (Lobndon: BBC Books, 1992) p. 68-69.

8




resources, as Langlands‘ comment at the beginning of ‘this chapter shows, aﬁ
expectatiqn establisheq in thev early guidance on joint planpingl_“'. One Audit
Commission réport after another offers evidence of wa'st_e arising from a failure to
_ (;oll_ébora_te”._ Thefe is also some local anecdotal 'eyi&ence. For example, in
Sunderland, before the Social Sérvices Department took on the responsibility of
pﬁrchasing residential énd nursing home care in 1993, there was a story circula&ing
about a person who was admitted to'a home because the statutory authorities could
not agree on the responsibility for providing a commode.

However, though collaboratiqr_l may have some:;beneﬁts,lthere is also evidence from
organisational psychology whiéh shows that..te;ms do not necessarily produce more
or better ideas,{ outcomes oOr i)roblem-'solving, and that a. sense of cohesiveness does

not necessarily result in better performance'®.

Engendering collaboration between health and social services has been a goal of
policy-makers for two decades, and has proved to be notoriously difficult. This is

curious, given ‘that collaboration is almost universally asserted to be necessary for

1 DHSS, Joint Care Planning: ‘Health and Local Authorities, HC(17)17
/LAC(77)10, May 1977, § 1.

' Audit Commission, Making a Reality of Community Care (London: HMSO,
1986) pp. 29-42; Community Care: Managing the Cascade of Change (London:
HMSO, 1992) §§ 3, 6, 19-29, 53-61; ~Homeward Bound: A New Course for
Community Health (London: HMSO, 1992) pp. 12-14. ’

''* Michael West and Rosemary Field, "Teamwork in primary health care. 1.
Perspectives from organisational psychology" and "2. Perspectives from practices"”,
Journal of Interprofessional Care, 9:2, 1995, pp. 117-122 and pp. 123-130 (pp. 118-
120) : '




the delivery both of government policy to the population in general and of effective

care to individuals. The thesis will examine why collaboration is so fraught with

" problems.

‘The' NHS and Commur}1ity Care Act 1990 presented a new chal]enge to ipter-agency :
'relat.iohs' betw'éen .he>alth'and' social services. On the one hand, it radicaily chaniged
the way that the or’g‘é.nivsations were structured and how they operated; the health
'servrice in 'partigulér. ",'This.inévitably had an impact on .thef dynamic of join'tv '
workir_lg. On the other hand-, it'brqﬁght in nevs} regpéns’ibilities for the delivery of
célrefco vulnerable pedple in the community 'ghat reqﬁired collaboration between

agencies in order to be effective.

There is, therefore, a need to reassess colléborétion' Between health and social
s:e_:rv:ices inv the W_ake of tﬂe NHS and Community Care Act. What difference has the
Act rﬁade “to. intef—agency relations? HOV\-I far is it possible to strengthen
' collaboration béfweén ,fhe health and so’cial services- and how far is this likely to
m.ake community care poiici’eé ' wo.rk better? What - :circumst;cmces foster
collabAoration,‘ and what factors hinder it?
5

The study of collaboration between health and éocial services is not new. Several
sociolog_iéal industrigs are founded on it. There are a number of different strandé,
which tend to pemaiﬁ sepafate. One complicating factor is that collaboration, when

it does occur, does not take place at one level: within health and social service

agencies it may happen in strategic planning, in the management of special projects,

10




in operational management generally or between indivi_dual fieldworkers. The
literatures of collaboration in these different settings tend té be distinct (see Chapter
Four). There is a q‘uestién about how collaboration at one organisational level
influences or is inﬂuenced by collaboration at another level and about how.far

particular levels are.crucial.

Chapter F_ogr shows that the literature of éollaboration tends to demonstrate the
_inherent -difﬁculties 1n joint working betwe‘en agencies or between groups of
workers. Occasionally, colla‘t:)or:atién proves to be guccéésful and effective, but this
is often due to the persoﬁal qualities of an ifldi\fidual or small group of people who
are iﬁ the right »placé at the right ti-me..- Success is difﬁcult to. replicate or
systematize. On the contrary, the systems and structures are fraught with barriers

that make collaboration difficult and sometimes.impossible.

THE CONTEXT OF THE RESEARCH

~-Before'moving-on to the thesis itself, it is important to esta‘blish' the context of this
research. It was unlike a "normal” pi.ece of academic research in which, ideally, a
study is d;esigned to a‘dAdress carefully thought out questions. Rather, the chance to
dd academic research was opportunistic, as a result of an innovative - and '

collaborative - project set up in Sunderland.

In 199'1, the Health Authority, Family Health Services Authority 'and Social Services

Depértmen_t in Sunderland established a project funded by the Urban Programme to

11




research the delivery of primary care in Sunderland. The stated dims of the project

were:
i. B To cieﬁne the need of the population of the inner urban area for pfimary care
sérvices;
ii. To produce a modgl for .develo_ping primary caré;- services to. meet those
needs;
_iii. - To encour_aige all"con.stitt.lent authorities in the primary care. field to adopt
that model. . L

Though the nature of the funding meant that the project was concentrated on the
Sunderland Inner Urban Area, in practice, the work applied to Sunderland as a

whole.

1 topk up the pbst in A'plfil 1991. Fof practical reasons, the post was based in the
Community Health Unit, and bgcausé of this, and because -of my own background
iirf the heerllth.serv‘ice,-t’h.e resear-cﬁ is ine_vlitably seen-primarily.from a health service -
- perspective. Fprthermore, as I ‘am -an unrepentant bureaucrat, it has very much an

organisational outlook. .

The posf was funded for three years. The main outcomes of the post were six pieces

of work:

i. a review of the literature on ill-health and deprivation as it affected
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ii.

iii.

iv.

vi.

Sunderland, and a description of the primary, community health and social
services in 1991;

an evaluation of a project in which a social worker was attached to a general
practice;

an evaluation of a project which explored closer working between district
nurses and health visitors and general practitioners;

an evaluation éf the assessment document introduced for the implementation
of community .care;

the evaluation of a series of team-building events for primary health care
teams; -

an analysis of the primary and community health and social services in

Sunderland in' 1994, following the changes introduced by the NHS and

Community Care Act 1990.

Though each was a discrete piece of work, apart from (vi) which brought (i) up to

date, they all came from the same background and reflect a similar range of themes.

Firstly, the research project itself was a collaborative venture, the project worker

reporting to a Board made up of the Chief Executive of the Family Health Services

Authority, the Director of Operations from the District Health Authority, the Unit

General Manager of the Community Unit and an Assistant Director of Social

Services. Secondly, the political context of the project was the implementation of

community care legislation and the need to strengthen primary and community

health care, and, thefefore, clearly form an appropriate basis for the research.

However, there remains a question here about the meaning of the research, when the
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separate projects were undertaken for one purpose (to test the validity of models of
service delivery), and are used within this study in a different way (as a case study
of collaborative endeavour). Thus, how this research arose has certain implications

for its methodology, which will be considered further in Chapter Two.

THE PARAMETERS OF THE RESEARCH

This thesis looks at; collaboration between the health and social services in
Sunderland in 1990-1994, in the context of the introduction of the NHS and
" Community Care Act.j Though other agencies also provide services enabling people
to be cared for in the community, including other local authority departments, the
voluntary sector and ;he private sector, the thesis concentrates on the relationship
between health and social services. It examines collaboration mainly at two levels,
at the strategic planniﬁg level and between fieldworkers, and attempts to understand
how collaboration at one level affects another. There is some discussion of joint
management, but this was a fortuitous outcome of the study, rather than a planned
element of the' researéh. Though there is a need for services provided by all the
other organisations to be coordinated with those provided by the health service and
social services departments, this further dimension of collaborative activity is beyond
the scope of this study. Indeed, the thesis shows that even collaboration between
different parts of one service, the health service, cannot be guaranteed and needs to

be worked at.

Sunderland is a deprived urban area in the north-east of England, with high levels
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of need for social and health care services (see Chapter Five). It is commonly
assumed that if those needs are to be met effectively, good collaboration between
health and social care agencies is required. A number of factors were in
Sunderland's favour: the Local Authority and Health Authority shared a common
boundary, which meant that they did not have to liaise with rﬁultiple agencies; the
organisational structu‘re of the Social -Services Department and its officers had
enjoyed remarkable stability up until the research period; and relations between the

SSD and the Health Authority were generally good.

The period 1990-1994 marks the introduction of the NHS and Community Care Act
to the first anniversary of the implementation of the bulk of the community care
measures. The community care policies were planned originally to be fully
implemented in 1991, but, as we shall see, this was delayed to 1993. The period
covers the years in which the health and social services were preparing for the
introduction of community care policies, and the first year in which those policies
operated as a package. It was a turbulent time, as the health and social services in
Sunderland went through radical organisational changes, mainly due to the‘new

legislation, but also as a result of internal factors.

The aims of the thesis are firstly, to analyse the problems related to attempts at
collaboration among the various bodies within the health and social services by the
examination of one particular time and place, Sunderland, during 1990-1994, and,
secondly to consider some possible practical ways of tackling these problems. These

problems are complex, and merely disentangling them requires considerable
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intellectual effort of description and critical analysis. Some aspects of these
problems are particular to the local social context in its time and place; others are

found in the world of health and social services in general.

There are a number of studies of collaboration between health and social services
published in the 1970s and 1980s. They showed that expectations of collaboration
were very high, and the reality did not match the rhetoric. There is value in looking
at these issues again, firstly, to see whether the situation has improved, and
secondly, to consider whether the NHS and Community Care Act 1990 has made a
difference to the mutual interaction of the different organisations. The value of the
local dimension of this study may be to encourage further such studies in other
places, so that a body" of comparative literature can be built up, and to help people

to a better understanding of what is going on in their own organisations.

The case study comp‘rises three main parts. The first is a study of the processes by
which the health and social care agencies in Sunderland prepared for the
introduction of community care policies. If community care was to be implemented
effectively, the agencies had to develop policies and procedures acceptable to both
the health service and to social services. The study examines the committee
structures set up for this task and their discussions, both in official meetings and
behind the scenes, and the decisions emerging from them. The thesis does not
examine programmes for particular client groups within community care policy, such
as resettlement from long-stay hospitals or care for the mentally ill. It conéentrates

on the overarching policies and processes set up to deliver care, mainly to older
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people and people with physical disabilities. The focus is on collaboration at the

strategic / senior management level.

This is followed by studies of two projects which attempted to improve collaboration
at fieldworker level. In the first, a social worker was attached to a Primary Health
Care Team and gave access to social services for the practice patients. The second
was not an inter-agency project at all. It came about because of the difficulty of
collaboration between different parts of the health service. This scheme tried to
strengthen the working relationship between GPs and health visitors and district
nurses. Health visitors and district nurses were employed at the start of the period
by the District Health Authority, and later by a NHS Trust, whereas the GPs worked
independently in contractual relationship with the Famil.y Health Services Authority
(formerly the Famify Practitioner Committee). It is interesting to compare
similarities and differences between attempts to improve inter- and intra-agency
collaboration. It also points to a more fundamental problem. There is often an
assumption by the public that the National Health Service is one, integrated
organisation. In fact, it is a federation of a number of organisations and there is no
guarantee that the different parts will work together. Collaboration is as necessary

_ within the health service as it is between the health service and other organisations.

It is as well to be clear from the outset that there are profound differences between
health and social services which can hinder joint working. As separate bodies with
different terms of reference and systems of accountability, with separate budgets,

based in different locations, collaboration between agencies is not easy, as in the
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different way that the services are structured and managed. Social services are
organised by departments of the local authorit_y and are accountable to committees
of democratically elected representatives of the community. Health services are
.accountable to authorities, committees or boards with members appointed t;y the
Secretary of State and/or the RHAs. In the past, these authorities included
professional representation from doctors, nurses and other health care professions,
as well as Trades Union and LA nominees, particularly on the Family Practitioner
Committees, but this was weakened by the 1990 Reforms. This meant that the
health service.was increasingly run by pblitical appointees. In 1996, professional
representation on héalth authorities disappeared altogether, except where the
Secretary of State appointed someone who happened to be a health care professional.
These differences in the accountability frameworks of health services and social

services have a profound impact on their culture and identity and ways of working.

One issue that became more explicit after 1994 (so after the end of the research
period), but which was certainly present during the development of community care
policies and procedures, was about the financial implications of the boundaries
between health and social services. Changes in clinical practice, such as earlier
discharge from hospi‘tal or the increased use of day surgery, could result in greater
deﬁland for social care. Conversely, inadequate social care provision could delay
discharge, with financial implications for the NHS, or put a heavier burden on

community health service staff.

18




STRUCTURE OF THE THESIS

Chapter »Two describes the methods used in the research, the benefits in taking this
approach and the‘difﬁculties encountered. The research is, essentially, a case study
of some aspects of the experience of collaboration in one city at one period. This
method has advantages and disadvantages. As the study included the evaluation of
two projects, there is a discussion of evaluative research. As we have already seen,
the research arose frofn particular circumstances, namely the Primary Health Care

Project. Chapter Two looks at the implications of being both a researcher and a

participant in the events being studied.

Chapter Three sets the scene, explaining the political, economic and ideological
influences on the reforms of the NHS and Community Care Act 1990, and reporting
on the changes that the Act introduced. There is a great emphasis on collaboration
in the community care aspects of the reforms, between health and social services on
the one hand, but also incorporating users and carers as major stakeholders. An
account of the researcfl into the nature of collaboration is provided in chapter Four,
-along with studies of collaborative activity at strategic planning level and at the
fieldworker level, between GPs and social workers and within Primary Health Care
Teams. A framework drawn from this literature is employed in later chapters to
examine the circumstances in which joint wprking takes place, to test whether the
joint working arrangements in Sunderland can be described as collaborative. The
chapter concludes by posing six questions about the issues to be addressed: firstly,

about the usefulness of the framework itself; secondly, about the value of looking
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at collaboration at different levels of the organisation; thirdly, about the effectiveness
of collaboration in Sunderland; fourthly, whether collaboration can only take place
in ‘ideal circumstances; fifthly, about the impact of the NHS and Community Care

Act 1990 on collaboration; and, finally, about the impact of collaboration on

outcomes for clients. -

Chapter Five describes the social and economic circumstances in Sunderland in the
early 1990s, thé poor state of health among its people, and the health and social
services available for :the needs arising from such poor health. An account is also
given of the links between services on the ground. This was the context in which
plans were made aqd policies developed to implement community care in
Sunderland. Chapter Six gives accounts of these developments and of collaboration
in relation to certain key aspects of policy: the Community Care Plan, boundaries
of care issues between health and social services, the assessment procedure, joint
training, the hospital;discharge procedure, and care management for long-stay

patients with disabilities.

