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EDITOR’S NOTES BY STUART SORENSEN 
 
I love it when a plan comes together! 

The original idea behind Care To Share Magazine wasn’t just about 

developing an interesting read for coffee time once a month 

(although that is, admittedly part of it). The intention was also to 

provide a magazine and forum where people can share ideas and 

also get together to collaborate on the projects that they think 

worthwhile. The real world ambition if Care To Share Magazine is to 

develop an offline community alongside the online one whose 

members can work together for positive change. And I’m happy to 

say that we already have our first such collaboration. 

Rose Harwood and Sarah Clayton represent the first (I hope) of many collaborations brought together online 

by Care To Share Magazine. And they look set to make a difference in the offline world too. That’s why this 

month’s feature is a joint piece by Sarah and Rose themselves. You may remember that Rose’s original piece 

on Chronic Sorrow appeared in the magazine’s very first issue. That article was so popular I invited Rose 

and Sarah to do a follow up and they didn’t disappoint. 

As usual I’ve divided this month’s articles into groups or categories. Hopefully that’ll make it a little easier 

to navigate. In addition to Chronic sorrow this month’s issue includes a section on discrimination. Specifically 

Jane Hatton writes about disability and employment whilst Alexander Jones covers race and mental health. 

In the politics section Pete Cross considers movement between different regions (and funding authorities) 

for disabled people whilst Jill Segger and Tony Watts take slightly different approaches to austerity, 

Christmas festivities and fuel poverty. 

Finally the mental health section includes Kate Swaffer on the conundrum of dementia and Henrietta M Ross 

discussing mental health recovery and wondering if modern mental health services just might have lost their 

way in the ever present search for new drug technologies. 

As you can see we’ve quite a varied selection of opinion and topics on offer this month. I hope you find it as 

interesting to read as I have. And don’t forget to drop me a line at info@TheCareGuy.com to submit your 

own articles to the magazine. After all – issue 4 isn’t going to write itself. 

Stuart Sorensen (Editor) 

 

Stuart Sorensen is a 

mental health nurse, 

trainer, writer and 

speaker.  

He can be found at 

www.thecareguy.com  

 

 

If you would like to submit an article of between 500-1000 

words to Care To Share Magazine please contact Stuart 

Sorensen (Editor) at info@TheCareGuy.com 

We can’t pay you but you will get full credit for your article. 

mailto:info@TheCareGuy.com
http://www.thecareguy.com/
mailto:info@TheCareGuy.com
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Chronic sorrow – what might help? 

By Sarah Clayton 

On the 5th September 2007 my world changed forever.  This was 

the day that I was told that my beautiful, funny, clever six year 

old little girl had a brain tumour.  The day itself is etched into my 

memory, the room they took me to, the feel of the nurses badge 

scratching my cheek as she put her arm around me, the phone 

call to my mum trying to ask her to bring new pyjamas for Bee 

with a button up front as they wanted to operate on her in the 

morning.    

The following 12 months were horrific, the surgery, the 

radiotherapy, the chemotherapy, the burns, the infections, the 

permanent hair loss, the social isolation, the sleep deprivation, it 

went on and on.  We are just over 6 years in to this journey, Bee 

has passed the magic five year remission mark and officially she 

is cured.  Cured.  The outcome I had prayed for, the result I had bargained with God for.  I was desperate 

for her to survive, I knew that her treatment would have serious long term implications for her health and 

her ability to learn and I knew that we would manage, so long as she stayed with me we would be OK. 

So when did I become aware of the sense of loss?  Of the sense of guilt that came with daydreaming about 

what might have been if that single cell hadn’t gone haywire?  Of missing her while sitting in the same 

room?  I have no idea. What I do know is that I am aware of all these things, acutely aware.  I have struggled 

with them for so long they have become as much a part of me as my eye colour.  Reading Rose Harwood’s 

article ‘Chronic Sorrow’ brought me the most powerful sense of relief, it felt as though someone had peered 

into my deepest thoughts and helped me understand them.  It turns out that I am normal, that these 

feelings I have hidden for so long are felt by others too.  They will never go away, I will never be rid of them 

but to be honest that’s ok – so long as Bee is still here I can live with them.  I want to share my experience 

in order to raise awareness of ‘Chronic Sorrow’, how it might impact on people you work with and a couple 

of ideas of what might help. 

Rose introduced me to the concept of ‘Triggers’, of situations that reignite the sense of loss.  I know my 

triggers inside out and I do all I can to prepare for those that I know are approaching.  There are obvious 

ones, certain songs (I turn the radio off), certain places or people (I try to avoid them), her starting 

secondary school (I plan meticulously and it will be OK) or watching her clumsily try to develop friendships 

with others her own age (I’m working hard to create a circle of support and do the best I can).  Then there 

are the less obvious ones that other people might consider irrational but are very real to me.  For example 

there is a tinted glass window in the MRI room at the Children’s Hospital.  I can’t look at the window because 

if I do I will see the faces of the radiologists glowing in the light of the monitors on the other side. I once 

looked and saw the face of Bee’s consultant who had been called down to look at her images, for the 

following hour locked in that noisy, clinical room holding her little foot as she lay perfectly still in the scanner 

I knew that the cancer was back and that she would die.  I was in fact wrong but will never look at the 

window again and that way I will control my anxiety and she will be safe.   
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The more I think of ‘Chronic Sorrow’ the more I understand my need for control.  I am all too aware as a 

parent that there are things completely beyond my control.  The things that are I guard fiercely.  I cannot 

control the future and I find it a scary place, full of inevitable change.  I would appreciate practitioners 

understanding this fear and being mindful of the following when helping us look to the future: 

1. Be kind. It costs nothing and your words may well be remembered for years to come. 

2. Avoid assumptions. Don’t assume that I’ve had enough time to accept things, I haven’t, I probably 

never will, but I am perfectly capable of getting on with things. 

3. Be professional.  It is not your job to judge me; your job is something completely different so please 

get on with doing that as effectively and efficiently as you can. 

4. Be mindful that your perception of a situation might be very different to mine – I was told I must 

celebrate the end of Bee’s treatment, instead I begged her consultant to give her more chemotherapy 

because stopping treatment meant we were doing nothing. 

5. I will only ask for help if I need it.  By the time I come to you I will have exhausted all other options. 

6. Remember that you chose your profession, your field, your speciality.  I didn’t.  I was doing something 

completely different when I landed in this mess.  You may retire or change your job, I am here for 

the long haul and that is a huge responsibility that occasionally feels overwhelming.   

