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Regional variations in care planning in Northern Ireland: Proposing an ecological
model of decision-making
Montserrat Fargas-Malet, School of Social Sciences, Education and Social Work, Queen’s
University Belfast
Dominic McSherry, School of Social Sciences, Education and Social Work, Queen’s
University Belfast
Care planning for children who enter care can be influenced by a range of factors. In
Northern Ireland, there are differences in the proportions of children in different types of
placements across the five Health and Social Care (HSC) Trusts (equivalent to local
authorities in England and Wales). The aim of the study was to identify the reasons for these
differences. In order to do that, focus groups in each of the Trusts were conducted with
social work professionals involved in care planning. Based on the study findings, an
ecological model of decision-making in care planning is postulated. Differences among all of
the Trusts were found within the model’s three levels, despite all of the Trusts operating
under the same broad policy framework for care planning. For instance, different mindsets
were evident, as participants in some of the Trusts clearly equated the notion that children
should be provided with a permanent home with adoption, while in focus groups in other
Trusts, this mindset did not prevail. In addition, the Trust structures and initiatives differed
slightly and there were differences in the global context factors influencing decision-making.
Based on these findings, we believe regional practical guidance and policies should be
developed collectively by the five Trusts, so as to avoid the possibility of children facing a
postcode lottery regarding the placements offered to them.

Introduction
Worldwide, when children are being abused or neglected or considered at risk, decisions
are made whether or not to remove them from the care of their birth parents, and about

alternative placement. Within the UK, most of the children who are removed return to their
birth parents within a year. For some children, however, rehabilitation to their birth parents is
not considered possible. In these instances, long-term placements are sought, including
long-term foster and kinship foster care, care under private law orders (i.e. a Special
Guardianship Order or a Residence Order), and adoption. These are crucial decisions that
may impact on the future short and long-term wellbeing of the children and their families
(Benbenishty et al., 2015). This article focuses on possible reasons for differences in care
planning decisions between different regions, Health and Social Care Trusts, in Northern
Ireland.
Regional Variations
International research and official statistics indicate that regional variations exist in relation to
the type of long-term placement identified for children in care. McSherry and colleagues
(2010) found a significant relationship between children’s care pathways and the region in
Northern Ireland where they lived. Similarly, a study in England (comprising seven local
authorities) found that the pathways of 3,872 maltreated children (whether they returned
home, remained in care or were adopted) differed significantly by local authority, even when
children’s characteristics and histories were taken into account (Biehal et al., 2015). A range
of factors have been identified across a number of studies (Bebbington and Miles, 1989;
Dickens et al., 2007; Oliver et al., 2001; Packman and Hall, 1998; Statham et al., 2002) that
appear to contribute to this variation. These include: levels of underlying need and
deprivation in a particular area; level of staff turnover; resource and staffing levels; technical
difficulties (e.g. problems with data-management systems); departmental policies and
operational factors (e.g. availability of family support services and decision-making
procedures); the underlying ethos and wider culture of the department; and beliefs and
attitudes of individual staff members.
This is an important issue for two reasons. First, because all children entering the care
system, irrespective of their background, should be treated equally and in a consistent way,

