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Abstract 
 
As funding for Housing Related Support (formerly Supporting People) services continues to shrink, 
it is timely to revisit the question as to whether ‘homeless people’ are eligible for publically funded 
care and support, including personal budgets, organised through the local authority. The Care Act 
2014 due to be implemented from April 2015 in England, heralds some positive changes which 
may serve to open the door to this funding stream which has rarely been used in support of 
‘homeless people’. As the law currently stands ‘homeless people’ as a service user group are not 
eligible for community care assessment (though people who are homeless and who fall into one of 
the ‘eligible groups’ by virtue of having a mental health or drug and alcohol problem may be). The 
Care Act 2014 removes reference to ‘eligible’ and ‘ineligible’ groups so that any adult with any 
level of need will have a right to an assessment.  Exploring some of the ways in which homeless 
people have been excluded from care and support in the past, this paper outlines how homeless 
organisations can work with local authorities to ensure fairer and more consistent access and in so 
doing, potentially secure their own futures in the face of fewer ‘block contracts’ and more 
individualised forms of commissioning.  
 
Key Words: Homelessness, care and support, housing related support, Care Act 2014, 
personalisation, personal budgets, eligibility  
 
Introduction 
 
The Care Act 2014 is the most significant reform of publicly funded care and support in England in 
60 years. It fundamentally reframes local authorities’ statutory duties from one of providing 
services for specific client groups to promoting wellbeing. It rescinds earlier legislation, including 
the  NHS and Community Act 1990, with the aim of creating a single consistent route to 
establishing an entitlement to publically funded care and support. The Care Act 2014 further 
places personalisation on a statutory footing for the first time providing those who are eligible with 
a legal entitlement to a personal budget: 
 

‘To make the law fair and consistent, we want to remove many anomalies, which treat 
particular groups of people differently. We do not want people to be dealt with differently 
based on the type of service they need or where they receive it’  
(Department of Health, 2013 p1) 

 
This policy review paper explores the implications of the Care Act 2014 for homelessness 
organisations and the people with whom they work. It is concerned principally with the ‘culture 
shock’ of the dawning realisation that following the removal of the Supporting People ring fence,  
the survival of many homelessness organisations now rests on the ability to assimilate the values 
and practices of the ‘adult social care world’. We explore these values and practices with particular 
regard as to how they previously excluded many homeless people and, consequently the potential 
of the new eligibility regulations contained within the Care Act 2014 to overcome this. We begin, 
however, by charting how the ‘parallel universe’ comprising ‘low-level-preventative-housing-
related-support’ has been quietly dismantled under austerity measures and the turn towards the 
valorisation of personalisation.  
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The assimilation of the Supporting People Programme within adult social care 
 
In England, housing related support services for people who are homeless have developed largely 
in isolation from local authority adult social care. This stems back to the Supporting People 
Programme (Department of Social Security, 1998) which provided separate management 
arrangements and ‘ring fenced’ funding from 2003 onwards for a range of services designed to act 
as a bridge between general housing services and local authority social services (formerly 
personal social services). Whilst social services departments moved to refocus resources on 
crises intervention and higher levels of needs (mostly for personal care) with population ageing 
being a prime reason, housing providers were left to meet the needs of tenants requiring lower 
levels of support (Foord, 2005).  Supporting People services were defined as ‘housing related 
support’ and encompassed a wide range of activities linked to helping people to obtain suitable 
housing, sustain their tenancy and gain skills and confidence. A key stipulation of the Supporting 
People Programme was that funding should not be used to provide direct ‘care’ but should focus 
on prevention and enabling people to maintain their independence.  
 
Because the Supporting People Programme was positioned outside the community care 
legislation (NHS and Community Care Act 1990) this enabled many new groups who were not 
previously eligible for statutory support to receive some form of assistance. A defining feature of 
the Supporting People Programme was the proliferation of many innovative schemes and services 
designed to meet the needs of homeless people, people with substance misuse issues, ex-
offenders, lone teenage parents, asylum seekers, refugees, gypsies and travellers, and other 
socially excluded or ‘unpopular groups’ (Foord, 2005 p6). Although many of these schemes were 
constructed by local funders or commissioners as providing preventative or lower levels of 
support, they often addressed complex social issues underpinned by high levels of multimorbidity 
linked mostly to mental health issues and drug and alcohol dependencies. In the homelessness 
sector, this complexity has increasingly been characterised as ‘multiple exclusion homelessness’ 
(Fitzpatrick et al., 2011; Cornes et al., 2011). 
 
The end of the Supporting People Programme was signalled by the removal of the funding ‘ring 
fence’ in April 2009. This was justified principally on the grounds of enabling local authorities to 
make decisions as to where best to target resources to enable efficiency savings (Chartered 
Institute of Housing and Local Government Association, 2010). Assessing the risks associated 
with this, the Department for Communities and Local Government (DCLG, 2008) noted the 
concerns of local commissioners that the Supporting People Programme might be absorbed and 
then ‘dissolved’ within wider strategic planning and commissioning structures. In a recent survey of 
83 commissioners from different areas across England, 45 reported that their dedicated 
Supporting People commissioning and procurement teams ‘have either dispersed or integrated 
into the adult social care commissioning teams or have physically moved into closer geographical 
proximity within the same building’ (SITRA, 2014 p22). 

