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Abstract
This paper comments on my experience 
as an American clinical social worker who 
worked for a year as a consultant to the Fos-
tering Support Team and a group of foster 
parents in Ealing, a densely populated and 
culturally diverse borough of London. Over 
time, it became apparent that the strengths 
and weaknesses of both systems had much 
in common; my reflections in this article are 
more descriptive than comparative. There is 
discussion of the dearth of psychotherapists 
available to treat children who are in care in 
Ealing. Also, facts about the emergence of 
social services in the wake of the Industrial 
Revolution are put into historical context. 
Additionally, the efforts to establish and 
implement goals that have been outlined 
by the government and adopted by Ealing’s 
fostering and social services are discussed. 

The British savor ways in which their so-
cial customs, national policies, and service 
delivery systems differ from those of their 
American cousins, and vice versa. The most 
obvious, some would say egregious, exam-
ple of difference between the two countries 
is the absence of a national health plan in 
the United States that, by stark contrast, has 
been in place in the United Kingdom since 
1958. Virtually every person living within 
the United Kingdom, either permanently 
or temporarily, has access to basic health 
care and social welfare services via a general 
practitioner from the National Health Ser-
vice. It is true that since the 1960s the U.S. 
federal government has taken considerable 
responsibility for the basic welfare of chil-
dren, whose care is now largely under the 

auspices of the Department of Health and 
Human Services. However, these services are 
confined to the needs of the extremely poor 
rather than to the needs of all, and there is 
great variation in the provision of care to 
children among the 50 individual states. 
With that said, a review of my experience 
working for the British Children’s services 
in 2003–2004 assumes a fundamental, if 
uneven, commitment by both nations to 
deliver good care to children who cannot 
be adequately maintained within their own 
families without some kind of supplemen-
tary support.
 The population of the United Kingdom is 
approximately 60 million; that of the United 
States was about 282 million as of 2000 (of 
whom 45 million were uninsured), making 
enactment of any universal legislation in the 
United States ultimately essential but chal-
lenging on a larger scale. The British health 
care system is nationalized, highly central-
ized, and bureaucratic. In contrast, for chil-
dren in the United States there are varied 
criteria for access to medical insurance and 
social services, and there are differing train-
ing and licensure requirements.
 The majestically sprawling city of Lon-
don is divided into 32 boroughs. Each is 
responsible for providing its own social 
services, education, and public housing. 
Although the central authority of Parlia-
ment ultimately guides services, there are 
considerable differences among the vari-
ous boroughs emanating from population 
diversity, economics, and kinds and quality 
of services. Ealing, the fourth largest, is a 
densely populated borough of approxi-
mately 300,000 people from widely diverse 
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ethnic backgrounds. Over 100 languages 
and 400 dialects are spoken here. Half of 
the children are part of African, Caribbean, 
Indian, and Asian communities. Because 
of its proximity to Heathrow International 
Airport, Ealing is also the recipient of a sig-
nificant number of refugees and others who 
are seeking asylum (Ealing Children’s Ser-
vices, 2003).
 With this complicated mix of people 
from all rungs of the ethnic, economic, and 
social ladder, Ealing struggles to provide 
supplemental services to 2,000 children and 
young people (out of a national total of ap-
proximately 58,000 children); 450 of these 
children are under the compulsory and full-
time care of the local authority. Others of 
these 2,000 include “looked after” children 
whose accommodations are provided on a 
voluntary or compulsory basis (Children 
Act, 1989, p. iv) as well as children in resi-
dential placement, kinship, or foster care. 
Young people age 18 or older who are “leav-
ing care” are provided with services until age 
21 and until age 24 if enrolled in full-time 
educational programs.
 Priority work areas for social workers are 
1) investigation and assessment of child 
protection referrals and children in need; 2) 
supervision of children in short- and long-
term kinship, transitional, and respite place-
ments; 3) training and support for approved 
foster carers; and 4) preparation of children 
over 16 who will be leaving care (Ealing 
Children’s Services, 2003). Workers have 
an average caseload of 14–16 individuals or 
foster families; these numbers often do not 
adequately reflect the difficulty and stress of 
the work when crises and dangerous situ-
ations occur. It was noteworthy that there 
was no area of concentration that focused 
on referrals for psychological assessment of 
these children. Similarly, of the nine objec-
tives outlined for the fostering service at an 
orientation meeting in October 2003, there 
was no inclusion of the necessity for evalu-
ation of emotional problems. Rather, the 
targets articulated such aspects as annually 
inspecting the foster home, protecting the 
children from abuse and neglect, promot-
ing health and education, and preparing 
the children for adulthood—all worthy but 
somewhat vague goals. In my interim re-
port of February 1, 2004, I mentioned what 
I perceived to be an urgent need for access 
to psychological services, my willingness to 

