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ABOUT RE:STATE  

Re:State is established as the leading Westminster think tank for public service reform. We 
believe that the State has a fundamental role to play in enabling individuals, families, and 
communities to thrive. But our vision is one in which the State delivers only the services that 
it is best placed to deliver, within sound public finances, and where both decision-making and 
delivery is devolved to the most appropriate level. We are committed to driving systemic 
change that will deliver better outcomes for all.     
We are determinedly independent and strictly non-party in our approach. This is reflected in 
our cross-party Advisory Board and our events programme which seeks to convene 
likeminded reformers from across the political spectrum.      

Re:State is a registered charity, the Re:State Trust Ltd, charity no. 1103739. 

 

ABOUT RE:IMAGINING THE STATE 

After a decade of disruption, the country faces a moment of national reflection. For too long, 
Britain has been papering over the cracks in an outdated social and economic model, but while 
this may bring temporary respite, it doesn’t fix the foundations. In 1942 Beveridge stated: “a 
revolutionary moment in the world’s history is a time for revolutions, not for patching.” 80 years 
on, and in the wake of a devastating national crisis, that statement once again rings true. Now 
is the time to fix Britain’s foundations. 

Re:State’s programme, ‘Re:Imagining the State’, puts forward a bold new vision for the role 
and shape of the State. One that can create the conditions for strong, confident communities, 
dynamic, innovative markets, and transformative, sustainable public services.  

‘Re:Imagining Health’ is one of the major workstreams within this programme. 

 

ABOUT RE:IMAGINING HEALTH 

This paper is part of the ‘Re:Imagining Health’ workstream. While the National Health Service 
was once visionary, as demand rises and outcomes deteriorate, a fundamental rethink is 
needed. The current model no longer works for patients, who too often struggle to access 
high-quality timely care; for medical staff, who feel disempowered, stressed, and burnt out; or 
for taxpayers, who foot an increasing bill for a service which is struggling to cope. 
Simultaneously, social care, always the junior partner, remains woefully underfunded, with 
deep geographical disparities, vast unmet need, and a workforce that is underpaid, 
undervalued, and suffering from excessive vacancies. In short, the structures and institutions 
designed to meet the challenges of the post-war world are not equipped to deal with our 
current and future health and care challenges.  

'Re:Imagining Health' seeks to explore how to transform England’s approach to health and 
care. It will consider how to move from a treatment-oriented model to one geared towards 
health creation, the changes necessary in healthcare to facilitate this, and how to build a fair 
and sustainable approach to funding across health and care.  
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Recommendations 
 
Recommendation 1: Local authorities should implement a cross-cutting, place-based adult 
social care workforce strategy. Interventions in these strategies should span four categories – 
boosting productivity, better supporting workforce wellbeing, enabling commissioning 
practices, and improving perceptions of adult social care – and be tailored to local context and 
needs. These strategies should be co-produced with local partners, including people who draw 
on care; adult social care providers; voluntary, community, faith and social enterprise 
organisations; the adult social care workforce; and NHS partners. Reform efforts should be 
underpinned by close, collaborative relationships with these local partners. The creation and 
implementation of these strategies should be funded by the Better Care Fund.  

Recommendation 2: The Digitising Social Care Programme should publish a list of 
technologies which offer the best expected return-on-investment for adult social care 
providers, known as the Evaluated Solutions List. This should include personal care, care 
giving, workforce and administrative technologies. For each technology, an assessment of 
plausible return-on-investment should be carried out and published, including upfront costs, 
training requirements, usability, and equal or improved quality of care.  

Recommendation 3: The Digitising Social Care Programme should expand the Assured 
Solutions List to include assured suppliers for other types of care giving and personal care 
technologies, with equivalent capability and assurance standards. For example, this should 
include: electronic medication administration records; AI tools used to record or process 
information relating to people who draw on care, such as ambient voice technologies; and 
remote monitoring technologies used in the homes of people drawing on care. The Assured 
Solutions List should be embedded within the Evaluated Solutions List, so that providers and 
local authorities can click from an evaluated type of technology into the Assured Solutions List 
of suppliers for that technology.  

Recommendation 4: The Digitising Social Care Programme should introduce a national 
repository of evaluated suppliers for workforce and administrative technologies which is linked 
to the Evaluated Solutions List for those types of technologies. The assurance standards for 
these suppliers should be less than for the Assured Solutions List, as these technologies do 
not have the same interoperability and data security requirements. Suppliers should still be 
required to meet baseline capability standards including return-on-investment, usability, 
reliability, error rates, and troubleshooting support. 

Recommendation 5: The Department of Health and Social Care should produce a list of the 
physical health problems most prevalent among the adult social care workforce, along with 
associated support options which have the most compelling evidence base for reducing 
demand on the NHS and sickness absences. NHS partners – including Integrated Care 
Boards and primary care organisations – should collaborate with adult social care providers 
to implement these measures, given the financial benefits will be realised across both the NHS 
and adult social care providers. The specific interventions implemented should be tailored to 
local workforce needs. 

Recommendation 6: Local authorities, NHS partners, and adult social care providers should 
collaborate to offer digital mental health interventions to the adult social care workforce, where 
it is likely such interventions will deliver system-wide savings through reduced demand for 
healthcare services and greater levels of economic participation.  
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Recommendation 7: The Department of Health and Social Care should repurpose the NHS 
Culture and Leadership Programme resources into a version which is suitable for adult social 
care providers, known as the Adult Social Care Culture and Leadership Programme. These 
resources should be made freely available to adult social care providers and local authorities, 
enabling them to internally undertake this culture change programme.  

Recommendation 8: The Care Quality Commission should mandate implementation of the 
Adult Social Care Culture and Leadership Programme in adult social care providers who are 
underperforming or who are identified to lack an inclusive and positive culture. 

Recommendation 9: The Care Quality Commission should prescribe management and 
leadership development for registered managers assessed to lack the necessary competence 
and skills, per the regulatory framework for registered managers. This training should be 
funded by their employer in order to comply with regulated standards.  

Recommendation 10: As part of any bid for local authority contracts, adult social care 
providers should be required to demonstrate adequate management of the risk of physical 
violence and aggression from people who draw on care towards their staff. This should 
include: a strong reporting culture, the provision of de-escalation training, ensuring staff have 
communication devices or emergency alarms, the provision of adequate post-incident support, 
and evidence of learning from incidents to improve risk management protocols. Local 
authorities should not award contracts to providers unless these risk-management standards 
are evidenced.  

Recommendation 11: Local authorities should prioritise building collaborative relationships 
with local adult social care providers and voluntary, community, faith, and social enterprise 
organisations involved in supporting people who draw on care or preventing adult social care 
need arising. Local authorities should convene these stakeholders, at least annually, and co-
produce a strategy for working collaboratively in the prevention of care need and delivery of 
adult social care. This strategy should be updated annually. Progress against the aim of 
developing these collaborative relationships should explicitly be part of each local authority’s 
Director of Adult Social Services annual performance review. This should be understood to be 
a core component of meeting their statutory market shaping responsibilities, as outlined in 
Section 5 of the Care Act 2014. 

Recommendation 12: Local authorities should create multiyear strategic plans for shaping 
their local homecare market and consider ‘patch-based’ commissioning approaches to 
achieve this. New homecare commissioning approaches should ensure that homecare is 
commissioned: with consideration to geography, where appropriate; to allow closer, 
collaborative relationships with homecare providers to develop; and to balance the need for 
greater certainty for homecare providers (possible through longer contracts) with the need to 
harness competition in the market. 

Recommendation 13: The Department of Health and Social Care should introduce a light-
touch register for all frontline care workers employed by an adult social care provider or agency 
in England. Registration should be voluntary. The register should include care workers’ basic 
information, endorsements from people who draw on care and employers, conduct history 
including any disciplinary actions against them, and an enhanced DBS check. This register 
should not be qualifications-based. Instead, there should be multiple pathways for a care 
worker to join the register, including endorsement from their employer within six months of 
starting their role.  
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Recommendation 14: The Department of Health and Social Care should introduce low cost 
incentives for frontline care workers to voluntarily join the register. Incentives could include 
providing successful applicants with a free Blue Light Card or information about employment 
rights and public service entitlement. 
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1. Introduction 

Adult social care is a crucial, yet frequently overlooked, public service. From caring for 
someone with dementia to helping an adult with a disability live independently or supporting 
recovery following a life-changing accident, adult social care is there for people at some of the 
most vulnerable moments in life. Adult social care in England is in a state of crisis, and it 
cannot continue to be ignored.  

One way this crisis manifests is chronic workforce shortages, the result of consistently high 
turnover and vacancy rates. This contributes to excessive workloads for the existing 
workforce, varied and frequently poor care quality, gaps in service provision, and financial 
instability for care providers. Not only is this unacceptable for people who draw on care, it 
harms the care workforce and avoidably increases NHS demand.  

Since the pandemic, the sector has seen steady reductions in turnover and vacancy rates, 
however this is the result of increased international recruitment, with the number of posts filled 
by domestic recruits actually falling by 85,000 between 2020-21 and 2024-25.1 Recent policy 
changes which significantly limit future international recruitment may reverse this progress, 
again exacerbating recruitment and retention challenges.  

All the while, demand for social care services is forecast to increase at pace. By 2040, it is 
estimated an additional 470,000 later-life social care posts will be needed, an increase of 
approximately 27 per cent compared to today.2 

The widely-documented chronic underfunding of the adult social care sector underpins many 
of the challenges facing the workforce, particularly low pay, poor opportunities for career 
progression, and unfavourable terms of employment. This must be urgently addressed with a 
new funding model. Re:State’s report, Beyond caring: a new funding model for later-life social 
care, sets out a sustainable, fair alternative to the woefully inadequate model currently in 
place.3 

Nonetheless, immediate action to improve the challenges facing the workforce can, and must, 
be taken. Baroness Casey, tasked with chairing an Independent Commission on Adult Social 
Care,4 has made exactly this case, arguing that workforce reform cannot wait until her review 
is completed.5   

This report will propose interventions which are no cost, low cost or plausibly able to pay for 
themselves through recuperated costs in the short term, meaning they are implementable 
today, within the current financial reality.  

To begin addressing the seismic workforce challenges facing the sector, local authorities 
should introduce a cross-cutting, place-based strategy for the adult social care workforce. 
These strategies should include interventions across four categories: boosting workforce 

 
1 Skills for Care and Workforce Intelligence, The State of the Adult Social Care Sector and Workforce 
in England (2025). 
2 Ibid. 
3 Alice Semark and Dr Simon Kaye, Beyond Caring: A New Funding Model for Later-Life Social Care 
(Re:State, 2026). 
4 Casey Commission: Independent Commission on Adult Social Care, ‘Terms of Reference’, Web 
Page, 2025. 
5 Casey Commission: Independent Commission on Adult Social Care, Baroness Casey’s Speech to 
the Nuffield Trust Summit – 5 March 2026 (2026). 
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productivity through technology; better supporting workforce health and wellbeing; promoting 
commissioning practices with positive market shaping outcomes; and improving public 
perceptions and trust in adult social care. Action across each category is needed to improve 
outcomes, both for care workers and those they are caring for. 

In an overstretched system, change of this sort can feel impossible. However, the status quo 
is only deepening the crisis: limited resources result in an inability to innovate or change ways 
of working, in turn leading to lower efficiency, which further depletes available resources. This 
cannot be allowed to continue while the system waits for deep structural change. The 
recommendations in this report will make it easier for local authorities and adult social care 
providers to implement changes to achieve improved outcomes and efficiencies.  
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2. State of play 

Adult social care, distinct from healthcare, refers to a wide range of services which are 
provided to support individuals to live independently and safely. People who draw on adult 
social care services are those who have difficulties with daily living, likely to be people who 
are older or who are living with frailty, a disability or an illness. This support is provided to both 
working-age and later-life adults.   

The main types of adult social care services are:  

• homecare, also known as domiciliary care – provided in people’s homes or place of 
residence (including prisons, for example);  

• community care – provided in a community location which individuals travel to; 
• residential care – provided in care homes and nursing homes;  
• reablement services – helps people regain independence and capabilities, hopefully 

reducing their long-term care needs;  
• information and advice; and 
• support for carers – support for those providing unpaid care.  