with the identification of long-term placement based upon the child’s needs, not local
placement dynamics. Second, international research indicates that there may be differences
in quality of life outcomes for children who either return home from care to their birth parents,
remain in foster and kinship foster care on a long-term basis, or are adopted from care. This
raises concerns about the extent to which placement practice at a local level may impact
upon children’s long-term wellbeing.
Long-term placement outcomes
Placement types (i.e. adoption, foster care, kinship foster care, guardianship orders /
residence orders, residential care, and reunification with birth parents) have been compared
in many studies in relation to a range of outcomes (e.g. stability, education, mental and
physical health, attachment/belonging, socio-economic long-term outcomes, etc.). In
general, adopted children and young people have been found to display better outcomes
than those living in care (e.g. Lloyd and Barth, 2011; Vinnerljung and Hjern, 2011). Kinship
and non-kinship care has also been compared, with kinship being found to also provide
better outcomes (Winokur et al., 2015). Residential care has been found to be the placement
with the poorest outcomes compared to other placements (e.g. Ford et al., 2007; McSherry
et al., 2015). Reunification of children in care has been the focus of some studies in which it
has been contrasted with remaining in care, with the latter appearing to lead to better
outcomes (e.g. Biehal et al. 2015; McClung and Gayle, 2010; McSherry et al., 2013).
However, all these outcomes have been found to be also influenced by a range of other
factors, such as placement stability, childhood adversity prior to care, and age of the child at
placement (e.g. Luke and O’Higgins, 2018; McSherry et al., 2016; Stott and Gustavsson,
2010). In terms of achieving placement stability, having adequate supports for each
placement either at home (with birth parents) or out-of-home (in foster care) appears to be
crucial for positive outcomes (e.g. Goemans et al., 2018; Rock et al., 2015).
The purpose of this article is not to establish what placement types should be favoured over
others. We understand that the context and circumstances of each child are different, and

that a variety of pre-care, in-care and post-care factors need to be taken into account in each
case. As Hambrick, Brawner and Perry (2018: 105) argue, the ‘heterogeneity in
developmental history and current functioning of youth makes blanket policies regarding
placement unwise’. However, we believe that it is still important to address withincountry/regional differences in practice, as any variation in practice may raise important
ethical issues, particularly in terms of equality of treatment and opportunity for vulnerable
children.
Northern Ireland context
The legal framework in Northern Ireland provides Health and Social Care (HSC) Trusts
(equivalent to local authorities in Great Britain) with a duty to investigate when it is believed
that a child is suffering or likely to suffer significant harm (Children Order 1995, Article 66);
and it allows them to share parental responsibility with the parents through a Care or
Supervision Order (Article 50), a Child Assessment Order (Article 62), and an Emergency
Protection Order (Article 63). In some cases, children are then removed from their parents,
and placed into either kinship foster care, non-kinship foster care, or residential care
(primarily for teenagers). However, in some cases, children remain living with their birth
parents while the Trust makes an application for a Care Order, and on some occasions
thereafter, even when a Care Order is granted. A child can also be accommodated by a
Trust on a voluntary basis, with birth parents retaining full parental responsibility and being
able to resume care of their child at any time. Children may remain in kinship and nonkinship foster care for a short period of time before returning to live with their birth parents, or
on a long-term basis, if the risks to their welfare at home remain. In cases where children are
deemed unlikely to be able to return to their birth parents, adoption can be pursued, where
birth parents lose their parental responsibility for the child.
In the UK, both birth parents normally have to consent to the adoption, unless they cannot
be found, they are deemed incapable of giving consent, or if it is in the child’s care plan and
the Court agrees that adoption is required and is in the child’s best interests. In some

instances, kinship and non-kinship foster carers might apply to have the Care Order
superseded by a Residence Order (Children Order 1995, Article 8), which takes the child out
of the care system and gives the carers shared parental responsibility with the birth parents.

Decision-making theories in social work
Decision-making theories have been inclined to focus on individual factors rather than the
social context and the broader environment. Within the field of social work, a variety of
theories have been used to make sense of professionals’ judgement and decision-making
processes, and different authors have discussed this dichotomy (i.e. individual agency
versus structure/context), as well as describing a series of approaches going from more
prescriptive (based on how a rational individual should act) through to those more
descriptive (based on how individuals make decisions in real life) (Taylor, 2012). While social
work researchers have described rational actor theoretical frameworks, most acknowledge
the importance of social context (Keddell, 2014).
Van de Luitgaarden (2009) described the rational choice approach and introduced the
principles of recognition-primed decision-making. The first approach focuses on weighing the
costs, risk and benefits of the identified options using statistical methods. It is a prescriptive
model because it prescribes a particular ‘right’ way to take ‘rational’ decisions. It is also
normative because it seeks to find out the ways in which decisions are taken in relation to
the way in which they should be taken. It was thus argued that such an approach did not
actually work that well in the field of social work practice, because of the ‘subjective, relative
and debatable’ nature of the situation or problem (and the ambiguous, conflicting, inaccurate
and incomplete information available) that social workers tend to have to grapple with. In
contrast, the recognition-primed approach recognises the context of real-life settings and
focuses on assessing situations rather than the deliberation over choices. Similarly, Taylor
(2017) used a psycho-social rationality model to make sense of social workers’ judgement.