The final thing that I wanted to mention was that despite what has happened to us as a family and to Bee 

in particular we are a happy bunch.  The ride has been terrifying and I wouldn’t wish it on anyone but we 

are doing really well.  The more I read, connect with other parents and work out my own coping strategies 

the less daunting life feels – despite this I understand that I cannot defend myself or her from the 

unexpected. 

I love my daughter fiercely, but I miss her and that is OK.  I love her beyond words, but I compare her to 

her peers and feel sadness and that is OK.  I love her with every atom of my being, but my heart aches 

when I think of the future I had imagined before all this and that is OK too.  For such a long time I have felt 

like a failure because I knew that, no matter how bright the smile, I hadn’t made peace with what has 

happened.  Thanks to spotting Rose’s article on Twitter shared freely by CaretoShare magazine I feel more 

positive than I have in a very long time – turns out I’m normal! 

With thanks, 

Sarah Clayton 

You can follow Sarah via Twitter: @PosturalCare 

Commentary by Rose Harwood 

Sarah contacted me via Twitter after reading my article in the first edition of #CareToShareMag. We 

exchanged contact details, have been in phone and email contact since, and are planning to work together 

in the future to promote awareness of Chronic Sorrow. Thanks to Stuart Sorenson and the many who shared 

the article via Twitter and Facebook.    

We planned to write a joint article about what might help to support a person with Chronic Sorrow, but when 

I received Sarah’s contribution I felt it must stand alone. I have read it several times, and it still makes me 

angry and makes me cry. When Sarah needed support she was made to feel that she should be grateful that 

her daughter survived, and she was not supported to understand and manage the powerful recurring grief 
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she experiences. My heart goes out to her and the many 

individuals and their families who have been judged, 

misunderstood, and left to ‘muddle through’. 

What can you do to help? 

So…what can I add to Sarah’s five points above? 

o Sarah is spot-on about kindness being a great place to 

start. Asking the person how they are, simply 

acknowledging the extent of their losses, and taking 

time to listen to the person’s story will all help 

immeasurably.  

o See Chronic Sorrow as a normal grief response to 

multiple, ongoing losses (Roos 2002). Chronic Sorrow 

was explained in more depth in my original article, so I 

won’t expand upon this again here.  

o Inform parents and carers about the existence of 

Chronic Sorrow, without making any judgement about 

or implying whether or not you believe they are experiencing it themselves.  Support them to identify 

triggers (both expected and unexpected, as discussed in last year’s article), and be sensitive to these.  

Scrutinise service environments for potential triggers. An example of this in my own work was Chronic 

Sorrow training at a children’s hospice which also provided short breaks to children with profound 

and multiple disabilities. Close to the entrance there was a large board on the wall depicting the night 

sky, and every star when opened memorialised a child who had died. This might have brought comfort 

to parents who had lost a child, but was not helpful to parents who were accessing the service for 

respite and had not even considered the possibility that their child might die before adulthood. When 

I pointed this out to the staff, it transpired that there had indeed been one or two respite parents 

who had made negative comments about the board, but the idea originated from a parent whose 

child had died, and it was well-received by the majority. After the Chronic Sorrow training staff talked 

to the parent and moved the board to a different area not commonly used by short break families.   

o Realise that it is not realistic or helpful to expect a person to ‘accept’, or to focus on achieving 

acceptance as a priority.  Instead, think in terms of ‘adaptation’.  What is important is that they are 

able to adjust their functioning to ensure the cared-for child or adult’s needs are being met on a daily 

basis.  Understand that denial can have a positive function. It can give people the strength to carry 

on.   

o Get yourself updated on theories of loss and grief. Thinking that grieving is a time-bound, linear 

process is old hat! There’s nothing orderly about grief, it’s a messy process that varies from person 

to person.  

o The following have been found to reduce the impact of Chronic Sorrow: 

 A close bond and an affectionate relationship between the parent / carer and cared-for child / 

adult (Wiliamson and Schulz 1990) 

 A close bond and shared perceptions, values and roles between parents / carers (Williamson 

and Schulz 1990) 
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 Demands made on siblings being viewed by them as reasonable and realistic (McHugh 1999)  

 Realising that the ability to cope effectively with adverse life events can lead to enhanced coping 

skills and an ability to prevent or reduce future stressors  (McMillen 1999) 

Anything that you, your team or family can do to acknowledge, support and maintain these strengths 

may be helpful.  

o The following have been of value to some people with Chronic Sorrow: brief psychodynamic therapy; 

behavioural exposure-based treatments; family therapy; interpersonal therapy. The common 

element in these is an emphasis on facing the reality of the loss and processing the loss (Exline, 

Dorrity & Wortman 1996). Remember that one size does not fit all, and an eclectic approach is 

advisable!  

o Support the person to review how their life has changed since the event or diagnosis, identify 

secondary losses that are significant, and determine if any aspects of these losses can be regained. 

They could also consider their support systems and whether these could adapt, and reflect upon and 

adjust their expectations of others. One mother realised she really missed her monthly ‘Girls Night 

Out’, and was able to reorganise her support so that she could rejoin this regular event.  Any 

ambivalence and resistance toward support might be explored, as could role problems, dilemmas 

and ambiguities.  Another carer had been relying on her sister for emotional support, but her sister 

was a practical person who ‘got on with things’, and was uncomfortable with in-depth discussion 

about emotions.  The carer realised this, and used a close friend more for emotional support, 

adjusting her expectations of her sister by asking her for help with practical tasks, which she was 

more than happy to do.   

o Sarah talked about her need for control. Parents, carers, and people with long term conditions who 

were hitherto answerable to no-one can often find their privacy invaded by professionals and their 

decisions open to scrutiny.  Explore all options to ensure parents and carers have as much control as 

is appropriate and possible.  Models such as ‘Team around the Child’ can support this if used 

effectively. Make sure there’s timely access to information. Don’t impose your own agenda, and 

believe that families already have resources that can be put to good use and recognise families as 

valued team members with unique expertise and knowledge. Be clear about roles, responsibilities 

and focus. Accept and approve coping attempts and build confidence and competence together, and 

challenge destructive strategies with empathy and sensitivity. Recognise and respect pain, deliver 

bad news with honesty and care, and accept and deal positively with anger.  

o Finally, if you’re really serious about supporting empowerment, you might find some resonance in 

Wolfelt’s ‘Companion Model’ helpful. It’s recommended by Susan Roos, and I’ve grown to love it: 

• Honour spirit (not intellect) 

• Curiosity (not expertise) 

• Learn from others (not teach them) 

• Walk alongside (not lead) 

• Be still (not frantic movement forward) 

• Value silence (not filling painful moments with words) 

• Listen with the heart (not analysing with the head) 
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• Bear witness to struggle (not directing the struggle) 

• Respect disorder and confusion (not impose order and logic) 

• Going into the soul’s wilderness WITH (not being responsible for finding the way out) 

(Wolfelt 1998)  
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About Rose Harwood 

Rose managed services for children and adults with disabilities, and trained staff for 25 years before setting 
up Learning Disability Training in 2006 to facilitate courses on a variety of topics, including Chronic Sorrow. 