In the Care Act guidance (DH, 2014) it is significant that adult social care is now conceptualised as 
having a much broader ‘care and support’ function. This encompasses meeting needs relating to 
housing related support. While a clear boundary is to be maintained between the local authorities’ 
‘care and support function’ and their ‘housing function’ (e.g. to meet accommodation needs under 
the Housing Act 1996):  
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‘There is nothing to stop local authorities in the care and support role from providing more 
specific services such as housing adaptations’ (DH, 2014 p295 15.52).  

The ‘care and support’ function is also envisaged as encompassing activities which were once in 
the domain of the Supporting People Programme, for example:   

‘Enabling individuals to recognise their own skills, ambitions and priorities and developing 
personal and community connections in relation to housing needs’ (DH, 2014 p.295 
s15.55).  

 
Changes to homelessness services due to reductions in Supporting People spending 
 
There have been numerous reports that following the removal of the Supporting People ‘ring 
fence’ housing related support services for all service user groups have been subject to funding 
cuts (House of Commons Library, 2012). The most recent estimate based on a forthcoming 
Joseph Rowntree Foundation study by Hastings et al. suggests that Supporting People overall 
spending budgeted by local government in England reduced by 48.8% in real terms between 
2010/11 (original budget) and 2014/15 (quoted in Bramley and Fitzpatrick, 2015).  

SITRA has voiced concerns that housing related support funding in some areas may be 
completely engulfed by other adult social care priorities:  

‘[Supporting People] commissioners reported facing round after round of funding cuts to 
[housing related support] services, resulting in energy and attention being solely directed to 
sustaining some level of housing related support activity’ (SITRA 2014, p3) 

 
Perkins and Hunter (2014) express similar concerns as regards the future of public health 
spending following the transfer of responsibility for public health from the NHS to local authorities.  
In the homelessness and housing related support sector this is often mooted as a possible 
alternative funding stream by virtue of the need to tackle health inequalities:  

‘The provision of social care occupies around 80% of local government spending and many 
local authorities predict that with the severe cuts affecting their services, within a few years 
local government may be providing little else but social care (Perkins and Hunter, 2014 
p225). 

The impact of these changes on the homelessness sector is quantified by Homeless Link, the 
national umbrella organisation for homelessness organisations, in its annual survey of providers. 
Key findings from the survey carried out in 2013 (Homeless Link, 2014) are as follows: 

• There are 1,271 accommodation-based homeless services in England. In addition to 
accommodation, accommodation-based homelessness services such as hostels and 
supported housing projects provide a wide range of support to single homeless people 
including ‘key working’; meaningful activities (such as art and gardening); advice; 
resettlement; and education, training and employment. These services are funded 
principally through housing benefit payments and through a range of other statutory and 
voluntary or charitable sources. Over a third of these accommodation based services 
reported funding cuts.  
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• While local authority funding for ‘Housing-Related Support’ (HRS) (previously Supporting 

People) funding was the main source of funding for 76% of accommodation-based 
providers in the previous year, this had fallen to 58% in 2013.  

 
• As in previous years, the funding contribution from other statutory bodies such as criminal 

justice, health and substance misuse was low, with each providing funding for only around 
4 per cent of accommodation services. In addition to HRS funding, social services and 
other local authority grants remained an important additional funding stream, providing 
funding to 28% and 19% of accommodation projects respectively. 

 
• There are 216 homeless day centres in England, providing a wide range of support, usually 

on a ‘drop in’ basis including advice and support on housing, employment and education. 
Day centres also provide facilities for personal care and meals for ‘rough sleepers’ and will 
work with people who have no recourse to public funds. 31 per cent of day centres services 
reported an increase in their income in 2013 as compared to only 8 per cent of 
accommodation based services. This reflects that homelessness day centres which are 
often run by faith-based organisations have traditionally relied more on their own charitable 
fundraising efforts.  

Overall, Homeless Link (2014) found that although many accommodation projects have 
experienced a reduction in funding, the number of ‘beds’ they provide has not dramatically 
reduced. The main changes resulting from funding reductions appear to be in the range of 
services offered and the level of support available. About one fifth (19%) of projects with less 
funding reported reducing the provision of ‘key working’ and a third (33%) reported reductions of 
‘meaningful’ activities. Half (48%) the projects with less funding also cut the numbers of  frontline 
staff, while 41% reduced their back-office or administrative support. These changes suggest that 
projects are operating with fewer staff to support the same number of service users. This finding 
mirrors that of an earlier survey by Capita and Inside Housing where 40% of respondents reported 
handling the same number of cases with fewer staff (McCabe, 2012).  

One important consequence of this reduced capacity may be the tightening of access or eligibility 
criteria since three quarters (74% compared to 63% in the previous year) of accommodation 
providers reported that they had ‘turned away’ people whose needs were perceived as too 
challenging or high for them to manage:   

‘When [these impacts are] considered alongside the increasing number of projects saying 
they are not able to work with individuals with high and complex needs, there is a 
concerning trend emerging in the sector where those who need support the most are at 
greatest risk of not being able to access this’ (Homeless Link 2014 p52) .  