As well as collaboration at the strategic planhing level of health and social services,
the study also exploréd collaboration at the fieldworker level. It included the
evaluation of two proj;ects: one in which a social worker was attached to a general
practice (Chapter Sevén), énd another which attempted to strengthen relationships

between different workers within the health service (Chapter Eight).

The final chapter reviews the themes arising from each chapter. It discusses the key
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issues emerging from . the study and proposes areas where further research is
required. Finélly, it &aws out the main lessons of the research, which argues for
a notion of pragmaﬁ¢ collaboration, joint working that takes account of the
messiness and contradictions built in to the dynamic between health and social

services.

SUMMARY

This introduction to the thesis explored the separate development of health and
social services in Britain. The independence of the health and social care agencies
makes the coordinated aelivery of inter-related and inter-dependent services very
difficult. The device by which coordination is sought is the notion of collaboration
between the agencies. Collaboration in health and social care has been a goal of
policy makers for many decades, but it has not been achieved to the degree or to the

extent of the aspiration.

This thesis examines collaboration in the context of the NHS and Community Care
Act 1990. The Act introduced changes which altered the dynamics between the
agencies and was also reéponsible for a new imperative for collaboration. It marked
a new 'stage in the devéloﬁment of community care policy and in collaborative
working between health and social services. It is, therefore, important to review the

impact of the Act on the concept and practice of collaboration.

The thesis takes the form of a case study set in Sunderland during 1990-1994, from
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the passing of the Act to the first anniversary of the implementation of its
community care elements. It looks at collaboration at a strategic planning level
between Sunderland Health .Authority and the Local Authority Social Services
Depértment in the development and implemehtation of community care policy. It
goes on to evaluate a collaborative project af an operational, field-worker level, in
-the attachment of a sbéial worker to a general medical practice. The final part of
the case study is drawn from the evaluation of a project which tried to strengthen
collaborative working within the health service, among district nurses and health
visitors and general practitionqrs. The chapter summarises the content of the thesis,
which sets these three éieces of work in a number of contexts: the political context
in which the NHS and ¢ommmiw Care Act was born and the nature of the changes
it introduced; the literature on collaboration; and a description of Sunderland and

its need for health and social care.

This chapter also considered the way this research came about. The research was
based on work undertal{en as part of the researcher’s employment, which involved
evaluating several projécts. In addition, the researcher observed and recorded the
development and implejmentation of community care policy in Sunderland which,
again, was work in which she took part. The researcher’s closeness to her subject
put her in a unique poSition to study collaborative relations between health and

social services.

The next chapter descﬁﬁes how the research was carried out, looking at the methods

1

used and the difficulties' encountered.
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CHAPTER TWO

'RESEARCH METHODOLOGY

INTRODUCTION

The purpose of this chapter is to discuss issues relating to the research methods used
in this study. It starts with the questions arising from the nature of the Primary Health
Care Project itself. It goes on to describe the methods employed in all the projects
making up the Prim ary Health Care Project, and the additional study undertaken as part

of this research.

The Primary Health Care Project, as described in Chapter One, was itself the outcome
of a collaborative venture, and was set up to investigate the need for and the provision
of primary health caré, though this also took in community health and community care
servi'ces. How this study arose itself raises a number of methodological issues.
Firstly, the Project Worker's role essentially came to be about evaluating projects. This
raises the question about the nature of evaluation and its relation to the research

process. Secondly, %there is the question of the relationship of research to policy
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4
making, given the expectation that the Primary Health Care Project would influence

the way that policy and services developed. A third question relates to the role of the
Project Worker as researcher/participant. There is a need to examine the nature of this

role and its influence on the research.

THE NATURE OF EVALUATION

There is often a stated belief in the health service and social services that néw projects
and new ways of de:livering services should be evaluated. In practice, however,
evaluation is usually undgrtaken half-heartedly, if at all. Evaluation is, after all,
expensive, demanding and time-consuming. Thus, many innovations are implemented
without any formal assessment of their value or success. That is not to say that they
are not evaluated at afll, because participants and managers observe the development
of a project and have some judgement about its merits (and may well alter the project
accordingly), even though the process, the values against which the project is being

meaéured, and the outcomes are not often explicit.

But what is evaluation, and how does it relate to research? A number of definitions
have been offered. Suchman distinguishes evaluation as "the general process of
assessment or appraisal of value" from "evaluative research”, the use of "empirical

nl

social research methodology for the purposes of conducting ... evaluative studies"'.

Pollard defines evaluation as "social research directed towards answering questions

"Edward A Suchman, Evaluative Research (New York: Russell Sage Foundation,
1967) p. 7.
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about the design,. implementation, and outcome of social programs".>. Ong criticises
this approach because it excludes evaluation undertaken through clinical procedures or
cost-effectiveness analyses®’. For Bulmer, the aim of evaluative research is to "discover
whether a particular policy is activ-ely accomplishing what it set out to accomplish"*
and to endeavour to ascertain how far outcome differences between two periods is the

result of external happenings.

In simplified terms, evaluation is a process which assesses social (or other)
programmes by identifying the criteria for success in a project, collecting data about
the project, comparing it to the criteria and then making a judgement about whether
or not the project has been successful. The judgement can then assist decision-making.
In practice, the process can be more complicated, because different stakeholders may
have various criteria for success. In their evaluation of a psychogeriatric day hospital,
Smith and Cantley construct a research methodology which takes ac.count of the
different criteria of success held by different groups of participants®’. Evaluation can

also have unintended consequences. Guba and Lincoln assert that "evaluation is

? William E Pollard, "Decision Making and the Use of Evaluation Research",
American Behavioral Scientist, 30:6, 1987, pp. 661-676 (p. 675).

* Bie Nio Ong, The Practice of Health Services Research (London: Chapman &
Hall, 1993) p. 84.

*M Bulmer, "Evaluative Research and Social Experimentation", in M Bulmer, ed.,
Social Science and Social Policy (London: Allen & Unwin, 1986) pp. 155-179 (p.
155).

5 Gilbert Smith and Caroline Cantley, Assessing Health Care (Milton Keynes:
Open University Press, 1985).
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"6 and that the evaluator should

always disruptive of the prevailing political balance
anticipate this at the start of the study and determine whether the worth of the

evaluation will outweigh the upset it causes.

A better understanding of evaluation may be achieved by comparing it with other
activities. Research can be defined as the critical analysis of data in order to tackle
a question. Evaluation is, therefore, a type of research, because data is analysed
critically, but the nature of the research question is specific and relates to the
measurement of value in a social programme. Suchman, taking a positivist approach,
contrasts research with evaluation. The objective of research is "the discovery of
knowledge, the proof or disproof of a hypothesis" and success in research is about "the
scientific validity of its findings". On the other hand, the objective of evaluative
research is "to determine the extent to which a given program or procedure is
achieving some desired result". Its success is "dependent upon its usefulness ... in
improving services".” Evaluation is not a "weaker" form of research. It must be just
as rigorous in its methods. A.s Suchman says, "evaluative research is still research and
it differs from nonevaluative research more in objective or purpose than in design or
execution."® Another way of understanding the difference between research and
evaluation is the notion of distance: evaluation occurs much closer to the project, while

research takes a step back from the project in order to gain an overview, and

® Egon G Guba and Yvonna S Lincoln, Effective Evaluation (San Francisco:
Jossey-Bass Publishers, 1988) p. 299.

’ Suchman, 1967, p. 21.
S Ibid., p. 82.
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understand the implications of the project in a wider context.

Some writers distinguish between "basic" or "pure" and "applied" research, though
there are many variants on the terms and definitions used. Basic research is about
acquiring knO\;vledge for its own sake. Though applied research has been defined as
the application of basic research to practical situations, the definition offered by Nas
et al is more apt. They describe it as "research for practical use within a certain field
of problems"’. Evaluative research would come within the scope of épplied research.
The relationship. betwéen basic research and applied research has been understood in
different ways: Bﬁlmer perceives basic research and applied research as two ends of

a continuum'®, while Payne and colleagues see them as entirely separate activities''.

Two other terms are helpful for understanding evaluation in the health and social
services. "Monitoring" is the continuous and systematic surveillance of a programme
against specific norms'>. Evaluation may include a process of monitoring, but the
-assessment of value goes beyond the scope of monitoring. "Audit" has been described

as 'the "method used by health professionals to-assess, evaluate and improve care of

° PJM Nas, WJMjPrins and WA Shadid, "A Plea for Praxeology", in G Clare
Wenger, ed., The Research Relationship: Practice and Politics in Social Policy
Research (London: Allen & Unwin, 1987) pp. 18-42 (p. 25).

' Martin Bulmer, Social Policy Research (London: Macmillan, 1978) pp. 3-43
Ap. 9). '

"' Geoff Payne, Robert Dingwall, Judy Payne and Mick Carter, Sociology and
Social Research (London: Routledge & Kegan Paul, 1981) pp. 142-159.

'2 Colin Palfrey, Ceri Phillips, Paul Thomas, David Edwards, Policy Evaluation
in the Public Sector (Aldershot, Avebury, 1992) p. 9.
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"3 1t is a form

patients in a systematic way, to enhance their health and quality of life
of evaluation, but one which concentrates on activities which accompany the diagnosis
and treatment of patients and uses a particular methodological approach. In contrast,

evaluative research focuses on a wider range of activities, employing a wider range of

techniques.

Coulter identifies four levels of evaluation in health care: evaluation of individual
treatments, of patterns of care, of organisations, and of health systems'*. The fieldwork
described in this thesis, the account of joint planning between the health authorities and
s'oci'al services departﬁlent would be placed at Coulter's third level and the studies of
projects operating in Primary Health Care Teams would belong to the second level.
The fourth level would include policy evaluation, the evaluation of government

programmes"’.

Within the Primary Health Care Project, the procedure of evaluation followed a similar
pattern in each project. The Project Worker prepared an evaluation proposal setting
out the aims of the evaluation and how it would be carried out. The evaluation

proposal was discussed with the Project Board, with those involved in the project to

" Donald and Sally Irvine, eds., Making Sense of Audit (Oxford: Radcliffe
Medical Press, 1991) p. 16.

'* Angela Coulter, "Evaluating the outcomes of health care", in Jonathan Gabe,
Michael Calnan, and Michael Bury, eds., The Sociology of the Health Service (London:
Routledge, 1991) pp. 115-139 (p. 116).

'* For example, se¢ Colin Palfrey, Ceri Phillips, Paul Thomas, David Edwards,
1992; Christopher Pollitt, "Occasional Excursions: A Brief History of Policy
Evaluation in the UK", Parliamentary Affairs, 46:3, 1993, pp. 353-362.
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be evaluated (the subjects of the evaluation), and with any other interested parties. In
one project, the evaluation of the assessment procedure for Care in the Community, it
was possible to pilot the evaluation method, in order to make improvements before the
full evaluation took place. The evaluation was carried out by the Project Worker using
a variety of quantitative and qualitative methods, and then analysed. Reports were
written on the basis of the data, which included recommendations about the future

direction of the project.

RESEARCH AND POLICY MAKING

One thing that interested me about my post was my expectation of being able to
influence policy in certain areas. I soon found that the connection between research
and policy-making is an uneasy one'®. Two questions need to be addressed, namely,

how far should policy-makers influence research, and how far research can and does

influence policy-making.

As for the first question, Loseke sees dangers in research being directed by policy-
makers, arguing that policy-makers tend to pose a narrow set of questions that ignore
sociological complexity and to prefer quantitative methodologies'’. When policy-

makers control research questions and methods, the independence of evaluation is

' For example, see Christopher Pollitt, Stephen Harrison, David J Hunter and
Gordon Marnoch, "No Hiding Place: On the Discomforts of Researching the
Contemporary Policy Process", Journal of Social Policy, 19:2, 1990, pp. 169-190.

'7 Donileen R Loseke, "Evaluation Research and the Practice of Social Services:
A Case for Qualitative Methodology", Journal of Contemporary Ethnography, 1989,
18:2, pp. 202-223 (p. 203).
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reduced. Bulmer, on the other hand, defines evaluation research in terms of its utility
to people making decisions and for the purpose of answering questions posed by

policy-makers'®.

The second question i§ how far research can influence policy. There is an assumption
that policy-makers commission research in order to provide information that will help
make decisions. In practice, this is often not the case. Thomas found little evidence
that government funded research had much influence on policy in government
departments'®. Projects were more likely to be taken up where they struck a responsive
chord within departments, and where the researcher had worked within government.
As Booth points out, research is only one source of knowledge available to policy-
makers, who will assess the value of research in terms of how it conforms to what is
already known about the subject and its usefulness in offering a new perspective on
problems®'. Policy-makers may use research in many ways: not so much as evidence
fqr a particular action, but to legitimate policies already chosen, to give the appearance
of rationality toa chosen policy, or as.a means of control. Research can also be used
as‘a means of postpon:ing action’’. Weiss, too, indicates a number of ways in which

social science can be used in the policy arena, though none is without problems.

'* Bulmer, 1986, p. 155.

' Patricia Thomas, The Aims and Qutcomes of Social Policy Research, (London:
Croom Helm, 1985). .

2 Ibid., p. 62.
21 Tim Booth, Developing Policy Research (Aldershot: Avebury, 1988) p. 231.
> Thomas, 1985, p. 86.
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Research can generate knowledge, solve problems, confirm an entrenched position, be
a tactic to show that "something is being done", a slow drip in the pool of knowledge

by which society is gradually enlightened, or an intellectual exercise for its own sake?.

Research can be promoted to have a greater influence on policy, and Thomas describes
a number of strategies®. However, she concludes that "research will not of itself make
the policy process more rational. To act on the assumption that it will do so is at best
harmful to the morale of all concerned and at worst seriously wasteful of the time and

money of research and funding body alike."*

In any case, the way policy decisions are made is not necessarily rational. The
decision-making process is complex. Decisions may emerge from negotiation between
a number of parties takiﬁg account of various sources of knowledge and various
interests. Pollard argues for an expanded framework for examining how evaluative
research is used in decision-making, because evaluation studies can affect decision-
making and problem-solving in a number of ways®.. They can lead to a better
understanding of-the problem, they can assess the value of alternative solutions, and

they can help to guide the way a project is implemented.

2 Carol H Weiss, "Meanings of Research Utilization", in Martin Bulmer, ed.,
Social Science and Social Policy (London: Allen & Unwin, 1986) pp. 31-40.