This approach considers both the decision context as well as the cognitive processes of the
individual making the decision.
Many researchers have proposed ecological models of decision-making within social work
practice. For instance, Font and Maguire-Jack (2015) used Baumann et al.’s (2011)
Decision-Making Ecology (DME) framework in their study of decision-making in child
protection. The DME framework suggests that decisions are influenced by factors related to
the individual case; the specific agency (e.g. their policies and procedures, time and
resources, organisational culture); the individual decision-maker (e.g. training, background,
experiences, attitudes); and external factors (e.g. laws and attitudes, socio-economic
elements). Helm and Roesch-March (2017) also proposed an ecological model of
professional judgement. The model originated in the concepts of ecological rationality and
systems thinking, and integrated micro systems and meso systems with the macro system.
Key components of this ecology included individual judgement/decision-making (using a
range of cognitive approaches, including intuitive and analytical thinking); judgement and
decision-making in teams and groups (the dynamics of group decision-making); and
judgement and decision-making in organisational systems (including the culture of the
organisation, group and/or team). In this paper, supported by the study findings reported in
the results section, an ecological model of decision-making is introduced in order to identify
factors that may explain regional differences in care planning.
Method
The study reported in this article used a catch-up retrospective longitudinal design (Robins,
1978), and was conducted in two parts. In Part 1 of the study, a sample of children who had
a Care Order made between 1st April 2006 and 31st March 2008 were identified, and their
social work case files were reviewed retrospectively (four to six years after the making of the
Order). Social work reports to Court were also analysed in order to identify the key reasons
for the making of the Care Order. We also analysed the care plan endorsed on the day the
Care Orders were made, in order to identify the specified long-term placement for each

child/young person. Reviewing the social work case files also allowed us to identify the
current placement of each child/young person. Where this information was not available from
the files, it was sought directly from the Trusts. Statistics provided directly to the research
team by the Northern Ireland Guardian ad Litem Agency (NIGALA) indicated that 234 Care
Orders were made between 1st April 2006 and 31st March 2008 in respect of 401
children/young people. Consent was obtained to review social work case files for 72 Care
Orders (31%). In Part 2, focus group interviews were conducted with senior managers in
each of the HSC Trusts. This article focuses on these interviews.
Ethical approval
The Office for Research Ethics Committees Northern Ireland (ORECNI) granted ethical
approval for the study, and research governance approval was granted by all five HSC
Trusts across Northern Ireland. All participants in the focus groups were provided with an
information sheet about the study and were required to sign a consent form before
participating.
Sample
Focus group interviews were conducted with senior managers in each of the five Health and
Social Care Trusts. We asked the HSC Trusts to identify senior managers with a particular
role in care planning. These were then identified by the Trusts themselves, and focus groups
arranged by them. Participants included: Chairs of Looked After Children (LAC) reviews and
permanency (best interest) panel meetings; Children's Services Managers; and Assistant
Directors for Children and Family Services. Within the UK, children in care are formally
referred to as Looked After Children (LAC). The LAC Reviews are statutory reviews of the
child’s progress across a range of domains, including health and education. Permanency
panel meetings occur to assess how a child’s need for permanency, or a placement through
to the end of childhood, is being met, and action decisions to achieve such accordingly.