While these findings would suggest that homelessness services have made significant 
efficiencies, Homeless Link (2014) caution that there will be a limit as to how much further this can 
happen before core services are affected. In this latest manifesto to end homelessness, it is 
concluded that localised funding decisions have left homelessness service vulnerable and that 
there is a need for a nationally coordinated, long-term homelessness strategy with the investment 
and secure funding base to deliver it (Homeless Link, 2015). According to Whiteford this may be 
justified on the grounds that: 
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‘Supporting People has been shown to have produced savings of more than 3.4 billion for 
the treasury by intervening early to prevent more severe problems from developing… 
These significant and substantive gains were guided by the powerful locomotive of record 
funding levels to local authorities, charitable organisations and social enterprises’ 
(Whiteford, 2012 p14). 

 

Cash for care and the end of block contracts  

While the cuts to homelessness and housing related support services are part of the economic 
austerity measures imposed by the Coalition government, they also need to be placed in the 
context of the fundamental shift that is taking place in the commissioning and delivery of adult 
social care. From 2007 onwards, the policy of personalisation has been pursued by successive 
governments (DH, 2007) especially in England. While its meaning is contested it has come to be 
most strongly associated with the devolution of budgets down to the individual or a nominated 
budget-holder (Needham, 2011). In England, ‘personal budgets’ are designed to facilitate micro or 
individualised commissioning and to enable people to have greater choice and control over their 
care and support. Personal budgets encompass direct payments to service users (cash for care) 
and a range of managed options, including Individual Service Funds (ISFs) (Miller and Sanderson, 
2014) . ISFs allow people to nominate a provider of their choice to manage their personal budget 
on their behalf. Providers can then make a charge for both the support that is provided and, 
subject to the discretion of the individual local authority, for managing the personal budget itself. 
 
To facilitate increases in the purchasing of care and support by individual personal budget holders 
the bulk purchasing of services by local authorities and the use of block contracts such as those 
associated with the former Supporting People Programme are declining. As confirmed in the Care 
Act guidance (DH, 2014) social care and support commissioning is to become a force for ‘market 
shaping’ ensuring that service users and carers will have choice of support type and provider and 
can be assured of quality. In many areas this is already being achieved through the development 
of Framework agreements whereby local authorities establish a list of ‘preferred providers’ and set 
prices but do not give providers any guarantee of hours or custom, unlike block contracts where 
these elements were often guaranteed and service user choice limited to these providers (Rabiee, 
Glendinning and Baxter, 2013) 
 
In Scotland, where ‘cash for care’ schemes have been implemented as part of the policy of ‘Self-
Directed Support’ (SDS), Rosengard, Ridley and Manthorpe (2013) report that there is no reason 
why housing related support and modifications or equipment should not comprise part of a 
person’s SDS package. In 2011-2012, while personal care was the main form of support 
purchased through individualised budgets in Scotland, 11% of packages also included the 
purchase of housing related support services. As noted above, the Care Act guidance (DH, 2014 
p295) confirms that the interweaving of care with housing related and other forms of support is 
feasible in the context of English personal budgets. 
 
Indeed, one of the benefits of using a personal budget is the potential for greater flexibility and 
integration. One major disadvantage of the Supporting People Programme was that in creating an 
artificial split between ‘care’ and ‘support’, it contributed to systemic problems which were not 
conducive to seamless services (Foord, 2005; Cornes et al., 2011). For example, older homeless 
people were often reported as falling through the ‘cracks’ in provision as their needs straddled 
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both care and support sectors, leading to disputes between agencies as to who was responsible 
(Crane and Warnes, 2001). Personal budgets have the potential to overcome these problems by 
removing the artificial barriers imposed by services. For example, where a person employs their 
own worker (a ‘Personal Assistant’ [PA])  they can expect integrated care in the sense that the PA 
can carry out both personal care and any other support tasks such as assisting the person to 
manage their household finances so long as they meet the outcomes that have been agreed with 
local authority.  

Bolton (2014) suggests that personalisation can deliver savings for local authorities when 
delivered at scale and this may be particularly the case with regard to the development of a 
‘proper’ Personal Assistant (PA) service. He estimates a PA to be about £1 an hour lower in cost 
than commissioned services even when paid the Living Wage. However, Roulstone (2013 p2) 
alerts us to the potential for a policy ‘sleight of hand’ in which a subtle change in language from 
‘personalisation’ to ‘personalised solutions’ could mark the end of collective services and the 
expectation that ‘self-provisioning must prevail in an era of chronic austerity’.  

Indeed, there is some evidence that redirecting resources to promote individualised 
commissioning can impact negatively on the sustainability and quality of some existing services 
(Needham, 2013). There are, for example, reports of domiciliary care services becoming 
destabilised due to the increased use of zero hour contracts whereby the lack of certainty about 
income means that service providers are unwilling to offer staff guaranteed hours and are only 
willing to pay them for the hours when they work (Baxter et al., 2011). Although probably not ideal 
in any sector, these isolating arrangements will pose particular challenges for the homelessness 
workforce where there is a recognised need for support staff to have clinical supervision and the 
wider collegiate infrastructure embedded as part of ‘Psychologically Informed Environments’ 
(PIEs) (DCLG et al., 2012). This is necessary because of the distressing and emotionally 
challenging nature of the work where a lack of appropriate support and supervision is suggested to 
lead to poor practices and high levels of staff burnout and turnover (Scanlon and Adlam, 2012).  