Figure 1: Different types of care services  

 
Source: Alice Semark and Dr Simon Kaye, Beyond caring: a new funding model for later-life social 
care, 2026. 

In England, adult social care services are primarily delivered by a highly fragmented market 
of independent providers – both private and charitable organisations – commissioned by local 
authorities, people who draw on care, and, in some areas, the NHS. 

2.1 The adult social care workforce  

In this paper, the adult social care workforce refers to:  

• frontline care workers, who deliver any type of adult social care to people who draw on 
care;  

• managers employed by adult social care providers; and  
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• ancillary staff employed by adult social care providers, including administrative or office 
staff.  

Occupational therapists, social workers, registered nurses, allied health professionals, and 
other regulated professionals who are employed by adult social care providers are out of 
scope. This group of regulated professionals makes up around 4 per cent of the broader adult 
social care workforce.6 They play a vital role in the adult social care ecosystem, but face quite 
different challenges to the frontline care workforce and provider staff. Personal assistants – 
frontline care workers employed directly by those they care for, estimated to comprise around 
8 per cent of frontline care workers – are similarly out of scope.7  

The adult social care workforce, plus regulated professionals employed by providers, totalled 
1.6 million people in October 2025.8 Frontline care workers account for 76 per cent of the 
workforce, managers account for 8 per cent, and other ancillary staff account for 13 per cent.9 
The vast majority of this workforce, around 85 per cent, are employed in the independent 
sector.10 A small minority of care workers (4 per cent) and managers (16 per cent) are 
employed by local authorities.11  

Despite frontline care workers being highly skilled, the majority don’t have any social care 
qualifications.12 Managers must be registered with the Care Quality Commission (CQC) – the 
regulatory body responsible for overseeing adult social care services – but there are no 
regulatory or qualification requirements to become a care worker.13 They are instead 
employed at the discretion of care providers. 

The adult social care workforce is diverse. Women make up the vast majority of the workforce: 
between 79 and 81 per cent of frontline care workers, and between 67 and 83 per cent of 
managers, are female.14 The workforce is ethnically diverse – 64 per cent is from a White 
British background, compared to 81 per cent of the country.15 However, the ethnic diversity of 
managers is closer to the national average.16  

2.2 Underlying challenges  

The adult social care sector faces substantial recruitment and retention challenges, creating 
significant workforce shortages and additional costs for an already underfunded sector. This 
is especially concerning given demand for adult social care is forecast to significantly increase 

 
6 Ed Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025 (Skills for 
Care, Workforce Intelligence, 2025). 
7 Skills for Care and Workforce Intelligence, The Workforce Employed by Adult Social Services 
Departments in England (2024). 
8 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
9 Ibid. 
10 Ibid. 
11 Skills for Care and Workforce Intelligence, The Workforce Employed by Adult Social Services 
Departments in England. 
12 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
13 Care Quality Commission, Regulations for Service Providers and Managers (2025). 
14 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
15 Ibid. 
16 Ibid. 
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in coming years, across both working-age and later-life adults. It is estimated an additional 
470,000 new posts will be needed by 2040 to meet later-life social care need alone.17 

The pandemic also resulted in a lasting increase in the volume and complexity of demand for 
adult social care, the result of lasting health impacts on the population and more care shifting 
from the remit of the NHS into social care.18  

The sector’s recruitment and retention challenges largely result from chronic underfunding. 29 
per cent of care providers operate at a financial deficit, pushing them to keep services afloat 
at the expense of care quality, employee pay, career progression opportunities, and working 
conditions.19 As a result, social care is a very ‘low-pay’ sector. The median pay for frontline 
care workers in the independent sector was just £12.60 per hour in 2025,20 and frontline care 
workers with five or more years of experience are paid, on average, only four pence more per 
hour than their counterparts who are new to the sector.21 

Underfunding also underpins the widespread use of unfavourable contracts. The sector relies 
heavily on zero- and low-hour contracts, with 29 per cent of frontline care workers employed 
on zero-hour contracts.22 In comparison, only around 4 per cent of all employees in England 
are employed through such contracts.23 Zero- and low-hour contracts can be beneficial, 
providing flexibility for providers and employees. However, evidence indicates their use in 
adult social care often offers “one-sided flexibility”, benefiting employers at the cost of the 
workforce.24  

These contracts can create job insecurity, offering no or few guaranteed hours, and leaving 
staff with unpredictable income, irregular shifts, and limited employment protections. For 
example, many in the adult social care workforce aren’t paid for required travel time, breaks, 
sick leave, or training.25 Staff employed on zero-hour contracts have markedly higher turnover 
than those on full-time contracts,26 and nearly a third of those wanting to leave their current 
job in adult social care cite poor employment terms as the reason.27 

 
17 Skills for Care and Workforce Intelligence, The State of the Adult Social Care Sector and Workforce 
in England. 
18 Janine Owens et al., ‘The Impact of COVID-19 on Social Care and Social Work in the UK: A 
Scoping Review’, The British Journal of Social Work 54, no. 3 (2024): 885–904, 
https://doi.org/10.1093/bjsw/bcad237. 
19 Local Government Association, Local Government Finances and the Impact on Local Communities 
(2024). 
20 Skills for Care, Workforce Intelligence, Pay in the Adult   Social Care Sector in  England, as at  
December 2025 (2026). 
21 Association of Directors of Adult Social Services, Low Pay Commission Consultation 2025: 
Response from The Association of Directors of Adult Social Services (2025). 
22 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
23 Statista, ‘Percentage of People in Employment on a Zero-Hours Contract in the United Kingdom in 
2025, by Region’, 2025. 
24 Low Pay Commission, Low Pay Commission Report: A Response to Government on ‘One-Sided 
Flexibility’ (2018). 
25 Duncan Uist Fisher and Liam Foster, ‘Paid Care Worker Organizing in England: Priorities and 
Progress?’, Frontiers in Sociology 10 (March 2025), https://doi.org/10.3389/fsoc.2025.1548473. 
26 Nina Hemmings et al., From Ambition to Reality: National Policy Options to Improve Care Worker 
Pay in England (The Health Foundation, Nuffield Trust, 2024). 
27 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life (The 
University of Kent’s Academic Repository, 2024). 
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The Employment Rights Act 2025 will be brought in over the next two years.28 This includes 
changes to zero- and low-hour contracts, intended to better protect workers. It also creates 
the power to establish a national Social Care Negotiating Body, with a remit over remuneration 
and terms and conditions of employment for social care workers.  

The Act has not been fully costed,29 and these new requirements will not be government-
funded, meaning costs will fall to social care providers, subsequently increasing costs for local 
authorities and self-funders. This could actually worsen the situation. Care providers already 
have very slim profit margins, exacerbated by increases to the National Living Wage in 2025 
– estimated to cost the sector £1.85 billion in 2025-26 – and changes to employer National 
Insurance contributions in 2024 – estimated to cost independent providers £940 million in 
2025-26.30 The unfunded introduction of the Employment Rights Act 2025 is therefore likely 
to force some providers to cut costs elsewhere, withdraw services, or shut down entirely, with 
negative impacts on care accessibility, quality, and the existing workforce. 

Lastly, it is widely understood that care work is a demanding job, both emotionally and 
physically.31 On a day-to-day basis, frontline care often involves tasks such as calming a 
distressed or aggressive care user, lifting someone heavy to enable them to shower, and 
experiencing death firsthand. These challenges are only made more difficult by staff 
shortages, with many staff forced to pick up extra shifts, work long hours, and carry out tasks 
by themselves which should be undertaken by multiple people.32 

The challenging nature of the work means many people see the sector as less appealing than 
other ‘low-pay’ sectors, such as retail or delivery driving.  

Additionally, perceptions of care work as ‘low-status’ can be disincentivising.33 Yet, adult social 
care work can be highly rewarding and satisfying, particularly for frontline care workers, many 
of whom cite this as a key motivation for doing the work.34 Social care makes a positive 
difference in people’s lives, enabling people who draw on care to maximise or regain 
independence. Relatedly, many frontline care workers value that their work involves significant 
responsibility.35   

2.3 Consequences 

As a result of these underlying challenges, the sector faces chronic recruitment and retention 
difficulties. In 2024-25, vacancy rates were 6.8 per cent, resulting in an estimated 111,000 
unfilled posts.36 In comparison, hospitality – another ‘low-pay’ sector – had a vacancy rate of 

 
28 Employment Rights Act 2025. 
29 Office for Budget Responsibility, Economic and Fiscal Outlook (2026). 
30 David Foster, Adult Social Care Funding in England (House of Commons Library, 2025). 
31 Nye Cominetti, Who Cares? The Experience of Social Care Workers, and the Enforcement of 
Employment Rights in the Sector (Resolution Foundation, 2023). 
32 Ibid. 
33 Hemmings et al., From Ambition to Reality: National Policy Options to Improve Care Worker Pay in 
England. 
34 Cominetti, Who Cares? The Experience of Social Care Workers, and the Enforcement of 
Employment Rights in the Sector. 
35 Ibid. 
36 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
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3.1 per cent in 2024-25.37 The turnover rate in the adult social care workforce is also high, at 
23.7 per cent in 2024-25.38  

Vacancy and turnover rates have been steadily falling in recent years. Vacancy rates peaked 
at 10.5 per cent in 2021-22 (now 6.8 per cent).39 Similarly, turnover rates peaked at 31.4 per 
cent in 2019-20 (now 23.7 per cent).40 These are significant reductions. 

However, these improvements are the result of increased international recruitment over the 
same period, while domestic recruitment has fallen.41 Throughout 2021 and 2022, senior care 
workers and care workers were added to the Health and Care Worker visa for new overseas 
recruits, enabling international recruitment into these roles.42 As a result, between 2021 and 
2024, an estimated 205,000 people were internationally recruited into care roles in the 
independent sector.43 Internationally recruited care workers’ average turnover rate is 10.9 
percentage points lower than the domestic workforce.44 

Last year, care workers and senior care workers were removed from the Health and Care 
Worker visa route.45 It is hard to see, absent reform, how this will not have negative knock-on 
impacts on vacancy and turnover rates. 

The direct impacts of these recruitment and retention difficulties are numerous. Understaffing 
exacerbates workload pressures. When understaffed, 54 per cent of providers rely on existing 
staff to work overtime to cover gaps; 32 per cent redistribute more work over fewer workers; 
and 23 per cent ask managers to cover shifts.46  

Despite this, understaffing leads to gaps in provision. In 2023, staffing shortages resulted in 
44 per cent of adult social care providers turning down new admissions and 18 per cent having 
to close services altogether.47  

Persistent difficulties with understaffing places significant financial pressure on adult social 
care providers. Care England – the leading national representative body for adult social care 
providers – estimates that turnover costs the sector £3 billion annually.48 Lost output per care 
worker vacancy costs an estimated £9,282, including recruitment and training time.49 Adding 
to these costs, over half of providers increase their use of agency staff, with the associated 
additional costs, to cover staffing shortages.50  

 
37 Low Pay Commission, Low Pay Commission Report 2025 (2026). 
38 Skills for Care and Workforce Intelligence, The State of the Adult Social Care Sector and Workforce 
in England. 
39 Ibid. 
40 Ibid. 
41 Ibid. 
42 Lucinda Allen, ‘What Has Happened to International Recruitment in Social Care?’, The Health 
Foundation, 6 March 2025. 
43 Skills for Care and Workforce Intelligence, The State of the Adult Social Care Sector and Workforce 
in England. 
44 Ibid. 
45 Ibid. 
46 Care England, Sona., Adult Social Care Insights: Workforce Stability, Digital Impact and Financial 
Confidence (2026). 
47 Care England, ‘Solving the Annual £3bn Recruitment and Retention Cost to Adult Social Care 
Providers’, Web Page, 2 May 2024. 
48 Ibid. 
49 Joshua Butt et al., The Hidden Cost of Low Pay in the Social Care Sector (Joseph Rowntree 
Foundation, 2026). 
50 Care England, ‘Care England Warns of Unsustainable Workforce Pressures in Adult Social Care 
Despite Increased Posts’, Web Page, 10 October 2024. 