She is also an Associate at Paradigm and at Health & Care Inquiry Associates (HCIA).  Twitter: 

@RoseHarwood1 www.learningdisabilitytraining@fsmail.net  

© Rose Harwood 2013 
This article is copyright protected. It is made available to the #CareToShareMag without charge 

for personal use only. It may not be stored, displayed, published, reproduced, or used for any 

other purpose without prior and written permission from Rose Harwood 

 

 

http://www.learningdisabilitytraining@fsmail.net/
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Investing in Families – Walking the Walk by Sarah Clayton 
 

On the 20th February 2014 I will be speaking at a conference in Manchester.  The audience will be made up 

of individuals and families that access health and social care services.  Some will be thinking of themselves, 

others of their children or their siblings and some of their parents.  Some will be new to the world of disability, 

many will have years of experience behind them.  All will be looking for information, all will be looking to 
the future and all will have moved mountains to reorganise their day in order to be able to attend. 

 

Over the past few years the term coproduction has become very popular.  In an ideal world health and social 

care practitioners are working in partnership with families coproducing solutions that lead to positive 

outcomes.  In the real world many families do not feel as though they are equal partners in this scenario, 
do not have access to enough information and do not have ready access to the resources that best suit their 

needs. A vital element of coproduction is investment in families and that is what this conference is all about.  

The organisations and individuals involved are volunteering their time and resources in order to ensure that 

there is no financial cost for families who want to come along. 
 

To book a place please contact Janet Cobb at jan-net.co.uk or 07980 754448 

 

Programme 
10.00 am Registration and coffee 

 

10.30 am Steven Rose  

Chair and Chief Executive Choice Support 

Welcome, introductions and overview of the day 
Steven.Rose@choicesupport.org.uk  

 

10.45am Jo Grace 

Sensory Stories 
jo@element42.org  

 

11.30am Charlie Levinson 

Multi Me 
charlie@multime.com  

 

12.30pm Eric Tamanis 

Executive Director Property and Business Development 
Progress Housing Group 

etamanis@progressgroup.org.uk  

 

1pm Lunch break & networking 

 
2pm Katie Clarke and Deb Aspland 

Family network launch 

kctraining@hotmail.co.uk  

 
2.30pm Sarah Clayton 

Postural care 

Sarah@posturalcareskills.com  

 
3.30pm Steven Rose 

Closing remarks 

 

4pm Close 

 
 

 

mailto:Steven.Rose@choicesupport.org.uk
mailto:jo@element42.org
mailto:charlie@multime.com
mailto:etamanis@progressgroup.org.uk
mailto:kctraining@hotmail.co.uk
mailto:Sarah@posturalcareskills.com
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Clinic sessions run concurrently from 10.50am – 1.50 pm (3 hours) and again 

 

2.30 – 3.30 (1 hour) 
 

Information clinic options 

 

Clinic 1: Advocacy Jonathan Senker CEO Voiceability jonathan.senker@voiceability.org  
Colleen Humphrey Services Director Voiceability colleen.humphrey@voiceability.org  

www.voiceability.org  

 

Clinic 2: Recruiting and managing personal assistants Mark Ferry HR Director Choice Support 
Mark.Ferry@choicesupport.org.uk  

www.choicesupport.org.uk  

 

Clinic 3: Payroll and Managing a budget.  Making your Direct Payment go further.  Bridget Nwajei 
Finance Director Choice Support Bridget.Nwajei@choicesupport.org.uk  

www.choicesupport.org.uk  

 

Clinic 4: Legal questions James Sinclair- Taylor Head of the Charity and Social Business Team 

Russell Cooke Solicitors 
www.russell-cooke.co.uk  

 

Clinic 5: Housing Eric Tamanis Executive Director Progress Care Housing Association (Property and 

Business Development) Progress Housing Group etamanis@progressgroup.org.uk  
Philomena Cunningham Deputy Director Progress Care Housing Association 

pcunningham@progressgroup.org.uk  

www.progressgroup.org.uk  

 
Clinic 6: Benefits TBC Housing and Support Alliance (formerly Housing Options and the Association for 

Supported Living) www.housingandsupport.org.uk  

 

Clinic 7: Personal budgets Pippa Murray Director ibk initiatives pippa@ibkinitiatives.com  

www.ibkinitiatives.com  
 

Clinic 8: Health Janet Cobb Jan-Net Ltd Health and learning disability networks 

janet@jan-net.co.uk  

www.jan-net.co.uk    
 

Editor’s note: 

Care To share Magazine is a non-commercial enterprise. As such we do not involve ourselves in 

advertising commercial events. However free events and services such as the ‘Investing in 

families’ conference are a different matter. It seems appropriate for Care To Share Magazine to 

advertise such events when they are in keeping with articles in the current issue and are not 

intended to generate a profit from those attending. 

 

 

 

 

mailto:jonathan.senker@voiceability.org
mailto:colleen.humphrey@voiceability.org
http://www.voiceability.org/
mailto:Mark.Ferry@choicesupport.org.uk
http://www.choicesupport.org.uk/
mailto:Bridget.Nwajei@choicesupport.org.uk
http://www.choicesupport.org.uk/
http://www.russell-cooke.co.uk/
mailto:etamanis@progressgroup.org.uk
mailto:pcunningham@progressgroup.org.uk
http://www.progressgroup.org.uk/
http://www.housingandsupport.org.uk/
mailto:pippa@ibkinitiatives.com
http://www.ibkinitiatives.com/
mailto:janet@jan-net.co.uk
http://www.jan-net.co.uk/
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Disability and Employment – a suggested 

action plan by Jane Hatton 

Most groups of people have fairly fixed ideas around 

disability and employment which are difficult to shift. 

I’m using a very broad definition of “disability” here – 

people who face additional barriers in society because 

their impairments (which could be cognitive, sensory, 

neurological, mechanical, or related to chronic pain or 

mental health conditions) aren’t accommodated for. 