Increased individualisation also threatens the sustainability of some collective services and has 
already been linked to the closure of day centres and other buildings-based resources. As 
Needham (2013) points out, in a time of resource constraint these are becoming sites of 
contestation and delegitimization. Day centres for older people and people with disabilities are, 
she suggests, ‘Increasingly associated with the ‘one size fits all’ provision of the pre-
personalization era which makes them obvious targets for cost-savings at a time when adult social 
care budgets are being reduced substantially’ (2013, p91). Touching on a research report by the 
charity Mencap (itself a day centre provider) which describes how the closure of day centres is 
leading to many personal budget holders ‘being stuck at home’, Needham concludes:   

‘Certainly the roll out of personalisation in a context of fiscal austerity… ensures that as 
local authority services are withdrawn, it can be difficult for people to access or even know 
what about is replacing them.’ (2014 p4) 

 

Readiness to contract with individual ‘homeless’ service users 

The transformation of adult social care and support commissioning into a force for market shaping 
suggests that, even in era of ‘post-austerity’, consistent funding in the form of a Supporting People 
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style programme is unlikely to be reinstated so long as personalisation remains a policy goal. 
Furthermore, the broader developments taking place elsewhere in adult social care indicate that 
the survival of the ‘support functions’ embedded within many existing homelessness organisations 
may depend on the development of two key capabilities. First, is the ability to maximise any 
remaining local authority income by ensuring that day centres and other accommodation or 
buildings-based services are personalised in the sense of providing a bespoke rather than ‘one 
size fits all’ approach. Second, and perhaps most importantly given the likelihood of declining 
public sector funds for direct funding of services, such organisations need to develop the ability to 
contract with individual personal budget holders.  
 
A recent review of personalisation in the homelessness sector carried out by Homeless Link 
(2014) suggests that while homelessness services are making good progress as regards the first 
of these capabilities, they remain largely ill prepared to contract with individuals. SITRA (2014) 
also reports that personal budgets are not common in housing related support services.  
 
Focusing on the lack of integration across health, housing and social care, Cornes et al. (2011) 
describe how homelessness services often work with people with multiple and complex needs ‘in 
house’ rather than refer them to the local authority adult social care department. This may be the 
case even where people’s needs may pose substantial and critical risks to their independence and 
well-being, meaning that they may be eligible for a (local authority) personal budget.  
 
Indeed, while particular attention has been drawn to the slow uptake of personal budgets among 
people with mental health problems (Royal College of Psychiatrists and Associate of Directors of 
Social Services, 2013; Larsen et al, 2013) there has been very little awareness raising or 
campaigning about the rights of people who are homelessness or who fall into one of the other 
‘unpopular’ groups. In particular, the need for staff skills development, especially as regard 
challenging stereotypical views about who can ‘manage’ personal budgets, are thought to be key 
in increasing uptake (Royal College of Psychiatrists and Associate of Directors of Social Services, 
2013). 

Furthermore, the protected funding afforded through the Supporting People Programme has 
enabled homelessness agencies to pursue their own approaches to personalisation which are in 
some key respects at odds with those developed in adult social care. In the homelessness and 
housing related support sector, personalisation is often assumed to be analogous with ‘person 
centred care’. Therein personal budgets are ‘recognised as one of the many ways of delivering 
personalised services, but not the central one’ (SITRA, 2014 p15). In adult social care the goal is 
that everyone should be offered a personal budget: 
 

‘Personal budgets need to be included in the law as they are important for making care and 
support personalised. If they are not in law it will be more difficult to offer them to everyone. 
While some local authorities are already making great progress in this area, legislation is 
needed to make it happen everywhere’ (DH 2013 p2) 

 
Where personal budgets exist in homelessness services these tend to be financially managed or 
gifted through the service provider. This means that while people who are homeless may be 
offered a choice of worker or even a ‘menu’ of support activities from which to chose, they may not 
have the same choices as other adults to opt out of services altogether, and to employ their own 
workers or other means of having their care and support needs met. The personal budgets 
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provided through homeless services are usually limited to either a one off amount to enable a 
specific resettlement outcome or otherwise set at the level of ‘pocket money’ with the workers 
often remaining in control of the cash without the people necessarily knowing the amount that is 
available to them (Homeless Link, 2014). Discussing the evaluation of a personal budgets pilot for 
‘rough sleepers’ in London, Hough and Rice (2010) make the point that unlike the ‘personalisation 
model’ in social care, there is no specific allocation system for the resources and no formal 
assessment of participants’ needs. Personal budgets for the resettlement of ‘rough sleepers’ in 
what has now been taken forward as a Pan-London scheme have been set at a one off payment 
of up to £3,000 (Blackender and Prestige, 2014).  Although not strictly comparable given that this 
one-off payment might be viewed more as an ‘extra needs payment’ or ‘set-up fund’ it is worth 
noting however, that the average (potentially) recurring annual personal budget organised through 
the local authority for person with a learning disability has been reported to be in the region of 
£27,000 with older people’s budgets lower at around £14,000 (Age UK, 2012). 
 