CARE TO STAY 

14 
 

These realities can negatively impact care quality. Tasks that typically require two care 
workers, such as transferring someone from bed to a wheelchair or bathing someone, may 
need to be carried out by one, risking injury to both care workers and people drawing on care.51 
Additionally, the risk of mistakes increase when staff are overworked and tired, for example in 
medication administering or note taking.52  

It also seems providers sometimes forego adequate onboarding and training due to financial 
and workforce pressures. There are no minimum training or qualification requirements for 
frontline care workers,53 and new joiners frequently report that their application processes 
were very “light touch”.54 Consistent with this, experienced workers report an increase in new 
joiners with “holes in training”.55 Minimal onboarding and training contributes to particularly 
high turnover in the first year of frontline care work, as well as poor standards of care.56  

Similarly, there are limited opportunities for training and development for other frontline care 
workers.57   

Inadequate access to care services and poor-quality care are unacceptable for people who 
draw on care, and place pressure on the wider healthcare system. People who are unable to 
access the social care they need are more likely to injure themselves or experience a 
deterioration in their health, potentially resulting in an avoidable hospital admission.58 Hospital 
admissions are costly to the taxpayer, pose risks to patients and use capacity that could have 
been used for someone else.59 Inadequate social care capacity accounts for 18 per cent of 
hospital discharge delays.60 This similarly contributes to avoidable NHS costs, patient risks 
and capacity use.61 

 

 

 

 

 

 

 

 

 
51 Fisher and Foster, ‘Paid Care Worker Organizing in England’. 
52 Ibid. 
53 Department for Education, Sector Skills Needs Assessments Health and Adult Social Care, July 
2025. 
54 Nicola Blythe and Simon Bottery, ‘Younger People’s Experiences Of Working in Adult Social Care’, 
The King’s Fund, 12 November 2024. 
55 Fisher and Foster, ‘Paid Care Worker Organizing in England’. 
56 Kirsty Waknell, A Workforce Strategy for Adult Social Care in England, 2025; Blythe and Bottery, 
‘Younger People’s Experiences Of Working in Adult Social Care’. 
57 King’s College London, ‘Career Development in Adult Social Care’, Web page, 26 March 2024. 
58 National Centre for Social Research, ‘Social Care Needs Linked to Higher Risk of Avoidable 
Hospital Admissions, Study Finds’, Press Release, 26 January 2026. 
59 Rosie Beacon and Alice Semark, Hospital of the Future: Ending the Patient Gridlock (Re:State, 
2025). 
60 Ibid. 
61 Ibid. 
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3. Interventions for the adult social care 
workforce 

There are numerous interventions which could be implemented today, within existing financial 
constraints, to meaningfully improve the experience and wellbeing of the adult social care 
workforce. This would help improve chronic recruitment and retention issues facing the sector, 
as well as care quality itself.  

This paper makes the case for local authorities to implement a cross-cutting, place-based 
adult social care workforce strategy, explored in subsection 3.1. The specific interventions 
should be tailored to local context and needs. These strategies should also be co-produced 
with local stakeholders, including care providers, community organisations, the adult social 
care workforce, and NHS partners.  

These strategies should comprise interventions that are no-cost, low-cost or cost-recoverable, 
from four categories (explored in subsections 3.2 to 3.5):  

1. Boosting productivity: effectively utilising technology to deliver significant 
productivity gains, enabling the workforce to spend more time doing the most important 
and rewarding tasks. 

2. Better supporting the workforce: providing targeted health and wellbeing support to 
the workforce, and fostering a safe and inclusive working environment. 

3. Enabling commissioning practices: to proactively and effectively shape the market, 
by prioritising factors beyond just price. 

4. Improving perceptions and trust: improving public perceptions and trust in the 
quality and safety of adult social care.  

It is important to emphasise that the challenges facing different places are not uniform. While 
there are similarities across the country – including chronic recruitment and retention 
difficulties – the causes and nature of these problems are different. Each area is starting from 
a different point, for example in terms of the financial health of each local authority, the 
population’s needs, and current technological maturity of care provision. Nonetheless, the four 
categories of interventions are broadly applicable.  

The Government should also implement measures to improve workforce wellbeing and 
experience (explored in subsection 3.5), as well as to support the efficacy of the 
aforementioned local authority strategies (explored in subsection 3.2 and 3.3). 

3.1 The case for a cross-cutting, place-based adult social 
care workforce strategy  

The four categories of interventions are the variables which influence workforce outcomes, 
and these are inter-dependent. For example: the productivity gains which result from 
introducing technology that automates a significant portion of care-related tasks, could fail to 
be realised if the workforce is experiencing poor health without proper support. Figure 2 
(below) illustrates this, showing the variables which influence workforce outcomes, which in 
turn influence other outcomes.  
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Figure 2: The variables which influence workforce and broader outcomes 

 

 

To most effectively improve the experience, wellbeing and capability of the adult social care 
workforce, local authorities should introduce measures which span the four categories, in 
order to positively impact the outcomes detailed in Figure 2.   

The following case studies demonstrate the positive outcomes which can result from such a 
cross-cutting, place-based strategy. 

Case study: Southwark Council 

In 2013, Southwark Council was one of the first councils to sign up to Unison’s Ethical Care 
Charter.62 The Charter sets minimum commitments for sustainable pay, working conditions 
and training levels for homecare workers and for commissioning practices, intended to 
improve care quality and workforce outcomes.63 

In 2022, Southwark Council introduced its Residential Care Charter to implement similar 
minimum commitments for care staff working in residential settings, as well as care quality 
standards.64 

These Charters underpin Southwark Council’s cross-cutting, place-based approach to 
address issues affecting the adult social care workforce. Their approach includes interventions 
spanning the four categories.  

To boost workforce productivity, Southwark Council: 

• required training be provided to staff for free, during work time;65 
• sent questionnaires to all employees working in later-life and working-age care homes 

to identify opportunities for service improvement, resulting in the promotion of 
technology use to free up staff time to provide care;66 and 

 
62 Chris Cromar, ‘Southwark Council Launches New Charter to Protect Care Home Staff’, Public 
Sector Executive, 7 February 2022. 
63 UNISON, The Ethical Care Charter (2012). 
64 Southwark Council, Residential Care Charter (2022). 
65 UNISON, The Ethical Care Charter; Southwark Council, Residential Care Charter. 
66 Southwark Council, Residential Care Charter. 
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• made telecare – such as alarms and sensors in the homes of people who draw on care 
– part of their adult social care services.67 

To better support workforce health and wellbeing, the Council: 

• prevented the use of zero-hour contacts in place of permanent contracts, unless 
requested by the employee;68 

• required all care home and homecare staff are paid at least the London Living Wage 
and are paid for handovers or necessary travel time;69 

• required staff to be paid occupational sick pay;70 and 
• invested to become an anti-racist organisation with a zero-tolerance approach to 

discrimination.71 

To ensure enabling commissioning practices, Southwark:  

• commissioned homecare based on people’s needs, rather than on minutes of care or 
specified tasks;72 and 

• sought out feedback from the workforce and providers.73 

To improve public perceptions and trust, Southwark:  

• carried out consultations with the public as part of developing the Residential Care 
Charter;74 and 

• engaged with staff and local residents to look for ways to improve public perceptions 
of care quality.75 

In 2023-24, the turnover rate in Southwark’s adult social care sector was 16.4 per cent, 
markedly lower than the region average, 19 per cent, and the national average, 24.8 per 
cent.76 Southwark’s vacancy rate, 8.5 per cent, was also lower than the regional average, 10.6 
per cent.77 

In this year’s CQC assessment of adult social care in Southwark Council, they received a 
“Good” rating.78 The assessment drew attention to effective collaboration with NHS and non-
statutory services, the positive impact of the two Charters on recruitment and retention, and 
adult social care providers reporting the Council had a proactive and support approach.79 

 

 

 
67 Southwark Council, ‘Equipment, Adaptations and Assistive Technology’, Web Page, 23 September 
2024. 
68 UNISON, The Ethical Care Charter; Southwark Council, Residential Care Charter. 
69 Ibid. 
70 Ibid. 
71 Care Quality Commission, London Borough of Southwark: Local Authority Assessment (2026). 
72 UNISON, The Ethical Care Charter. 
73 UNISON, The Ethical Care Charter; Cromar, ‘Southwark Council Launches New Charter to Protect 
Care Home Staff’. 
74 Southwark Council, Residential Care Charter. 
75 Ibid. 
76 Skills for Care, A Summary of the Adult Social Care Sector and Workforce in Southwark 2023/24 
(2024). 
77 Ibid. 
78 Care Quality Commission, London Borough of Southwark: Local Authority Assessment. 
79 Ibid. 
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Case study: Wigan Council  

In the early 2010s, Wigan Council faced difficult financial circumstances, with a projected 
overspend of £6.9 million in 2011-12.80 Recognising the need to do things radically differently, 
Wigan Council launched ‘The Deal’ in 2014, centred on creating a new relationship between 
the council and their community, including residents, public service providers and community 
assets. The Deal was co-produced with the adult social care workforce and carers, with 
frequent opportunities for feedback to enable continuous improvement.81 

Wigan started by focusing on transforming adult social care, with interventions spanning the 
four categories identified in this paper.   

To boost workforce productivity, Wigan Council: 

• committed to increasing the use of new technologies to enable more effective ways of 
working,82 for example frontline care workers were provided with tablets, allowing them 
to work from anywhere;83 

• introduced a digital repository of local services, groups and activities, Wigan’s 
Community Book, enabling staff to easily connect people who draw on care with 
appropriate local groups and resources;84 

• invested in assistive technologies in supported accommodations, enabling more 
people to live independently outside of (more costly) residential care;85 and  

• reinvested savings The Deal delivered into technological transformation.86 

To better support workforce health and wellbeing, Wigan: 

• offered free flu vaccines to the entire care workforce, at convenient locations, and 
created flu and infection control champions;87  

• created mental health and wellbeing champions, embedded throughout the workforce, 
signposting those who needed support to available resources;  

• embedded freedom and permission to innovate for all staff,88 with managers’ 
performance reviews partly based on frontline staff’s ability to innovate;89 and 

• worked with charities to provide additional support to unpaid carers, including targeted 
respite and free passes to leisure centres, helping manage demand for formal health 
and care services.90 

To promote enabling commissioning practices, Wigan Council: 

• proactively built close, collaborative relationships with local adult social care providers 
and voluntary, community, faith and social enterprise (VCFSE) organisations; and 

 
80 Cllr Keith Cunliffe and Professor Kate Ardern, ‘Asset-Based Approaches in Local Authorities: The 
Wigan Experience’, Web Page, Local Government Association, 2026. 
81 Chris Naylor and Dan Wellings, A Citizen-Led Approach to Health and Care: Lessons from the 
Wigan Deal (The King’s Fund, 2019). 
82 Naylor and Wellings, A Citizen-Led Approach to Health and Care: Lessons from the Wigan Deal. 
83 The Access Group, ‘Wigan County Council - Case Study’, Web Page, No date. 
84 Naylor and Wellings, A Citizen-Led Approach to Health and Care: Lessons from the Wigan Deal. 
85 Ibid. 
86 Ibid. 
87 Wigan Council and NHS, Public Document Pack: Health and Wellbeing Board (2018). 
88 Ibid. 
89 Ibid. 
90 Wigan Council, ‘How to Get Support If You’re a Carer’, Web Page, 2025; Carers Trust, ‘Wigan & 
Leigh Carers Centre’, Web Page, 2026. 
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• invested £10 million in local VCFSE organisations from 2013-18 through their new 
Communities Investment Fund, achieving an estimated £1.63 social return for every 
£1 invested.91  

To improve public perceptions and trust, the Council: 

• gained the support of local political leaders – across Wigan’s two main parties – who 
articulated a positive narrative about The Deal’s benefits;92 and 

• proactively shifted the local narrative around adult social care, through a common 
vision and narrative for the workforce.93 

The results were impressive. By 2018-19, Wigan Council realised £134 million in savings,94 
with £25 million of those savings in adult social care.95 Simultaneously, outcomes improved 
across health, social care and employment, while demand for adult social care services 
reduced. By 2019, despite growing demand nationally, Wigan saw 3,000 fewer people using 
traditional social care services, instead drawing on community-based alternatives.96 

In 2024-25, Wigan’s adult social care vacancy rate was 2.5 per cent, significantly lower than 
the regional and national averages, 6.5 per cent and 6.8 per cent respectively.97 Turnover 
rates were also lower at 20 per cent, compared to the region average of 23.5 per cent and the 
national average of 23.7 per cent.98 This indicates Wigan’s approach has had a lasting positive 
impact on the workforce across independent providers, as well as those directly employed by 
the council. 