assist in providing them, and the fact that 
I had discussed this with a clinical consul-
tant.
 However, some statistics illustrate the 
challenges to both managers and line work-
ers that may determine priorities. There is 
a national shortage of 8,000 foster parents 
(carers), despite the 32,000 who are ap-
proved. Of the more than 58,000 children 
in care across the country, 11% live with 
their parents with the aid of supplementary 
social services, 11% are with other family 
members, 54% are in foster care, and 13% 
are in residential placements. Even though 
substantial, these numbers pale in compari-
son to some that were recently published 
on the number of children in public care 
in New York City. In 1991 the foster care 
population in that city alone reached a high 
of 49,100 (Santos, 2005).

Historical Context of Social Services
Social work as a profession began in the late 
1800s as a delayed response to the upheaval 
of the Industrial Revolution, which gained 
momentum during the previous century and 
resulted in massive relocation to the cities 
and concomitant problems of poverty, ne-
glect, and overcrowding. In fact, one of the 
first social service agencies was founded in 
London in 1869, with its counselors known 
as “friendly visitors” and later designated 
as caseworkers (Hartman, 2003). The first 
school to offer full-time study in social work 
in the United States was located in Boston. 
It opened in 1904 and continues as the Sim-
mons College School of Social Work.
 Casework remained as one of the three 
basic approaches to social service delivery, 
along with group work and community 
organization. Social caseworkers dealt with 
individuals and families in an effort to al-
leviate their adverse social and economic 
conditions and prevent social breakdown 
and the loss of personal control (Funk and 
Wagnalls, 1972). During this period, spe-
cialization in areas of medical and psychiat-
ric casework proliferated within this group. 
In the past 3 or 4 decades, social work 
methodology and clinical application have 
become increasingly generic and the various 
branches more integrated. 
 For professional social workers in the 
United States, knowledge of their British 
counterparts was gleaned primarily from 
private agencies in the United Kingdom 