** Thomas, 1985, pp. 98-113.
5 Ibid.; p. 113.
% William E Pollard, 1987, p. 675.
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The impact of evaluation on existing policy is a little different. The purpose of
evaluation is not to develop policy but to test its effects. Its role is to confirm or

modify the application of policy.

The role of the Primary Health Care Project was not to solve the problems of
developing policy in community health and social care. Its purpose was to provide
information that would be useful in decision making: firstly, in bringing together what
was known about the health and socio-economic needs of Sunderland, and secondly,
in testing the. impact Qf new models of delivery. However, it seemed to me that each
of the four members.of the Project Board also had his own hopes and expectations for
the project, from being seen to be promoting a new and innovative scheme to seeing
the Project as a peg on which to hang developments, or the evaluation of

developments, already planned or under consideration.

RESEARCH METHODS

This section addresses the choice of research methods and the reasons for them.
Several research methods were used, combining a mixture of quantitative and
qualitative techniques.‘ The principal reason for choosing a method was the nature of
the material to be studied. As far as research methods go, I was most fortunate. The
Primary Care Project Board encouraged qualitative research methods as well as the
collection of quantitati\}e data. I was asked to "tell the story" and not just produce the

figures.
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This approach by senior management was, perhaps, unusual. The culture of the NHS,
with managerialism on the one hand and doctors aspiring to scientific method on the
other, generally favours research that produces hard quantitative evidence. The
epitome of medical research methodology is the randomised double-blind controlled
trial. Qualitative methods are designed to help the researcher understand the social
world and how it works, and how and why this shapes human behaviour. They have,
in the past, been frowned upon as unscientific’’. However, there is evidence that
qualitative research methods are becoming more acceptable within the NHS?®. Loseke
calls for the use of qualitative methods in evaluative research on the grounds that
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quantitative research is "too narrow to furnish guides for public policy"* and Lincoln

observes that "qualitative data provide us with insights that sheer numbers never can"*.

The research described in this thesis is essentially a case study. The subject is health
and social services in Sunderland in the period 1990-1994. It addresses the question
of the impact of the NHS and Community Care Act 1990 on collaboration between
health and social services. .The case study is in four parts: firstly, a description and

analysis of the primary and community health services and social services in

" Catherine Pope and Nicholas Mays, "Opening the black box: an encounter in
the corridors of health services research", British Medical Journal, 306, 1993, pp. 315-
318. ‘

® Nicky Britten and Brian Fisher, "Qualitative research and general practice",
British Journal of General Practice, 1993, pp. 270-271.

» Loseke, 1989, p. 204.

*® Yvonna S Lincoln, "Sympathetic Connections Between Qualitative Methods
and Health Research", in Qualitative Health Research, 2:4, 1992, pp. 375-391 (p.
389).
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Sunderland during the period; secondly, a description and analysis of the planning
processes employed for developing community care policy. The third part is an
evaluation of social worker attachment to general practice (the Social Worker
Attachment Project); the fourth is the evaluation of a project in which general medical
practitioners were given responsibility for managing district nurses and health visitors

(the Direct Management Project).

As a research design, the case study has its problems, because it limits an
understanding of the research question to one time and one place. However, it enables
the researcher to use a variety of research methods to explore some of the more subtle

messages of the situation under study’'.

An important issue in research methodology is the design of the sample*’. In this
study, the sample was not so much designed as designated. Sunderland was the subject
of the research not just because there were good reasons for studying it, but because
certain officers happened to instigate a research project, and happened to appoint as
a researcher a-deputy hospital manager who took the idea of research seriously. As
it happer'ls, there were good reasons for studying Sunderland: as a unitary Local
Authority with boundaries coterminous with those of the health authority, collaboration
should have been easier than in other places with more complex geographical

relationships, and certainly should have been easier to study; as a place that had

' Martin Bulmer, Social Science and Social Policy (London: Allen & Unwin,
1986) pp. 190-194.

% Sara Arber, "Designing Samples", in Nigel Gilbert, ed., Researching Social Life
(London: Sage Publications, 1993) pp. 68-92.
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already been the subject of a similar study some years before®, it was possible to
compare developments arising from the impact of new policy; as a deprived inner
urban area, it could be argued that Sunderland was especially in need of inter-agency
co-ordination, in order to deliver integrated health and social care that would go some

-

way to meeting the multiplicity of need.

.At another level of sampling was the choice of "case" to study. The projects which
form’ed a paﬁ of thé study were not selected 'by- the researcherv as a means to
understanding colléborétion. They were ‘onre or less independent projects Which the
researcher was asked to evaluate as part of he;‘ job because they were seen to be about
developing primary care. The practices in which the projects took place were chosen
not because they were typical of géneral practice in Sunderland, but because it was
thought that thé projects had a good chance of working there. The peopie who were
interviewed were the people who happened to work in those practices. Out of all this
happenstance, meaning evolved, by means of a naturalistic or grounded theory
approach™, Originally, I p%(anned that my academic research should concentrate on the
develbpment of primary health care. As my range of skills was used more widely and
my interests spread‘:I Eegan to see the projects as belonging to a context, namely the
develoément of commﬁnity care policy following the NHS and Community Care Act,

and-that the inter-linking theme was collaboration. The only part of the study which

I chose myself and which did not belong to the duties of my post was the study of

* B Hardy, A Turrell, A L Webb, G Wistow, Collaboration and Cost-
Effectiveness, (Loughborough: Centre for Research in Social Policy, 1989).

** Guba and Lincoln, 1988, pp. 67-68.
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joint planning processes. 4 o
A combination of several methods was chosen in order to provide different means of
~collecting evidence i.n order to paint as rich a picture as possible, and to validate the
Zlata collected™. Both quantitative and qualitative methods were employed, and used
together form a-powerful tool for understanding the social world. Quantitative
methods, in the form o.f government statistics and the statistical analysis of
questionnaires, offer a structured picture of the sﬁbject in numeric terms that can be
compared over time or with other subjects. However, tﬁey do not give reasons for the
way things are or convey the feelings about the way things are. Qualitative methods
can provide insights here. They were appropriate to this research, as the study
concerned the construction of relationships between health and socialAservices and
within the primary health care team. As Lincoln says, "complex behaviour and social
patterns ought to be investigated using inquiry models that allow for the display and

consideration of complex interactions."®

The mgthods of the first pért of the study include the use of statistics such as census
data, and compafafi've statistical data such as performance indicators, as well as

information from the ground about the services available.

The account in the study of joint planning processes was produced in two stages. In

the first phase, documentary evidence, such as the minutes of various meetings and

* Ibid., p. 121.
** Yvonna S Lincoln, 1992, pp. 375-391 (p.378).
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local policy documents, was used to produce a preliminary account of events,
-supported by a certain degree of participant observation. I had good access to all the
documentary evidence in the Social Services.Department, District Health Authority and
F-amily Health Servic‘es Authority, including informal data, such as file notes, and some
;orrespondence. .The minutes were useful to establish dates of decisions and other
developments, and the policy documents showed the ideas that were current at different
stages of the process. They provided the fofmal, official tale, but, on the whole,
despite some informal file notes, they lacked the hﬁman dimension of the story. There
were occasions, however, when the documentary evidence told more than was
_intended, by betraying a;ctitudes and values that the participants would probably have
preferred to keep hidélen. Triangulation was made possible because documents from

different sources were used, and because other methods were also used to confirm the

evidence®’.

In the second phase, interviews were used to validate and flesh out the account.
Interviews were carried ouF with as many officers of the Health Authority and Local
Authority who had b'een.directly involved in the planning processes during the
implementaﬁo_n of ;:'orr.r.lmunity care as were available or accessible. Most of the ten
people interviewed were still party to the continuing development of community care
pdlicies, though one had .retired, one had moved away from Sunderland to a very
different post, and one'had reverted to operational management. One officer from the
Regional Health Authority was also interviewed. Iﬁterviews were also sought with

another retired officer, who agreed at first, but then did not respond to approaches to

3 Guba and Lincoln, 1988, p. 257.
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set a date. I was never told the reason for the lack of response: I can only guess that

the process was too threatening, too tiring, too demanding or just inconvenient.

Thé respondents we;e all given the preliminary account, drawn from written material
:md were asked to comment on it as part of the interview and correct any
misperceptions as they saw it.. This method helped to demonstrate openness on my
part and helped to stimulate recollections. The process was also a way of validating
the ‘work. There was a danger that it could have' unduly influenced responses, but I
found that the respondents were comfortable about telling me where my account was

not quite right. All those who took part were accustomed. to reading and editing long

documents.

The main purpose of: the interviews was to recall events and attitudes to what was
going on. For this reason, the most appropriate method for interviewing was the semi-
structured apprpach". A list of questions was drawn up and used as a guide, leaving
the researcher fo ask additi9na1 questi;)ns or probe deeper as appropriate (see Appendix
A). The qﬁeétions were not appropriate for the RHA 'officer, and in this case, the
interview was unstf;ctﬁred. Most of the interviews were face-to-face. One was carried
out over the telephone, as the respondent had moved to Scotland. This was less
successful for two reasons: firstly, because the respondent was no longer working with

the issues and had to work harder to recall events and his own responses to them. This

-was also true of the responden't who had retired. Secondly, though structured

*® Nigel Fielding, "Qualitative Intérviewing", in Nigel Gilbert, ed., Researching
Social Life (London: Sage Publications, 1993), pp. 135-153 (p. 136).
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intgrviews can be conducted quite effectively over the telephone using the CATI
method, as I experienced during the research when our household was part of the 1994
Labour Force Survey, the telnephone limits participants to verbal communication and
the non-verbal messages are lost. Semi-structured interviews work best face-to-face,

where communication encompasses body language, especially eye-contact, and vocal

sounds, as well ‘as the environment in which the interview takes place.

The in_terviews were re‘corded‘ on an office dictaiing machine, while'I-made a brief note
- of key Aiés;‘uesr duriﬁg the inte.rvie\-vs.. Responcients were comfoﬁable with this, and were
free to igform me if they were giving me information for my own benefit which was
not for quoting. The interviews were transcribed verbatim. They were used as a check
io the account drawn, from the documents and to provide the human dimension.
Respondents added théir own perspectives to the story. Some of these were individual
and personal. They gave‘useful background information, but are not cited in the
account. Some transcripts supplied insights that have been included in the text. Not
all the questions used in ‘éhe "interviews were used in the thesis. For instance, one

]

question asked about the importance of collaboration in planning for community care.

I

All the respondents found it important - they would, wouldn't they - and the question

did not elicit any useful information.

N

The rest of the case study is taken up with the evaluation of two projects. In practice,
the Social Worker Attachment Project and the Direct Management Project were
demonstration projects, set up as much to attract interest and commitment to these

models as to measure. their value. Suchman points-out that demonstration projects
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should haye sim.ilar operating conditions to the circumstances in which they would
work whén implemented on a wider scale. However, most demonstration projects are
set up in .ideal_ conditions to show the possibility of such schemes rather than their
feasibility®, as indeed these were. Pilot studies, therefore, have an inherent tendency

w

to overestimate the advantages of the project.

The evaluation of the Social Worker Attachment Project was what Bulmer calls an
"after-only" study, an attempt to measure the effects of a policy after it has‘been
introduced®’. This research design has its weaknesses: there ié no control with which
to make'co‘mparisons: the effect of the policy change is not monitored over time; it can
be difficult to separate the effects of the policy innovation from artifacts. However,
it' was the only design possible in the circumstances, given that I came into post shortly
_after the attachment had begun. Bulmer argues that this research design' is useful in

throwing light on the delivery of services to clients.

Individual intefviews were chosen for those directly involved with the project as
personal views were required from them. The interviews were semi-structured, with
freedom to allow th:e evaluator to pursue additional issues as appropriate (see Appendix
A). They were conducted after the project had run for six months, and were held with
the social worker, members of the practice (doctors, district nurse, health visitor,
practice manager and receptionists), and some of the patients. Interviews were held

with as many clients and carers as possible, once cases were closed. Cases were

3% Suchman, 1967, p- 77.
* Bulmer, 1986, pp. 172-173.
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excluded if the social worker had not seen the client but had acted as a liaison, where
contact had been minimal, if clients were confused, or if the doctor thought an
interview would be detrimental to the patient's condition. During the interviews with

members of the practice, respondents were asked to discuss five cases referred to the

-

social worker.-

In addition, the Social Worker collected data about the clients on index cards, which
afforded useful information about the clients (age, éex, whether receiving state benefits,
tenure, size of household), the type of referrals and interventions made and resources
employed. This data was collated manually. It was used to quantify information about
the clients and the social worker's workload. The researcher also had free access to
the practices and to meeﬁngs associated with the projects, and direqt observation

‘yielded much valuable information.

As part of the evaluation, case comparisons were undertaken in order to identify
similarities and differences{ in the way cases were handled in different settings: in the
practic‘é, in hospital and in an area team. Senior representatives from each setting met
together to compa‘r.e-ﬂt’w‘enty cases from six pré-selected categories. It was not possible
to match clients exaétiy for age, sex and tenure, though they were matched by
category. Cases wére selected by the social workers. This exercise enabled us to
compare the way the éases were handled in different settings, and offered some useful

insights into the special contribution of social work in a practice setting.

In the Direct Management Project, there was an attempt to measure the impact of the
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projeqt on the dynamics of the P‘HCTs‘by coxﬁparing the reéponsés to interviews at
different stages of the projeéf; .It was, in Bulmer's terms, a "béfdrbg-and-after" study*.
Inferyiews were he_ld; with members of the three praétices involved in the }.)roject. in
. three stages. In the first round, thch took pléce j,l.rlst‘ as the project got-undgrway, in
Apri]-May 1992, 39 menibérs of pfactices_w_ere inter;riewed. This ‘was a baseline by
which the fﬁtﬁrev~shape of the PHCTs could bé compared. In Vthe second rox‘iund, in
autumn 1992, 22 members of practices w.ere interviewed. 'Receptionists, in’clL-lded in
the original in.t'er'\.(iews, were not inté_rviewed at this staée,'because éf-pressure of time
and Because they appeared. to Bg: 'le,ss.involved in the prbjec;c. »Practiqe m_anggérs_ were:
interviewed, however, 'and. tﬁey’ reported 'arrly c-liar;gés ;el.ating to th‘e‘i.:r staff. In the third
and ﬁnal rouhd, in spring 1993,- intervie\.zv's"wére carried ;ut with 40 members ofA
PHCTs. The inferviews wete semi-étructured, though probably a littleAmpre structured
than the inter%riews» u;idertqken in the study of joint plannirig processes (sée Appendix‘

A).