While the possible unwillingness to put people who are homeless in control of their personal 
budget could be construed as evidence of paternalism, evaluations of the personalisation pilots in 
the homelessness sector have consistently argued that, ‘Personalised support is just as, if not 
more important as the budget’ (Blackender and Prestige, 2014 p23). One advantage of the 
personalisation ‘pilots’ seems to have been that they enabled workers to spend more time with 
service users and to deliver the continuous more relational and non-conditional kinds of support 
that is most acceptable to them, thus:  

‘Personalised approaches seem to be most effective where workers are given time and 
flexibility to support clients as they require, with no time bound targets to achieve results 
with small case loads’ (Homeless Link 2013 p30) 

The argument that it is ‘person-centred care’ and not ‘personal budgets’ that people want is 
increasingly finding expression elsewhere in adult social care where there is a growing critique of 
the Coalition government’s highly individualist and consumerist approach. A recent report by the 
Association of Directors of Adult Social Services (ADASS, 2012) for example, suggests that what 
matters most to older people is not so much who provides care and support, but what is available 
when and whether they feel they have a rapport and a relationship with that particular care worker.  

As touched upon above, while homelessness organisations have tended to view adult social care 
practices as an ‘alternative model’ of personalisation, often acknowledging the need for greater 
integration and more shared learning (Homeless Link, 2014, SITRA, 2014), the Care Act 2014 
gives eligible people rights to personal budgets (the adult social care model) for the first time. This 
means that: 
 

‘Everyone whose needs are met by the local authority… must receive a personal budget as 
part of the care and support plan, or support plan. The personal budget is an important tool 
that gives the person clear information regarding the money that has been allocated to 
meet the needs identified in the assessment and recorded in the plan. An indicative amount 
should be shared with the person, and anybody else involved, at the start of care and 
support planning, with the final amount of the personal budget confirmed through this 
process’ (DH, 2014, p188). 
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Discussing what this is likely to mean for former Supporting People service users, SITRA observes 
that:  

‘For those who are eligible [for personal budgets organised through adult social care], care 
packages can still address many of the different [housing related support] needs of 
individuals and can be personalised. However, for service users, who do not fit the criteria, 
there is not any plan [in the five local authority areas studied] to deliver any direct support 
services, let alone personalised services’ (SITRA, 2014) 

This poses a dilemma for homelessness organisations, especially those with an advocacy role. 
Namely, how to reconcile the need to increase the uptake of (local authority) personal budgets so 
that homeless people continue to receive some form of support with the belief (that is widely held 
across the sector) that it is actually well resourced collective services that are the way forward. 
This touches on what West (2013) calls the ‘ideological efficiency’ of personalisation which serves 
to silence critiques of austerity by positioning these as inherently paternalistic and anti ‘choice and 
control’.  

 

Who is eligible for publically funded care and support? 

For people who have care and support needs intertwined with homelessness the evidence so far 
suggests that policy is at a critical juncture. On the one hand, some authors argue that the end of 
the Supporting People Programme signals a further retrenchment of the welfare state and the 
withdrawal of support from ‘unpopular groups’:  

‘If you are homeless, with a drug and alcohol problem and a criminal past, your chances of 
finding help are becoming much slimmer. As homeless services continue to experience 
savage funding cuts they are increasingly being forced to turn away the most vulnerable’ 
(Twinch, 2014 p1) 

On the other hand, the Care Act 2014 opens up new opportunities for increased choice and 
control but mainly only for those people who are eligible for publically funded care and support. 
Importantly, the Care Act 2014 will introduce a new set of eligibility regulations with effect from 
April 2015. The new regulations will remove reference to ‘eligible’ and ‘ineligible groups’ so that 
any adult with any level of need will have a right to an assessment (DH 2013, 1.9). As we shall 
explore below, this has the potential to open-up access to adult social care and personal budgets 
among previously excluded groups including ‘homeless people’ and to potentially off-set some of 
the impacts of the austerity measures. However, securing the benefits from these changes will be 
far from straightforward and requires action now on the part of those who advocate for homeless 
people’s rights. 

While the current eligibility criteria and guidance, often referred to as ‘FACS’ (Fair Access to Care 
Services) (DH, 2010) presents a mask of fairness and objectivity, it has been linked to Lipsky’s 
(1980) work on street-level bureaucracy (or professional discretion). Ellis (2011), for example, 
suggests that because the eligibility criteria are naturally not able to fit every circumstance, and the 
number of people requiring ‘processing’ exceeds time and other resources available, rules are 
interpreted, bent, broken or ignored and tasks performed in ways that enable frontline staff to cope 
with the demands of the job. West (2013, p649) argues that because national policy relies on legal 
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ambiguity workers quickly become ambivalent about the rules and that judicial review is needed 
periodically to ‘pull policy actors momentarily back to the rules diverting them from pragmatic 
politics’. Discussing the potential for safeguarding issues to arise out of progressively applying 
more restrictive eligibility criteria, Mandelstam (2013 p123) highlights one illustrative case where 
the regulator intervened on the grounds that the local authority that had visited a woman at home, 
assessed her as managing her own personal care and closed the case – having first recorded that 
she was unkempt, her knickers were round her knees, there was evidence of faeces on the floor 
and she was not taking her medication.  
 