The Government 

Whilst on the one hand the current government is promoting a much-needed initiative called “Disability 

Confident”, which is aimed at encouraging employers to employ disabled people, it is also giving mixed 

messages. When justifying the vast array of benefit cuts which all impact on disabled people, the rhetoric 

changes to implying all disabled people are workshy, lazy benefit scroungers. It’s difficult to understand why 

they imagine any employer would want to employ people described thus. 

The Media 

The media seem to want to push disabled people into one of three categories. We are either heroes 

(paralympians, for example, or Simon Weston), or workshy benefit scroungers (see above), or objects of 

pity. Well, from an employer’s perspective, why would you want to employ someone whose only skill is to 

swim fast, or someone who doesn’t want to work, or an object of pity? 

Me 

My view, based in the experience of both being disabled and also working with thousands of disabled people 

through my work, is that I struggle with these stereotypes. Of course there are some pretty heroic disabled 

people, just like there are some pretty heroic non-disabled people. And there will be a few disabled benefits 

scroungers (0.7% according to DWP figures), just like there will be a number of non-disabled benefit 

scroungers. But the vast majority of us – let’s estimate 98%? – are neither heroes nor scroungers. We’re 

just people getting on with our lives as best we can. Pretty much like the rest of the population. 

In terms of work, there are three situations disabled people can find themselves in: 

1. They could have impairments which make doing paid work impossible, for a variety of reasons. These 

members of our society are just as valuable as any others, and as a civilised society we should ensure 

that they have the means to live safe, comfortable, healthy lives, with as much independence, dignity 

and choice as they want. Some of the most amazing people I know fit into this category, and we are 

all much better off for having them around. 

 

2. The second group is those disabled people who are currently working. This could range from highly-

paid professionals to people who are under-employed, not having the opportunities for promotion 

that others have access to. And everything in between. 

 

3. The third group are those disabled people who can work, and are desperate to do so, for all the 

reasons anyone wants to work – income, pride, self-confidence, self-esteem, having a purpose and 
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a role and everything else that goes with being in work. This group is twice as likely to be unemployed 

than non-disabled people in the UK, mostly because of the myths already discussed. Why would 

employers want to pay lazy, workshy scroungers? I didn’t include them in my list because although 

I know that they exist (all 0.7% of them) I have yet to personally meet one. 

So, what are the solutions? Well, as expected, they are many and varied, and involve us all. 

Here are some suggested action points for various groups of people: 

Government: 

 Accept that some people really are too disabled to work, 

and ensure they are fully supported to lead safe, 

independent lives where they choose and have access to 

all the care and other support they might need. 

 Stop implying that all disabled people are workshy 

scroungers (because it isn’t true). 

 Raise the walking distance for PIP back up to 50m as it 

was under DLA, so that 500,000 people are still able to 

get themselves to and from work. 

 Abolish the bedroom tax. Two thirds of the people 

affected by this are disabled people. It’s hard to look for 

work when you are homeless, hungry and ill. 

 Mike Penning (new Minister for Disabled People) said he 

didn’t understand the social model of disability – 

someone teach it to him quick. Or give the job to 

someone who does know. 

 Bring back the Independent Living Fund for current claimants and new claimants who qualify. That 

will enable many of them to return or continue to work. 

 Ban workfare – whilst people are doing jobs for nothing, those employers won’t be paying anyone to 

do them. 

 Create more jobs so there are more jobs for everyone. 

 Continue to improve Access to Work, maybe bringing it into the 21st century and allowing us to access 

it online, and make it more accessible to people with visual and hearing impairments. 

 Ban the Work Capability Assessments. There is no doubt in anyone’s mind that they are clearly not 

fit for purpose at all, quite apart from being barbaric and often life-threatening. 

Media: 

 Report what is really happening, not just the bits fed to you by DWP 

 Portray disabled people in a much wider and more realistic way (we really aren’t either saints or 

sinners – most of us are just boring ordinary people) 

Society: 

 Don’t believe everything you hear politicians say or you read in the media. Find out yourselves, do 

the research, talk to the people who are actually affected by what is happening. 

 Reduce the level of disability hate crime (being disabled isn’t a heap of fun – please don’t add to it 

by spitting as us, stealing our money, robbing us of vital equipment, terrifying us with shouting and 

taunts, punching us,  etc etc) 
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Employers: 

 Find out the facts about employing disabled people. Research (as opposed to government rhetoric) 

shows that on average disabled employees are just as productive as non-disabled people, and have 

less time off sick, and have fewer workplace accidents, and stay in our jobs longer, and bring 

additional skills we’ve had to learn such as innovation, persistence, creativity, problem-solving and 

determination. Oh, and bring market intelligence around the 11 million people in the UK who spend 

up to £80 billion a year. 

 Ensure all your processes (from advertising vacancies, short listing, interviewing, training, promoting 

etc) are as inclusive and accessible as possible. 

 Employ disabled people because they will benefit your business, not because you feel sorry for us. 

Disabled people: 

 If you can and want to work, make sure that existing or potential employers understand all the skills 

and talents you bring with you. 

 Ask for any reasonable adjustments you may need (and remind them that Access to Work will 

probably pay for it). 

 Help people understand what they can do which is helpful (and unhelpful). 

I have many other suggestions (you won’t be surprised to hear) but these are just a few to get us started. 

 

Jane Hatton is the Founder/Director of Evenbreak, the only not-for-profit specialist online job board run by 

disabled people for disabled people, helping enlightened employers attract more talented disabled 

applicants. www.evenbreak.co.uk.  

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.evenbreak.co.uk/
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Black African Carribean men and the voluntary sector 

by Alexander James Jones  

The mental health needs of African and Caribbean men is an area for public concern. Dr Frank Keating, a 

senior lecturer in health and social care wrote this in a 2007 Race Equality Foundation briefing paper. He 
was referring to the fact that this group are disproportionately represented in mental health statistics. 

Basically, African and Caribbean men have different experiences and outcomes when they come into contact 

with mental health services compared to other groups. These differences not usually being of a favourable 

kind. African and Caribbean men are more likely to be detained under the Mental Health Act, more likely to 
have come into contact with the mental health system through Police involvement, more likely to be placed 

in seclusion and less likely to be referred to mental health services through their GP (Keating (2007). 

This over-representation of black men within mental health care was more recently confirmed by The Care 

Quality Commissions final ‘Count me in’ census, published in 2011. This annual census was put in place to 

support the Department of Health’s five-year action plan for improving mental health services for BME 
communities. In the census, Black men were again found to be at a disadvantage within the mental health 

system. Mind, the national mental health charity said it highlights ‘inexcusable racial inequalities’. They 

issued their statement immediately after the census results were published calling it ‘staggering’ that such 

‘little progress’ has been made in reducing the mental health admission rates for BME groups. 