The interviews included Questionnaire‘sAto m_'easure the impact of the changes on the
teams (see Appendix A). Questions were included abouf the way the Primary Health

Care Team functioned, using a system developed by Pearson® based on work by

Dyer®. A range of five responses was possible to each of the nine questions. At one

ar Bulmer, 1986 p. 171.

. 2 p Pearson, "Evaluatmg teambulldlng" in P Pearson and J Spencer, eds.,
Promotzng Teamwork in Przmary Care: A Research Based Approach (Edward Arnold,
in press). _

8w Dyer, T eambuzldzng Issues and Alternatzves (Readmg, Mass.: Addison-
Wesley, 1987). p 123.
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- end of the scalc was a statement which indicated a high Ievgl_oi‘ teamwork and at the
other a statement indicating a lack of it. ’i‘he statements moved from negative to
positiver and from- positive _to negative in different questions, so that respondents could
not give Van automdtic response. kes'ponses to these q.uestions_were scored by
;li‘ocating fivev pointsi for.ea'cil statement cnosen at the p_ositive end of the scale and one
point 'fo.r._'each' statement at.the negati\ie end. The points were multiplied by the
number of choices made at 'eAach of the five points -in the scale and divided by the
' numbei of tesponses; thus Vgix'.'invg‘én Iave'rage for ti’iert'eam or other category by which
'r'esponidents had been grouped. 'A}\.rcrage scores fog ea‘ch'ofit'he nine questions were‘
added together to give' a.tOté_l score. The max';i-muni possibic s.corc using this method

is 45 and the minimum is niné. -

Group inter‘views',or. focus groups, werc also used where individual responses were less .
ixnportant. They had the z_tdvontage of .s'aving tirn e, and the dynamic. of the group, with
ideas and fcelings being bounccd ai'ound a.number, -of.»people', serve‘d to deepen the
level oi" discussion. Ste'\fyart and .Shcmda_sani, describe this dynlamic'in‘ terms of
synergisin, snoifvballing, stiniulation, sccnrity( and snontaneity“. In othcr words, the
inteiaction of 1nd1v1duals enables ideas to develop and grow, and expands the range of
issues coiiered. The group can become a safe_place where ideas and feelings can be
: e)ipressed wiiich would not necessarily be addressed in individuatl interviews, and also
creates a settin‘g in which less conventional responscs can be made. The group

- . interviews were held with groups of district nurses and health visitors who were not

4 Dav1d W Stewart and Prem N Sham dasani, Focus Groups Theory and Practice
- (Newbury Park: Sage Pubhcations 1990) p. 19.
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iﬁvolved in the 'projeét, and with nurse managers. These groups discussed their
thoughts apd féelings about the projéct. These interviews weré not recorded. Bfief'
notes were made dp.;ing the sessions and -weré written up as soon as possiblé
afterwards, while the iﬁemory was still -fres'h. This inévitéb‘ly t‘né;anvt that some of the
: ;naterial was lost, fhdugh th'e'vkey points .p£ovided usefull data. In this study, this was
probably not impoﬁapt, as the study 'coﬁcentrated on the experience of those
partiqipdting i_n'thé— broject ratiier than f(hose on the outsjd'é._ In retrospect, it -m'ight
_have been m'oré’usgfu.lvif the focus groups had .tal_'ked about their own expériences of
| district nursing and ﬁealth.yis‘it.ing rather than '_‘abcfmt_.th_e project, as this might have

produced a useful comparator.

Observétif)n was an important aspect of all three studies, both participant and non-
participaht ,obser\A'_at:io‘n.. 1 was very much pért of the WO.rld that T was 'stu;iying.' In the
study pfjoint planning processes, I attended meetings ax;d was i_nyolved in developing
policies_aﬁd_ processes. In:the évaluatibn c;f social worker atfachm_ent, I attended PHCT
meetings and’ spent timé 1n the préctic:e obserVingzwhat v’v.asA- going.‘on when I was
presént té conduct interviews. In the stgdy on direct éttachmenf of district nurses and
heéltﬁ _visitors_, ob'sé"f;/a.ttioh' was:i)ased on (i) attendance ;;t me‘eting.s with_thé practices
when_the project was being set -up, (‘ii) the monthly me.et'ings_ between the Sector
Manager and tﬁe ;:Orhmunity nu'rseé, (iii) PHCT 'meetingvs (iv) ir;formal conversations
with tilose involved.  The ethnégraph‘ic -elemept of -'the resgarch was valuable
experience becaﬁse it gave me an understanding about the culture 6f egch en_vironinent,
the people wﬁé Worked 'th.ereA g_nd their w§r1d-viéWs.' 'lll‘_hev subject§ I intewiewed were

people1 already knew; and who knew me; there was some trust between us, and some
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internalised- judgements which helped' to validate the information yielded by the
interviews. Guba and Lincoln summarise the advantages of observation as a method

. of inquiry in sociological research:

observation (particularly participant obsérvation) maximizes the
inquirer's ability to grasp motives, beliefs, concerns, interests,
unconscious behaviours, customs, and the like; observation (particularly
participant observation) allows the inquirer to see the world as his [sic]
. subjects see it, to live in their time frames, to capture the phenomenon
in'and on its own terms, and to grasp the culture in its own natural,
ongoing environment; observation (particularly participant observation)
provides the inquirer with access to the emotional reactions of the group
1ntrospect1vely - that is, in a real sense it permits the observer to use
_himself as a data source; and observation (partlcularly participant
" . observation) allows the observer to bu11d on tacit knowledge both his
-own and that of members of the group.*’

However, there are also problems with the téchnique of observation. AI.t is heavily
dependent on the personal interpretatjon of the researcher, who may be influenced by
the values of tho culture uoder scrutiny. The’re‘lia:lbility of theAresearcher is important
here ano is difficult to demonstrate. The issue of values is intoresting. The aim of
t_raditiooal,. "scientific" socﬁological inves-tigationwas to be value-free. However, as .
Ba(rnes' points out, it is "unrealistic to expe-ct.‘social policy resea.rchers to be 'vdlue-free'
and to have no interest in the exploration of hoov such values may best be appliéd in

practice."*

43 Guba and Lincoln, 1988, p. 193,

*$ Marian Barnes; "_Introduoing new stakeholders- - user and researcher interests
in evaluative research", Policy and Politics, 21:1, 1993, pp. 47-58 (p. 50).
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THE ROLE OF THE RESEARCHER/PARTICIPANT

The role Of. researche_f/part'icipiant ‘brought a 4numbe‘:r oft advéntages. : Firstly, it gavé
ready access-to 'informaﬁbn held by thé District VHealth‘ Authdrity, Family Health
éewibes Authority, the _So;:ial Sefvices ‘Department, and so_mé écc-ess.to info@ation
from other dgpartments within the Local Authority; This access was enableci by the
structure 'of the Project, with representation on the Pfoject Board by the DHA, FHSA

and SSD,; which meant that all these agencies had an interest in the success of the

project.

. Secondly, it gave me access to the subjec.ts invblved in the pr_ojects. and helped to make
me acceptable to ther;l,. This is not always the case: staff members can be suspicious
of and résistant to evaluation by the organisatiori, and the evaluétor can be regarded
as an uhwanted‘ intruder. This was not ny experience. This may have been Because
of cultural factors."Doctors, nurses'ar.ld sobial workeArs‘arbe‘ir»i-gAeneral cémniitted to -
science arvld. to s_ocialv‘ scie’pce. It may also relate ﬁ_) the persénal att;'ibu'_tes of the
r.escar-c‘her‘: 1 usﬁaily find fhaf éeopié_ do. ﬁot* find me’tﬁreatening -and that [ can

engender trust faiﬂ& easily.

Thirdly, it enabled me"_to understand the context frdrﬂ the inside, 1 came to_the project
from a backgvr-oun.d of 'ope‘rationél mahagement in a small hdspital. " The three
: enviroriments :in which I now had to work, community health Services, primary heglth
sare services gnd' social services were ali unfamiliar, and I had to‘adjﬁst to three

separate cultures véry :quickly.. HoWeVer; because I was working from within these

t
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env.ironments, 1 wéé in a dilffe‘rent position from a researchelr loq'king in from the
outside; and was able to pick u;‘)‘ blqeé and ;ignals about the c@ltures of the agencies
from formal and inférmal interactiéﬂs with_iﬁdividuals and éréups that were happenin'so7
all the time and were not necessarily directly related to the pfojects I was evaluating.
On tlhé' other 'hénd, there :afe ‘dange'rs ihherent in the role of researcher/partic‘ipapt, of
which I had to Eecomé éwarve.' | Tilere is a risk, for i.n;tance, that the
, r_eseargh'er/participant may be unduly inﬂuence& to-produCe the outcome desired by the
orgahiséti_on. In barti‘ctilar, there may' be piressure‘fgri a project to succeed. - Péople
want their ideas to work, toj be successful. ‘The ,ev;tluafor needs _colﬁﬁdence' to see and
stateA 'thevp‘,_-o'blems, énd this o‘ﬁIy Célilés ;vi;h-;xperienC¢; The first évaluaﬁon fepoﬁ,
6n social wérker attachtnent,_ was unremiftingiy favourable; the secori_d recognised

unfavourable as well as successful factors.

‘There ﬁas, in the pgst; been a desire for objeétiyity on the paft of the researcher, as a
_ means of guaraﬁteeihg the rel'iability of the findihgs. In practice, objecti\_'ity is difficult
. to »ach‘ies'/e, aﬁd, in any é:;se, may not be an appropriéte aim. Barnes argues that
researchersiare stakéhélders in res'earch_aboﬁt public 's-er\_/ices', along with those who
commission_the re.asearch‘énd-th'ose who are part of the study.. ‘She points out that
_"those pﬁdertaking such work aré. not in the ‘busi‘ness‘sole‘ly to contribute to thg sum
"of humﬁn knowledge, but .because they wént-to play a'paﬁ ih’the development of

public services."” Barnes goes on to say that "their involvement in a -particular

evaluative project may be prompted by their interest in, and/or commitment to, values

*! Barnes, 1993 (p; 49).
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associg’;ed with the projgct or §ewice being evaluafed. It wduld be unrealistic to expect
éocial policy researchérs to be 'vAalu‘e free' and for them not to have an interest in the
exploration of how such valges may best be applied in pra.ctice". However, researchefs
‘do need to be aware‘v of and be expliéit about the view of life that they hold. This is

the approach I have tried to take.
OTHER DIFFICULTIES OF THE RESEARCH

The research was alsé helpje‘d.considerably by ’t‘he.s;u_ppért of the Pfoject Board and the
willipvg g;)operainn of fhoée involved m the,;p.roj.ev.cts. H.owe'ver; if is impoﬁant to
eXpIoré the difficultiés and lim.itativons of inné feséa%ch 1n the manner desc‘ri.bed'. One
problem has already been An'lentioned, namely the fact that thé pfacti;:es qhosep for the
) préjects weré fecogﬁfsed as being "good" practices. This meant th;a't.the outcomes of
the evaluations Wefe moré'likely to be succéssful, and the results can be regarded as
e ééﬁlewhat.skeWea. : In this' thesis, howeyer,'t'l.]e"material h_aé been used in avdifferent
w‘ay.‘ When fhese projectsi.v alj;e used as case studie_s of 'collaborative_ acti_w‘/ity between
: heélth and social seryiéés,_ different conélusio;ls can be .drawn, ana the dis-tortion'built

in to the evaluations is less significant. = -

Most of the problems occurred with the Social Worker Attachment project. The first
problem encountered here was the lack of clarity among senior managgrs_about the
‘criteria_of success. - This arises from the lack of expe'rience of senior managers in

commissioning research and from the difficulties in agreeing criteria.
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In the Direct Management Project, interviews were held at the beginning and end of
;che projéct, making it poésible to méke comparisons Aof the PHCT. This was not
ﬁossible Witﬁ the chial Worker Attachment_, which had begun a few weeks before.I
came‘ if;to pdst. It was, therefore, difficult to compare .the social worker attachment
.;vith the way the practice» had operated before the attachment. An attempt was made
to use routinely collected management information about social s_grvices activfty as an
indicator of the relét_ion of socigl work to practices with no social wbrker. However,
there were a numbef of problems which, in‘the énd, made this impossible. Firstly,
-social. workers did not alw,aysArecord a client's GP.. Secondly, GPs often asked a
District Nurse or Health‘ V'is:itor to make the .referrél to So;:ial Sér_vices, and so the link
wifh the; GP would not necessarily bé recopdedi Thirdly, the management information
system did not readily. impért déta about activity, and the data I requested arrived very
- iafe, was obviously ﬂ.awed.and had to be discarded. The Case Comparison exercise
‘was us;:d to try to overcome the lack of compafativé information, and did provide

some useful insights about the way similar cases were handled in different settings.

A »fu'rtlllnev'r'pr'ol')lem Qas the tim.escale for evaluétibn. The'socia-l worke-r attéchment was
originally plgnncd'ié’lést six nio'nths, and 'tl‘l.en evaluation was undertaken at that point.
Thohgh the attachmeni had clearly had an impact on the practice and its patiehts, there
are dangers. of evaluating t0o early, because not all the effect§ may be apparent. On
the one hgnd, Benefits may-_tvaké a long time to become apparent. " This was the case
with -the Direct Management Project, where benefits 'were only bbeginning to be seen
after twelve'mon.ths... On the other_ hand, there was a risk that a "honeymoon" phase

might mask some of the difﬁéul_ties. '
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Another potential problem was the "Hawthorne effect_"“, that the process of being

studied might itself produce a good outcome.

The use of the case study ap‘proach raises the issue of ge_heralisability. How far can
:1 study of Sunderland be applied to a wider area? To what extent can the experience
of inter-agency workihg in one place be regarded as typical? In the end, we ﬁsk with
.Pontil_ls Pilate, "what is truth?" Is this study merely 'tfue of Sunderland, or does it
. .:‘ident:if.y.a'more gen_er.al trgth? How reliab.le émd how valid:is‘ this study? In traditional
quantitative studies; fhe gene-r"alisability‘ of res‘earch: was m-easured in terms of its
repii_cébility. If the fesults’ could-be reproduced, the 'research was regarded as reliable.
Qualitative reseafch does not work thaf way:vthe‘use of small samples, for instance,
- makes it difficult to apply tile research to larger groups®. Qualitative. research has, in
the p-aSt,- revelled in its non-generalisability. This has been based on an uﬁderstanding

of human behaviour as conditioned by its context, so that laws of human behaviour

which are context-free, or which apply to any setting, are just not possible®.