Slasberg (2013) argues that the ‘elasticity’ inherent in the current eligibility criteria hides major 
inequities between different user groups. Despite local authorities operating with the same 
eligibility criteria for all user groups, he notes that older people appear to have a much more 
restricted range of needs met than working age people (hence the differences noted above in the 
average amounts paid as personal budgets). There is evidence to suggest that people who are 
homeless fair particularly badly in getting their needs assessed and banded correctly and often fail 
to access an assessment at all (Crane and Warnes, 2001; Cornes et al, 2011). The pre-Care Act 
legislation is complex and ambiguous when it comes to ‘homeless people’.  People’s eligibility for 
help depends (under the 1990 NHS and Community Care Act)  first, on them falling within a 
defined category such as disability, age or mental disorder. It can be argued then that ‘homeless 
people’ do not fall within one of these eligible user groups and so are ineligible for a community 
care assessment. However, if a homeless person falls into one of the ‘eligible groups’ by virtue of 
having a mental health issue such as anxiety or depression or drug or alcohol problem then they 
are entitled to a community care assessment (see for example, R v Bristol CC, ex Penfold). 
Removing reference to particular groups was a specific recommendation of the Law Commission 
(Law Commission, 2011) on the grounds that it would make it easier to understand when the duty 
of assessment was triggered. As a result: 
 

‘It also follows that the ambit of the new [Care Act] legislation will be in principle wider than 
that of the existing legislation. This might mean that certain vulnerable adults who 
previously have been passed over by social services – on the grounds that they did not 
come within a certain user group defined in legislation – will in future not be excluded 
(Mandelstam, 2013 p.80) 

 
As regards the second stage of the FACs eligibility test, another reason why the needs of 
homeless people may be discounted by social work assessors relates to the (miss)perception that 
homelessness is primarily a ‘housing issue’ or a ‘lifestyle choice’ and ipso facto linked to needs not 
‘high enough’ to meet the eligibility criteria for adult social care (Cornes et al., 2011). The FACS 
guidance contains four bands which grade the seriousness of the risks posed to independence 
and well-being if needs are not addressed (DH 2010, p21). Needs are banded as low, moderate, 
substantial and critical with many local authorities only meeting those needs identified as 
substantial or above. At the highest end of the scale ‘critical risks’ are identified as those where, 
among other factors, life is or will be threatened or serious health problems have or will develop 
(DH, 2010 p21). The association of homelessness services with ‘low level preventive support’ in 
the Supporting People regime may have legitimized practice decisions in the operation of the 
FACs criteria that homelessness itself can be understood mainly as posing only low to moderate 
risks to independence. This is counter to the growing body of research evidence (see Hewett et 
al., 2012 for an overview) which demonstrates that long-term homelessness is characterised by 
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“tri-morbidity” (the combination of mental ill health, physical ill health, and drug or alcohol misuse) 
and that it is an independent risk factor for premature mortality where the average age at death is 
40.5 years. 

A further stumbling block to meeting the social care needs of some ‘homeless people’ has centred 
on inclusion. While the FACS guidance states that needs relating to social inclusion and 
participation should be seen as just as important as needs relating to personal care (DH 2010, 
p61) local authorities have increasingly disregarded this and restricted provision to a very limited 
range of personal care services (Raibee, Glendinning and Baxter, 2013). This has the effect of 
discouraging many homelessness workers from referring ‘homeless people’ to local authority adult 
services on the grounds that  their needs will not be relevant other than in a very small number of 
cases where there is a clear need for personal care, for example, in the case of an older 
homelessness person who may need care that can only be provided in a care home rather than a 
hostel.  As noted above, such referrals are themselves rarely straightforward and often lead to 
disputes between agencies as to which should take on responsibility (Crane and Warnes, 2001). 
This is linked to what has become known as the ‘inverse care law’ in which people with the most 
complex and very highest levels of need fall through the cracks in community care provision 
(Keane, 2001) with consequent impact on the acute sector: 
 

‘People’s access to community services (from primary care… through to housing and social 
care) is regulated by complex and contradictory rules… These barriers to care result in 
more medical emergencies. Homeless people in England emergency departments five 
times more often as those people who are not homeless and are admitted 3.2 times as 
often… Despite high expenditure on unscheduled care for homeless patients the clinical 
outcomes are generally appalling’ (Hewett et al., 2012 p1).   

 
One important policy goal behind the introduction of new ‘Care and Support (Eligibility Criteria) 
Regulations, 2014 (DH 2014) (see Appendix 1) is the desire to remove local variation or what is 
sometimes termed a post code lottery in which the threshold for entitlement to publicly funded care 
and support varies between local authorities. The Care Act 2014 sets a new national minimum 
threshold designed to be at the level of substantial or lower. In the new regulations, the bands 
have been replaced and the key trigger for determining eligibility now hinges on ‘identifying how a 
person’s needs affect their ability to achieve relevant outcomes, and how this impacts on their 
wellbeing’ (DH, 2014 p96).  