How are black people portrayed and how are they treated within services? This is an important question, 

especially for statutory bodies. The Macpherson Report in 1999 saw to that. This was the result of the inquiry 

into the Police’s investigation of the murder of black teenager Stephen Lawrence. Institutional racism was 

said to exist within the Metropolitan Police and policing generally. Institutional racism is not just an issue for 
the Police. The Government, courtesy of the Minister of State for Health at the time have already 

acknowledged institutional racism has existed within mental health care. This was stated in the 2003 

National Institute for Mental Health in England document ‘Inside Outside. Improving Mental Health Services 

for Black and Minority Ethnic Communities in England’.  The amended Race Relations Act 2000 then acted 
upon the Macpherson Report and placed a statutory duty on all public authorities to actively promote race 

equality (Commission for Racial Equality, 2004).  

The 2003 ‘Inside Outside’ report argues that there is too much emphasis on institutional and coercive models 

of care. Institutional could be regarded as care that is more formal in nature and provided in facilities such 

as hospitals. Coercive meaning being forced, or being threatened with force to engage with and/or accept 
treatment from services. I do accept that this coercion sometimes is simply unavoidable, especially when 

there is a clear and present danger to someone’s health, or even life, be it the clients or someone else’s. 

The 2003 ‘Inside Outside’ report argues that to address health inequalities and institutional racism where it 

may exist within services, it is ‘essential’ to place community based mental health support at the centre of 
service development and delivery. This is not to dismiss the role of the statutory sector in providing this 

community based support. For example, there are Community Mental Health Teams (CMHT’s), assertive 

outreach, home treatment and early intervention teams that work in the community. This includes seeing 

clients at home. However, it does help highlight the important role the voluntary sector can play, not only 
in promoting mental health recovery for individuals, but also improving mental health services specifically 

for BME client groups. As already established, some of these groups (African and Caribbean men in 

particular) would have been much more likely to have experienced mental health services through formal 

and sometimes institutional settings (including being Sectioned or otherwise coerced into treatment) than 

say, their White British counterparts. 

Professor Bhui (2012), a professor of cultural psychiatry and epidemiology argues that the voluntary sector 

is crucial in addressing race inequality in mental health care. He thinks the voluntary sector has made good 

progress in providing alternative options to minority groups that are at risk of receiving mental health 

treatment through coercive methods. This is a view also supported by retired consultant psychiatrist Suman 
Fernando (2003). He has a specialist interest in the relationship between mental health, race and culture 
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and still writes regularly. He argues supporting the black voluntary sector essential in combating inequality. 

He calls this a ‘bottom-up approach”. In fact, The National Institute for Health and Care Excellence (2010) 

have incorporated into their updated Schizophrenia Guidelines the importance of mental health services 
working closely with local voluntary BME groups to ensure culturally appropriate psychosocial elements of 

treatment are delivered. This is important. It shows that the voluntary BME sector has officially been 

recognised as an evidence-based intervention in psychotic illness. 

Having over ten years’ experience working in the voluntary and community sector (care and support) I have 
seen first-hand on many occasions the positive difference non-statutory sector services such as charities 

can have on engaging vulnerable people. This especially includes people with mental health problems who 

have not engaged with other services, especially if this is community based and involves visiting people at 

home, or in other non-institutional settings. As is stated by Hackney Council in their 2011 report on 
community mental health services in their locality, service users are instinctively drawn towards the 

voluntary sector more than statutory services. This is not to dismiss the role of, or effectiveness of NHS 

based mental health services. In fact, some of my most rewarding and best outcomes with clients have 

come as a result of working in the voluntary sector and linking in with statutory sector services (home 
treatment, assertive outreach team’s, GP’s and acute inpatient settings being examples). 

As a first year mental health nursing student I will be working within statutory sector settings on placement 

practice for the next three years. I’m currently in an acute mental health ward. Possibly a career within NHS 

mental health services beckons. I will do my best to promote that nurses are well placed to make use of the 

BME voluntary sector. They do not need to be community based to do this. Care Programme Approach (CPA) 
meetings and formulation and/or discharge planning meetings are two examples I can think of that give 

ample opportunity for nurses to try and facilitate voluntary and community sector involvement, where 

appropriate and wanted by the service user, in their recovery. If we are to make a real and significant dent 

in how black men and other BME groups are represented in mental health statistics (i.e. get their type of 
contact and type of treatment from services on a par with other groups), there is a plethora of evidence, 

research and good practice guidelines indicating the voluntary sector is a vital cog in the wheel.  
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Freedom of movement? By Pete Cross 
 

While a row rages about expanding European 
borders, citizens still face restrictions on their 

movements within the UK finds Pete Cross -  

 

There has been much speculation in the British 

media lately (with varying degrees of vitriol) 
about the impact of Bulgarian and Roumanian 

immigration as work restrictions were lifted for 

these countries on January 1st. Some of this 

debate has involved the concept of 'freedom of 
movement' as part of the grand European 

project.  

 

We all have our views on this issue but let's not 
forget an ongoing issue of freedom of 

movement that is much closer to home, 

between Local Authority not national borders. I 

refer of course to that blight of our social care 
system, Ordinary Residence.  

 

The state, thankfully, does not seek to intervene as to where I choose to live in the county. However I am 

a non-disabled citizen. The situation would be different if I needed a support package from local government.  

 
The lack of any meaningful legislation on how and when funding responsibility should shift between local 

authorities in the event a person needing care chooses to move seems to me to be totally unforgivable. 

Indeed, VODG (Voluntary Organisation of Disabled Groups) in their excellent 2013 publication on this issue 

subtitled Ordinary Residence as an 'extraordinary mess', demonstrating how this is a significant human 
rights issue.  

 

Less say I have Autism and live in residential care funded by local authority 'A' (and within their borders). I 

have increased in independence to the extent that through person centred planning I now wish to move to 
supported living in a town in local authority 'B'. Simple right? Not so. I potentially face months of delay while 

cash strapped 'A' and 'B' argue out responsibility as to where I am "Ordinarily Resident" (probably legally). 

I will wait to be 're-assessed'. My capacity to make the move might be questioned. My advocates and family 

carers will likely face a bureaucratic nightmare. The organisations directly providing my support will be 

frustrated.  
 

An absence of legislation (with local authorities relying on guidance and toothless protocols) has thus created 

a shameful game of human chess where nobody wins. 