‘Mays and Pope note that reliability in qualitative research demands the maintenance

ofmeficulous records of interviews and observations and detailed documentation of the

“ Hubert M Blalock and Ann B Blalock, Methodology in Social Research (New
York: McGraw- H111 1968) p. 340.

“ Jeanne Daly and Ian McDonald, "Introduction: the problem as we saw it", in
~ Jeanne Daly, lan McDonald, and Evan Willis, Researching Health Care: Designs,
Dilemmas, Dzsczplznes (London: Tav1stock/Routledge, 1992) pp. 1-11, p.. IO

_5° Janet Ward Schofield, "Increasmg the Generalizability - of Qualitative
Research”, in Martyn Hammersley ed., Social Research: Philosophy, Politics and
Practice (Milton Keynes: Open University Press, 1993) pp. 200-225 (p. 201).
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process &f analysis. Qualitative research tends to be stronger on validity than it is on

reliability”'.

Dingwall identiﬁés fhrée tests for val_idity in qualitative research. The ﬁrst is the
::ontext in whrch the research takes place and tha features shared with other
'environm_ents. The second is the researcher's'self-consc.iov.isness about the difﬁculties
o 'and contrariictions.which are part of the research. The third is ttre extent to which the

~ various playérs ‘rJ‘eing-s't.udies are _treated even-har"lc-le:dly.s2 : Avis identifies three further
tests. .f‘irstly, research methoda should.-be open to; -scrutiny. In the second place, the
-'_re_lationslhip between the evidence and concepts shaqld be exp‘licit. Thirdly, the
research shauld make sense in relation to. ather'studies in‘ tha field_ and theoretical

concepts about the subject”. The researcher also needs to be conscious about his/her

own assumptions about the nature of reaiity, and how this will influence the research.

e e et ettt e it

Before I take leave of this discussion of the nature of this research and its methods,

- ‘there is a need to expldré the link between the projects studied within.the Primary Care

> Nicholas ‘Mays and Catherine Pope, "Rigor and quahtatrve research" British
Medical Journal, 311, 1995, pp. 109- 112.

52 Robert Dmgwall ""Don't mind him - he s from Barcelona Qualltatlve methods
in health' studies", in Jeanne Daly, Ian McDonald and Evan Willis, Researching
Health Care: Designs, Dilemmas, Disciplines (London Tavrstock/Routledge, 1992)
pp. 161- 175, p. 169-172.

** Mark Avis, "Valid arguments? A consideration of the concept of validity in
estabhshmg the credibility of research findings", Journal of Advanced Nursing, 22,
1995, pp. 1203-1209 (p. 1208).

51




Project, 6n which I was employed, and tﬁis thesis. A distinction has been made
between research and evaluation. Part of the fieldwork for thi_s‘thesis is ba;sed on two
pieces of evalhatiye research. 'However, the evaluations are used in this thesis in a
different way from their original__pﬁrposé.. In other words,-a' d'ifferént application has
been given to the fieldwork as desqribed in this fhesis from that which appeared iﬁ the
evaluation réborts. This has been achieved, firstly, by s'e,tting the,proje'c'ts in a wider
: qontekt, namely, the development of cofnmunity care policy and its iﬁplementation in
Sunderland. Secondly, it was not sufficient for the purposes of this -thesis to conclude
with an assessment of how. fér this or that project was ‘é successful Way of delivering
services to clients. It was necessary to go beyond that and adjudge the implications
of the perects for the research queétibn, wﬁich isA about the natufe of céllabofation
between health and social services. If I may mix my métapho\rs,-this led to a curious
and unlexp.écted experience akin to standing in a hall of mirrors, in which I was, on
occasion, observing myself as a player in the game. The next chapter is not so much
about the game as the stadium - the political and orgapisation of community care

reform - in which the game was played.
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CHAPTER THREE

THE CONTEXT OF COMMUNITY CARE

INTRoDUCTION o

The settmg for collaboratlon between the. health and social services in the first half
' -of the 19905 was extremely complex Along51de the development and implementation -
of Commumty Care’ Pohcy, great changes were - takmg place in government
approaches to pollcy and the publlc sectot, and in the way that the.statutory agencies,
partlcularly the health service, were structured and managed These changes made
collaboratlon difficult, because agenc1es had to address 1nterna1 reorgamsatlon and
adjust to new ways of worklng, but they also made collaboratlon all the more
necessary. This chapter takes account of the polmclal and organ1sat1onal background ’

and of how Community Care .P‘olicy was developed and implemented.

' THE POLITICAL AND ORGANISATIONAL CONTEXT

The NHS and Co’mmunity Care Act was the dish resulting from a recipe of
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incompatible ingredients mixéd and brought to the boil in a tense and combative
v'i(itéhen as ar; unsatisfying stew of contradictory flavours. ann calls these various
ingredients "Thatcherism's search for _the; 'Five Es' - 'economy,-efﬂciency, excellence,
en'terprise and effe-cti,venessf'." These are. the elements whi>ch created the environment
fér the NHS and Community Care Act 1990, and in which Community Cére Policy

was then implemented. '

: Firsﬂy_, how_e‘ver, it. is necessary to take.a step back and into the seAtting in _wﬁich
Thatcherite ideology to?;k root 1n the'healt_h and sécial ser_yicé's: the chaﬁging pattern .
of" demo_graphy, the failure of rational plahning:td deliiver services that met needs in
a gontrolied and co_st-efficient way and the contitiuing' economic crisis.

Lolng-térm demographic changes were alteriﬁg the pdpulationAfor‘ whom policy was
be‘ing made ‘and to ‘w'.h-otn .s'ervices Were delivered. These included the _bufgeoning
nufﬁber of c;lder citizens who were_al_so living longer, ther iﬁcréééing_diyorce rate and

' the growing number of sir‘lgle'pare‘nt families. All this mean_vt_“'gre'a‘ter”demands on

health care, social security and social care services.

"The Governm_'envts of thé 1970s promulgated planning systems in the health service
and Local Authorities based on a "rational comprehensive” model. They were
"rational" bec_auée of the assumption that planning decisions could be made

objectively, and "comprehensive" because it was expected that every aspect of an

- !''Lewis Gunn, "Public AManagemen‘t:‘a third approach?", Public Money and
. Management, 1988, pp. 21-25 (p. 21). '
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issue could and would be taken into account.” An important feature of rational
planning was the assumption that rationality implies coordination. As Challis and

colleagues observe,

Coordination is above all the rationalist's technique for embracing the
complexity and interrelatedness of social issues and-problems, and
there can be no doubt that at times rational planning has come to
resemble the triumph“of administrative technique over the craft of
politics®. ’ ‘

Within the.héalth se.rvice,. thé,‘planning,system operatgd_. within a "command-and- .
.‘ contfdlv'.vfrat.llework, chafac;'gerised by the retentiqn'df: the résponsibilify for deéision
making at national level, while operational r'r}_an;g,emént-was delegated to the local
levél;‘, By ‘;he end of the 197.0.s, howéyér, therg »wasi growi‘ng.disillusionment with the
‘ éapacity of these systems t.ovdéliv_er, because of the prescriptivé nature of'the planning
‘systemy, the lack of clear objectives a'nd the failing to evaluate outcomes.” Norton and

. Rogers-add,

Those who attempted to apply a rational need based model found |

T Rathwell, "Health Services- Planning: Observations -on the Relationship
between Theory and Practice", in ed. M Clarke, Planning and Analysis in Health Care
Systems (London: Pion Ltd., 1984) pp. 119-141 (p. 121). -

3 Lindg Challis, Susan Ful'ler, Melanie Henwood, Rudolleein, William PloWde-n,
Adrian Webb, Peter Whittingham and Gerald Wistow, Joint Approaches to Social
~Policy (Cambridge University Press, 1988) p. 25.

o * Richard B Saltman and Casten von Otter, Elanned Markets and Public
Competition: Strategic Reform in Northern European Health Systems (Milton Keynes:
Opern’ University Press, 1992) p. 5. ' ' ’ ' :

3 Ibid. pp. 5-6.




‘themselves trying to operate a process largely alien to practlcal
experience and subject to the problem of the basic lack of information
about the type and amount of needs.’

However, the vision of coordination remained.

Small argues that the Conseryative Party was influenced in the late 1970s by von
-Hay‘ek who argued that the inevitable outcome of central economic planning was
. totalitarianism’. In other words, there was eiso a pro>1itica1 rafionale.for abandoning
“the rational planning mojd'el. In 1980, the new _Conser_vgtive Government called for
.a siinpliﬁcation of the nealtn service planning systems, which led in dne course to the

1982 reorganisation.

The Thatcher Government came to power in 1979, after years of economic d_epression
precipitate'd by. the oil crisis of the early 1970s. Economic problems included .
in'ﬂation, nnemploymenf and overspending in the public sector. One aspect of the
stfa‘tegy for recovery was curb on'over-spe‘nding in the public sector. Social Security
- and the health service’,wnich both ebsorbed lerge prOpontions-of centr‘al gnvernment
- expenditure and in whieh expenditu;e tended to-increeee “rap'idly, v;/ere .key targets.

The Government has consistently denied "cuts" in the NHS, but 1t has tried to control

. Alan Norton and Steve Rogers, “The Health Serv1ce and Local Government
~Services", in ed., Gordon McLachlan, Matters of Moment (Oxford: Oxford
University Press, 1981) pp. 109-152 (p. 141).

" Neil Small, Politics and Plannzng in the National Health Service (Milton
Keynes Open University Press, 1989) p. 156. :

* DHSS, Patients Fz}rst, 1980.
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the rate of growth. Greater controls were placed on expenditure in the health service
and social se_curity, through mechanisms such as the Value for Money initiative,
competitive tendering, "efficiency savings", the Audit Commission and the National
Audit Office. Controls were also put on Local Authority spending through "rate-
cappmg" and frequent changes to fundmg systems, - As Rhodes shows, “the problem
was not local but central overspending. To cope with its own overspendmg, the
© centre sought to 'off-load to the periphery' to minimize the rise in public

expenditure. "

Some of these mechanisms also put other conservative policies into‘ operution. Flynn
- shoWs that competitive tend-ering for services introduced into the Local Authorities for
building, ro-ad construction and.maintenance, represented a market-oriented approach
to public services.” Opening-up these services to the private sector and the reduction
of direct control over the labour force decreased the independence» and autonomy of

the Local Authorities and weakened the power and influence of the Trades Unions.

The Conservative government of the 1980s introduced radical,changes based on "new
right" ideologies. Flynn identiﬁes the ideas thet shaped the development of the pub-lic
sector in this period: the exercise of individual choicé through the operation of free
markets; an assumption of inferiority, in quality and quantity, of production in the

public sector to that of the private sector; and a growing distrust with the public sector

"RAW Rhodes,_'Beyorid Westminster and Whitehall (London: Unwin Hyman
Ltd, 1988) p. 238.

1o Norman Flynn, Public Sector Management (Hemel Hempstead: Harvester
~Wheatsheaf 1990) p. 47 :
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which was seen as wasteful, inefficient, and expansionary.”

~ This idéology was based on a confidence in the power of markéts. Markets made
possible competition, which was seen as creating the conditions fér cost-efficiency and
quality.‘ Where. free markets were not possible, market-}ike mechanisms were
introduced, such és the "iriternal market" of the NHS, and the "mixed economy":of
v'social care; Market strategies included the separation of purchaser and provider
functions, the introduction of contracts and competitive tcndéring and the stimulation

of new providers in social care.

Hunter points out that for markets to succeed,{_ th';:re must be $1irplus capacity, which
can be wasteful. _Transacti'on'cos.ts are 1ike‘ly to be high. Market .strategies would
tend to divert attention from effectivéness of care and efficacy of treatment towards
costs and prqcesses'z. ‘In practice, the'markets for health and social care have beén
very much controlled in "re‘cognition' that we are dealing here with political as well
as economic markets in which the costs of failure include pélitical a:s well as financial

embarrassment.""’

The private sector was directly encouraged by the policies of the Conservative

government. Private health insurance was encouraged. Restrictions were removed

"' Flynn, 1990, pp. 10-13.
12 Hunter, 1994, p. 17. .

- 13 Gerald Wistow, Martin Knapp, Brian Hardy and Caroline Allen, Social
. Care in a Mixed Economy (Buckingham: Open University Press, 1994) p. 143.
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from private medical care. Though not deliberateiy designed to foster the private
sector, the c_hangé of rules to support private residential care through social security

payments had a marked impact on the increase of residential and nursing care homes

in the private' sector.

Ano;[her”aspect of the "new right" strategy was the emphasis on the individual rather
than the collective. This- had a doubie impact: on the one hand‘, there was an
emphasis on consumerism, on individual choice of goods; and s.ervices rather than on
~assu’ming' that the ‘publi‘c wdulgl_ accept the servic;es that the state deemed would be
good forl it. -On the other hand, there wés an emphas;s on self-help and self-reliance
ratﬁer than state control. Fbr example, the ihtrpdi;ctioﬁ of charges for eyesight testing
and dental checks emphasised individual responsibility for health. In social care,
individuals were expected t'o make their own provision as far as possible, with state

~ provision only for those who could not make alternative arrangements.

Although the Thatcher government aidopte'd: the New Right approach to policy, it did
v.-.not' do s'ofirvl' a thoroughgoing -manné_r. Cutler and - Waine show that the‘
implementatfo_n of New Right -policies.was not consistent c.iuringA the 1980s, and thaf,
in’ pértiCular, .poiicy for the health and pérsonal social services tended Vtowards a
'_wa'tered down version of Ngw Right ideals'. Even the introduction of market
philosophies into the health service via the so-called "interqal markets" and to the

- personal social services through the "mixed economy of care" could be seen to

M Tony"Cutler and Barbara Waine, Managihg the Welfare State (Qxfofd_: BERG
Publishers Ltd, 1994) pp. 16-23, 133-135.
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represént a failure to infroduce "a fully-fledged competitive market in which consumer
choice would be based . . . on that personal power to inflict economic pain on
unsatisfactory producers .which consumer payment alone can brijng."ls Though the
delivery of services was "marketised", they were funded from public finance as they
héd always béen, and éonsuﬁler ﬁreferences were 'represented by agents iﬁ the form

of GPs, Health Authorities, care managers and the like.

 Alongside the government's interest in markets was an assumption that the public
sector had to take on the managerial and financial methods of the private sector-and
become more business-like. Ppllitt quotes Michael Heseltine, from the time when he

was Secretary of State for the Environment:

Efficient management is a key to the [national] revival .. And the
management ethos must run right through our national life - private and public
companies, civil servi}ce', nationalized industries, - local government, the
National Health Service.'