From a common sense point of view, this might be taken as very ‘good news’ for homeless people 
since it is difficult to think of a situation in which being homeless would not have a significantly 
negative impact on a person’s wellbeing. However, the regulations are specific and nuanced and 
for advocacy purposes, what counts is not the fact of being ‘homeless’ but the associated 
morbidity. In the regulations needs must arise from physical or mental impairment or illness. 
Helpfully, the Care Act guidance (DH, 2014) makes it clear that relevant conditions include 
‘substance misuse’ (p96) and with regard to mental impairment that, ‘A formal diagnosis of the 
condition should not be required’ (p96). This latter point is especially relevant to people who are 
homeless and who may be experiencing ‘complex trauma’ or ‘personality disorder’ since some 
may have been excluded from treatment and support on the grounds that they do not have a 
formal diagnosis (St Mungo’s, 2009).  
 
Once a physical or mental impairment has been identified, the next test is to determine if as a 
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result of this, the person is unable to achieve two or more of the outcomes that are specified in the 
regulations (see Appendix 1). There are ten outcomes which lie on a spectrum encompassing both 
personal care, inclusion and housing related support ranging from ‘managing toilet needs’ to 
‘accessing and engaging in work, training, education and volunteering’ to ‘maintaining a habitable 
home environment’. In the guidance maintaining a habitable home environment encompasses, 
‘Support to sustain their occupancy of the home and to maintain amenities, such as water, 
electricity and gas’ (DH, 2014 p98). Finally, the local authority must then consider whether the 
adult’s needs and their inability to achieve the outcomes above cause or risk causing a significant 
impact on their wellbeing. According to the guidance: 

‘The term “significant” is not defined by the regulations, and must therefore be understood 
to have its everyday meaning’ (DH, 2014 p.99) 

Given what is known about the very high levels of physical and mental impairment (morbidity) in 
the homeless population and the very poor outcomes associated with this (e.g. premature 
mortality), then the new eligibility regulations do appear to potentially open the door to many 
people falling within this previously excluded group. As an indicative figure, research on severe 
and multiple disadvantage in England which uses data linkage to quantify the number of 
individuals who have overlapping experiences of homelessness, substance misuse and offending 
(where mental ill-health and complex trauma is a very common complicating factor) suggests that 
the ‘average’ local authority might expect to receive around 1,470 referrals over the course of a 
year (Bramley and Fitzpatrick, 2015). However, Slasberg’s (2013) warns that the new regulations 
could potentially amount to ‘no change at all’ if the underpinning resource allocation system 
remains unchanged wherein only those needs that can be afforded by the local authority will 
described as sufficiently ‘significant’. In effect, he alerts us to the potential for continued discretion 
and elasticity in professional judgement and interpretation. 

Indeed, recasting homelessness as principally an issue of ‘impaired health’ is not without its 
drawbacks. Collingbourne (2014) mourns the assent of the Care Act 2014 as a missed opportunity 
to leave behind once and for all the ‘medical model’ of disability and to move to an approach 
based more explicitly on securing the rule of law and human rights for people. In particular, she 
criticises the failure to introduce a clear statutory right to live independently and to be included in 
the community. The concept of independent living (and the social model of disability) which is at 
the heart of the disabled people’s movement melds together the civil and political rights to 
autonomy and participation with the socio-economic right to the support services essential for their 
exercise. Under the Care Act 2014, while local authorities have a statutory duty to carry out an 
assessment, support remains very firmly a welfare entitlement  subject to the ‘gift’ (or denial) of the 
local state. 

 

Recommendations 

In summary, visioning what ‘next practice’ will look like for people who have care and support 
needs entwined with experiences of homelessness is necessary given the removal of the 
Supporting People ring fence and the implications of the Care Act 2014. On the positive side, 
personal budgets offer an opportunity to promote increased choice and control and to meet 
individual outcomes. On the downside, there is evidence that individualisation may be associated 
with significant retrenchment of the welfare state especially when it comes to ‘unpopular groups’ 
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defined as requiring only low level preventive support.  

In seeking to address issues of retrenchment it may be helpful to view the Care Act 2014 not as a 
new charter of rights and responsibilities but as a potential window of opportunity through which 
some of the poor and exclusionary practices described above might be challenged. There is a 
need for homeless organisations to forge new collegiate working relationships with commissioners 
in adult social care and to become actively engaged in the implementation phase of the Care Act. 
This engagement should aim to ‘negotiate’ how the new eligibility regulations will be implemented 
locally. It should seek to raise awareness about concepts such as  ‘multiple exclusion 
homelessness’ which broaden understandings of homelessness beyond issues of housing 
accessibility and poor lifestyle choices. As Hewett et al. point out, the increasing evidence that 
homelessness is an independent risk factor for premature mortality should encourage us to ‘re-
examine the inverse care law and rebalance the provision of health [and social care]’ (submitted 
p4). 