Within this article, the names of the five Health and Social Care Trusts in Northern Ireland
have been anonymised and given random letters to distinguish each one, so reference will
be made to Trust A, Trust B, Trust C, Trust D and Trust E. The five HSC Trusts provide
integrated health and social care services across Northern Ireland, providing a wide range of
health and social care services to the community. Table 1 provides statistical information for
each Trust.
Table 1: Information on each HSC Trust
Trust A

Trust B 4

Trust C

Trust D

Trust E 9

Total population

463,297

300,000

340,000

345,000

365,712

Geographical area 1

1,733

1,869

NK 5

NK 7

NK

Looked After Children 2

59.5 3

80.1

97.6 6

64.3 8

50.3

Child Protection Register 2

42.2

48.9

45.6

47.9

60.2

1 Square
2 per
3 203

miles

10,000 child population (as of 31/3/2017)
of them are in kinship foster care and 304 in non-kinship foster care

4 Most

of this area is rural, and 82% of its LAC are placed in foster homes, and 53% of foster
placements are kinship. Trust B saw a growth of foster placements that are kinship from 26%
to 53% between 2011 and 2017.
5 Not

known, but Trust C is the smallest in terms of geographical area and the most densely
populated. It contains some of the most deprived areas in Northern Ireland.
6 Trust

C has the highest number of children in residential care (n=44) and the highest
proportion of LAC being placed with a parent (16%) than in any other Trust.
7 Not

known, but Trust D is the second smallest in terms of geographical area.

8 Trust

D has the lowest proportion of foster placements that are kinship placements (39%)

9 Central

and Eastern European migration comprises 4.2% of the Trust E population,
doubling the Northern Ireland average. It has the lowest number of kinship placements
(n=153).

Data collection
Focus groups have regularly been used in social work research for multiple purposes,
including understanding decision-making processes (Linhorst, 2002). In this study, focus

groups involved the use of a three part interview schedule. In the first part, participants were
asked to discuss the underlying Trust philosophy and organisational culture regarding the
long-term placement of children in care. They were also asked to examine the role that they
believed other factors played in the placement patterns evident within their Trust, such as:
the availability of resources; socio-geographic issues; and their relationship with the Courts.
In the second part, they were introduced to a vignette (hypothetical case study), and asked
to discuss a series of questions regarding the decisions they would take. In the last part,
they were shown the study Part 1 findings. They were asked to comment on the particular
placement patterns evidenced in their own Trust. However, this article only focuses on the
first part.
Five focus group interviews were conducted (one in each Trust), each lasting approximately
one hour, with a minimum of three participants in each group. The data was recorded using
a digital recorder with permission. Participants had been given an information sheet and
completed and signed a consent form before the start of the interview.
Analysis
The focus groups were digitally recorded and transcribed verbatim. The transcripts were
analysed using a thematic framework approach (Ritchie and Spencer, 1994). This involved a
five step process: familiarisation, identifying a thematic framework, indexing, charting, and
mapping and interpretation. During the familiarisation stage, the two researchers in the study
read a few times the transcripts. Although they were open to new themes emerging, as the
research was designed around a priori issues, these issues essentially guided the thematic
framework. Indexing involved identifying sections of the data corresponding to a particular
theme. During the charting stage, the previously indexed fragments of data were input in
Excel, to be arranged in charts of the themes. In the Excel file, the headings and
subheadings drawn during the thematic framework constituted the columns, and the cases
(i.e. each focus group) were represented in the rows, with the data being placed in the