The virtues of managerialism were regarded by'the Government as a truth held to be
~ self-evident. Better management meant a more effective use of resources and better
cqntrol over the performance of the business, in this case, the delivery of health care.

Managerialism embodied all of Gunn's 'Five Es'.

' David G Green, The NHS Reforms Whatever Happened to Consumer Choice?
(IEA Health and Welfare Unit, 1990) pp. 1-13. :

' 16 Ch_ristopher Pollitt, Managerialism and the Public Services (Oxford: Basil
Blackwell, 1990) p. 3.
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The first application of managerialist balm to the financial wounds of the health

" service was the management enquiry led by Roy Griffiths, managing director of

1
\

Sainsburys. The rep_ort‘, which was driven by a concern to obtain the best value for
money, found similarities between business. management and the management of the

health service:

We have been told that the NHS is different from business in management
terms, not least because the NHS is not concerned with the profit motive and
must be judged by social standards which cannot be measured. These
differences can be greatly overstated. The clear similarities between NHS
management and business management are much more 1mportant

The Griffiths reforms s'o‘ught, first, to replace.t;he edmini'strative function with general~
management, which was accountable for its actions and results; and, second, to bring
in managers from ou;(side the health service. Clinicians were fo be involved in
management including the management of budgets Saltman and von Otter note that
, the. Grlfﬁths reforms mwet only w1th 11m1ted success, though they did help lay the
foundation for later refo'rms"‘. The main problem with implementation was that the
“new wine w'as p{lt into old w'ine-s_kAins: that the private sector style managers were
placed in.a centralized command-and-control planning str’uctnre', which restricted their

ability to act.

The introduction of business management techniques to the public sector has since

‘been challenged. The "new public menagement" approach asserts that public

”,DH_ss, "NHS Management Inquiry", DA (83) 38, October 1983.
'* Saltman and von Otter, 1992, pp. 25-26.
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. management differs from business management and therefore requires a different set
of skills, methods and values. - It argues that the success of business management in

the public sector has been limifed. ‘

Harrow and Willcocks argue that "the differing organizatiéngl contexts.of private and
public s"ervi‘c'es managemept demdnétrates [sic]Athat efforts to close the_, gap Betw'&;e‘n
} the mana.gerial ﬁracticeé of thé sectors is inappfopriate at best, and at '\-NOI‘St represents
risk—takirj_g on' an extensive’ scale."'® The use of management technliques in the public
éectOr, therefore,'needs to take accoﬁht of thé Adiffer‘er{t’ “envir‘onmer;t. Stewart and
Revmlso.n'fin‘d that- the public s:ector differs fro_m‘-the‘. private sector in terms of its
values, its relationship to cus_fomers who aré ai§o ;itizens, its public éccountability and
in its delic_:ate balance between various pre_Ssures-'and dilemmas.?d' The distinctive
'chargctér of the public sector 1ie$ in its focus on collective tasks and purposes, rather
than the private sector's concern for the individual and person:al.z' One element of this
distinctiveness is the need for coopérative relationships between d.ifferent agencies in
order to achieve a collective purpose.” In other wor(ds,‘collaboration. Cutler and

Waine also criticise managerialism for putting more emphasis on the form of

'° Jenny Harrow and Leslie Willcocks, "Public Services Management: Activities,
Initiatives and Limits to Learning", Journal of Management Studies, 27:3, 1990,
pp. 281-304 (p. 300) - '

2 John Stewart and S.tev.vart Ranson, "Management in the Public Domain",
' _Public Money and Management, 8, 1988, pp. 13-19.

' Stewart Ranson and John Stewart, "Citizenship and Government: The
Challenge for Management in the Public Domain", Political Studies, 37, 1989,
pp. 5-24 (pp. 6-11). : '

22 Ranson and Stewart, 1989 (pp. 21-23).
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‘management than on the activity to be managed® and for its dubious premise that

professionals must be controlled at all costs®.

~ Pollitt cﬁallgnges the ideological nature of manageriélism and its application to the
| NHS 01'1' four grounds: ﬁrstly, fhat it lacked internal coherence; secondly, tﬁat it could
not.operate realistically in the domain of public services; tﬁirdly, 1t furthered the
interest§ of partigjular groupé at the expense of pthers’;‘é'nd finally, that the value
systems it incorporated were not appropriate to the public'services.”.

Another dimension of the managerial th‘eme was_._.-the tension betweer; the devolution
of managefial power to the pe;iphery, where :sér\.'ices are delivered, and the growing
control from the ceﬁtre._ Metcalfe and Richards ‘explain the rationale .béhind the drive

towards decentralization:.

Décentralization of authority and responsibility is one of the most
common prescriptions for improving efficiency and effectiveness in
large organizations ... In the public sector, decentralization is generally
_-prescribed as a means of liberating managerial potential shackled by
bureaucratic restrictions.”

The Griffiths Report, for instance, wanted responsibility to be "pushed as far down

2 Cutler and Waine, 1994, p. 5.
% Ibid., p. 148
% Pollitt, 1990, pp. 111-146.

26 Les Metcalfe and Sue Richards, Improving Public Management (London: Sagé,
1990) p. 77.
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the line as possible, i.e. to.the point where action can be taken effectively." Hoggett
iden;t_ified two types of deqentralisation”. The first is "internal" decentralisation, in
which management is devolved to units within the organisation. 'i“he decentralisation
described By Grifﬁths is of this typé. ‘The other type is "external”, in which functions
are dgvblved to ﬁgencies outside the organisation‘ (in other words, -contracting out).
Hoggett is enthuéiasticlabout the trend tow_afds dec_:entralisatioﬁ, whicp he regarded as
a "qualitative_change in techniques of operatioh_al céntrol which are post-bureaucratic
" in character".”® He was, perhaps, speaking too soon. Any decentralisation which took
place in the NHS was balénced by increasing contrio‘l frorﬁ the centre. Similarly,
,Spc_ial Services Departments, lobliged to adopt dgcentralising 'strateg‘ies by the NHS
and Community Care Act, were subject at the séme time to a barrage ’of directives
about fulfilling their responsibilities under the Act. Metéalfe and Richards argue that |
the two movements. are not necessaril-y.‘ opposed, but can be complementafy, and that
a bAa]ance between them is required.” Cutler and ‘Wain‘e, oﬁ the othér Hand, deny that
decentralisatioh_ had any place in central/local relatioﬁs, ratherv"it was centralisation

with a limited degree of operational autonomy"*’

~ A factor which moderated Thatcherite policies in the NHS was its popularity with the

public. Public oppositibn to reforms, particularly when they were seen to involve

| 2 paul Hoggett, "A New Management in the Public Sector?" Policy and Politics,
1991, 19:4, pp. 243-56 (p. 244).

® Ibid., p. 255.
? Metcalfe and Richards, 1990, p. 79.
% Cutler and Waine, 1994, p. 135.
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"cuts", was often mobilised by doctors and nurses from within the NHS. This
‘contrasted with the rather cosy relationship between organisatibns representing
medicai interests and ";he Department of Health in the past’. Another theme,
tﬁerefore, was the pincer movement to squeeze the professionals until the pips
squeaked, a movement felt as much by lawyers, teachers and academics as by the
medics. Flynp identifies some of the techniqﬁes used: the denigration‘ of public se}:tor
professionals; the efosién of their relative pay, status and self-esteem; and financial

stringency on non-pay essentials.””

Community Care policy was legislated for by cen:trai gpvérnment but ‘i.mplemented by
local governm ent and the NHS .'It required lo,calfgovernmcnt to work closely with the
health service fof the pplicy to work. However, relations between central government
and local gbvernment could vheé.rdly be described as collaborative, and were marked
mqré by coercion and conéfréinf. it is important to lool; at the relations between

them, because they created the context in which the policy was expected to flourish.

The relationship -between central government and local governmeht'is complex, and
has been described as a "maze".”> The complexity arises from the interdependence

- of central government and local authorities.’* It is characterised by "mutual mistrust

' Small, 1989, pp. 22-26.
32 Flynn, 1990, pp. 17-20.
3 Rhodes, 1988, p. 4.

¥R A W Rhodes, The National World of Local Government (London: Allen and
Unwin, 1986) p. 16. - -
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of central and local government ... fuelled and sustained by financial concerns"*’,

Though central government has legislative power and 'control over resources, local
government has local knowledge and expertise, legally deﬁned powers and freedoms
anAd control over employed personnel. Central governmerrt needs local government
to implement its policies. However, central .government, to a large extent, creates the
framework \_fvithi,n which Iocal government operates. ’r“lris framewerk includee: the
structure of local government. In 1986, the government aboliéhed the Greater London
_Council and the metropolitan county councils, of which Tyne.and Wear was one. In
1991 the government announced a review of Locar: Auihori_ty structures. Though
" Sunderland was rrot affected-,_neighbouring auAthorities in -Clevelarrd and County
Durham were subject to review. Central government also eontrqiled the means of
financingllo.cal governmerlt. "In Apri_l 1990, the community c'harge, or "r)oll-tax",
replaced .the rating system, to be replaced jn its turn in 1993 by the council tax. The
framework also incorporated funding mechanisms. _During the 1980s, central

government increased i‘t_s control over Local Authority spending.

Through,‘its control of the framework in which local gevernment .operated, central
government had a strong inﬂuenceen the success ‘er othe'.rv'vis'e of the implementarion
of policy at local level. There was ge,rlerally.a'failure to reeognise that policies
implemenred in one.sect‘or could have an impact on the demand faeed by enother, for
example, the promotiorr ef the independent sector through financial r)olicies to

“encourage private nursing and residential care homes had a major impact on hospital

- ¥ Gerald Wistow, quoted in Community Care: Planning and Cooperation, House
of Commons Session 1989-90 Social Services Committee, Eighth Report, (London:
HMSO, 1990) p. xviii, § 60.

66




provision. As Qell as creatingvthe framework, central government developed the
policies that local government then imi)lemented. Another strategy in central/local
relations was to give new responsibilities to local authorities without any increase in
resources to assist the»'task., on the assumption that befter management of existing
resources would releaée "the funding required.  This tactic was used with
respon51b111t1es arlslng from the Mental Health Act 198336 the Children Act 1989 and
the NHS and Community Care Act 1990. Wlth the last, fundmg was transferred to
_the Local Authorities from the Department of Social Sec;urlty, but this was to pay for
.residentialAcare? or home c'af_e' to hqlp maintain someone.at home. There was no new
mpﬁey to cover. the admini,sirétive ‘structures req_uiréd to implement 'the policy or to
take acount bf new needs arising from demographic change”. By failing to support
~its pdlicies with adequate résources, cent;al government delegated the prbblems

inherent in the policy to the local level, forcing Local Authorities to ration care®.

Peter John argues that local government social services departments were
comparatively free of central government control.’® They were one of the last Local

Authority functions to get the Thatcherite _treatme'nt. -The NHS and Community Care

*¢ Flynn, 1990, p. 47.

37 For example, see evidence from Colin Smart 1n Community Care:
Plannzng and Cooperation (1990) p. xxiii, § 84.

| % Geoff Fimister and Michael Hill, "Delegating implementation problems: social
security, housing ar_1d community care in Britain", in Michael Hill, ed., New Agendas
in the Sudy of the Policy Process (London: Harvester Wheatsheaf, 1993) pp. 110-129

(p. 127).

3 Ppeter John, Recent Trends in Central-Local Government Relations (Policy
Studies Institute for the Joseph Rowntree Foundation, 1990) p. 54.
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Act 1990 not only opened up the SSDs to greater intervention from the Centre, but
introduced the market ideology into social care. SSDs had to separate the assessment
of services from their delivery, and to commission services from the independent

sector.

NHS REFORMS IN THE 1990S

-The NHS and. Comm unity Care Act 1990 embodied the Thatcherite ideals of markets '
and managerialism. It was the product of three VYhite‘ Papers: Promoting Better
Health, published. in 1987, Wo_rking for Pati_?nts and .Cc.zring ft;r People, both
published in 1989. Promoting Better Health put forward the Government's proposals
for primary health care ‘services. Working for Patients set out a radical agenda for
reforming the health service on market -li_'nes.. Caring for People was the
| :querriment's response_io Roy Griffiths' propoéals on car'ei in the community. A full -
discussion of Caring for Peoplé is offered later in this chapter, but before we turn to
to quhmunity Care Policy itself, it is-im-portant tq éxplore the impact of the other

white papers on the NHS.

Promoting Better Healtiz was tﬁe outcorﬁe of a major review of primary he:;lth care.
Its- stéted objectives were tb make services more réspons:iife to the needs of the
consumer, raise standards of éare, proniote health and prevent illness, give patients
" choice in obtaining primary care services, improve value for money and enable clearer

priorities to be set for Family Practioner Services in relation to the rest of the health
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service’. There is evidence of several of Gunn's five Es here.

. Working for Patzents“ was the outcome of the- NHS Review 'announced by Mrs
Thatcher in January 1988. It emerged from wide public debate about the funding of
the NHS, coming to a crisis over the lack of fundmg for heart operatrons for children
in a Birmingham hospital. In the end, as Butler says, "what had beguh asa defensive :
reaetiori tov public and Vprofessionall concern _about the uriderfunding of the NHS
hecame eventually_. the' sbringboard for radical change that had no direct concern with
mo'ne& at all."* Timmins comments, "it was the revie;'\ry ,thatn_obody wanted ... it had
been the most awful mistake"“i At the heart of Worklng Jfor Paﬁehts ii/as the creation
of a market for health serv1ces, in which Drstrrct Health Authorities as "purchasers
vtere separated from "provide_'rs' the ‘hospital and community health servrces The
‘pr‘ovider units were enabled to become inciependent, self-governing'trusts, with eont_rol
~over their own mauagerrient struetures, personnel and pay eonditions, and engagement
in the market. At the‘ same time, large General Praetices could opt to hold budgets
'to purchase drug_s and -certain diagnostie and hospital treatment services for their

patients. This was regarded as the "wildcard" element of the reforms™. Tombs

-4 Promoting Better Health the Government's Programme for Improving
Primary Health Care, CM 249 (London HMSO, 1987) :

' 41 Cmnd 555, Working for Patients (London: HMSO, 1989).

‘2 John Butler, Patients, Policies and Politics: Before and After Working for
Patients, (Milton Keynes: Open University Press, 1992) p. 13. o

'3 Nicholas Timmins, T} he Five Giants: A Biography of the Welfare State
(London Fontana Press 1996), p. 458.