These case studies show how impactful a cross-cutting, place-based strategy can be for 
workforce outcomes, among other results. Making these differences stick is challenging, but 
very worthwhile. In both cases, strong political will and leadership was crucial to success. 

These case studies also demonstrate the influence local authorities can have on providers 
and VCFSE organisations, through close relationships, terms of contracts awarded, and 
funding allocations. This is effective market shaping, delivering benefits across care quality 
and outcomes, local authority finances, provider stability, and the adult social care workforce.  

Successful implementation of local authority adult social care workforce strategies is likely to 
deliver substantial NHS savings too. Better adult social care workforce outcomes lead to better 
care outcomes, and cost efficiencies within adult social care enable more care to be delivered. 
This is demonstrated by the above case studies, particularly Wigan. This also results in cost 
savings for the NHS, through quicker hospital discharges, fewer avoidable hospital 
admissions, and reduced need for primary and community care.  

The Better Care Fund (BCF) should therefore be used to fund the creation and implementation 
of these local authority adult social care workforce strategies. The successful implementation 
of these strategies is likely to markedly reduce pressure on the NHS – particularly hospitals – 
through reduced avoidable admissions and discharge delays. Therefore, the strategies are 
likely to reduce demand on the BCF to address these challenges, and it is logical that funding 

 
91 Ibid. 
92 Ibid. 
93 Ibid. 
94 Ibid. 
95 Ella Jordan, The Wigan Deal (Centre for Public Impact, 2024). 
96 Wigan Council, The Deal 2030 (2019). 
97 Skills for Care, A Summary of the Adult Social Care Sector and Workforce in Wigan, 2024/25 
(2025). 
98 Ibid. 
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these strategies should fall under the BCF’s remit. Making this a responsibility of the BCF is 
also coherent with recent reforms to the Fund to better align its use with the Government’s 
neighbourhood health ambitions and reduce avoidable pressure on hospitals.99 

 

Recommendation 1: Local authorities should implement a cross-cutting, place-based adult 
social care workforce strategy. Interventions in these strategies should span four categories – 
boosting productivity, better supporting workforce wellbeing, enabling commissioning 
practices, and improving perceptions of adult social care – and be tailored to local context and 
needs. These strategies should be co-produced with local partners, including: people who 
draw on care; adult social care providers; voluntary, community, faith and social enterprise 
organisations; the adult social care workforce; and NHS partners. Reform efforts should be 
underpinned by close, collaborative relationships with these local partners. The creation and 
implementation of these strategies should be funded by the Better Care Fund.  

 

3.2 Boosting productivity  

Staff shortages and excessive workloads put the adult social care workforce under intense 
pressure. Whilst it is essential to recruit and retain more staff to address this, effective 
utilisation of technology can enable staff to work more efficiently.    

Throughout adult social care, a large proportion of time is spent on administrative tasks. This 
administrative burden is clearly linked to turnover across roles.100 Frontline care workers 
spend up to 70 per cent of their working hours on such tasks, like completing case notes and 
organising medications.101 This takes care staff away from delivering care and contributes to 
frequent overtime,102 linked to both burnout and intention to leave the workforce.103 

Similarly, a significant proportion of a manager’s responsibilities are administrative, including 
recruitment, rotas and covering staff shortages. 20 per cent of health and social care 
managers report spending up to 8 hours a day on administration.104 Managers and ancillary 
staff are also responsible for HR, finances and other back-office functions. These tasks are 
often avoidably time consuming, due to outdated technology, ineffective methods, and 
mistakes. For example, 78 per cent of providers spend up to 6 hours a month amending payroll 
errors alone.105  

Technology offers a transformative solution, able to significantly boost workforce productivity. 
Tech can be used to automate a wide variety of care-related tasks, freeing up hours of staff 
time and delivering significant financial benefits for providers. For each £1 invested across 
different types of technology, returns are between £1.32 and £6.77.106  

 
99 Department of Health and Social Care and Ministry of Housing, Communities and Local 
Government, Better Care Fund Framework 2026 to 2027 (2026). 
100 Care Management Matters, New Research on Care Provision, 2023. 
101 OECD, Who Cares? Attracting and Retaining Care Workers for the Elderly (2020). 
102 Agilisys Transform and Wigan Council, Driving Digital Transformation in Adult Social Care (2025). 
103 Dietmar Ausserhofer et al., ‘Administrative Burden in Swiss Nursing Homes and Its Association 
with Care Workers’ Outcomes—a Multicenter Cross-Sectional Study’, BMC Geriatrics 23 (June 2023). 
104 Care Management Matters, New Research on Care Provision. 
105 OneAdvanced and Care England, Care Trends Report 2025 (2025). 
106 Kirsty Waknell, A Workforce Strategy for Adult Social Care in England (Skills for Care, 2024). 
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Technologies can also be more accurate or effective than humans, improving care 
outcomes.107 By reducing workload pressure and enabling staff to redirect their time to more 
rewarding tasks, effective tech utilisation also improves workforce wellbeing. 

There are different types of technology which can be useful in adult social care:  

• Personal care technologies are used by recipients of care themselves, including 
remote monitoring technology, automated medication dispensers and tools to assist 
with day-to-day tasks. 

• Care-giving technologies are used by frontline care workers to assist them in 
delivering social care, including digital social care records and ambient voice 
technology (for example to record case notes). 

• Workforce technologies are used to streamline workforce-related tasks, such as 
recruitment or staff rotas. 

• Administrative technologies are primarily used by managers and ancillary staff for 
back-office functions, like HR and finances.   

Personal care technologies can transform the delivery of frontline care. The benefits of such 
technology, and how to achieve widespread deployment, are explored in a previous Re:State 
report, Innovating for independence: a win-win for health and social care.108 It is essential the 
sector also effectively utilises care giving, workforce and administrative technologies, with the 
associated benefits for productivity, care quality and workforce wellbeing.  

For frontline care workers who spend significant amounts of time writing case notes, managing 
medications and submitting forms, using care giving technologies may be transformational for 
their productivity.  

Case study: QuickAction 

Wigan Council piloted the generative AI tool ‘QuickAction’ to transcribe meeting minutes, care 
assessments, and case notes across its social care workforce.109 QuickAction’s 
implementation has delivered substantial productivity gains – for example, it now takes 
frontline care workers 15 minutes to conduct an assessment, down from 2-3 hours.110 
Automation of meeting minutes alone has saved 107 days’ worth of staff time, generating over 
£72,000 in savings over 12 months.111  

As well as significant productivity gains, in turn reducing overtime and agency costs, 
QuickAction’s implementation has improved staff wellbeing with reduced sickness absences 
and reduced recruitment needs.112 

Similarly for managers who spend significant amounts of time on workforce-related tasks, 
including recruitment and rotas, implementing workforce technologies could transform their 
productivity.  

 
107 Dietmar Ausserhofer et al., ‘Administrative Burden in Swiss Nursing Homes and Its Association 
with Care Workers’ Outcomes—a Multicenter Cross-Sectional Study’, BMC Geriatrics 23, no. 1 
(2023): 347, https://doi.org/10.1186/s12877-023-04022-w. 
108 Florence Conway and Rosie Beacon, Innovating for Independence: A Win-Win for Health and 
Social Care (Reform Think Tank, 2025). 
109 Agilisys Transform and Wigan Council, Driving Digital Transformation in Adult Social Care. 
110 Ibid. 
111 Ibid. 
112 Local Government Association, ‘Wigan Council: QuickAction in Adult Social Care’, Web Page, 2 
January 2025. 
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Case study: Ami  

Cera, a homecare company, have developed an AI-powered telephone screening system to 
assist recruitment: agent Ami.113 When candidates apply to a provider using this technology, 
they are automatically called and interviewed by Ami.114 Ami scores them out of 100, and if a 
candidate is suitable, will automatically book them in for an interview with the human 
recruiter.115  

Cera reports that Ami has: 
• halved the time from a new application being submitted to first interview;  
• reduced screening costs by two-thirds; and  
• saves each human recruiter two days’ worth of time per week.116 

Cera reports that the number of job offers made for the same spend, since the technology 
launched in August 2025, has doubled.117 

Recent governments have taken steps to better utilise technology in adult social care. In 2021, 
the Digitising Social Programme was established, run by the Department of Health and Social 
Care and NHS England, to accelerate the adoption of digital social care records (DSCRs).118 
The programme created the Assured Solutions List detailing the DSCR providers which have 
met the DSCR Capability Assessment and Standards Assurance Process.119 At the 
programme’s start, around 40 per cent of CQC-registered providers used a DSCR.120 As of 
December 2025, 82 per cent do,121 saving an estimated 30 million administrative hours per 
year and saving each care worker at least 20 minutes per shift.122  

However, beyond DSCRs, the adoption of technology in adult social care remains uneven. 
For example, 53 per cent of providers report using an electronic Medication Administration 
Record (eMAR) – digital systems which record, track and manage medications for those 
drawing on care, automating aspects of medication stock management and producing alerts 
if doses are missed.123 Likewise, 52 per cent of providers use financial accounting software 
and 51 per cent use HR management technologies.124 Only around 30 per cent of providers 
use any form of AI.125 Smaller providers are also much less likely than larger providers to be 
utilising technology.126 

 
113 Cera, ‘Cera Launches AI Recruitment Agent Ami, Aiming to Tackle Health & Care Staff Shortages’, 
Press release, November 2025. 
114 Nikki Fox, ‘Can an AI Recruiter Really Spot a Good Carer?’, Article, BBC News, March 2026. 
115 Ibid; Cera, ‘Cera Launches AI Recruitment Agent Ami, Aiming to Tackle Health & Care Staff 
Shortages’. 
116 Cera, ‘Cera Launches AI Recruitment Agent Ami, Aiming to Tackle Health & Care Staff Shortages’. 
117 Ibid. 
118 Department of Health and Social Care et al., Digitising Social Care Programme: Accounting Officer 
Assessment (GOV.UK, 2026). 
119 Digitising Social Care, ‘Assured Solutions for Digital Social Care Records’, Web Page, No date. 
120 Ibid. 
121 Department of Health and Social Care, ‘Adult Social Care Provider Statistics, England: Quarterly 
Update to February 2026’, March 2026. 
122 Department of Health and Social Care and Stephen Kinnock MP, ‘Digital Revolution in Care Saves 
Millions of Admin Hours’, Press release, 2025. 
123 Department of Health and Social Care, Findings from the 2025 Adult Social Care Provider 
Technology Survey (2026). 
124 Ibid. 
125 The Access Group, AI at Work: The Powerful Impact of AI on Workplace Behaviour (2024). 
126 Department of Health and Social Care, Findings from the 2025 Adult Social Care Provider 
Technology Survey. 
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Strong financial incentives already exist for providers to utilise technology, given the possible 
efficiency savings. This indicates other barriers to technology adoption in the sector. 
Paradoxically, it appears to be partly the result of limited resources, in turn leading to lower 
efficiency, which further depletes available resources. The complexity of the tech market also 
appears to drive uneven adoption. Interviewees for this paper described the technology market 
for adult social care as a “wild west” given the vast range of technologies and suppliers. This 
makes it difficult for local authorities and adult social care providers to confidently identify the 
right technology solutions and suppliers.  

Once technologies are procured, effective roll-out and use remains a challenge. Poor staff 
engagement can result in low adoption rates, limiting the productivity benefits.127 Engagement 
is closely linked to workforce capability – in 2021, only a fifth of social care providers regarded 
themselves as ‘digitally expert’128 – and the technology’s usability.129 Difficult-to-use 
technologies or those introduced without sufficient training can increase workload, leading to 
low staff buy-in and resistance to using new technologies.130 It is therefore important that 
providers choose easy-to-use technology and adequately invest in staff training.131 

Given the wide range of types of technology, and the observed difficulties providers have 
identifying them, action should be taken to drastically simplify this process for providers. This 
should be facilitated through an expansion of the Digitising Social Care Programme’s Assured 
Solutions List, creating a centralised assessment of the types of technologies which have the 
best return on investment.  