corresponding cells. The final stage, mapping and interpretation, concerned the analysis of
the main characteristics as shown in the charts.
Results
Care planning in the Northern Ireland Health and Social Care Trusts
When asked about the HSC Trust’s underlying philosophy regarding care planning, focus
group participants frequently mentioned the concepts of permanence and stability. In all of
the Trusts, they made reference to broad regional policy principles, which followed the
Children Order 1995 philosophy and regional policy and procedures documents, i.e. first
trying to place children with their parents, and if not possible, with other family members, and
if not feasible, securing permanency in other long-term placements.
However, despite this general approach, there were slight differences among Trusts in terms
of focus in their general practice. For instance, practitioners in specific HSC Trusts, i.e.
Trusts A, D and E, expressed a clear focus on adoption as the main permanent type of
placement, when rehabilitation or family were ruled out, and especially in cases of young
children. Participants in these focus groups talked about their care planning systems or
approaches, which were labelled “parallel planning system” in Trust A, and “concurrent
planning”, or “twin track/triple track plans” in Trust D and Trust E, but also in Trust A.
Although they were given slightly different names, it was largely the same approach, i.e.
considering different plans at the same time, for example fostering with a view to adoption,
or fostering with a possible return to birth parents or adoption by the foster carers both
considered as possible outcomes.
However, participants from these three Trusts differed in their explanations of how this
general system was carried out. Thus, participants in Trust D claimed that their Trust was
the only one to have a permanence team, focused exclusively on advancing adoption care
plans in a timely manner. They were also seeing a big drive over the past two to four years
to get safeguarding practitioners to present at the permanence panel as early as possible;

and an increasingly high number of children were transferring into the permanence team,
especially in the previous six months. Meanwhile, participants in Trust A explained how the
permanence policy in the Trust included an instruction that adoption be considered after 12
weeks of the child becoming Looked After, at their first LAC review. In addition, in that same
Trust, focus group participants claimed that their Trust was the only one using concurrent
placements. Concurrent placements mean that children are placed with concurrent carers,
and they will either move back to their parents or they will remain in that placement and be
adopted by those carers.
In Trust E, participants explained that they were in the process of starting to use concurrent
placements through the Home in Time project, and they were beginning to recruit concurrent
carers. In addition, in Trust A, D and E, they used dual approved carers. Dual approved
carers are used when rehabilitation has been ruled out but before children are freed for
adoption (a precursor to adoption, where full parental authority is transferred to the HSC
Trust, before final transfer to adoptive parents when an Adoption Order is made).
Many participants mentioned age as a crucial factor in whether adoption was pursued as a
care plan or barely considered. In fact, in Trust A, according to the focus group participants,
concurrent placements were typically used with babies and young children entering care.
Participants in Trust E explained the reasons behind a focus on adoption for babies and
younger children, which had to do with the children’s established relationships:
… those [younger children] are the age group that are more likely to go towards adoption,
and the timing of that is important because the closer they come to the eight, nine age
group, they have established family connections, there are much more difficulties in terms
of their loyalties, in terms of them committing to a new mother and father, when they very
clearly know their own identity, and maybe you are going to have to have a very high
level of contact with their own parents. So that’s why the focus is on that young age
group, and the younger that is achieved the much better outcomes for the child.

Participants in most of the Trusts, even those where there appeared to be less of a focus in
adoption, claimed that there had been an increase of adoption care plans, and adoption
figures in recent times:
… our figures of the past 18 months have rocketed over adoption. (Participant in Trust B)
Participants in Trust B believed that in the past, they had the lowest adoption figures in the
region because of their greater focus on family support. On the other hand, participants in
Trust C believed their Trust was experiencing particular challenges in promoting adoption as
a placement option for Looked After children. According to these participants, these barriers
or difficulties were:
1. Adoption was believed to be more highly contested in Trust C than in other Trusts,
which caused delay, where ‘child ages out’, and where there would then be a lesser
inclination to break attachments and risk another move;
2. Adoption was claimed to be knocked by certain individuals in the adoption panel, who
did not feel child was ‘perfect enough’ to be adopted;
3. There was an inability to find adopters, where the Court focused on culture (e.g.
‘finding a black family for a black child’);
4. There was a reluctance to make Orders because of the perception that it invited an
appeal by the parent.
Despite these difficulties, they identified a tendency within their Trust to approach foster
carers about adoption. Although participants recognised the benefits of adoption,
participants in Trust A also stressed the need for supports to be in place for adoptive
placements, acknowledging the complex needs that those children had:
… unless you support it, you’re going to end up very costly when they reach teenage
years.