" June Huntingdon' "Playing a wild card", The Health Service Journal, 25 April
1991, p. 20.
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criticised the purchaser/provider split because it threatened both the internal
integration pf health an'd: social care organisations and inter-agency coordination
between thvem leading to a "scene more likely to resemble a collision course than one
of cooperation andv‘coordinatidn within an acceptable and coherent plan"*,
'Fundholding was also a potentiai barrier to collaboration because it-directed the -
attention of GPs to the performance of the fund rather‘than to achieving z'good
community care outcomes for patients through cooperation with other agencies and

professionals. It also reinforced the social services stereotype of GPs being overly

concerned with their incomes. : S

In order to support this "internal market",‘,alfer-ations ‘were made to the command’
struétures pf the health service through fhe creation of a policy bc;ard at departmental
level., -and reforms of Regiohal Health Authorities, ’Distri‘ct Health Authorities and
Family Pr_actitionef COmﬁittees. Funding for services \&as channelled through the
RHAs and DHAs,'éhd was calculated according to the number of people living in a
district rather ihan by the RAWP formulé, weighted according to a number of factors,
iricllic_ling'the s‘efvices alfeady available in a district. A systeﬁ y)as devised to take

account of the cost of capital assets in treatment.

Other changes resulted from the WOfking Sor Patients element of the NHS and
Community Care Act.” Medical audit systems were introduced. The contracts of

hospital consultants were transferred from Regional Health Authorities to District .

‘_‘5 David Tombs, "Purchasing and providing: is the split viable?" in Isobel Allen,
ed., Health and Social Services: the new relationship (Policy Studies Institute, 1991)
pp. 16-24 (pp. 22-23).
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Health Au_thorifies or self-governing trusts, and the criteria for distinction awards were
extended to include m{anagement skills. The oddest p-réposal, however, was to provide‘
tax relief for private health insurance for people over the age of 59, a reform which
sat outside the .logical coherence of the rest of thé'];aékage46, and was there only at

the Prime Minister's insistence?’.

Work;’ng Jfor Patients genergfed a great deal of fire and heat in debate. It was bitterly
'opposed'by organisationvs reprgsenting NHS professionals and by Trades Unions. The
British Medical Associationjspént £3m in opposing the :proposals“.“ What was' not in
disputé. ‘was.>that somethiﬁg needed to _be dope about'tﬁe 'NHS; rather, arguments
concentratéd on the degree-to which the NHS‘was to be.bent to fit Tory policies and
the hidden aglevndas which were percéi&’ed to be lurking behind every -clause. The
W hite Paper did not, in fact, address ‘the fundamental problems of the NHS. Butler
c_omments-that "Missing frofn fthe White PaperA... was any coherent anajysis of the
underlying problems producing the sy'mptoms. ... Working for Patients was akin to a

solution looking for a problem ... an ideology in search of an application."*

Despite the fierce opposition, the government pressed on with the reforms, and the
 first self-governing trusts, or NHS Trusts, as they came to be known, came into being

in April 1991, when the first general practices were also given their own budgets for

* Butler, 1992, pp. 41-42.

" Timmins, 1996, p. 463.
“* Butler, 1992, p;;. 59.
“ Ibid.‘, pp. 47-48. |
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secondary care services.

Meanwhile, another development was takin_g place in primary health care. The new
contract for  general medical practitioner.s introduced in 1990 incorporated
reédmmendations in Promoting Better Health with developments announced in
B Working for Patients. It made changes to the tefms of service for GPs and alter;d the
remunerat_ion system. It also strengthened the contractual relationship between the
| géneral practitioner an'd the Family Practitioner Commiittee (FPC), which became the
'Fémily.-Health Services Authority (FHSA) and qué it easier for Patients to éhange
.th.eii;‘doctor.’ The,vterms of service were médg more specific. Previously, a doctor
could do more or less what he wanted to do. Now, he ‘;vas re(iuired to be responsible
for the care of patients at ail ‘times, undertaike health promotion and: disease
prevention, b¢' av_ailable fdr consultation for a minimu_m of 20 ho.urs a week, make

practice leaflets av_ai.'lable to patients, and supply an annual report to the FPC.

The aim of the new payment system waé to give better remuneration to those doctors
who provided a high qualify service.’ -Capitation accounted for a larger proportion of
iﬁcome, up to .66% from_47%,-with enhanced payments made for patient; aged 75 and'
over, and for new patients.” Target payments were introduced. for immunisation and
'_cervical, cytology; payments-for these services were only made once the doctor had
immunised or screened a given percentage of thé target population. Sessional fees
were available.to practices which held health promotion clinics. Payments were also
madev to GPs who ;carriecli, out minor surgery, in the hope that this would reduce

hospital waiting lists by removing minor cases. Payments for out of hours services
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were made at two levels, with a higher fee going to GPs who made visits themselves
 rather than those using a deputising service. A new postgraduate education allowance

was introduced, and an allowance to GPs who undertook the training of medical

students.

The new Contract was universa)ly unpopular with GPs as being "ill thougf;t out,
impraé_tical, and likely to limit patient choice and reduce standards of care".”® Some
.featu'res'bf the Contract wére welcomed, such as payments for child health
sﬁrveillahce, rﬁinor surgery, 'registering new patientzs, practising in a.deprived afea and
reimbursement of computer éosts. Howevgr, a number of elements were not
sqpported by research: there was no ev'idenceito showl that scrgening the over-75s or
offering heélth checks to patients who had}_ not seen the GP in three years were
effective. Indeed, tﬁe latter requirement was quiéﬂy dropped. The 1990 Contract
. : . )
.created a lot more. work for general practices'.. GPs argued that they were more ~
stressed as ;1 result of the introduction of the Céntract, were worried about the effect
of the new .arrangements on the relatiénship between doctor and pétient and the
.inV(:feased.- ‘paperv‘v_or’k and 'adminiétratioﬁsz. The new Contract was compared

'u.nfa'vourably with the previous contract,”® the 1965 Family Doctor Charter, which

50 John W Chisholm, "The 1990 confract:' its hist(’);y and content", British
Medical Journal, 300, 1990, pp. 853-856 (p. 854).

*" David Hannay, Tim Usherwood, Maria Platts, "Workload of general
. practitioners before and after the new contract", British Medical Journal, 304, 1992,
pp. 615-618.

52 Sybil Myerson, "The New Contract and Relationships in General Practice",
Journal of Management in Medicine, 6:1, 1992, pp. 19-24 (pp. 20-2).

%3 Chisholm, 1990 (p. 853).
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arose as a salve to the malaise within general practice at the time. In contrast, the

1990 Contract generated a great deal of unease within the service.

One important concern about the 1990 Contract was its impact on providing a general
medical service in deprived areas like Sunderland. Tudor Hart and colleagues argued

that the new contract

accelerates prev1ous trends, promoting investment in high earning
practices serving affluent areas, where care is easier, and discourages
- investment in practices whose earnings are; lowest whose patlents are
" poorer-and sicker, whose costs are hlgher and whose clinical work is
more difficult™,

Like Tudor Hart, Jarman, télking about the NHS Rcviéw,-was also concerned about
subjecting health care to market forces, which c;buld result in those with least need
receiving the gfeatest number of services®. As Tudor Hart says, "fed by the market,

the inverse care law thrives"®,

A -further criticism of Working for Patients is that it failed to take account of the

community care reforms proposed by Caring for People, and failed to provide a

> Julian Tudor Hart, Colin Thomas, Brian Gibbons, Catherine Edwards, Mary
Hart, Janet Jones, Margarét Jones, Pam Walton, "Twenty five years of case finding
and audit in a socially deprived community", British Medical Journal, 302 1991, pp

1509-1513 (p 1509).

’ Brian Jarman, "General practice, the NHS review and social deprivation",
British Journal of General Practice, 41, 1991, pp. 76-79.

% Tudor Hart, Thomas, Gibbons, Edwards, Hart, Jones, Jones, and Walton, 1991,
pp. 1509-1513 (p. 1509).
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coordinated approach to the development of hospital 'and_community health services
with community care®’. Indeed, the emphasis of Working for Patients was very much
on acute hospital services and geperal medical services®™. Wistow argues that the
failﬁre to integrate the two strénds of policy properly could lead to the disintegration

of the.community care reforms®.

The reforms of the NHS in the eafly 1990s g'enerated. a great deal of activity in
restructuring Health Authorities, developing the purchasing role of Health Authorities,
’and developing NHS Trusts and fundholding. Rqorga'nis;tions d1d not just happen
once; they could také' place several times, as_}District H;alth Authorities started to
merge to‘l create bigger and managgrially more cost-efficient districts, and as District
Health Authorities b‘egan to >deve1>o:p joint management arrapgerﬁents with Family
© Health Service Authorities. A corcern with intemai struc‘tu4r¢s and processes meant
' that collaboration with SociaI'ServicevsA Departments (SSDs) in developing community

care was Iikely to be a low priority.

'COMMUNITY CARE

Community Care Policy, therefore, was being implemented at a time of great turmoil

in the health service. It was to create an almost equal amount of turbulence in the

%" Butler, 1992, p. 68.
*® Hunter, 1994, (pp. 13-14).

*® Gerald Wistow, "Aspirations and realities: community care at the crossroads",
Health & Social Care in the Community, 3:4, 1995, pp. 227-240 (pp. 228-229, 236).
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social care sector.

"Co'mm.unity care" is a mother-and-apple-pie term which summons up nice warm
feelings and images. Policy-makers have tended to capitalize on this, but the cosiness
of the te.rm hides con‘siderable difficulties. The meaning of community care ?s very
difficult to unravel. Indeed, the House of Co‘mmonsl Social Services Com.mittee

noted that

. the phrase "community ‘care" means little irv__1¢it‘s’e'1f. It'is a phrase used
by some descriptively and others prescriptively: that is, by some as a
shorthand way of describing certain  specific ‘services provided in
certain ways and in certain places: by others as an 1deal or principle in
the light of which existing services are to be judged and new ones
‘developed. It has in fact come to have such general reference as to be
virtually meaninglesé. It has become a slogan, with all the weakness
that that implies.® ‘

"Community" - is usually understood as a spatial term, referring to a locality.
However, th(f, local geographical community may be.completely different from the
.soéial c'omm'unit;r which surrounds a person. The. word "community" has many.
meanings; 94 different soc':iological' definitions have been identified®’. The term "care"
can also be understood in' di'fferent‘ways. Bulmer refers to thfeé levels of caring:

general concern for someone, practical and psychological support which does not

60 Communzt_‘y Care with special reference to adult mentally ill and mentally .
handicapped people, House of Commons, 2nd Report of the Social Services
Committee Sessmn 1984-85: volume 1, p. X, § 8.

- IGA Hlllery, "Definitions of community: areas of agreement", Rural Sociology,
1955, 20:2, pp. 111-23, cited in Martin Bulmer, The Social Basis of Community Care
(London: Allen & Unwin, 1987) p. 28.
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involve physical contact, and what is now often called "personal care", defined by

Bulmer as physical tending of an intimate kind®.

Community care policies flow from two sources: mental health services and personal
social services. The former leads to an understanding of community care as -the
resettlem'eht of long-stay patients into the commu_nity; the lattér to the care of
: vplnerable people more geﬁerallyL Bulmer identifies fou_r w'ay's in which "community
.c'are", is. ﬁnderétoodin policy .terms:-care pro'vided outside institutions; caré provided
by p_rofe's‘.s.ionals outside institutions (for iﬁstance,-qom:tnunity nursipg); égre.pro_vided
" by volu’ntary-drganisation_sand informal.caréré; andAcare. designed to maintain as
normal a life as possible®. Evandrou, Falkingham aﬁd Glennerster argue that there
has been.a change in the way the'term'has t')een'. understood by policy-rr;akers, from

a concept of care beyond hospital to care by the community®*.

Community Care Policy is a very wide rangiﬁg collection of welfare initiatives,
i involving health, social care, housing aﬁd_ social security, the care of different client
groubs; deinstitutionélisation, the devélopment of ‘services in the 'cdmmunity and.the
matching of services withk.ne'ed.; The following account_ is in two parts. The first

gives a chronological"'account of the deveiopment of policy from 1986 to 1994,

62 Martm Bulmer, The Soczal Basis of Community Care (London Allen & Unwin,
1987) p. 20-21.

® Ibid., p. 12-13.

% Maria Evandrou, Jane Falkingham, Howard Glennerster, "The Personal Social
Serv1ces 'Everyone's Poor Relation but Nobody's Baby" in John Hills, ed., The State
of Welfare (Oxford Clarendon Press, 1990) pp. 206-273 (pp. 212-213).
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drawing out the theme of cdllaboration. The second explores the development of
particular issues which are ifnportant to this study, namely, the production of
Community Care. Plans, defining the boundary between health and social care, the

involvement of GPs and arrangements for coordinating hospital discharges.

COMMUNITY _CARE: POLICY AND IMPLEMENTATION

There were elém,enté of "Comm'unity care" in héalth policies from the 1950s, including
support ,for . eideriy people at ‘home and the 'transfer_of care from hospital to a
cbmmunity se'tfcin.g' of people who have mental illﬁess and learning disabilities®, but
the history ‘o’f CGmmunity car'e'is "one of painfully slow progress twoards timid goais"

| éharacterised 'by> "the absence of clear policy and detailed planning"®. ‘

Thgl watchhed bAe'.c;zveen the more recent history of co‘mmunity care and the past was
the Audit Commis'sAi(‘)n'As repdrt Maﬁng a Real'ity of Community Care, published at the
end of 1986. >It is of parti{,cul.’ar interest to this study, as Suﬁdefland was one of the
areas 'yisi:t_ed in the prepa;ation of the.repolrt and receivgd a draft version® three
months before the i’inal publication. This ga‘ve Sunderland an early insight into the

changes taking place in the philosophy and development of community care.

63 Alén‘_Wal‘ker," "The meaning and social division of community care" in
Alan Walker, ed., Community Care: the Family, the State and Social Policy (Oxford:
Basil Blackwell and Martin Robertson, 1982) pp. 13-39 (pp. 14-15).