 

Recommendation 2: The Digitising Social Care Programme should publish a list of 
technologies which offer the best expected return-on-investment for adult social care 
providers, known as the Evaluated Solutions List. This should include personal care, care 
giving, workforce and administrative technologies. For each technology, an assessment of 
plausible return-on-investment should be carried out and published, including upfront costs, 
training requirements, usability, and equal or improved quality of care.  

 

Choosing the right technology supplier is equally crucial. Interviewees shared examples of 
suppliers requiring additional payments from care providers for basic functionality of their 
products, such as interoperability. It is therefore unsurprising that care providers have long 
reported a need for greater support and guidance when selecting suppliers.132 

For DSCRs, the Assured Solutions List significantly simplifies the process of finding the right 
supplier, ensuring listed suppliers meet the necessary core capabilities such as 
interoperability, data security, and ability to capture real-time information.133 This list should 
be expanded to include other care giving and personal care technologies, with equivalent 
capability and assurance standards. This is necessary because these technologies – like a 

 
127 David Maguire et al., Digital Change in Health and Social Care (The King’s Fund, 2018). 
128 Digital Social Care and Skills for Care, Digital Maturity in the Social Care Sector –  Quantitative 
Research (2021). 
129 Grace Whitfield et al., ‘How the Care Workforce Navigates the Digital “Skills Gap”: Problems and 
Opportunities from Policy to Practice’, Frontiers in Sociology 10 (April 2025): 1552672, 
https://doi.org/10.3389/fsoc.2025.1552672. 
130 Ibid. 
131 Skills for Care, ‘Digital Transformation at Marches Care’, 2018. 
132 Ipsos MoRI et al., NHSX Adult Social Care, Technology and Digital Skills Review (2021). 
133 Digitising Social Care, ‘Assured Solutions for Digital Social Care Records’. 
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DSCR – need to be reliable, interoperable with NHS systems, securely store sensitive 
personal and medical information, and be able to capture real-time information. 

The Digitising Social Care Programme should implement a similar approach for workforce and 
administrative technologies, introducing a list of evaluated suppliers for these technologies. 
These suppliers will require less extensive risk and assurance assessments than those on the 
expanded Assured Solutions List, as workforce and administrative technologies don’t have 
the same interoperability and data security requirements. Proportionate assessments are 
crucial to avoid unnecessarily delaying the adoption of these productivity-boosting 
technologies.  

However, suppliers should still be assessed against baseline capability standards. This should 
include the expected return-on-investment for the technology, the technology’s usability, 
reliability and error rates, and troubleshooting support the supplier provides. As is the case for 
the Assured Solutions List, it should be the supplier’s responsibility to demonstrate their 
technology meets the required standards, by submitting the evidence to the Digitising Social 
Care Programme in the correct, standardised way.134 Once a supplier is approved, new 
evidence and supporting data can be automatically submitted to the Programme, reducing the 
reporting burden for providers and suppliers.135 

For simplicity, the expanded Assured Solutions List (Recommendation 3) and the evaluated 
suppliers list for workforce and administrative technologies (Recommendation 4) should be 
embedded within the Evaluated Solutions List detailing types of technologies with best 
expected return-on-investment (Recommendation 2). 

Figure 3: Recommended expansion of the Assured Solutions List 

 

 

 

 

 

 

 
134 Digitising Social Care, ‘The Assured Solutions Decision Tool’, Web Page, CARE, No date. 
135 Digitising Social Care, ‘Overview: Reporting Minimum Data Specification (RMDS)’, Web Page, 
CARE, 15 December 2023. 
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Recommendation 3: The Digitising Social Care Programme should expand the Assured 
Solutions List to include assured suppliers for other types of care giving and personal care 
technologies, with equivalent capability and assurance standards. For example, this should 
include: electronic medication administration records; AI tools used to record or process 
information relating to people who draw on care, such as ambient voice technologies; and 
remote monitoring technologies used in the homes of people drawing on care. The Assured 
Solutions List should be embedded within the Evaluated Solutions List, so that providers and 
local authorities can click from an evaluated type of technology into the Assured Solutions List 
of suppliers for that technology.  

Recommendation 4: The Digitising Social Care Programme should introduce a national 
repository of evaluated suppliers for workforce and administrative technologies which is linked 
to the Evaluated Solutions List for those types of technologies. The assurance standards for 
these suppliers should be less than for the Assured Solutions List, as these technologies do 
not have the same interoperability and data security requirements. Suppliers should still be 
required to meet baseline capability standards including return-on-investment, usability, 
reliability, error rates, and troubleshooting support. 

 

3.3 Supporting the workforce  

Poor health and wellbeing are a significant driver of turnover in the sector. Just over a third of 
the workforce say they plan to leave their job as soon as they find another one – around twice 
the proportion of NHS staff who said the same in 2022.136 Among those looking to leave, only 
13 per cent would want their next role to be in social care.137 Crucially, of those planning to 
leave, 67 per cent cited the impact of their job on their health and wellbeing as a reason for 
wanting to leave their current role.138 This makes it jointly the most common reason, alongside 
low pay.139 Meanwhile, estimates suggest that sick days in the social care workforce may be 
20 per cent higher than for employees nationally.140 

Some may point to the challenging nature of adult social care work as the cause. It is certainly 
true that aspects of the work are unavoidably challenging, particularly for frontline care 
workers. Plus, the workforce is generally low paid and works long hours. Despite this, there 
are a number of ways workforce health and wellbeing can be better supported. 

This section considers three core components of workforce wellbeing in adult social care, 
which are frequently underserved:  

• physical health;  
• mental health; and  
• organisational culture, including safe working conditions.  

 
136 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
137 Ibid. 
138 Ibid. 
139 Ibid. 
140 Skills for Care; Workforce Intelligence, A Summary of the Adult Social Care Sector and Workforce 
in Eastern, 2023/24 (2024); Office for National Statistics, Dataset: Sickness Absence in the UK 
Labour Market (2025). 
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3.3.1 Physical health  

Research indicates generally worse levels of physical health among the adult social care 
workforce compared to England’s population. In North Central London Integrated Care 
System, 74 per cent of the adult social care workforce were found to be overweight or obese, 
compared to the national average of 64 per cent,141 and 51 per cent had high blood 
pressure,142 compared to estimates of between 25 and 30 per cent of people nationally.143 
While this is a small case study, it mirrors the reality interviewees for this paper reported.  

The demographics of the adult social care workforce go a long way to explaining this. Adult 
social care is a low pay sector, particularly for frontline care workers. The vast majority of 
frontline care workers are paid at or just above the National Living Wage,144 over two thirds of 
the workforce report not having any, or enough, financial security,145 and last year the CQC 
found those working in care homes were twice as likely to live in poverty than the average UK 
worker.146 As a result, much of the adult social care workforce is in a low socioeconomic group, 
widely linked to poorer health outcomes.  

Additionally, the workforce is disproportionately made up of groups known to experience 
health inequalities. The workforce is nearly 80 per cent female and 36 per cent are from ethnic 
minority backgrounds,147 compared to around 18 per cent of the national population.148 29 per 
cent of the workforce are migrant workers,149 compared to under 20 per cent of the UK.150  

Some health issues appear more common among the adult social care workforce than the 
general population, including:  

• perimenopause and menopause symptoms – understandable given the high 
proportion of the workforce who are middle-aged women;  

• musculoskeletal problems – frequently cited as a risk for frontline care workers; and  
• lifestyle-related ill health – including obesity, high blood pressure and similar.  

Whilst wider determinants of health are likely to be the primary driver of the disproportionate 
health burden facing the workforce, providers should do more to support their workforce’s 
health. Providers should implement targeted health support, depending on their employees’ 
(likely) health needs and what NHS support is already available in their area. Local authorities 
and NHS networks should be a key part of supporting action to improve the health of the adult 
social care workforce, particularly as the financial benefits of doing so will be felt system-wide, 
as well as by providers.  

 
141 North Central London Integrated Care System, ‘Check out the Award-Winning NCL Wellbeing 
Bus’, Web Page, 2025. 
142 Ibid. 
143 British Heart Foundation, ‘Our Impact on High Blood Pressure Research’, Web Page, October 
2025; National Institute for Health and Care Excellence, ‘Hypertension: How Common Is It?’, Web 
Page, January 2026. 
144 Care England, The Issues Revolving around Pay, Financial Challenges, and Workforce Retention 
in Adult Social Care, 28 March 2025. 
145 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
146 Care Quality Commission, The State of Health Care and Adult Social Care in England 2024/25 
(2025). 
147 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
148 Office for National Statistics, ‘Population of England and Wales’, Web Page, GOV.UK, 21 May 
2024. 
149 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
150 Centre for Policy Studies, ‘Revised Migration Data Shows Extraordinary Scale of UK Population 
Change’, Web Page, 20 November 2025. 
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Successfully improving the adult social care workforce’s health is likely to be challenging, 
demonstrated in the NHS. For example, NHS nurses have persistently high rates of obesity,151 
and uptake of flu vaccines among the NHS workforce is declining, despite targets.152 
Nonetheless, there are areas where targeted health support is likely to be impactful, with 
associated financial benefits.  

A clear example is perimenopause and menopause symptoms, which will impact about a 
quarter of the adult social care workforce during their time working in the sector, among whom 
some 28 per cent would consider leaving their role because of their symptoms.153 There are 
a number of low cost interventions providers can implement to support staff experiencing these 
symptoms, including:  

• designating a space for cool, quiet rest, particularly important in care homes which are 
usually very warm;  

• offering a suitable uniform which is light-weight, breathable, and with significant 
stretch; and 

• ensuring reasonable adjustments – which could include extra breaks, access to fans, 
temporary workload adjustments, or written instructions instead of verbal – are easy to 
request for those experiencing symptoms, meaning the importance of making such 
adjustments is communicated to all managers.154 

One such example is NHS health checks: a preventative health assessment for adults aged 
40 to 74 to find early indications of serious health conditions such as hypertension, type 2 
diabetes and chronic kidney disease. Given demographics and risk factors, NHS health 
checks are thought to be especially good value for money among the adult social care 
workforce.155 Analysis by Alma Economics and Skills for Care – based on research from NHS 
England, the Office for Health Improvement and Disparities, and Tanner et al’s 2022 review – 
estimates that every £1 spent promoting these checks in the sector would generate £2.40 in 
socioeconomic benefits, primarily delivered through improved health outcomes.156   

 

Recommendation 5: The Department of Health and Social Care should produce a list of the 
physical health problems most prevalent among the adult social care workforce, along with 
associated support options which have the most compelling evidence base for reducing 
demand on the NHS and sickness absences. NHS partners – including Integrated Care 
Boards and primary care organisations – should collaborate with adult social care providers 
to implement these measures, given the financial benefits will be realised across both the NHS 
and adult social care providers. The specific interventions implemented should be tailored to 
local workforce needs. 

 

 
151 Richard G. Kyle et al., ‘Obesity Prevalence among Healthcare Professionals in England: A Cross-
Sectional Study Using the Health Survey for England’, BMJ Open 7, no. 12 (2017): e018498, 
https://doi.org/10.1136/bmjopen-2017-018498; M. Kelly and J. Wills, ‘Systematic Review: What Works 
to Address Obesity in Nurses?’, Occupational Medicine 68, no. 4 (2018): 228–38, 
https://doi.org/10.1093/occmed/kqy038. 
152 UK Health Security Agency, Seasonal Influenza Vaccine Uptake in Frontline Healthcare Workers 
in England: Winter Season 2024 to 2025 (2025). 
153 Alsico, Menopause in the Care Sector: Making Positive Changes (2025). 
154 Ibid. 
155 Waknell, A Workforce Strategy for Adult Social Care in England. 
156 Skills for Care and Alma Economics, Economic Analysis of Policy Recommendations (2024). 
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3.3.2 Mental health   

Stress, burnout and poor mental health are considerable issues among the adult social care 
workforce.157 Around half of staff report often feeling excessive stress or pressure at work, and 
roughly a third say their job has a negative impact on their mental health.158 Despite this, only 
around 16 per cent of the workforce have ever accessed therapy services.159 In 2023, mental 
health, stress and work-related stress accounted for nearly a third of all social care staff 
sickness absences.160  

Case study: ShinyMind  

In 2021, the Shine Programme launched, a collaboration between Bedfordshire, Luton and 
Milton Keynes Integrated Care Board, Arden & GEM and ShinyMind, aiming to improve the 
wellbeing of the primary care workforce and support patients to better self-manage their 
mental health.161 The core component of the Shine Programme was access to the ShinyMind 
app – an evidence-based mental health app, co-designed with and for the NHS – for all primary 
care staff in participating GP practices.162 

There was very positive feedback from staff, with a self-reported:  

• 91 per cent improvement in wellbeing; 
• 73 per cent increase in productivity at work; and 
• 64 per cent greater likelihood of continuing working in primary care.163 

ShinyMind has been rolled out across a variety of NHS organisations, hospices, and 
businesses. In 2022, a specific nursing version of ShinyMind was made freely available to all 
NHS nurses, midwives, nursing associates and healthcare support workers in England.164 
Across use cases, ShinyMind reports an 83 per cent reduction in employee turnover rates and 
a 50 per cent reduction in sickness absence rates for its users, demonstrating benefits are not 
specific to the above case study.165  

To privately purchase an annual ShinyMind subscription costs £25.166 However, with 
ShinyMind’s track record of collaborating with public service providers and its mission “to 
support the mental health and wellbeing of those working in the most stressful jobs”, it would 
likely cost far less per user for local authorities or care providers. 