They also explained that nine percent of LAC Therapeutic Services’ overall time was
dedicated to adoption. Participants in Trust B also recognised the need for supports for
adoptive placements, and claimed that their Trust was championing a social care model of
post-adoption support, which was intentionally different from the clinical model (adopted by
other Trusts), and involved a skilled therapist delivering this model. It entailed training other
staff, looking at the dynamics within the families, and applying family therapy techniques to
keep families together.
Influencing factors in care planning and care placement profiles
Focus groups participants described a range of external and internal influences and
pressures on care planning, which included: relationship with the Courts; the sectarian
divide; socio-economic issues, particularly in terms of levels of deprivation and endemic
poverty; lack of resources; and demographic and cultural issues of the population in the
respective Trusts.
Relationship with the Courts: Participants in all the focus groups were asked to describe their
relationship with the Courts. Although participants in Trusts A, E and D claimed that there
was some variability among the different Courts and judges, three main issues were raised
by participants in different Trusts. These were: 1) focus on parents’ rights and disregard for
children’s rights; 2) a rise in the use of independent assessments and independent experts;
and 3) substantial disagreements with the Courts. These issues have featured in other
studies in the UK (Beckett et al., 2007; Davidson and McKenzie, 2010; Ward et al., 2006).
In relation to the first point, participants in Trust B and C argued that the Courts tended to
favour the human rights of parents, and the child was often lost in the rulings. In relation to
the second point, participants in Trust E argued that social workers were not seen as experts
or as independent practitioners within the court arena. This same issue has been reported in
another study in England (O’Connor and Leonard, 2014), which highlighted the greater
power and status that legal and medical professionals had compared to social work

professionals, especially in Court. Similarly, participants in Trust A claimed that the quality of
social work reports were not acknowledged, with some judges being particularly dismissive
towards social workers. It was felt that this caused difficulties when dealing with parents. As
a result, according to participants in Trust E, there was a focus on having an expert witness
or an independent social worker to do an assessment, although these assessments rarely
contributed anything more than what was already presented in the social work report to
Court. Participants in Trust E and Trust B stated that expert assessments were costly and
caused unnecessary delay for children to achieve security and stability. Hence, participants
in Trust B explained that it takes an average of three years or more in Northern Ireland for a
child to be adopted, compared to two years or less in England. Besides, Davidson and
McKenzie (2010) found that waiting for an expert assessment was the most commonly
identified factor influencing care planning in a particular local council in Scotland.
Finally, in relation to the last point, a range of disagreements with the Courts were reported
by participants in Trusts B, D and E. For participants in Trust E, one common disagreement
was the discharge of Care Orders when children return home, as there had been a decrease
in the numbers of children at home on full Care Orders. The children were instead returned
home subject to Interim Care Orders, which were discharged at final hearing or replaced by
lesser Orders. This was because the Trust tried to avoid having children at home subject to
full Care Orders, despite the fact that the Courts often did not allow them to discharge the
Care Order. For participants in Trust D, a common dispute was the high level of contact for
children with a care plan of long-term foster care. While participants in Trust E argued that
the Court’s approach was impacting particular decisions, with less confident social workers
being sometimes less inclined to go to Court to fight particular battles such as contact,
participants in Trusts A and B felt that the Trust social workers were still robustly putting
forward their views, and were able to stand over their assessments:
You are trying to deal with how this child’s been neglected, abuse or whatever the
particular set of circumstance, and all you are hearing is ‘have you considered the human