8 Ibid., p. 16.

¢’ Called more prosaically "Community Care and Joint Planning" and dated
September 1986.
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The Audlt Commissibn found serious grounds for concern about the lack of progress
tow_ards reali.sing}'-cafe in th¢ community'. This could, it argued, only be addressed
if fuhd'amental problems were to be tackled, and this would reqﬁire radical measures.
It répbr’t_ed that f)rogress was very slow in many areas. Targets for de-
‘ir.lstituti'(')‘nali.s'ing care and for establishing services in the community for pebple with
a mental. ﬁéndic'ap and ft_hose with a mental illness had not been met. In addition,
,the'ré was p_onsiderablé variation between' authorities in the level and type of services
avaiiaﬁle.. Fof ins_tan-cyeb,:Lc.)cal Authority spending on adults with a mental handicap
véried py a factor of 51x -to one, and the ‘number' of residential home beds for older
people by a fa’ctbr of ten to one. Future prosp.ects of moving towards community care
were also poor. Commlinit'y services were r;ot being developea, particularly for the

mentally ill.

The report goeé oh to show that sﬁifting the balance. of care to the community was
‘-inhibit.ed by disincentives in tf}e planning and financial infrastrﬁcture. Firstly, it was
difficult to engineer a s'hift;of.'services and résources within the systems for allocating
finance to the agenc.iés involved. - Local Authorities ‘which invested in new
communit& se;vicéé vwére penélised_ ﬁnancially. Joint Finance Was no longer édequate
to "pump prime" new projects. Secondly, there was a lack of finance to bridge the
gap befween‘ recou'p.ing thé 'cdst's of running dowﬁ l.onlg-stay institutions and setting
up con;rﬁunity services. Thirdly, residential homes were replacing long-stay hospital
prpvision Afor oider people, transferring the costs of care from the NHS .to
Supplementary Benefits. Benefits were more readily available, and at a higher

amount, for residential rather than domiciliary care, which created a perverse incentive
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- towards residential care. Fourthly, community services were provided by a large
number of organisations. leading to considerable difficulties in planning and
coordination. Fifthly, the report identified staff problems: shortages of certain

occupations, problems of retraining staff in long-stay hospitals, and the lack of joint

training. .

The report called for radical solutions. In the September 1986 dfaft, one of the
options put forward was to "redefine demarcation lines between agencies more
~ precisely"®®, which was to dominate the early stages of planning for community care

in Sunderland. -This was dismissed in the final report: "there must be a doubt as to

whether this is feasible or desirable"®.

Instead, the report recommended allocating
responsibility for some client groups (people with a mental or physical handicap) to

Local Authorities, for others (mentally ill) to the NHS and a jointly funded budget to

purchase services for older people.

As a result of the A'udit:.C(;mmission report, the Secretary for State for -Health,
Norman Fowler, com‘n?iséioned Roy Griffiths :to carry out a review ofpommunity care
policy. Sir Roy was asked to _“review the Way in which pubvlic funds are used to
support community care policy and to advise me on. the options for action that would

improve the use of these funds as a contribution to more effective community care".”

6 Audit Commission Study Team, Draft Report, "Community Care and Joint
Planning", September 1986, p. 80, § 199.iii (a).

8 Ibid., § 173 p. 75.

"® Sir Roy Griffiths, Community Care: Agenda for Action (London: HMSO,
1988) p. iii, § 2. |
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By the time Griffiths reported‘in February 1988, the future of the NHS was under
"considerable debate. Mrs Thatchér had just announced the NHS'Review, which

would, as one official put it, "think the unthinkable” about the NHS"",

Grifﬁth's_ response tq'the Audit Comrhissjon's call for a radical apbroach was to "spell
out rc'espo-lléibilitie.é,. insiét on perfqrmance_ and accountability and fo evidence that
avctio_n ié being taken; a‘nd‘... to match policy with »appropfiate- resources and agreed
timescale'-s-.'f72 "He .rreject'ed the option of restructﬁring .as being too.disruptive. He
recoinmended that the-ré shpulc'l"be a.government minister for community care; to take
responsibility for prov.idin‘g direction, creating appropriate structures énd monitori'ng
. .success. Social servi;:e‘s departinentg werelto take vthe Igéd in arranging care in the
ccl)‘mn'lu‘nity'. They would. be. responsiblelfor a'ssessiné the needs of individuals and
organising thévir caire, and for assessing the community care needs of thé area and
developing plans with other agéﬂcies for meeting thém. Griffiths also proposed that
SSDs would assess the wnegadsn’.of,indiv,i_d‘ualsv for residential ca.re.. The responsibility
for heglth: aﬁthofities was the provision bf heélth care services and should not éxtend‘

beyond this remit. Griffiths expected GPs to inform SSDs of the social care needs

of their patients.

The. report was_' mét initially by‘resound'ing silence from the Government. The

7! Michael Jones, "Why the Lady Turned", Sunday Times, 31 January 1988, p. .
Al3. '
™ Griffiths, 1988, § 20, p. vi.

'
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empha'sis in the Grifﬁths Report on the enabling role of the local authorities-
intr'oduced the notion of the 'split‘betw'een ‘the commissioning and provision ofA
services well before-it became enshrined in the NHS Review”. However, the
propoeal to give fhe lead_ to Local Authorit_ies was‘ "the most heretical solution

possible"™, because of the strong antipathy between central and local government

'which existed at the time. There was also concern'about' the ability of the Social

Services Depa_rtments to respond to the,'challenges- posed by Griffiths: acquiring new

skills, responding to needs rather than to statutory responsibilities, introducing new
systems, 'working_ with the private and voluntary sector.”” - Meanwhile, other groups
were declaring an interest. The Royal Coilege of General Practitioners felt that "team

care through general practice should be the focal point for community care"™.

A GoVert@men’t White Paper was e';lentually published in November 1989, but did not

include all the elemente of the Griffiths package. It was founded on the notion of
"weifarepluralism" and the “'in'ge’rnal market", but was marked by inherent tensions’’.-

Caring for People outlined-six key objectives:

™ Timmin, 1996, pp. 474-475,

7+ Chris Hegmbotham "Blinkered approach has missed target”, The Health Service

- Journal, vol. 98 no. 5093, 24 March 1988, p. 329.

7> David J Hunter a‘nd Ken Judge, Griffiths and Community Care: Meeting the
Challenge, (London: King's Fund Institute, 1988) Briefing Paper 5 (pp. 14-15). -

’s The Royal College of General Practitioners, "Summary Statement on '"Working
for Patients' and related Documents", prepared by the Council at its meeting on 15th
Apnl 1989.

7 Bob Hudson, "Social Policy and the New Right - the Strange Case of the
Community Care White Paper" Local Government Studies, Nov/Dec 1990, pp. 15-
34 (p. 32).
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to proinote the deyelopment of domiciliary, day and respite services to
enable people to live in their own hdmes wherever feasible and
sensible. |

to ensure that service providers make practical support for carers a
high priority.

_ to meke' proper assessment of need end good case management the
_cdrners'ton_e' oi’ high quality eére.

to promote the de_veleprnent of a flourishing independent sector
alongside good ;qua_lity public. services.

to elarify the responsibilities _of'agenciesand so make it €asier to hold
them .to account for their performance.

to secnre better value for taxpayers' money by ‘introducing a new

funding structure for social care.”

._Achievin'g ‘this would require seven major ehanges. Firstly, local authorities would
~ take responsibility for sgciail care, including the assessment of the needs of
individiials,'planning _caie and securing deliyery of that care within the resources
avaiiabie. Secondiy;,.theyv would produce plans for developing community care
_ services. Thirdly, they would be ex.pected to make maximum use of the independent
sector. Fourthly, funding for residential and nursing home care would be transferred
_from tlie Department of Social Security to.the Local Authorities, together with the

respdnsibility for providing public support to those who needed it. Fifthly, Income

: "® DoH, Caring for People: Community Care in the Next Decade and Beyond
(London: HMSO, 1989) § 1.11, p. 5.
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Support and Houéing Benefit would be made available to eligible applicants living at
home or in independerit residential or nursing homes. Sixthly, LA inspection and
registration units-would be separated from the direct provision of services and would
be’responsible‘ for monitoring standards in LA care homes as well as those in the
independent sector. Finally, there WOu_ldAbe a. specific grant fo promote devélopments

in social care for people with a serious mental illness.

Thus, '_C'ar;ng Jor People extended the. requirement ‘for cdllaborafi_on between Local
Authorities. and - Health Authorities to include service users and carers and the
vo.luntary.andvprivate‘ sector bf serviée-pro;/ision. "With subsequent guidance, this
'réquirement continued‘ to be strengthened,_méking the dynamics of collaboration ever
more complex, particularls' for Social Services Departments, who riow' had to woo
| s¢v¢ra1_ organisaions and parties at once. The introduptioﬁ of competition was alsq a

potential impediment to collaboration’.

The need for co-ordination in assessment and the provision of services and
collaboration b_et_weeh fieldworkers and agencies was a constant theme throughout the
guidance. The following assertion in Caring Jor People is typical in exhorting

* collaboration .witho,ut addressing the difficulties:

. it is essential that the caring services should work effectively
together, each recognising and respecting the others' contribution and
responsibilities. ... it will be essential for each of the relevant services

» DoH, The Government's Plans Jor the Future of Community Care: The
Government's reply to the third, fifth, sixth, seventh and ezghth reports Jfrom the Social
Servzces Committee, Session 1989- 90, § 14, pp. 30-31.
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‘to keep in mind the interests and responsibilities of the other, to
recognise that particularly at the working interface there is frequently
much common purposej to cross-refer cases when appropriate; and to
seek and share advice and information when relevant. . There is no
room in commumty care for a narrow view of individuals' needs, nor
of ways of meeting them.®

There was an important shift, however, in the approach to collaboration, in that the -
focus moved away from joint planning machinery to an emphasis on the effective

delivery of care®'.

Caringfor'Péopze created a new framework for collaboration by. clarifying the roles .
of health and social services, allocatihg the responsibility for assessment-and care
management té social services, redefining joint pianning in terms of outcomes rather
than machiner).', and by increasing financial incentives through mental illness specific

grants and the transfer of funding from social security to social services®.

By the time Caring for People was published, the White Paper Working for Patients
‘had also been prodﬁced. The effect of both documents was to change the scope of
relati_olrlls between health and social services radically. There will be further discussion

of this ‘in,Qhapte-r Five.- Caring for People recognised the need for a new approach

% DoH, 1989a, § 2.20.

81 Gerald Wistow, Martin Knapp, Brian Hardy and Caroline Allen, Social
Care in a Mixed Economy (Buckingham: Open University Press, 1994), p. 4.

8 Gerald Wistow, "Community Care Futures: Inter-Agency Relationships -
Stability or Continuing Care", in Michael Titterton, ed., Caring for People in the
Community (London: Jessica Kingsley Publishers, 1994) pp. 24-41 (p. 25).
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to collaboration between them.* It promised to simplify procedures for joint planning
. and-look again at joint finance. The real emphasis, however, was on clarifying who
did what, picking up Griffiths' theme of clear responsibilities and accountability,

though how far it was successful has been questioned.®

The th‘it'e Pap’ér on community care was followed by a report which set out the
agenda of the groups working on the practical details of the p.olicy.85 The areas
covered by tﬁe gfoups were case mahagement and assessment, inspection and <q.uality
assurancé, plnl_rchas;i.ng' and -bﬁdgeting development, community (;ére planning, mental

[illness épeciﬁc'grahts, tfaining'and cdmplaints-. procedures.

.The Nétipnal Health Servi_ce_ and Comniunity Care Act became law in April 1990,
with the impleméntation of the community care element planned for-Apr'il 1991, at
the saﬁe time as the structural changes to the NHS. ‘The Act required Local
Authoiitiesl’to prepare and publish a Commu_nity Care Plan annually, and to undertake
to assess the needs of anxon;: who might require services. Both of these made it

necessafy for health and social services to work together. Collaboration was no
’ S

longer an optio‘nal' extra, but was essential for the implementation of community care.
. The Act also made provision of grants of money for services for people suffering

from mental illness and transferred funding of nursing homes and residential care

8 DbH; 1989, chapter 6, "Collaborative Working", pp. 49-52.
84 Wistow, Knapp, Hardy and Allen, 1994, p. 23.

® Social Services Inspectorate, Caring for People: Implementation Documents,
- Department of Health, CI (90) 3, January 1990.
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‘homes from the Department of Social Security to the Social Services Departments of

Local Authorities®.

The key features of community care policy were

. the separatiori of the corhmissioning of services from their provision,
. the involvement of service users and carers,
. . changing the focus of Local Authorities from the delivery of services to

meeting the needs of clients

Ir; June 1990, the Secrefary of State fof‘Health, Kenneth Ciarke, announced that the
infroduction of some aépects of community care might have to be delayed because
local _authoritiés Were, not ready to implemenf themj87 In fact, the delayv occurred
because the local councilis responsible for SSDs int;th ed the government that without
additional funding to set up the infra;tructure, poll taxes wduld rise by around £15 per
head. As ,the. poll fax was alreédy very unpopular, this'was a considerable threat to
the govérﬁment. The déla}v_‘{-‘ w"as, therefore, ﬁélitical rather than o.rganisational.88 The
political expediéncy vs{ent -further: the government was faced with the _difﬁculty of
delivering two cvoﬁiiyle;c"'pro.grammes - the NHS reforms and community care - at the .

‘same time. And one of them had to go, at least for a moment®.

*® The National Health Service and Community Care Act 1990, Part I11, §§ 42-50.
W The Times, 23 June 1990, p. 4, column a.
% The Times, Thuré.day 12 July 1990,V leader article, p. 15.
8 Timmins, 1996; p. 477.
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- The mental health aspects of community care policy were implemented in 1991: the
Mental Health Specific Grant (MISG) and the Care Programme Approach (CPA). In
addition, changes were made in SSDs to develop the split between the purchasing and
provision of service.s, inspection units were set up and complaints procedures
instituted.- 1992 saw the publication of the first round of Community Care Pians. The

' reﬁxaihing reforms were implér'nent.edi >in 1993. These included the transfer of funding
from the. DSS t6 the ’Local Authority SSDs for new admissions to nursing and

residential care homes, and the introduction of assessment and care ‘management

procedures. -

: If was several moﬁths before the Department of Health issued further guidance on the
»ikmpilement'atio'n of commupity_care, but following the drought, the trickle developed
intd a'g'rea;c flood. The ydlume of poliéy'and guidance issuing from the DoH and SSI
Was immense. In Sunderland, this was 'supplemented by additional guidance from the
Northern RHA 4and}1ater by the Communits' Care Support. Forcé. The guidance
documents'este‘lblished thef kéy values and principles of community care. Districts
were expected to develop ';he detéils for their areas. Some circulars served to keep
districts on course ’;n‘d‘remind them ofthe"maltters they Sho‘uld be working on and the
deadlines they.iwer_e_ expected to achieve. Appendix B lists the guidance and other key

documents on community care.

The very first 'pol‘icy gu