 
I have seen the negative impact of this upon individuals with support needs and carers (before we even get 

to the significant taxpayer funded process costs - it is seldom in the public internet for statutory agencies 

to "get legal" on one another). It has not been unknown for providers to themselves cover the individual's 

support costs while the wrangling continues. In purely financial terms let's also remember that people of 
working age especially often move through a support pathway because their independence has increased 

and thus support costs can reduce. Yet the empowerment and efficiencies thus created by good provision 

often go untapped while the Ordinary Residence battle plays out. I suspect these delays have become worse 

in recent years as local authority purse strings have tightened - and, therefore, people with the highest 
support needs and costs (such as my organisation supports) are likely to face the most drawn out processes.  

 

The Care Bill currently working its way through parliament seeks to put an end to this unholy mess in making 

authority 'B' (in the above example) financially responsible from day 1 of the move regardless of if they 

have yet undertaken their own assessment of need. However this draft legislation stops well short of true 
portability of funding and I expect will be a missed opportunity. Especially worrying is the clause that states 
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authority 'B' must be "satisfied that the adult’s intention is genuine" (in moving areas). Especially for people 

with Autism of a complex learning disability this could lead to increased inter-agency disputes on the issue 

of mental capacity. A further unresolved issue will be movement between countries within the UK as the bill 
only covers England.  

 

As providers and professionals in the social care field we have a duty to speak out when individuals we 

support face unfair discrimination - and I believe that for some, Ordinary Residence has had exactly this 
impact. The forthcoming legal framework is to be welcomed in potentially minimising delays for the disabled 

person, rightfully prioritising their needs as opposed to agency agendas. However I expect the costly and 

unhelpful disputes between local authorities that Ordinary Residence can cause are unlikely to become a 

thing of the past.  
 

 

Pete Cross is Head of Strategy with Autism Care UK, a national provider of support to adults. Views 

expressed are his own. Details of Autism Care UK can be found at www.atismcareuk.com and on Twitter 
@autismcareuk  

 
 

Why fuel poverty gets me hot under the collar… by Tony Watts 

“Some things in life are bad 

They can really make you sad 

Other things just make you swear and curse…” 

What makes you mad? I’m usually fairly equable until something gets my goat, and then I’m off on one. 

Usually it’s because of someone’s pigheadedness… when a little rationality and bigger thinking could solve 

so much. 

First witness for the prosecution: 31,000 excess winter deaths last year. That’s like wiping a small town off 

the map. 

31,000 families left to grieve for someone who might still be here today. To put it into context, it’s ten 9/11s, 

and more than ten times the annual death toll on our roads. 

And no, it doesn’t happen in colder countries like Sweden… 

I’ve been reporting on excess winter deaths for years now, and every time there’s an official wringing of 

hands, and we swiftly move on to other stories until the next year. 

There is a complex web of reasons why this happens, of course. The fact that you’re 16% more likely to die 

in hospital on a Sunday rather than a Wednesday is one. Older people landing up on trolleys for hours on 

end in A&E because doctors can’t be arsed to be called out at weekends is another. 

A higher incidence of colds and other ailments has to be allowed for too; and, of course, we have more falls. 

But there is a root cause that makes people less well in winter that can be fixed. Millions of older people are 

living in houses that are under insulated and inefficiently heated. Many homes are unadapted to their needs. 

Chest and heart conditions are exacerbated by the cold and damp. More falls happen because confusion can 

set in. People’s lives get shut in living within one or two rooms – and that can affect your whole sense of 

wellbeing and your health. 

http://www.atismcareuk.com/
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The (then) Government’s response some years back was to force the energy companies to undertake more 

(free) insulation of older people’s homes- albeit the companies themselves passed the cost on. That has 

helped – but there is still a huge way to go, making the latest decision to slim down ECO wilfully harmful. 

The Green Deal, meanwhile, by any mode of reckoning an unmitigated disaster, is encouraged to continue. 

Fuel bills continue to spiral, and we’re told that the best way to deal with this is not to stop the Big Six 

racking up huge profits. It’s for consumers to seek cheaper tariffs. That will only help so far – and it’s the 

smaller users of electricity and gas (older people) and who are often not on the Internet (older people) who 

will still have to pay the highest tariffs. 

As I point out in my piece on heating oil, it’s also older people on fixed and limited incomes who are paying 

through the nose on the tariffs for auto top ups – up to twice the cost of gas. 

We have to look at this in a root and branch way, and to really get to grips with it, with initiatives such as 

solid wall insulation, lower standing charges for lower users, more dedicated housing for older people, easier 

access to home adaptations to make them safer, an NHS that isn’t running on fumes at weekends… 

Either that, or perhaps someone up on high needs to be honest enough to say: “Look, all you very nice but 

slightly surplus to requirements oldies. We’re really sorry that tens of thousands of you seem to keep dying 

each and every year. 

“But in the greater scheme of things, we have more important things to spend the nation’s money on. Like 

HS2. Or paying redundancy packages to public sector staff and then rehiring them. Or heating MPs’ second 

homes. 

“And, let’s face it, many of you will be popping your clogs quite soon anyway… just not as quickly as you 

thought, that’s all.” 

After all, just what is an older person’s life worth? 

By Tony Watts, Chair, South West Forum on Ageing 

 

The babies in the river and a stain on our national conscience by Jill Segger 

It's a good day for a story about babies. The parable of 
the babies in the river tells of a settlement on a 

riverbank whose inhabitants began to notice infants 

floating downstream. As each one came by, someone 

would jump in and rescue it. As the days went by, more 

and more babies were pulled from the water, fed, 
clothed and taken care of to the best of the villagers' 

ability. 

Eventually, the number of children became too great 

and the village was overwhelmed. The community was 
divided between those who deplored the situation and 

others who recognised the need to go upstream to find 

and address the cause of the unfolding calamity. 

This tale has presented itself vividly to my mind over recent days. Conversations with two government MPs 
and the public statements of ministers, have reinforced the belief that the best of them belong to the diving 

into the river camp. A good constituency member told me of cases of benefit sanctions in which he has 

http://www.agenda-efa.org.uk/site/2013/11/new-way-help-combat-oil-fuel-poverty/
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laudably intervened for a just outcome. But it was evident that he perceived these as isolated and random 

phenomena. At worst, they were “stupid” incidents where bureaucrats had failed to act with common sense. 

When I offered him some cases of sanctions reported by other MPs and well-attributed information from a 
DWP 'mole' which put beyond reasonable doubt the fact that there is a wider official, if concealed, policy of 

sanctioning, he was obviously unsettled. But he showed no willingness to admit or investigate the possibility 

of an upstream cause. The other MP with whom I spoke (and neither of these politicians are from the wilder 

reaches of Conservative ideology) did not seem to even have noticed that babies were floating down the 
river. And of course, what you do not see, you may be inclined to dismiss as fantasy when someone else 

reports seeing it. Apparently, there could be no question of a policy or targets in relations to sanctions 

because Iain Duncan Smith had denied it and a minister “just couldn't get away with lying like that”. 