(most famously the Tavistock Clinic in Lon-
don) that were staffed with highly trained 
caseworkers. Similarly, fully qualified so-
cial workers in this country were, and still 
are, widely required to complete 2 years of 
postgraduate academic training along with 
supervised fieldwork. However, in England 
in 1956, the Scottish psychiatrist R. D. La-
ing joined Tavistock and left a strong im-
print with his social theory of mental illness 
(Hartman, 2003), as detailed in one of his 
books, The	Politics	of	the	Family	and	Other	
Essays (1971). The sociological approach to 
problems arising in the transformation from 
communities to mass industrial societies fo-
cused on the interrelationship among larger 
groups, rather than on individuals. This 
resulted in a shift away from the emphasis 
on psychological training as a prerequisite 
for individually oriented social casework by 
qualified professionals to a “larger systems” 
and less personalized approach.
 It was in this environment that, by the 
1980s, problems in the adequate delivery 
of services to children in need began to de-
mand attention and remediation. Another 
factor was the gradual privatization of ser-
vices through Foundation Trusts, which es-
sentially created competitive forces in the 
social service marketplace and drew workers 
away from the public system, resulting in a 
kind of brain drain.
 In recognition of the fact that laws re-
garding the protection of children were “in-
consistent and fragmented across the face of 
the statute book,” the Children Act of 1989 
was “the most comprehensive piece of leg-
islation which Parliament has ever enacted” 
(Children Act, 1989, pp. iii and 1). Its broad 
aim was to strike a new balance between the 
protection of children and family respon-
sibility and autonomy. In turn, it empha-
sized the responsibility of local authorities 
to respond to the problems facing children 
in need in order to reduce their need to be 
brought into care. These goals reflected the 
perennial debate on both sides of the Atlan-
tic as to whether priority should be given to 
family preservation or to child protection. 
In 2000 the Children Act was augmented 
by the Children Leaving Care Act, as well 
as by recent specialized programs (such as 
Quality Protects and Choice Protects) that 
are designed to give improved child and 
carer support and prevent placement break-
down and “foster drift.” Foster drift in both 
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the United Kingdom and the United States 
is usually cited in the literature as having 
the primary negative impact on children in 
care. In the United Kingdom, 1 in 6 foster 
children move three or more times during 
the course of a single year, and 1 in 10 have 
more than 10 moves while in the foster care 
system. Present efforts are now focused on 
the Green Paper, called Every Child Mat-
ters, which in its final form will determine 
policy for the next several years (McCaf-
ferty, 2004).
 Tragic social care scandals are no stranger 
to the United Kingdom, and they frequent-
ly become flashpoints for sudden, if not 
impulsive, policy and procedural changes 
and rules of behavior, just as they do in 
the United States. The shock of the Vic-
toria Climbié death in 2000 undoubtedly 
added impetus to the demand that officials 
scrutinize services for children at risk in 
England. Victoria, a West African young-
ster, was moved from borough-to-borough 
by her aunt and her aunt’s boyfriend, thus 
eluding the sustained attention of authori-
ties. Despite being hospitalized with scabies 
and being in terrible condition, she was dis-
charged to her aunt without a referral for 
assessment. Victoria was later starved, beat-
en, and murdered; her body was found in 
a black sack in a bathtub. Allegations, not 
only of untenable oversight of abuse but of 
institutional racism and cultural ignorance, 
were widely publicized. 
 Similar incidents have occurred in the 
United States. In New York City, 6-year-
old Lisa Steinberg was murdered by her 
adoptive father in 1987 after years of be-
ing brutalized by him (Russo, 1997.) Most 
recently, a mother with known schizo-
phrenia is alleged to have thrown her three 
young children into the San Francisco Bay 
(CNN, October 22, 2005). And in Boston, 
a 2-year-old, one of 7,800 foster children 
in Massachusetts, was beaten to death by 
his foster mother. Publicity surrounding 
this event focused on the large numbers of 
unlicensed foster homes and the paucity 
of criminal background checks being per-
formed, despite the fact that in the 1990s 
scores of people identified as convicted 
criminals had been approved as foster par-
ents by the Department of Social Services 
(Greenberger, 2005). Readers will surely be 
able to cite many other examples that arise 
from complex and tragic circumstances as 

well as from attitudinal ambivalence, inad-
equate training, and a lack of vigilance. 

Recruitment Process
In the 15 years following enactment of the 
Children Act, it became apparent that pro-
fessionally trained individuals, within both 
the clinical and management spheres, were 
essential ingredients for achieving the goals 
of the proposed new programs. Vacancy 
rates in many London boroughs were as 
high as 20%–30%. The dearth of suitably 
qualified social workers, exacerbated by 
the high cost of living in southeast Eng-
land, the nature of the work, and general 
lack of experience and education, painted 
a bleak picture (Gilbert, 2004). As part of 
an effort to address this growing problem, 
local councils began to actively recruit from 
overseas. Australia initially proved to be the 
most attractive source of staff, followed by 
South Africa, Canada, Zimbabwe, and In-
dia (Gilbert). As part of this initiative, 15 
new graduates from master’s programs in 
the Boston area were recruited for refer-
ral and assessment work in Ealing. Along 
with this stimulating influx of foreign social 
workers, the United Kingdom has recently 
instituted new requirements for the profes-
sion, including a 3-year degree course (the 
equivalent of a bachelor’s degree in social 
work), for inclusion in a National Regis-
try, which establishes uniform standards 
for eligibility. Additionally, an American 
social worker with experience in the Massa-
chusetts Department of Social Services was 
hired to head a substance abuse educational 
and clinical program, and I was hired in 
2003 as the consultant to Ealing’s Fostering 
Support Team. The recruitment campaign 
continues to be streamlined and has been 
quite successful. British social workers are 
benefiting from their more robustly trained 
overseas counterparts, and foreign workers 
are benefiting from the heterogeneous and 
culturally rich environment of England. In 
2004 a 28-minute film Making	a	Difference 
by documentary filmmaker John Marshall 
was completed and is shown as part of the 
recruitment and orientation program.
 My post as consultation officer had never 
existed before in Ealing, although it had been  
established 5 years earlier in the borough of 
Hounslow. This team of approximately 10 
people was mandated to supervise and sup-
port the foster parents (“carers”) who look 

