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Executive Summary
Complex care has a peculiar characteristic.
A service can change profoundly while appearing, on paper, to have changed hardly at all.
The person supported is the same.
The address may be the same.
The commissioner may be the same.
The contractual description may be the same.
The weekly care package may even carry broadly the same number of hours.
Yet underneath those familiar labels, almost everything may have moved.
A person's health deteriorates.
Medication becomes more complex.
Mobility reduces.
Behaviour changes.
A family relationship becomes more difficult.
A trusted employee leaves.
Agency use increases.
New clinical tasks are delegated.
Technology becomes essential.
A commissioner introduces additional reporting requirements.
Margins tighten.
Managers absorb more responsibility.
A care plan receives amendment after amendment.

Individually, none of these developments necessarily represents a crisis.

Collectively, they can create a service materially different from the one originally assessed, commissioned, staffed, priced and insured.
This paper describes that process as Complexity Creep.
It is not a clinical diagnosis, regulatory term or established academic model. It is a practical concept developed from conversations across social care and from established thinking in safety science, organisational behaviour, resilience and systems theory.



Its central argument is simple:
Complexity does not have to arrive suddenly to become dangerous.
It can accumulate.
That matters because complex care is already operating within a system under significant pressure.

Demand for adult social care continues to rise. CQC reported that new requests for local authority-funded adult social care in 2023/24 were 4% higher than the previous year and 8% higher than in 2019/20.

Workforce stability remains a material concern. Skills for Care reported an independent-sector turnover rate of 24.7% in 2024/25, while the sector contained approximately 1.71 million filled and vacant posts. It estimates that around 470,000 additional posts may be required by 2040 to meet demographic demand.
Vacancy rates have improved from their post-pandemic peak, falling to approximately 7% in 2024/25, but that still represented around 111,000 vacant posts.

At the same time, national policy continues to emphasise stronger community-based support, particularly for people with learning disabilities and autistic people, with agencies expected to work together to provide flexible, responsive and thoughtfully commissioned support outside institutional settings.
The direction is understandable.

People should, wherever possible and appropriate, be able to live meaningful lives within their own communities.
But increasingly sophisticated community care requires increasingly sophisticated resilience.

A dispersed complex-care system does not become safer simply because it is more personalised.
Personalisation, independence and community support need strong infrastructure behind them.

This means providers must become better at detecting when everyday change has altered the underlying risk of a package.








This white paper explores:

1. The illusion of stability in complex care.
2. Why complexity accumulates rather than announces itself.
3. How changing acuity can alter operational risk.
4. Why workforce instability changes more than staffing numbers.
5. The danger of knowledge being concentrated inside individuals.
6. Normalisation of deviance and organisational drift.
7. Risk at the interfaces between organisations.
8. The relationship between commissioning assumptions and operational reality.
9. Weak signals before serious incidents.
10. Why exceptional employees can hide fragile systems.
11. The financial and insurance implications of complexity creep.
12. The COMPLEX Framework, a practical methodology for reviewing changing care packages.
13. Questions boards and senior leaders should ask.
14. What providers appear to be telling us.
15. Why complexity must be reviewed at the speed at which it changes.

The fundamental challenge is not eliminating complexity.
Complex care exists because human lives are complex.

The challenge is recognising when the system built around an individual has changed enough that its original assumptions are no longer reliable.













1. The Illusion of Stability
Complex care often begins with a significant assessment process.
Needs are identified.
Risk assessments are completed.
Clinical input may be obtained.
Hours are calculated.
Competencies are determined.
Staff are recruited.
Training is commissioned.
Funding is agreed.
Contracts are signed.
Care plans are developed.
Responsibilities are allocated.
A package begins.

At that moment, there is usually considerable organisational attention.
The danger comes later, because once the package becomes established, familiarity can create the impression of stability.
The same staff arrive.
The same routines take place.
The same documentation is completed.
The same package appears on management reports.
It becomes part of business as usual.

But business as usual does not mean risk as usual.