Mr Duncan Smith belongs in yet another category. He appears to believe that both the river and the babies 
are an invention of malevolently inclined opponents of his policies. The minister has justified his refusal to 

meet with the Trussell Trust to discuss the connection between the growing use of foodbanks, welfare cuts 

and sanctions, by accusing the organisation of “scaremongering” and “seeking publicity”.  

Taking their cue from this exemplar of scornful dismissal, many government MPs sank to a new low in the 
Commons last week. During the debate on foodbanks and hunger in the UK, triggered by a petition launched 

by campaigner Jack Monroe with the support of the Trussell Trust, they jeered as Opposition members 

recounted the suffering of many of their constituents.  

Admittedly, this was an Opposition Day Motion brought by Labour and it has been argued that it would have 

been better not to have framed the motion so as to seek to make party capital from the debate. But that 
does not alter the simple fact that in one of the world's wealthiest countries, a growing number of people 

cannot afford to feed themselves or their families.  

On Christmas Day the Archbishop of York John Sentamu called this “a stain on the conscience of our nation”, 

while the former Archbishop of Canterbury, Rowan Williams castigated Iain Duncan Smith for his comments 
http://www.ekklesia.co.uk/node/19751 

There are many of us who will not yet have decided who will get our vote in 2015. We are unlikely to give 

support to politicians who are unable or unwilling to acknowledge that their policies could be wrong or have 

unintended consequences. It is probable that we will be reluctant to cast a ballot for those who lack the 
rationality and moral intelligence required to weigh evidence with integrity – particularly when that evidence 

points to inconvenient truth. It is certain that few of us will vote for men and women who mock the hardship 

of others for political gain. The bishops are speaking out. In this season of revolutionary love, let us, as 

citizens, voters, people of faith and of good faith, “try what love can do.” 

* Christmas on Ekklesia: http://www.ekklesia.co.uk/  

------ 

© Jill Segger is an Associate Director of Ekklesia with particular involvement in editorial issues. She is a 

freelance writer who contributes to the Church Times, Catholic Herald, Tribune, Reform and The Friend, 

among other publications. Jill is an active Quaker. See: 
http://www.journalistdirectory.com/journalist/TQig/Jill-Segger  

You can follow Jill on Twitter at: http://www.twitter.com/quakerpen 
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The conundrum of dementia by Kate Swaffer 

co·nun·drum 

/kəˈnəndrəm/ 

Noun 

1. A confusing and difficult problem or question. 

2. A question asked for amusement, typically one with a pun 
in its answer; a riddle 

My voice was analysed on radio last week and I was glad the 

few minutes I was interviewed on air showed very little of the 

impairment in my speech that is more often evident at home 
when I am relaxed. To most people, it showed virtually none; 

to my husband who knows me well, it was evident. For me, 

on the day, I know how hard I worked to sound ‘normal’, but 

realise how often this works against me as it further cements the notion of disbelief. Many of my friends 
with dementia talk about this disbelief too, and we all get tired of constantly having to defend ourselves. 

So the question is, do I [PWD] simply give in and stop paddling against the disabilities of dementia, and 

accept the humiliation that brings with it, or do I keep fighting to accommodate the disabilities of dementia, 

to hide them as much as possible. It is a conundrum, as the annoyance my family feel when someone like 
Ian Henschke says, on air, ‘but it sounds like there is nothing is wrong with her’, is tangible. Sadly, it is 

something that would never happen if it was cancer, he would have said something like, ‘you look so well 

in spite of your disease’. 

The saying ‘it is what it is’ gets quite a hammering in this house, because that’s exactly what it is! When a 

person is diagnosed with dementia, research says they feel humiliated and ashamed. I can confirm I still 
occasionally feel ashamed, and certainly still feel humiliated every single time I get something wrong, miss 

a word or meaning, stumble with my words, or publicly display a disability. It is of course, one reason I 

work so hard to hide them. For now, during my moments in public I can usually overcome or hide things, 

but I am definitely going out less often as it is getting harder. 

My dear husband is currently prodding me with an electric poker (figuratively speaking of course!!) as I’m 

wanting to give up a few activities simply because it is becoming so much more difficult, and taking a 

lot longer, to achieve a result of any kind. We’ve seen others who appear to ‘give in to dementia’, who stop 

fighting against the symptoms, and it is a very slippery slope. My head [and husband] pushes me to keep 
fighting, to keep speaking out, to keep ignoring those who openly doubt, to just accept the conundrum that 

doing well with dementia brings with it. We have to, as it is the only way we will ever beat the stigma and 

discrimination, and break down the myths and misperceptions about PWD in our communities. 

kateswaffer.com is committed to meaningful dialogue with a wide range of stakeholders about the critical 

issues impacting a person living with a diagnosis of dementia and their loved ones 

http://kateswaffer.com/  

 

 

 

 

http://kateswaffer.com/
http://kateswaffer.files.wordpress.com/2013/06/anepistemologicalconundrum.jpg
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Models of mental health care by Henrietta Ross 

Perhaps Quaker William Tuke was right. When he opened the 

York Retreat in the 1790’s he shunned physical restraint and 

incorporated what became known as ‘Moral Treatment’. 

Psychiatrists encouraged by Tuke’s philosophy believed that 

a carefully designed and regulated environment helped to 

restore a patient’s sanity. For a time ice cold baths, isolation 

and physical restraint became a thing of past until the 1900’s 

when psychiatry began experimenting with what it 

considered to be cutting edge treatments such as ECT and 

Lobotomies.  

However, everything changed with the advent of a new drug 

in 1951. In the 1940’s and early 1950’s, a French 

pharmaceutical company were investigating drugs for 

sedating patients and it was during this research that they 

came across Chlorpromazine. There findings soon attracted 

psychiatrists who up until this point had only a small number 

of sedatives to work with in controlling (pacifying) patients. 

Following on from this newly found wonder drug, laboratories helped by pharmaceutical industries and 

professionals went on to discover and make a wide variety of other drugs that would become widely available 

in treating mental illness. Today, some sixty years on, we now have a multi-billion pound industry in America 

affectionally called Big Pharma. Once they realised the impact of Chlorpromazine, there was no stopping the 

avalanche of new drugs that they were willing to research and produce for psychiatric purposes, as their 

profits reached atmospheric levels. 