after the 450 children who are in care un-
der the auspices of the Children’s Placement 
Services. Recently renamed supervising so-
cial workers, they were previously known 
as “link” workers and, in fact, attempted to 
function as the link among the foster par-
ents, the biological parents, the agency, and 
the child’s social worker. The reality, how-
ever, was that they were frequently caught 
in the middle of these conflicting factions 
and felt like “poor relations” with a negative 
self-image and little authority. During the 
Fostering Support Team Retreat meeting 
on October 13, 2003, the supervising social 
workers stated that their efforts on behalf of 
the foster families consisted of behind-the-
scenes activities that were not as transparent 
or appreciated as those of workers doing re-
ferrals, assessments, and court appearances. 
One explanation for this might have been 
that their mandate was prevention instead 
of intervention and, therefore, their efforts 
had less dramatic visibility. The overall goal 
and responsibility of the Fostering Support 
Team was to prevent placement disruption 
and breakdown. During my tenure in Eal-
ing there were two such breakdowns, repre-
senting a modest improvement over previ-
ous years.
 Initial impressions were influenced by a 
plethora of difficulties settling-in in almost 
every aspect of normal daily living, a dra-
matic reminder of the densely bureaucratic 
environment in England. There were also 
striking dissimilarities in the work environ-
ment: physical, intellectual, and psycholog-
ical differences from those to which I was 
accustomed after 35 years as a clinical social 
worker and administrator. The workspace 
was a vast, rather airless space holding ap-
proximately 60 workers from various job 
descriptions within Children’s Services who 
were housed in a so-called “sick building” 
that was erected in the postwar building 
boom and scheduled to be demolished in 
2006. With good humor and patience, the 
staff tolerated working in cramped spaces 
that were often distracting and always 
lacked privacy, quiet, and a place to speak 
with clients or fellow staff members (Eliot, 
2004).  
 Within this framework it was necessary 
for me to create my own job description, 
as unfamiliar to the team as it was to me. 
Initially, I felt underutilized and overquali-
fied. Eventually, however, my role centered 
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Not taking at-risk children into 
care because there is no con-
crete evidence of abuse is a 
poor policy that poses an obvi-
ous obstacle to keeping them 
safe. Their wishes and needs are 
neither listened to nor heeded.

“

”



around direct contact with the foster carers. 
Although I thought my days of home-visit-
ing were long since past, this method of in-
tervention was a familiar one, and I was able 
to use it as a fulcrum of my advisory role to 
the team workers and as a liaison to those 
involved with the young people themselves. 
As my assimilation became more integrated 
and less stressful, my impressions of the 
differences between problems encountered 
within the social services of both countries 
diminished. The present reflections, there-
fore, are based on descriptive rather than 
comparative data that allow the reader to 
note differences between the American and 
British systems based on individual obser-
vations and experience.

Problem Areas
My foremost concern, which worsened dur-
ing the course of the year, was the dearth of 
qualified mental health professionals who 
were available and willing to evaluate and 
treat young people in care. I had arranged to 
meet with the head psychologist at Ealing’s 
primary mental health facility for clinical 
consultations, but even when I presented 
situations that I felt required urgent atten-
tion, she was unable to facilitate rapid refer-
ral. The waiting list for a diagnostic evalu-
ation was always 3 or more months and 
many months more for actual treatment of 
behavioral, emotional, or family problems. 
Recommendation for medication required 
a separate evaluation subsequent to the 
initial diagnostic, by which time the child 
had either settled into a despairing state of 
chronic disability or threatening placement 
breakdown, or he or she had to be hospital-
ized. The following case example illustrates 
this point.