For front line workers in homelessness organisations, it will be important that they receive training 
and become well-versed and confident in the application of the new eligibility regulations and have 
the skills and knowledge to actively promote the increased uptake of the personal budgets. For 
social work assessors it will be important to ensure that they have the skills to undertake 
assessments with homeless people who may have had previous negative or poor experiences of 
their local authority. There is also a  need for closer integration with colleagues in ‘homeless 
health’ to ensure that the significant impacts and outcomes of the specific  kinds of morbidity 
experienced by homeless people are well evidenced and understood in the context of the new 
social care and support assessment process.  Finally, progress will need to be closely monitored 
especially as regard the increased uptake of personal budgets among ‘unpopular groups’. While 
focussing on the need to increase the uptake of personal budgets may be perceived to detract 
attention away from what is happening to collective services, this is in some respects unavoidable 
given the funding black hole which has been created in some areas by the end of the Supporting 
People Programme. 
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Appendix 1: 
 

DRAFT STATUTORY INSTRUMENTS 

2014 No. 000 ��� 

SOCIAL CARE, ENGLAND ��� 

The Care and Support (Eligibility Criteria) Regulations 2014 

 

The Secretary of State makes these Regulations in exercise of the powers conferred by sections 
13(7) and (8) and 125(7) and (8) of the Care Act 2014(a). 

A draft of this instrument has been laid before and approved by a resolution of each House of 
Parliament in accordance with section 125(4)(a) of that Act. 

Citation and commencement 

1. These Regulations may be cited as the Care and Support (Eligibility Criteria) Regulations 2014 
and come into force immediately after section 13(7) of the Care Act 2014 comes fully into force(b). 

Needs which meet the eligibility criteria: adults who need care and support 

2.—(1) An adult’s needs meet the eligibility criteria if— 

(a) the adult’s needs arise from or are related to a physical or mental impairment or illness;  

(b)  as a result of the adult’s needs the adult is unable to achieve two or more of the outcomes 
specified in paragraph (2); and  

(c)  as a consequence there is, or is likely to be, a significant impact on the adult’s well-being.  

(2) The specified outcomes are— 

 (a)  managing and maintaining nutrition;  

 (b)  maintaining personal hygiene;  

 (c)  managing toilet needs;  

 (d)  being appropriately clothed;  

 (e)  being able to make use of the adult’s home safely;  

(f)  maintaining a habitable home environment;  

 (g)  developing and maintaining family or other personal relationships;  
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 (h)  accessing and engaging in work, training, education or volunteering;  

(i)  making use of necessary facilities or services in the local community including public 
transport, and recreational facilities or services; and  

 (j)  carrying out any caring responsibilities the adult has for a child.  

(3) For the purposes of this regulation an adult is to be regarded as being unable to achieve an 
outcome if the adult— 

 (a)  is unable to achieve it without assistance;  

(b)  is able to achieve it without assistance but doing so causes the adult significant pain, distress 
or anxiety;  

(c)  is able to achieve it without assistance but doing so endangers or is likely to endanger the 
health or safety of the adult, or of others; or  

(d)  is able to achieve it without assistance but takes significantly longer than would normally be 
expected.  

(4) Where the level of an adult’s needs fluctuates, in determining whether the adult’s needs meet the 
eligibility criteria, the local authority must take into account the adult’s circumstances over such 
period as it considers necessary to establish accurately the adult’s level of need. 

Needs which meet the eligibility criteria: carers 

3.—(1) A carer’s needs meet the eligibility criteria if— 

 (a)  the needs arise as a consequence of providing necessary care for an adult;  

b)  the effect of the carer’s needs is that any of the circumstances specified in paragraph (2) apply 
to the carer; and  

(c)  as a consequence of that fact there is, or is likely to be, a significant impact on the carer’s 
well-being.  

(2) The circumstances specified in this paragraph are as follows—���(a) the carer’s physical or mental 
health is, or is at risk of, deteriorating; (b) the carer is unable to achieve any of the following 
outcomes— 

 (i)  carrying out any caring responsibilities the carer has for a child;  

 (ii)  providing care to other persons for whom the carer provides care;  

 (iii)  maintaining a habitable home environment in the carer’s home (whether or not this is also 
the home of the adult needing care);  

 (iv)  managing and maintaining nutrition;  

 (v)  developing and maintaining family or other personal relationships;  

 (vi)  engaging in work, training, education or volunteering;  
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(vii)  making use of necessary facilities or services in the local community, including recreational 
facilities or services; and  

 (viii)  engaging in recreational activities.  

(3) For the purposes of paragraph (2) a carer is to be regarded as being unable to achieve an 
outcome if the carer— 

. (a)  is unable to achieve it without assistance;  

. (b)  is able to achieve it without assistance but doing so causes the carer significant pain, distress 
or anxiety; or  

. (c)  is able to achieve it without assistance but doing so endangers or is likely to endanger the 
health or safety of the carer, or of others.  

(4) Where the level of a carer’s needs fluctuates, in determining whether the carer’s needs meet the 
eligibility criteria, the local authority must take into account the carer’s circumstances over such 
period as it considers necessary to establish accurately the carer’s level of need. 

 

The Social Care Institute of Excellence has produced a training guide on the application of the 
eligibility criteria: 
 
http://www.scie.org.uk/care-act-2014/assessment-and-eligibility/eligibility/outcomes-care-support-needs.asp 
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