rights of the parents and gave due consideration to this person’s culture?’ it takes over
the case, and the child is gone completely. (Participant in Trust C)
We have created a whole industry around courts about independent assessments,
independent experts, and not necessarily good for children in terms of time lines, in terms
of creating that security and stability. (Participant in Trust B)
We have had several instances where we have tried to discharge the Care Order and the
courts don’t allow us… there is a wee bit of the court using the Care Order as a means of
controlling the Trust. (Participant in Trust E)
Sectarian divide: This factor was mentioned by participants in Trusts C and D. Northern
Ireland is emerging from a political conflict, and is still a divided society, particularly in some
areas. In Trust C, this issue was related to the refusal of parents to use services located in
the “other” community area, which was a stumbling block to getting assessments completed,
causing delay. In Trust D, participants talked about the difficulties it caused in terms of
matching children with placements:
When you're doing the matching of children with foster placements, that's one of the
factors you have to take into account of, because you're not going to put a child from a
nationalist background in a predominantly loyalist area, because you're increasing the
child's vulnerability. … our placements are limited with regards to our adolescents, so
some of them are placed in communities where their background is entirely different,
which we acknowledge... but you're limited again with regards to resources.
Social economic issues: This was mentioned by participants in Trust B and C. Participants in
Trust B explained that the endemic rural poverty in their Trust, coupled with the economic
downturn, had impacted on the ability of carers to take on Residence Orders. Thus,
according to them, kinship carers were particularly weary of taking Residence Orders for fear
of losing supports. Similarly, participants in Trust C talked about kinship placements being

located in high deprivation areas, which meant they were very much reliant on financial
supports.
Lack of resources: Participants in Trust B identified the impact of having to deal with cuts as
a factor that could have an influence on decision-making. They argued that due to austerity
policies, there was an emphasis on “cost value and efficiency” and a drive to getting children
out of the care system. Participants in Trusts D and E also mentioned resources and
recruitment of carers. Participants in Trust E identified the ability to recruit enough carers as
a challenge in the Trust, and suggested that there is more reliance on kinship carers in an
urban Trust than there is in a rural one:
If you are in an urban Trust you are not going to have the resources of fostering
population that you would have of a more rural one, that's the reality.
Population factors: Participants in Trust E explained that there was a significant black
minority ethnic population (BME) (or foreign nationals) in the Trust (see Table 1), which was
overrepresented in their LAC statistics. They felt that this brought a series of considerable
challenges, including: the difficulty of placing children in their own cultural background; no or
little possibility for kinship placements, with an additional inability to secure contact, due to
no extended family available; and challenges to acquiring a detailed family history.
Discussion: An ecological model
Based on the findings reported in this article, we propose an ecological model of decisionmaking in care planning, similar to the ecological models described in the introduction. This
model, as depicted in Figure 1, is descriptive rather than prescriptive. Thus, it enables us to
explore the factors that may lead to regional differences in care plans, when the
characteristics of the individual case/child/family (e.g. age of the child, family histories,
siblings, etc.) are the same. In this model, decision-making regarding care planning in each
of the Trusts is partly influenced by three different kinds of factors:



Individual and team factors, which would include the social workers’ individual and
group judgements, their practice mindsets (i.e. sets of assumptions or
understandings held by an individual or group), and confidence defending their
decisions;



Regional practice factors, which would include local practices, structures, resources,
projects, guidelines, initiatives, and policy frameworks; and



Global context factors, which would include social workers’ relationship and
dynamics with the Courts, other professional’s mindsets, as well as the socioeconomic and cultural context of each HSC Trust (e.g. sectarian divide, poverty,
migration, etc.).