A package is a living system.
Every component can change.
The person changes.
The workforce changes.
The family changes.
The provider changes.
The commissioner changes.
The clinical environment changes.
The technology changes.
The regulatory environment changes.
The financial environment changes.
The wider health and care system changes.
Sometimes those changes are obvious.
Often they are not.




The dangerous phrase: "Nothing significant has changed"
What qualifies as significant?
A new diagnosis?
A hospital admission?
A safeguarding incident?
A change of commissioner?
Perhaps.
But significance can also emerge from accumulation.

Imagine a person receiving 24-hour support.

Over eighteen months:
· their mobility has deteriorated;
· two experienced staff have left;
· a new medication has been introduced;
· night-time interventions have increased;
· a parent who previously assisted informally is now less able to help;
· a new agency supplies some shifts;
· the registered manager is overseeing additional packages;
· an electronic care-record system has replaced paper;
· staff have begun undertaking a new delegated healthcare task;
· the package rate has not materially changed.

Which was the moment the package became different?
There may not have been one.
That is precisely the problem.
Complexity can change without identity changing
Organisations are good at noticing categorical change.
A new service.
A new location.
A new client.
A new contract.
They can be less effective at recognising change within continuity.
The package is still called the same thing.
But its operational characteristics may have migrated.

This distinction sits at the heart of Complexity Creep.





2. Complexity Does Not Arrive All at Once
One useful way of understanding complex care is through complex adaptive systems thinking.

Health and care systems are not simple machines in which one input predictably produces one output. They contain many interacting actors, feedback loops, dependencies and adaptations. Systems approaches to healthcare increasingly recognise this complexity and the way outcomes emerge from interactions across the system rather than isolated components.
Complex care is perhaps one of the clearest examples.

Consider a person receiving neurological support in their own home.
Their care may depend on:
· support workers;
· registered nurses;
· a provider;
· a registered manager;
· a commissioning team;
· primary care;
· specialist clinicians;
· pharmacy;
· occupational therapy;
· physiotherapy;
· equipment providers;
· family members;
· housing arrangements;
· transport;
· technology;
· emergency services;
· regulators;
· insurers.

The service is not merely the sum of these components.
It is the interaction between them.

A small change in one part can alter the pressure elsewhere.

If mobility deteriorates, staffing demands may increase.
That may affect rota resilience.
That may increase agency use.




Agency staff may be less familiar with subtle behavioural or clinical cues.
Permanent employees may then carry additional supervisory responsibility.
Overtime increases.
Fatigue increases.
Documentation becomes harder to maintain.
The registered manager spends more time firefighting.
Training is delayed.
None of this necessarily starts with poor care.

It may start with a perfectly normal change in someone's condition.
Linear governance in a non-linear environment

Many management systems remain understandably linear.
There are:
· incidents;
· audits;
· complaints;
· training records;
· risk assessments;
· supervision;
· KPIs;
· safeguarding reports.

Each is useful, but Complexity Creep can sit between them.

The audit is satisfactory.
Training compliance is 94%.
The rota is technically filled.
No safeguarding threshold has been reached.
The care plan has been updated.
Yet experienced leaders may still walk into a service and feel:
This package is becoming harder to hold together.
That intuition should not be dismissed.

It may represent recognition of an emerging system-level problem before traditional indicators have caught up.








3. Acuity Drift
Complex care packages are frequently built around an understanding of need at a particular point in time.
But need is not static.
People age.
Conditions progress.
Mental health fluctuates.
Medication changes.
Mobility changes.
Communication changes.
Relationships change.
Behaviours change.
Clinical interventions change.
The package may retain its label while its clinical reality moves

Consider a supported-living service.
It may still be described administratively as supported living.
But over time, a person may require:
· more intensive medication support;
· enhanced seizure monitoring;
· increased behavioural support;
· greater assistance with mobility;
· more frequent night intervention;
· additional healthcare tasks;
· closer supervision in the community.