Some interviewees for this paper reported that the frontline care workforce doesn’t tend to 
interact or engage with digital mental health and wellbeing tools. On the other hand, some 
interviewees spoke of widespread desire across the workforce for freely available mental 
health support.  

 
157 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025; Ipsos et al., 
The Adult Social Care Workforce and Their Work-Related Quality of Life. 
158 The Care Workers’ Charity, Wellbeing Report 2025 (2025). 
159 Ibid. 
160 The British Psychological Society, One Third of Social Care Workforce Sickness Absence Due to 
Mental Health and Stress, Troubling New Figures Reveal, 18 September 2023. 
161 Arden&GEM, ‘Supporting Wellbeing within the Primary Care Workforce While Helping Patients to 
Better Self-Manage Their Mental Health’, Web Page, 2022. 
162 Ibid. 
163 Ibid. 
164 ShinyMind, ‘Introducing ShinyMind for Nurses, Midwives & Healthcare Support Workers’, Web 
Page, No date. 
165 ShinyMind, ‘It Works’, Web Page, No date. 
166 ShinyMind, ‘Give Your Family and Friends the Gift of ShinyMind’, Web Page, 2025. 
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It is therefore important that providers and local authorities assess how receptive their frontline 
staff are likely to be to a digital mental health intervention, like ShinyMind, before rolling it out, 
but with a strong evidence base of efficacy in care settings, it could prove extremely valuable. 

  

Recommendation 6: Local authorities, NHS partners, and adult social care providers should 
collaborate to offer digital mental health interventions to the adult social care workforce, where 
it is likely such interventions will deliver system-wide savings through reduced demand for 
healthcare services and greater levels of economic participation.  

 

3.3.3 Culture 

Organisational culture   

Organisational culture is a key determinant of workforce outcomes including rates of 
absenteeism, punctuality, levels of job commitment, and turnover, including in adult social 
care.167 Highlighting this, 17 per cent of the workforce considering leaving their current role 
give ‘bullying and harassment’ as a reason for wanting to leave.168  

Part of the CQC’s assessment framework for adult social care providers includes whether they 
demonstrate “an inclusive and positive culture” and “capable, compassionate and inclusive 
leaders”.169  

An inclusive culture doesn’t just emerge from good intentions.170 As leadership is often shown 
to be culture’s biggest determinant, achieving an inclusive culture – one which allows its staff 
to be supported and thrive at work – usually requires proactively inclusive leadership.171 In 
practice, this means leadership which celebrates differences, listens to its workforce, and 
demonstrates compassion.172 

Inclusion and diversity are distinct, and diversity does not necessarily lead to inclusion. In adult 
social care, the workforce is highly diverse, but this is not reflected in consistently inclusive 
workplace experiences. For example, members of the workforce from Asian ethnic 
backgrounds, non-UK citizens, and those who reported a religious affiliation are far more likely 
than average to witness or experience physical violence from managers, team leaders and 
colleagues.173 This suggests that organisational culture problems disproportionately affect 
certain groups within the workforce. Addressing these cultural issues is therefore a critical part 
of tackling wider workforce challenges.  

There are few specific resources detailing what inclusive leadership involves, how to achieve 
a shift towards inclusive leadership or how to foster an inclusive organisational culture in adult 

 
167 CIPD, Building Inclusive Workplaces: Assessing the Evidence (2019); Consilium Research and 
Consultancy Ltd., Study into the Impact of a Values Based Approach to Recruitment and Retention 
(Skills for Care, 2016). 
168 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
169 Care Quality Commission, Assessment Framework (2025). 
170 NHS England, An Evaluation of the Implementation of the NHS Culture and Leadership 
Programme: Summary Findings (2023). 
171 NHS England, The Culture and Leadership Programme (No date).; Edgar H. Schein, 
Organizational Culture and Leadership 4th Edition (Jossey-Bass A Wiley Imprint, 2010). 
172 NHS England, The Culture and Leadership Programme. 
173 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
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social care settings. It is therefore helpful to draw on research and evidence from the NHS, 
where significant efforts have been put into answering these questions. 

Case study: NHS Culture and Leadership Programme  

Following a tragic patient safety crisis at Stafford hospital between 2005 and 2009,174 an 
independent inquiry identified “an insidious negative culture” as the key cause.175 This led to 
a consensus that organisational culture required proactive improvement across the NHS, 
resulting in the launch of the NHS Culture and Leadership Programme in 2016.176 

This programme is a structured, evidence-based culture intervention, demonstrated to create 
lasting cultural change through compassionate, diverse and inclusive leadership.177 The 
programme is structured around four phases: scoping, discovery, design, and delivery.178 

The programme was mandated in some underperforming trusts and voluntarily implemented 
in others – it has now been used by over 80 organisations.179 It has delivered impressive 
results, including: 

• a 0.12 increase in staff engagement scores, correlated with decreased agency 
spending saving the average trust £1.7 million;180 

• a 1.41 per cent reduction in Registered Nurse turnover, compared to an average 0.8 
per cent reduction across all England trusts; 

• improved CQC ratings, with a 6.38 per cent increase in “Outstanding” ratings and a 
2.45 per cent increase in “Good” ratings for participating trusts, as well as decreases 
in the numbers rated “Requires improvement” or “Inadequate”; and 

• reduced instances of discrimination, bullying and unfairness.181 

The NHS Culture and Leadership Programme provides evidence for the potential benefits of, 
and delivery tools to achieve, an inclusive organisational culture. The cultural issues facing 
adult social care providers are similar to those which NHS trusts faced, thus learnings from 
the NHS Culture and Leadership Programme are likely to be applicable in adult social care.  

However, some characteristics of adult social care providers are meaningfully different to NHS 
trusts, such as organisation size, workforce characteristics, and funding realities. These 
differences are likely to impact the suitability of the NHS Programme for adult social care 
providers. In particular, the NHS Programme is very extensive, often taking years to complete, 
which is not realistically feasible in adult social care. Therefore, the Department of Health and 
Social Care should repurpose the resources from the NHS Culture and Leadership 
Programme into a version for adult social care providers.  

 

 

 
174 Denis Campbell, ‘Mid Staffs Hospital Scandal: The Essential Guide’, The Guardian, 6 February 
2013. 
175 Robert Francis QC, Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, HC 947 
(2013). 
176 NHS England, ‘The Evidence Base’, Web Page, The Culture and Leadership Programme, No date. 
177 Ibid. 
178 NHS England, The Culture and Leadership Programme. 
179 NHS England, ‘The Evidence Base’. 
180 NHS England, An Evaluation of the Implementation of the NHS Culture and Leadership 
Programme: Summary Findings. 
181 Ibid. 
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Recommendation 7: The Department of Health and Social Care should repurpose the NHS 
Culture and Leadership Programme resources into a version which is suitable for adult social 
care providers, known as the Adult Social Care Culture and Leadership Programme. These 
resources should be made freely available to adult social care providers and local authorities, 
enabling them to internally undertake this culture change programme.  

Recommendation 8: The Care Quality Commission should mandate implementation of the 
Adult Social Care Culture and Leadership Programme in adult social care providers who are 
underperforming or who are identified to lack an inclusive and positive culture. 

 

Effective, high-quality leadership is a key determinant of organisational culture and workforce 
outcomes. Providers should therefore consider investing in their managers and leadership, 
particularly if they are experiencing acute retention challenges.  

Requirements relating to registered managers are also part of the CQC’s assessment 
framework for adult social care providers, including requiring that registered managers have 
“the necessary qualifications, competence, skills and experience”.182 

Skills for Care offers a membership for registered managers. This includes: access to Skills 
for Care’s local networks for managers and deputy managers; a copy of Skills for Care’s Social 
Care Manager’s Handbook; access to other Skills for Care resources; a monthly newsletter 
including practical information and guidance; and the opportunity to offer or receive 
mentoring.183 

Membership costs £35 per year, with a 10 per cent discount if purchased for 10 or more 
managers.184 Specific quantitative measures of the benefits of membership are not available. 
However, 97 per cent of members recommend the membership, indicating that it is self-
assessed to be beneficial.185 Providers should consider purchasing Skills for Care 
membership for their managers, particularly if facing leadership quality or retention issues. 
 

Recommendation 9: The Care Quality Commission should prescribe management and 
leadership development for registered managers assessed to lack the necessary competence 
and skills, per the regulatory framework for registered managers. This training should be 
funded by their employer in order to comply with regulated standards.  

 

Safe working conditions 

Another component of workforce wellbeing, too often overlooked, is ensuring safe working 
conditions for those delivering care.  

Physical violence is a common and recurrent occupational hazard in frontline care work. In 
the last 12 months, 49 per cent of those involved in delivering care – including frontline care 
workers, registered professionals and managers – have experienced or witnessed physical 

 
182 Care Quality Commission, Assessment Framework. 
183 Skills for Care, ‘Support for Registered Managers’, Web Page, 2026. 
184 Skills for Care, ‘Registered Manager Membership’, Web Page, 2026. 
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violence from people who draw on care.186 This includes 14 per cent who have experienced 
this more than 10 times in the last year.187  

There is mixed evidence on whether instances of physical violence are usually reported. 
Survey data indicates they are,188 but the Health and Safety Executive – Britain’s national 
regulator for workplace health and safety – claims a high level of under-reporting of incidents 
of violence and aggression in health and social care because it is often seen as “part of the 
job”.189 Similarly, interviewees for this paper claimed violence from people who draw on care 
is normalised in the sector, with significant costs for workforce wellbeing. It seems likely 
exposure to violence is a contributing factor to “impact of the job on health and wellbeing” 
being the joint top reason for those looking to leave adult social care roles.190 

Some risk factors which mean staff are more likely to experience physical violence include:  

• lone working; 
• working after normal working hours i.e. early in the morning or late at night;  
• handling valuables or medication;  
• exercising authority;191 and 
• working with people who are more likely to exhibit violence or aggression, including 

working-age adults with a learning disability, those with a mental health condition or 
later-life adults with dementia.192  

It is vital risk factors are taken seriously by providers, and action is taken to mitigate the risks 
for frontline care staff. The literature highlights a number of steps providers can take to 
manage this risk, including:  

1. treating violence as a core risk-management issue, not as an acceptable occupational 
hazard; 

2. creating a strong reporting culture;  
3. ensuring adequate staffing levels;  
4. providing de-escalation training; 
5. ensuring staff have communication devices or emergency alarms; and  
6. providing post-incident support, including learning from incidents to better manage 

future risks.  

Put into practice, this means encouraging staff to share their experiences and challenges, 
understanding and caring about these experiences, and taking action to alleviate or improve 
the problems facing staff. 

