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WORKING TOWARDS UTOPIA
What makes a good social work organisation? Chris Mills
argues a learning environment and a ‘just culture’ is key, but

how can such idyllic workplaces be created?
M

ost social workers

would agree that the

organisations they work

for should be learning

environments. Places

where continuous

learning and new ways of creating desired

outcomes and innovation are fostered and

supported. 

Indeed, such an environment seems

necessary to deliver complicated services to

people with complex needs.

There’s no off-the-shelf catalogue of simple

techniques for protecting children from abuse

and neglect or for meeting elderly people’s

needs respectfully and compassionately. So

we need to learn from practice – from what

works well and what doesn’t. And we need to

assess the impact of services as we deliver

them to achieve consistently better results as

time goes by.

But how do we create such workplaces?

Surprisingly, there is no great body of

research addressing how social work

organisations can become learning

environments. In order to address this

question we need to think laterally and, at

times, draw on experience from other fields,

industries and professions.

It’s not difficult to see how bureaucracy can

inhibit organisational learning. Complex sets

of rules and regulations devised by small

groups of ‘experts’ or senior managers result

in command and compliance cultures in

which doing a good job amounts to doing

only what the manual prescribes, not what

meets the needs of service users.

When it comes to
creating safe and
effective work
cultures in high risk
environments,
social services can
learn from other
sectors, such as
manufacturing,
says Gordon
McKeown

US OIL EXPLORATION COMPANY’S PROACTIVE  
THE most mature industries are characterised by

high performance business cultures and risk-

based regulations. Managers need to know the

status of the business in detail in order to ‘stay

out of jail’, protect the organisation’s reputation

and deliver the best possible results. Transport,

complex manufacturing, energy and chemicals

are good places to look for great management as

these industries have been on the maturity

journey for decades.

When an industry is about to enter a phase of

regulation and a step change in maturity, there is
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without fear of sanction, but are positively

rewarded for doing so. They also stress that a

precondition of a reporting culture is a just

culture. Writing in the BMJ, Professor James

Reason describes this as one in which there

is “…a collective understanding of where the

line should be drawn between blameless and

blameworthy actions” (BMJ, Volume 320 18

March 200. See also, Sidney Dekker’s Just

Culture: balancing safety and accountability).

Deliberate wrongdoing should rightly attract a

firm disciplinary response. But people who

make errors of judgement, or commit slips

and lapses (even those who perform

violations in pursuit of getting the job done)

should never face sanction.

There is probably no professional group

more familiar with blame than social workers.

In both child protection and adult services

there are long histories of ‘disasters’ in which

social workers have been named, shamed

and not infrequently ruined. 

The climate of fear brought about by

politicians and journalists, and sometimes

even other professionals demanding that

erring social workers be called to account,

has created a wholly dysfunctional

environment that frustrates learning and

results in services that are less safe and of

lower quality than they could otherwise be. 

The road to change may appear to be

impossibly steep, but experience in other

In organisations like these, learning is

limited to identifying ways in which workers

can better achieve goals and targets set from

the top. This is called ‘single-loop’ learning

and contrasts with ‘double-loop learning’,

which involves questioning underlying rules,

policies, targets and goals as well as the

means of achieving them. 

Eileen Munro, in her review of child

protection, explicitly questioned whether

sufficient space has been created in

children’s social work for double-loop

learning. She concluded that statutory

guidance, targets, rules and regulations had

become so extensive that the capacity of

social workers to work with children and their

families, and to meet their needs in a

reflective and child-centred way, had been

significantly reduced.

Another major obstacle to the creation of

learning organisations is blame. A mistake

made at work can be regarded in two distinct

ways. It can be the reason for rebuke,

sanction or discipline, or it can be an

opportunity to learn and improve. But if the

culture of an organisation is one in which the

first and most frequent recourse to dealing

with mistakes is sanction and discipline, it

should surprise no one that few employees

will readily admit to error. 

A consequence will be that mistakes that

are an integral part of everyday practice, and

organisational designs which make them

possible, will remain hidden. 

Rather than resulting in improvements,

such as greater safety and higher quality, the

organisation stagnates and the same failings

and errors go unaddressed, ready to reoccur

without warning at a future date.

Psychologists who study organisational

safety stress the importance of developing

and maintaining a reporting culture in which

staff are not only free to report mistakes

fields and industries shows progress can be

made, sometimes with astonishing speed.

Civil aviation, for example, has since the

1980s moved rapidly towards developing a

just culture and to creating workplaces in

which error is freely confessed and openly

discussed. Confidential reporting systems

have been developed to allow staff to

highlight their own mistakes without fear that

their ‘cards’ will be marked.

There is a broad consensus that it is better

to know about errors than to pursue those

who make them. Pilots, cabin crew and

ground staff are now trained in ‘human

factors’ (sometimes called ‘crew resource

management’) to help them identify, analyse

and understand workplace errors and devise

ways to reduce or mitigate their impact. 

Learning organisations cannot be created

overnight. But it is possible to make

improvements that will over time become the

foundations to create a workplace in which

learning is more easily possible. Progress

could be made by more careful consideration

of the impact of administrative systems on

workers’ ability to respond to difficult front

line situations more flexibly and more

reflectively. 

IT systems that drive practice through

‘workflow’ and other prescriptive features

should be replaced by ones that support

practice by reducing the administrative

burden on front line staff and which provide

helpful feedback enabling individuals and

organisations to learn and improve. 

Unless a just reporting culture can be

progressively developed, safety and quality

are unlikely ever to improve.

feature

It is better to know
about errors than to
pursue those who

make them

Chris Mills has worked as a child protection social worker

and social work manager, a social work academic and as a

policy adviser in child protection for a leading UK charity
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Gordon is Product Marketing Manager at Ideagen, a company

that provides products and solutions to healthcare, life sciences,

energy, aviation, and complex manufacturing industries

      
an opportunity for management to be proactive

about changing strategy. A live example is US

energy giant Chevron, which moved beyond the

safety case and implemented a risk-based high

accountability culture ahead of their peers in the

oil exploration business. In some areas of public

services in the UK, there are several big drivers

for change that we recognise as precursors of a

step change in maturity:

• Financial pressure to deliver efficiencies

• Problems with IT systems due to complexity,

fragmentation and lack of a joined up approach

• Low productivity and a sense of intense

pressure on under-equipped front line staff

• Poor quality information management resulting

in low awareness of what’s going on

operationally

• Front line staff grumbling about bureaucracy

• High profile incidents that involve suffering and

attract political scrutiny and public criticism

• Soul searching, blaming, and a sense of

‘What the hell can we do about this?’

Children’s social care fits this description.

Each year Ofsted reports into the death or

serious harm to children in receipt of social care

in England and Wales. In almost every case an

opportunity to intervene was missed because –

to use the aviation term – of poor safety

intelligence. Managers involved in the delivery of

public services could benefit from investigating

risk-based performance management. 

APPROACH  TO RISK MANAGEMENT OFFERS A ‘LIVE’ LESSON TO MANAGERS
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