B., a 6-year-old boy of Kurdish ex-
traction, had been in foster care for 6 
months. Problems surfaced as the child 
became more trusting of the place-
ment. He began to divulge a history of 
sexual abuse by his father. Father stalked 
the child at his school, watching him 
through the play yard fence. Contrary to 
agency policy, the father also knew the 
location of the foster family’s house and 
had been there. Although parental con-
tact was supervised, the chaperone did 
not speak Kurdish and, therefore, did 
not know what B. and his father talked 
about. The child’s behavior deteriorated 

in that he became physically violent to-
ward the foster mother, used foul and 
sexualized language, and described in ex-
plicit detail the alleged sexual abuse. The 
foster mother made repeated requests for 
B. to be in psychotherapy, but thus far 
the extent of this had been a half hour of 
drawing with a school counselor. He is a 
bright and engaging child who is obvi-
ously very troubled and needs ongoing 
therapy. At this point the placement had 
broken down and foster mother wanted 
him removed from her house because 
she could no longer handle his behavior 
and was afraid of biological father (Eliot, 
2004.)

   In such a situation, any delay in appro-
priate response represents an eternity for a 
youth in trouble or distress. The long-term 
consequences of such delays are far more 
costly than hiring more staff who are able 
to respond in a timely fashion. As a psycho-
therapist, I was anxious to take on this role 
but was prevented from doing so. A con-
tract existed between Children’s Services 
and the mental health clinic and, under this 
agreement, referrals and treatment services 
were exclusively the domain of that clinic, 
and my involvement carried potential li-
ability problems. There was no designated 
place to see young people except in their 
homes, which was not appealing to them. 
I negotiated occasional informal sessions in 
local restaurants and parks, but the useful-
ness or authority of my recommendations 
or opinions was diluted or ignored. Chil-
dren in care deserve priority rather than de-
ferment, because they are the most severely 
damaged and vulnerable members of soci-
ety. This reality speaks to some inequities 
in the British system, despite the fact that, 
on paper, everyone has access to health care. 
It was additionally discomfiting that I often 
heard from foster parents who had finally 
accompanied a child to an appointment 
that the experience was negative and irrel-
evant rather than helpful.
 Broad bureaucratic structuring, the 
mandate for political correctness, and risk 
avoidance seemed at times to take prece-
dence over independent and self-directed 
decision-making, that is, a sense of respon-
sible autonomy; it is realistic and appropri-
ate to assume that there is a distance from 
the idealism of White Papers debated in the 
House of Lords to delivery of services on the 