Interviewees for this paper also highlighted that providers can implement measures to better 
support those drawing on care who are more likely to exhibit violent or aggressive behaviour. 
For example, providers could deliver ‘Positive Behaviour Support’, which aims to better 
understand and support a person’s underlying needs, enabling a reduction in challenging 
behaviours.193 

 
186 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
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188 Ibid; The Care Workers’ Charity, Wellbeing Report 2025. 
189 Health and Safety Executive, ‘Violence in Health and Social Care: Overview’, Web Page, 2026. 
190 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
191 Health and Safety Executive, ‘Violence in Health and Social Care: Overview’. 
192 Ipsos et al., The Adult Social Care Workforce and Their Work-Related Quality of Life. 
193 Positive Behavioural Support (PBS) Coalition UK, Positive Behavioural Support: A Competence 
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Recommendation 10: As part of any bid for local authority contracts, adult social care 
providers should be required to demonstrate adequate management of the risk of physical 
violence and aggression from people who draw on care towards their staff. This should 
include: a strong reporting culture, the provision of de-escalation training, ensuring staff have 
communication devices or emergency alarms, the provision of adequate post-incident support, 
and evidence of learning from incidents to improve risk management protocols. Local 
authorities should not award contracts to providers unless these risk-management standards 
are evidenced.  

 

3.4 Enabling commissioning practices 

Local authorities are the main funders of adult social care, therefore commissioning behaviour 
significantly shapes the adult social care market, with knock-on impacts for the workforce.194 
Recognising the importance of market shaping, the Care Act 2014 sets out statutory duties for 
local authorities to facilitate a diverse, sustainable and high-quality adult social care market 
for their population, including self-funders.195 

This market shaping responsibility is not consistently met. Most local authorities pay less than 
a sustainable rate for the provision of adult social care.196 Local authorities are under 
increasing financial strain, driven by growing costs and demand for adult social care.197 The 
consequences of this financial strain are detrimental, with some local authorities entering 
effective bankruptcy, care services being delivered in a slimmed down way, and squeezing 
the provision of other local authority-provided services.198 

In this tight financial reality, it is understandable that many local authorities commission adult 
social care services almost entirely based on minimising immediate costs. This means many 
local authorities ‘spot’ purchase services, commissioning services in a short-term way as and 
when they need to, at the lowest possible price.199  

This approach can mean local authorities fail to meet their statutory market shaping 
responsibilities, usually resulting in higher costs for local authorities in the medium and long 
term, among other negative consequences.  

A spot commissioning approach often results in local authorities commissioning services from 
a large number of adult social care providers – according to interviewees for this paper, 
frequently 50 or more. In theory, this type of open market should create competition, driving 
efficiency and innovation. In practice, this rarely materialises, as local authority contracts are 
generally awarded at unsustainably low rates pushing providers to compete on price (rather 

 
194 House of Commons Health and Social Care Select Committee, Adult Social Care Reform: The 
Cost of Inaction; Second Report of Session 2024-25, HC 368 (2025). 
195 Department of Health and Social Care, Adult Social Care Market Shaping (GOV.UK, 2024). 
196 National Audit Office, The Adult Social Care Market in England, HC 1244 (2021). 
197 Semark and Kaye, Beyond Caring: A New Funding Model for Later-Life Social Care. 
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199 House of Commons Health and Social Care Select Committee, Adult Social Care Reform: The 
Cost of Inaction; Second Report of Session 2024-25. 
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than quality). This regularly creates a ‘race to the bottom’,200 where costs are reduced at the 
expense of safety, quality and workforce conditions.  

With so many providers contracted, it is also near impossible for commissioners to have a 
relationship with providers or influence the way they deliver services. For example, 
commissioners may want to encourage providers to deliver care in a tech-enabled way or 
provide training to optimise care packages, making use of community assets. Both could boost 
productivity and reduce the total number of hours of formal care required, in turn reducing 
local authority costs and achieving better care outcomes.  

Working with so many providers often also leaves commissioners with very limited capacity to 
form collaborative relationships with local VCFSE organisations. VCFSE organisations are 
often highly valuable partners, with the ability to help residents to live well and maximise 
independence outside of formal social care provision. 

Small contracts, which are short-term and awarded at the lowest possible price, create 
instability for care providers too. Providers aren’t able to plan or deliver services effectively 
and often make losses delivering local authority-commissioned care.201 For the workforce, this 
often results in uncertain hours, inflexible working patterns, and last-minute notice of shifts or 
shift cancellations. These issues contribute to poor staff wellbeing and high turnover, 
particularly acute in homecare, in turn further increasing provider costs and instability.  

Provider instability and squeezed margins often results in costs being passed onto local 
authorities and/or self-funders, and risks provider failure, which can lead to gaps in service 
provision.  

Interviewees for this paper highlighted that local authorities are increasingly aware of the 
negative consequences of spot commissioning, particularly in homecare, and other 
approaches are increasingly being sought out and implemented. This is positive and should 
be pursued more broadly. However, the fact that some local authorities are contractually 
bound into their existing approach for the next few years will be a limiting factor. 

It is worth highlighting that local authorities frequently drift between different commissioning 
and market shaping approaches, often unintentionally.202 This drift is usually the result of high 
turnover of local authority staff, workforce shortages within adult social care providers, short-
term financial constraints, and long-term funding uncertainty.203  

To ensure local authorities are fulfilling their statutory market shaping responsibilities, it is 
essential they consistently pursue collaborative relationships with local providers and VCFSE 
organisations. 
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Recommendation 11: Local authorities should prioritise building collaborative relationships 
with local adult social care providers and voluntary, community, faith, and social enterprise 
organisations involved in supporting people who draw on care or preventing adult social care 
need arising. Local authorities should convene these stakeholders, at least annually, and co-
produce a strategy for working collaboratively in the prevention of care need and delivery of 
adult social care. This strategy should be updated annually. Progress against the aim of 
developing these collaborative relationships should explicitly be part of each local authority’s 
Director of Adult Social Services annual performance review. This should be understood to be 
a core component of meeting their statutory market shaping responsibilities, as outlined in 
Section 5 of the Care Act 2014. 

 

3.4.1 Patch-based homecare commissioning   

Homecare is 80 per cent state-funded.204 This leaves homecare services particularly 
vulnerable to the consequences of spot commissioning.  

For providers, they’re frequently commissioned to provide a small number of hours of care to 
people who live far away from each other, on short-term contracts. For frontline staff, the result 
is irregular schedules and job insecurity. Demonstrating this, 42 per cent of frontline homecare 
workers are on zero-hours contracts, compared to 21 per cent across the broader adult social 
care workforce.205  

Spot commissioning, ignoring geography, contributes to significant travel between homecare 
visits. Travel time is an unusually large component of homecare in the UK versus comparator 
countries. It is estimated that 2.5 billion kilometres are driven each year for homecare visits,206 
with travel time making up around a fifth of frontline homecare workers’ shifts.207 Interviewees 
for this paper also highlighted short, task-based homecare visits, frequently just 15 or 30 
minutes, are another cause of substantial travel time. 

Homecare providers are paid for care time, by self-funders and local authorities, meaning 
substantial travel time is inefficient. It also negatively impacts frontline care workers’ wellbeing, 
as excessive driving can be tiring and unrewarding. Additionally, the vast majority of providers 
don’t pay care workers for travel time, and they aren’t required to do so unless not doing so 
would bring pay below minimum wage. This means travel time often compresses homecare 
workers’ already low pay.  

It is therefore unsurprising vacancy rates in homecare are generally higher than in residential 
care. In 2025-26, vacancy rates in homecare were between 9.4 and 10.1 per cent, compared 
to just under 4 per cent in care homes.208  

The resulting additional provider costs, impacted by workforce outcomes, are passed onto 
local authorities and self-funders, contrary to local authorities’ financial and market shaping 
goals. Patch-based homecare commissioning is an alternative approach.  
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Case study: Patch-based homecare commissioning in Sheffield 

Sheffield was facing unusually high vacancies and turnover in homecare services. In 
response, Sheffield City Council approved a new patch-based homecare commissioning 
strategy in 2022,209 implemented in June 2024.210  

This new approach – the Care and Wellbeing Service – divided the local authority into 16 
areas, known as patches.211 A single provider was awarded the contract to provide all state-
funded homecare in each patch.212 The awarded contracts were 7 years, with an optional 3-
year extension, prioritising certainty for providers over market competition.213  

Within the first year of implementing their new patch-based approach, Sheffield saw significant 
improvements in vacancy and turnover rates.  

Figure 4: Vacancy and turnover rates of non-residential frontline care staff in Sheffield 
before and after implementing the Care and Wellbeing Service   

 
Source: Information provided to Re:State by Sheffield City Council. 

As part of their new approach, Sheffield City Council also invested in staff training within each 
commissioned homecare provider. For example, staff were trained to use new techniques and 
equipment for moving and handling people who draw on care, reducing the risk of injuries.  

Local authority commissioners were also provided training to better optimise care packages 
and work more preventatively. As a result, the average number of local authority-
commissioned hours of homecare per week in 2026 was 17.87 per cent lower than in 2024, 
and the average number of people in receipt of homecare fell 6.74 per cent from 2024 to 2026 

 
209 Sheffield City Council, ‘Decision Details: Recommissioning Homecare Services’, Web Page, 30 
June 2022. 
210 Sheffield City Council, ‘Care and Wellbeing Service: Home Care’, Web Page, 2024. 
211 Sheffield City Council, Care & Wellbeing Service (Home Care): 2024-25 Quarter 2 Update (2025). 
212 Ibid. 
213 Ibid. 
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– reflecting reduced need for formal homecare.214 This reduction in homecare hours, 
compared to 2024, saves Sheffield City Council £188,143.89 each week.215  

This case study demonstrates the significant benefits of a patch-based homecare 
commissioning model. This approach also creates the opportunity to align patches to other 
public services geographies, such as NHS neighbourhood health areas, which could facilitate 
greater integration across public services. 

Interviewees for this paper explained that the logic and benefits of a patch-based approach 
are widely agreed upon across local authorities – a rarity in local government. However, some 
local authorities have a multiyear open framework in place, and commissioning for homecare 
must occur through this framework for its duration. New homecare providers can easily join 
these frameworks, and contracts are awarded to the lowest bid from providers on the 
framework. Local authorities must wait until the framework expires before they can implement 
a new model. 

In such local authorities, they should begin planning and preparation for a new homecare 
commissioning approach now. This will enable providers to prepare for a different 
commissioning approach and different service provision requirements. It also means closer, 
collaborative relationships between providers and local authorities can form.  

Once local authorities can implement a new commissioning model for homecare, there may 
be some implementation challenges to overcome.  

Transitioning from a large number of homecare providers – say 50 or 100 – to just one per 
patch, with perhaps five to 15 patches, may be problematic. Existing providers who are 
awarded full ‘ownership’ of a patch may not be able to scale up their provision quickly enough, 
and those not awarded a patch may then be destabilised. Both scenarios could create gaps 
in the provision of homecare services, whether this care is state- or self-funded.  

This can be effectively managed in a variety of ways. Firstly, transitioning to a patch-based 
approach doesn’t need to happen overnight. In Sheffield the new strategy was implemented 
two years after it was approved, enabling the council and providers to prepare. Alternatively, 
a patch-based approach can award contracts to two or three homecare providers per patch, 
rather than one, reducing the scale of this transition challenge. Lastly, providers could 
themselves merge to effectively scale the provision of services.  

Another potential objection to patch-based homecare commissioning is that some local 
authorities’ geographic area is too small for it to be worthwhile, such as in London. There is a 
strong case for consolidating London boroughs, as many are undersized and therefore 
inefficient.216 However, currently, in local authorities with a small total geographic area, the 
same travel efficiencies are not delivered through patch-based homecare commissioning. 
Additionally, some providers may be specialist, such as providing specific language 
capabilities, creating genuine value from the variety of homecare providers available.  

While true, there are still significant benefits to local authorities working with fewer providers. 
As detailed, this enables closer, collaborative relationships to form with commissioned 
providers, and frees up local authority capacity to work collaboratively with VCFSE 
organisations.  

 
214 Information provided to Re:State by Sheffield City Council. 
215 Ibid. 
216 Sean Eke et al., Capital at Risk: Rebooting London’s Governance for a New Era (Re:State, 2026). 
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This highlights that a one-size-fits-all approach to homecare commissioning would be 
inappropriate. A place-based approach is required, ensuring four factors (beyond price) are 
observed: 

• commissioning homecare with consideration to geography, where appropriate; 
• commissioning fewer homecare providers, enabling closer, collaborative relationships 

to form;  
• greater certainty for homecare providers, possible through appropriate length contracts 

and clarity about the commissioning process; and 
• strategic market shaping to avoid unintended consequences of both too few or too 

many providers.217 

 

Recommendation 12: Local authorities should create multiyear strategic plans for shaping 
their local homecare market and consider ‘patch-based’ commissioning approaches to 
achieve this. New homecare commissioning approaches should ensure that homecare is 
commissioned: with consideration to geography, where appropriate; to allow closer, 
collaborative relationships with homecare providers to develop; and to balance the need for 
greater certainty for homecare providers (possible through longer contracts) with the need to 
harness competition in the market. 