When one considers Psychiatrists, it is all to easy to see how their love of the medical model which essentially 

involves looking for specific patterns of behaviour - diagnosing (not necessarily correctly) - and prescribing 

in one swift swoop fits in well with the drug companies who many of them are in bed with as we speak. 

What is most concerning however, is that neuroscience is an inexact science, meaning that we know and 

understand very little about the complexity brain. Therefore, to use drugs whose properties are usually for 

physical aliments to treat an organism that we have only a partial understanding of is unsafe and perilous. 

Psychiatrists additionally have very little pharmacological knowledge regards to the potent chemicals they 

are administering to individuals. They well may know what a specific drug is good for; re Bipolar Disorder, 

Anxiety so forth but will often have no comprehension of side effects or possible complications of those 

drugs. 

Ten years ago I was diagnosed with Bipolar Affective Disorder. Once diagnosed, quite rapidly, I was 

prescribed a cocktail of drugs which over a short space of time alarmingly caused me more problems than 

the disorder itself. The mood stabilizers caused excessive weight gain which not only caused me to feel 

severely unfit but also impacted upon my self esteem and served to lower my mood further. The anti-

psychotics I was prescribed that kept being continually increased caused cognitive impairments, an 

increased need for sleep and perpetual drowsiness when awake, lack of motivation and diminished levels 

creativity.  
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When I complained worryingly and frustratingly of the side-effects I was quite regularly told rather 

patronizingly ‘but you’re well’ almost as if a diminished, only partial existence can be equated to a life well 

lived, if one is not conflicted with mental illness at any point.  

For me the medical model has limitations. If I want a Psychiatrist to look at a sample of my behaviour, if I 

am looking for a diagnosis and/or if I am willing to take psychotropic medications, then it works well. I 

myself have benefited from a competent Psychiatrist diagnosing me and I still use a very small amount of 

drugs myself when need be. 

However, after diagnosis and/or prescriptions, I find Psychiatrists become rather redundant. The medical 

model which focuses on the brain seems to rather perplexingly see the mind and the body as two separate 

entities acting independently of each other. Additionally, many psychiatrist see mental illness in terms of the 

brain being diseased which is understandable given their training but does very little to inspire hope in one’s 

patients and certainly gives the subconscious message that any aspirations one may have need to be 

reduced and/or re-aligned in relation to the disability and consequent restrictions that having a mental 

illness will cause. 

If the mind and body are understood, wrongly, to be two separate entities then it makes perfect sense that 

Psychiatrists seem to spend very little time considering the overall health of their patients. For example, 

they do not seem inclined to look at a patient’s diet and how food not only has an impact on the body but 

also substantially on the brain of an individual or exercise and the resultant release of endorphins which can 

be particularly beneficial in an individual suffering form mental illness as well as the benefits of simply being 

fit and healthy on one’s life. 

Surely to understand and treat any individual we need a ‘holistic approach’ one that understands and 

considers the whole person, instead of simply following ‘a one size fits all’ medical model that offers very 

little to an individual in the way living their lives. An individual rather than simply being their illness could 

slowly learn the art of living with their illness, in a way that ultimately feels authentic to them, taking into 

consideration their own unique personality, beliefs, values and given understandings. Rather, that is, than 

accepting a life spent taking toxic chemicals that they know very little about, an in-built pessimism about 

their life chances which psychiatry happily peddles out and the depressing reality of a life only half-lived. 

Maybe Tuke was right, agreed his patients were in an asylum but I’m not talking about the environment 

that the care was administered in but the approach used, which was essentially the moral treatment beloved 

by the Victorians. If Psychiatry nowadays could understand that individuals need to heal, rather than 

necessarily be cured, if they understood the value and impact of kindness and measured, ‘holistic’, humane 

treatments rather than pacification through chemicals, if they comprehended the innate need humanity has 

to be social and work together, how important purpose is to each of us and how regular routines and habits 

create structure in what were once chaotic lives then maybe we could move forward, just a little. 

Henrietta Ross is a writer and Blogger from the UK. She has her own personal blog at 

http://henriettaross.blogspot.co.uk and also writes for online magazines and websites. 

 

 

 

http://henriettaross.blogspot.co.uk/


24 
 

AUTHORS’ GUIDELINES 

Care to Share Magazine is a collaborative initiative open to anyone with an interest in the social care 

sector. It’s a monthly magazine that aims to capture a wide range of views from people throughout the 

sector. 

Articles are sought from a wide range of contributors including workers, service-users, carers, policy-makers 

and others who have something to say. Although we cannot pay for articles (it’s a free magazine, after all) 

all articles will be credited and authors have the opportunity to see their web details (website, blog etc.) 

published alongside their contribution.  

Email Stuart Sorensen (editor) at info@TheCareGuy.com if you’d like to submit an article. 

Submitting an article to Care to Share Magazine is easy. The magazine seeks to reflect a diverse range 

of opinions. This means that articles that may be unpopular and so rejected by other magazines will be 

accepted here so long as they follow the guidelines below. Care to Share magazine values freedom of 

speech and the right to be heard. Hopefully this inclusive policy will help to develop a lively and vibrant 
community where all can come together and learn from each other. 

Guidelines for authors: 

1.  Articles can be on any topic you wish so long as there is a genuine link to a social care related 

topic; 
2. Articles should be written in English and between 500 and 1000 words in length; 

3. Care to Share Magazine reserves the right to delay publication of any article to ensure balance in 

each edition; 

4. Care to Share Magazine reserves the right to edit articles to ensure appropriate length and 

legality; 
5. Referenced articles are welcome but not essential. This is a magazine after all, not an academic 

journal. However, if you do decide to quote research a reference would help; 

6. Please submit any photographs you’d like to be included alongside your article; 

7. You must own the copyright for any article or picture you submit (or have the owner’s expressed 
permission to submit it); 

8. Abusive articles will not be accepted; 

9. Please provide a short biography or self-description along with your article (50 words 

maximum); 
10. Please provide any working weblink that you would like to appear alongside your article (EG to 

your website or blog); 

11. Please Email your article in MSWord format to info@thecareguy.com; 

12. The deadline for each edition’s submissions will be the 9th of that calendar month unless 
otherwise specified; 

13. Care to Share aims to be a community as well as a magazine. Therefore articles may also 

appear for comment on the ‘Care to share magazine’ blog; 

14.  Although there is inevitably an element of ‘content marketing’ associated with a 

venture of this kind, blatant commercials asking readers to purchase products or 
services will not be accepted. Links to free services are fine but Care to Share is a 

community venture, not a commercial enterprise. 
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