ground by local authorities. One size does 
not fit all. Policy demands modification and 
flexibility as it cascades down to individual 
human circumstances. But policy should 
not take precedence over adherence to the 
best interests of the child or to judgments 
based on experience and competence, even 
when such actions are unpopular and per-
sonally difficult.
 The procedure process, regulations, and 
documentation that was necessary for every 
action sometimes resulted in a preoccupa-
tion with administrative detail and paper-
work and a desire to do things by the book.  
Because authorization is required for almost 
all actions, such as case planning, change 
in circumstances, and emergency arrange-
ments, these were delayed when manage-
ment was not available (and management 
absenteeism was a chronic problem). Thus, 
the services delivered within the fostering 
team had the potential for quickly becom-
ing unwieldy and inefficient. For example, 
when a placement was obviously success-
ful from the point of view of all concerned 
and the child had settled in well and wished 
to remain, procedure nonetheless required 
that other foster families be interviewed 
and assessed as potential candidates. By the 
same token, contact between foster children 
in short-term placement and their birth 
parents could be as frequent as 5 times a 
week. Although the theoretical importance 
of maintaining close ties between the child 
and his or her birth family is understand-
able, it is damaging, even dangerous, when 
the reason for placement includes a history 
of trauma or abuse, even if contact is chap-
eroned.  Such interruptions make it almost 
impossible for the carers to stabilize a rou-
tine in the placement that ensures consis-
tency in the environment and promotes 
psychological healing and growth.
 The clause in the Children Act empha-
sizing the best interests of the child seemed 
at times to be translated into the interests 
of the birth parents or even the system it-
self. Not taking at-risk children into care 
because there is no concrete evidence of 
abuse is a poor policy that poses an obvious 
obstacle to keeping them safe. Their wishes 
and needs are neither listened to nor heed-
ed. It is to be applauded that some of the 
aforementioned recent programs are now 
beginning to address these issues in a sensi-
tive manner.
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 During my contact with foster parents, a 
continuing issue arose around their lack of 
authorization to set boundaries and exercise 
any kind of reasonable discipline for their 
foster adolescents. The teens were acutely 
aware that there was little or nothing that 
could be done when house rules were broken 
or when their behaviors were unacceptable. 
They exploited this and made their carers feel 
helpless and less able to be effective mentors 
and adult role models. Out of this arrange-
ment grew discrepancies between the treat-
ment of birth children and foster children, 
which was disruptive and lent an atmosphere 
of tension and inequality in the household. 
My attempts to use an article in The	Spec-
tator (Liddle, 2004) as a basis for discussion 
were unsuccessful, as were recommendations 
for dissemination of a book called Smart	Dis-
cipline (Koenig, 2002).
 Prospective foster parents complained 
that they received little, if any, background 
information on the young people who were 
to be placed in their care. Facts that were 
vital for interaction with and treatment of a 
traumatized and frightened child needed to 
precede or at least accompany the placement 
event. Another source of fragmentation and 
communication breakdown was the policy 
of having separate workers for the child and 
the foster parents. This, compounded by a 
reluctance to get involved and a tendency to 
closely guard one’s own turf and not tread 
on someone else’s, caused problems with 
coordination and expedient action. Work-
ers who represented the children and others 
who advocated for the foster and/or biolog-
ical parents sometimes performed as if they 
were adversaries rather than collaborators 
(Eliot, 2004).
 The issue of management expertise is also 
pertinent to the streamlining of services to 
the young people of Ealing. Policies regard-
ing promotion of managers can depend on 
seniority more than on qualifications. In 
fact, for the country as a whole, the idea of 
“care managers” came into vogue in the late 
1980s and began to take precedence over the 
individual worker, team expertise, and get-
ting the job done in an effective, safe manner 
(Burton, 2004). One particular  cornerstone 
of the Children Act, which rested on the 
belief that reunification with birth parents 
should occur as soon as possible (however 
unstable or disturbed the parents are), was 
risky when placed in the hands of less-than-

competently-trained managers. Although 
lip service was paid to the promotion of a 
free exchange of ideas and problems among 
workers, most of them did not do so and felt 
that the environment was too charged for 
them to feel a sense of mutual trust. There 
were incidents that demonstrated a consid-
erable lack of judgment, professionalism, or 
civility, and certainly did nothing to promote 
team pride and performance excellence. 
 Social workers are often asked to address 
problems that no one else in society wants 
to deal with, and both they and the chil-
dren need all the specialized help possible. 
Hence, after 1 year (I was invited to ex-
tend my stay but was unable to do so) with 
these hard working, dedicated providers, 
my greatest sense of accomplishment was 
to succeed in persuading Children’s Place-
ment Services to hire a qualified clinician to 
succeed me and to provide comprehensive 
psychotherapeutic services to the children 
of Ealing. Important support was contrib-
uted by one of the new programs started in 
2002 called Choice Protects, whose admin-
istrators actively emphasized the advisory 
and consultative role for supervising social 
workers and foster families.
 These endeavors seem to have secured a 
solid footing, and despite perennial fiscal 
and bureaucratic constraints, they appear to 
have a good chance of surviving. A recent 
inspection of Ealing social services by an 
independent commission reinforced these 
ideas through strong sponsorship and ap-
proximately $400,000 for fiscal 2003–2004 
to create six new posts in the fostering area 
under the banner of “Fostering for the Fu-
ture.” The government’s stated aims were 
straightforward and unambiguous: to help 
local councils commission and deliver effec-
tive services for their looked-after children, 
with specific emphasis on fostering services. 
These goals, mandated to be high quality, 
family oriented, and child focused, are ob-
jectives that are surely worthy of pursuit on 
both sides of the Atlantic.

Anyone	 interested	 in	 learning	 more	 about	
working	with	Ealing	Children’s	Services	should	
contact	Marcella	Phelan,	Manager,	“Quality	
Protects,”	at	www.ealing.gov.uk		
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