 

3.5 Improving perceptions and trust 

Public understanding of social care is varied and often limited.218 It is highly dependent on 
whether they, or a loved one, have had direct experience of drawing on social care services.219 
Frequently, adult social care is understood to be care homes for older people.220 This fails to 
reflect the reality: adult social care provides support to both working-age and later-life adults 
in their homes and community settings, as well as residential ones. 

Another long-standing issue is that care work is typically undervalued and seen as 
‘unskilled’.221 Media depictions tend to only occur in response to challenges or crises. 222  As 
a result, the adult social care workforce frequently feels overlooked and undervalued, 
contributing to dissatisfaction and turnover.  

3.5.1 Narrative-shifting efforts  

The route to improved public understanding and esteem for the sector is unclear. There are 
some examples of national efforts to improve the narrative:  

 
217 Department for Work and Pensions, The Work Programme: Factors Associated with Differences in 
the Relative Effectiveness of Prime Providers (2016). 
218 Jane Heaton, Changing Perceptions of Social Care (IMPACT, UKRI Economic and Social 
Research Council, The Health Foundation, 2024). 
219 Maria Castellina, How to Talk about Social Care (FrameWorks UK, 2025). 
220 Kathryn Marsden OBE, ‘Learning from the Pandemic: Building a Stronger Future for Social Care’, 
Social Care Institute for Excellence, 18 August 2025. 
221 Hemmings et al., From Ambition to Reality: National Policy Options to Improve Care Worker Pay in 
England. 
222 Heaton, Changing Perceptions of Social Care. 
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• In Japan, efforts to create a positive societal view of ageing have been consistent for 
decades, for example ‘Keirō no Hi’, which translates to ‘Respect for the Aged Day’, 
has been an official national holiday since 1966,223 while social care has been 
prioritised by politicians as the number one public service issue since the 1990s.224  

• In France, social care was established as the fifth pillar of the welfare state, granting 
it equivalent importance to health and pensions.225 

However, these efforts are typically accompanied by other major structural reforms, 
particularly to the funding of adult social care. It is therefore very difficult to predict the impact 
of such measures in isolation.  

Narrative-shifting efforts have also taken place at a local level, with positive results. Often, 
these campaigns are part of a recruitment drive.  

One approach is to shift perceptions about who can be a frontline care worker, in turn 
expanding the potential recruitment pool. In Japan, Visionary – an adult social care provider 
operating 29 care facilities – ran a ‘Macho Caregiver’ campaign, to debunk gender stereotypes 
about care work and attract young men into the sector.226 This campaign specifically hoped to 
appeal to male bodybuilders with tailored perks, including paid gym time and subsidised 
protein shakes.227 Since the campaign’s launch, Visionary reports a substantial reduction is 
recruitment costs, well below the industry average,228 and an increase in applications of 
between 20 and 25 per cent.229  

An alternative approach is a campaign focused on more effectively recruiting from the existing 
pool.  

Case study: Gloucestershire County Council’s values-based recruitment campaign 

Gloucestershire County Council is predominantly rural and their over-65s population is higher 
than the national average, both of which contributed to significant recruitment challenges in 
adult social care.  

In 2023, the council implemented new organisational values – accountability, integrity, 
empowerment, respect, and excellence – co-produced with employees and senior leaders.230 
The council updated all aspects of recruitment, such as adverts and assessments, to reflect 
these values, and collaborated with local partners, from local libraries to employment services 
for disabled people, in their recruitment efforts.231  

This values-based campaign – alongside a wider project to work more collaboratively with 
local partners – aimed to shift perceptions about adult social care careers, and improve 

 
223 Jill, ‘Keirō No Hi: How Japan Does “Respect Your Elders” Right’, Thatjapanlife, 9 September 2024. 
224 Nina Hemmings et al., New Horizons: What Can England Learn from the Professionalisation of 
Care Workers in Other Countries? (Nuffield Trust, 2022). 
225 Natasha Curry, ‘Shifting the Narrative: Building Public Support for Social Care Reform’, Nuffield 
Trust, 22 February 2024. 
226 Regina Sienra, ‘Japanese Care Facilities Are Enlisting Bodybuilders to Help Provide Elder Care as 
Demand Surges’, My Modern Met, 16 January 2026. 
227 Ibid. 
228 James Richardson, ‘Japan’s “Muscle Carers” Inspire New Generation to Work in Care Industry’, 
Essential Japan, 7 May 2025. 
229 Ibid; Sienra, ‘Japanese Care Facilities Are Enlisting Bodybuilders to Help Provide Elder Care as 
Demand Surges’. 
230 Local Government Association, Gloucestershire County Council: Aligning Recruitment Campaigns 
to Council Values and Strengthening Ties to the Local Communities, 3 May 2024. 
231 Ibid. 
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recruitment and retention. In the first year of implementation, vacancy rates fell by between 
3.8 and 4.7 per cent across different adult social care services,232 compared to a national 
decrease of 1.6 per cent.233 

Local narrative-shifting campaigns can be a crucial component of addressing workforce 
challenges and local authorities should consider the potential benefit of such a campaign as 
part of their cross-cutting, place-based adult social care workforce strategy. 

3.5.2 Introducing a register  

As mentioned, instances of abuse and neglect by care workers highlighted by the media is 
thought to contribute to poor public perceptions and trust in adult social care. Introducing a 
light-touch public register for frontline care workers could help to address this. Over time, the 
register could become a guarantor of quality, improving public safety, trust and perceptions. 
Examples in the devolved nations indicate that such a register can positively impact quality 
and standards in this way.  

This register should include all frontline care workers, across residential, home and community 
settings. This is important for achieving the previously stated care quality aims and to promote 
a coherent professional identity. Interviewees for this paper repeatedly highlighted that a lack 
of professional identity – linked to poor public perceptions and trust – is a fundamental cause 
of low morale among frontline care workers, contributing to high turnover.  

Registration should be voluntary, to avoid exacerbating recruitment challenges. However, 
incentives to register should be implemented. Without incentives, uptake is likely to be low, as 
seen in Ontario, Canada. Here, a voluntary register for personal support workers (PSWs) – 
the Canadian term for frontline care workers with a PSW qualification, employed across care 
homes, hospitals and homecare – was introduced in December 2024.234 In its first year, 7,475 
PSWs joined the register,235 a small proportion of the total PSW workforce estimated at over 
100,000.236 

To incentivise registration in England, an approved applicant could receive a free Blue Light 
Card. Social care workers are already eligible to purchase a Blue Light Card, costing £4.99 
for two years, which grants access to discounts for over 15,000 brands.237 If the Department 
of Health and Social Care were to cover the cost of Blue Light Cards for successful registrants, 
they could attempt to negotiate a discounted price. Even at the current price, this is a low-cost 
incentive to register, in turn helping deliver the register’s potential benefits.  

Another incentive to register could be that a one-off pack of useful information is shared with 
successful registrants. This could include information about employment rights and available 
public services. Interviewees highlighted that the care workforce often lacks this information, 
particularly migrant workers which account for nearly 30 per cent of the workforce.238 For 
example, it was anecdotally reported that migrant care workers are sometimes afraid to 

 
232 Ibid. 
233 Skills for Care, The State of the Adult Social Care Sector and Workforce in England 2024 (2024). 
234 Ontario Newsroom, ‘Ontario Connecting People to More Consistent, High-Quality Health Care’, 
Press Release, 4 June 2024. 
235 Trevor Lee and Deborah Cohen, ‘Marking the Milestone One Year of PSW Registration in Ontario’, 
2 December 2025. 
236 Ontario Newsroom, ‘Ontario Connecting People to More Consistent, High-Quality Health Care’. 
237 Blue Light Card, ‘About Us’, Web Page, 2026. 
238 Hopkins, The State of the Adult Social Care Sector and Workforce in England, 2025. 
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advocate for their employment rights or report a health issue to their employer, fearing this 
puts their visa at risk.  

The register should not be qualifications-based. Scotland and Wales’s registers are – intended 
to improve care standards.239 While some evidence indicates improvement in care quality, this 
has come with increased recruitment challenges.240 Given existing high vacancy rates, 
additional barriers to entry are counterproductive, particularly for a workforce typically 
constrained by time and finances.  

Northern Ireland’s register is not qualifications-based.241 Instead, to register, a care worker’s 
application must be endorsed by their employer within six months of starting their role, whether 
the employer is a care provider or the person they provide care to.242 The implementation of 
Northern Ireland’s register has similarly achieved improvements in care quality, according to 
most people who draw on care, providers and care workers, but without the negative 
consequences associated with a qualifications-based register.243 Two in three care workers in 
Northern Ireland also believe registration has reduced the risk to those drawing on care.244 

 

Recommendation 13: The Department of Health and Social Care should introduce a light-
touch register for all frontline care workers employed by an adult social care provider or agency 
in England. Registration should be voluntary. The register should include care workers’ basic 
information, endorsements from people who draw on care and employers, conduct history 
including any disciplinary actions against them, and an enhanced DBS check. This register 
should not be qualifications-based. Instead, there should be multiple pathways for a care 
worker to join the register, including endorsement from their employer within six months of 
starting their role.  

Recommendation 14: The Department of Health and Social Care should introduce low cost 
incentives for frontline care workers to voluntarily join the register. Incentives could include 
providing successful applicants with a free Blue Light Card or information about employment 
rights and public service entitlement. 

 

 

 

 
 

 
239 Hemmings et al., New Horizons: What Can England Learn from the Professionalisation of Care 
Workers in Other Countries? 
240 Ibid; Scottish Care, The 4 Rs: The Open Doors of Recruitment and Retention in Social Care 
(2018).  
241 Hemmings et al., New Horizons: What Can England Learn from the Professionalisation of Care 
Workers in Other Countries? 
242 Northern Ireland Social Care Council, ‘Registering as a Social Care Practitioner’, Web Page, 2026. 
243 Emma Dodsworth and Camille Oung, ‘What Does the Social Care Workforce Look like across the 
Four Countries?’, Nuffield Trust, 16 February 2023; Hemmings et al., New Horizons: What Can 
England Learn from the Professionalisation of Care Workers in Other Countries? 
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4. Conclusion 
The adult social care workforce underpins the delivery of a vital public service, yet they are 
frequently overlooked and undervalued. This is a key cause of the sector’s chronic recruitment 
and retention challenges, likely to only become more critical with forecast demand increases 
and reduced possibility of international recruitment. The consequences of these workforce 
shortages are substantial, negatively impacting care quality, service availability, care costs, 
provider stability, and NHS demand.  

The scale of these problems warrants urgent action. While chronic underfunding of the sector 
is a fundamental underlying cause, action to address these chronic workforce challenges 
cannot wait until the funding crisis is resolved. Much can be done now, in this financial reality, 
to improve the situation, and it must be.  

To this end, local authorities should implement a cross-cutting, place-based strategy for the 
adult social care workforce, co-produced with local stakeholders. Interventions in these 
strategies should be tailored to local needs and context, spanning four categories: boosting 
productivity through technology; better supporting workforce health and wellbeing; enabling 
commissioning practices; and improving public perceptions and trust.  

Alongside place-based action, the Government should implement a voluntary register for 
frontline care workers, with incentives to register. Not only vital for public safety, this register 
would promote a professional identity across frontline care workers, and improve public trust 
and perceptions. The Government should also take steps to support local authorities to 
effectively deliver cross-cutting adult social care workforce strategies.  

The challenges facing the adult social care sector, in both the short- and long-term, are 
overwhelming. As the delivery of care continues to evolve and demand grows, it is essential 
that the workforce is prioritised. They are the sector’s biggest enabler, underpinning care 
quality, outcomes, productivity, and innovation. Action to address chronic workforce shortages 
and challenges must be a priority.  
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