Figure 1: Ecological model of decision-making in care planning

Regarding individual and team factors, one of the main points that was highlighted was the
confidence of social workers (which often depended on their experience) to stand by their
assessments in Court. While participants in Trust A and B argued that social workers were
confident in putting forward their views, participants in Trust E felt that some social workers
were not confident enough to fight battles such as contact. Participants in different Trust also
talked about specific mindsets (e.g. children have to be “perfect enough” to be adopted, in
Trust C) within their organisation that influenced the type of placement that was favoured for
particular children.
Regarding regional practice factors, several factors were revealed. In terms of policy
frameworks, all the participants referred to permanence and stability and followed the broad
regional policy principles, although practices, structures and Trust guidelines appeared to
differ. For instance, Trust D participants mentioned the existence of a permanence team
(which they argued did not exist in the other Trusts), and Trust A participants talked about
their permanence policy that instructed them to mention adoption in the children’s first LAC
review, as well as their concurrent placements (which they believed did not exist in the other
Trusts). Meanwhile, Trust C participants highlighted their family support projects.
Finally regarding global context factors, participants in most HSC Trusts referred to the
difficult relationship they held with the Courts, particularly in terms of substantial
disagreements and a rise in the use of independent experts and their assessments. Socioeconomic and cultural factors also featured heavily, particularly when trying to place children
(i.e. poverty levels, numbers of ethnic minorities, and sectarian divide).
Thus, the use of focus groups proved useful in revealing the complexity of care planning
across the five Health and Social Care Trusts in Northern Ireland. Taking into account this
model, only the policy framework or philosophy regarding care planning was the same
across Northern Ireland, but most of the other factors appeared to differ to some degree. For
instance, judging by the reflections of the focus groups participants, three of the HSC Trusts
(A, D and E) had a clear adoption focus, which was apparent and consistent in their

mindsets, practices, initiatives and Trust guidelines, while this was not particularly noticeable
in Trust B and C.
There were obvious limitations to the study, in that only a small number of practitioners in
each HSC Trust took part, thus having implications for the generalisability of its conclusions.
However, the practitioners that took part had leading roles in this area of work. Further focus
groups with fieldwork social workers would enhance the study.
Conclusions
The focus groups in this study enabled us to explore how the views of senior practitioners
operated within a particular context, and facilitated the development of an ecological model
to understand regional variation in decision-making. Within the context of Northern Ireland
Health and Social Care Trusts, decision-making processes in care planning appeared to be
considerably influenced by factors within the three different levels (individual and team,
regional, and global) identified, including the austerity situation with its cuts to public
services, the Courts and their own influences and practices, the characteristics of the
population within each HSC Trust, such as poverty levels, minority ethnic population, the
sectarian divide, etc. Previous research has already provided evidence of the complex
interplay between organisational processes and resources and subjective dimensions in
decision-making in children and families social work (O’Connor and Leonard, 2014). This
study reinforces these findings within the particular setting of care planning in Northern
Ireland. In addition, our findings suggest that even within the smallest region of the UK, there
can still be geographic variations in decision-making and care planning. This may lead to a
“postcode lottery” for children who enter care, which could partly be a result of the Trust’s
differing mindsets, organisational cultures and practices, their geographical and social
realities, and their resources.
Although the article does not directly address the debate regarding the merits of different
types of long-term placement, which has been addressed in other work (McSherry et al.,

2016), on the basis of the UN Convention on the Rights of the Child (UNCRC), children
should have the same opportunities, and any postcode lottery regarding children’s
placements should be considered an infringement of these rights. As Keddell (2014) argues,
despite the complexity of environmental and cognitive factors that influence these decisions
and cause these variations within the same country, we should find ways to establish
consistent direct guidance and decision systems. Thus, we argue that a regional policy and
guidance document should be developed and implemented in collaboration between the five
HSC Trusts in Northern Ireland. These policies should take into account best practice in
each of the HSC Trusts. Thus, the range of support projects and current local policies
available in each area need to be carefully assessed in order to either be dismissed/redesigned or expanded to the rest of Trusts in view of the available evidence.
In doing so, it would also be critically important to be mindful of the differing socio-economic
and cultural characteristics of each area, especially in terms of poverty, ethnic minority
population and sectarian division/conflict. This may allow for a more efficient targeting of
resources at the Departmental level to areas of particular need in Northern Ireland, thus
enabling a more balanced system across the different Trusts to emerge. This collaborative
process should be one that all Trusts engaged in, each gaining by learning from each other
in terms of best practice, and all highlighting to Government their areas of greatest need.
Governments have particularly responsibilities when it comes to meeting UNCRC
obligations.
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