The service category remains familiar.
The underlying activity is increasingly specialised.
This is acuity drift.
The danger is not necessarily that providers fail to notice each individual change.
They may document them extremely well.
The danger is that nobody asks the cumulative question:

Given everything that has changed, would we design, staff, price and approve this package in exactly the same way if we were starting it today?

That is a much harder question.
And an important one.






A fresh-start test
Providers could periodically conduct a simple thought experiment:
Imagine this individual was referred to us today.

Would we:
· accept the package?
· use the same staffing ratio?
· require the same competencies?
· charge the same rate?
· use the same supervision arrangements?
· accept the same lone-working exposure?
· rely on the same technology?
· structure management oversight in the same way?
· consider the existing insurance arrangements sufficient?

If the answer to several questions is no, the package has changed materially whether or not anyone has formally described it as such.

4. The Human Infrastructure Problem
A complex-care provider does not primarily deliver care through buildings or software.
It delivers care through people.
That makes workforce instability structurally important.

Skills for Care's 2024/25 data reported turnover of 24.7% in the independent sector.
Registered managers are particularly important because they often sit at the point where quality, workforce, safeguarding, families, commissioning, regulation and operational reality collide. Skills for Care's regional summaries show an England registered-manager turnover rate around 17% and vacancy rate around 11.4% for 2024/25.

These figures matter, but turnover statistics describe only the movement of people.
They do not fully describe the movement of knowledge.
What leaves when someone leaves?

An experienced support worker may know:
· how someone communicates pain;
· which changes in behaviour usually precede distress;
· how a family prefers to be contacted;
· which routines reduce anxiety;
· how to encourage medication compliance;
· how a person responds to unfamiliar environments;
· what "normal" looks like for that individual.
Some of that knowledge will be documented.
Some will not.

The difference is tacit knowledge.
It is learned through experience rather than manuals.

In complex care, tacit knowledge can be extraordinarily valuable.
This leads to a question organisations rarely quantify:
How much operational knowledge is concentrated inside individual employees?

The Knowledge Departure Test
Choose a package.
Now imagine that tomorrow its three most experienced frontline employees leave simultaneously.

Ask:
· What practical knowledge disappears?
· What relationships disappear?
· What behavioural understanding disappears?
· What family confidence disappears?
· What workarounds disappear?
· What clinical familiarity disappears?
· What would new staff have to relearn?
· Which of those things is properly recorded?

The test is deliberately uncomfortable.
It exposes something conventional vacancy metrics cannot.
A fully staffed rota is not necessarily a fully resilient service.


5. Work as Imagined and Work as Done
One of the most useful ideas from resilience engineering is the distinction between work-as-imagined and work-as-done.
Work-as-imagined is how procedures, policies and formal systems expect work to happen.
Work-as-done is how people actually achieve the task within the conditions they encounter.

Healthcare research using resilience-engineering approaches has explored precisely this gap, showing how frontline activity adapts to demand, capacity and real operating conditions.
This distinction is particularly relevant to complex care.


Work as imagined
The care plan says two employees accompany the individual into the community.
Work as done
One staff member calls sick.

There is no immediate replacement.
The activity is important to the person.
A manager rearranges another shift.
An experienced employee stays late.
The activity happens safely.
Outcome: success.
Nothing appears on an incident dashboard.
But the system has revealed something.
It required adaptation.
Now imagine that happens once.
Then again.
Then weekly.
Eventually, the workaround becomes normal.

Successful adaptation can conceal structural weakness

This is one of the paradoxes of complex care.
Good staff solve problems.
That is exactly what providers want.
But repeated successful adaptation can prevent organisations from recognising the fragility that made the adaptation necessary.
What looks like resilience may actually be continuous compensation.


6. Normalisation of Deviance
The concept of normalisation of deviance is associated particularly with sociologist Diane Vaughan's analysis of the Challenger space shuttle disaster.
The principle is unsettlingly simple.

When a deviation from expected practice does not immediately lead to harm, people can gradually begin to view that deviation as acceptable.

Healthcare literature has subsequently applied the concept to patient safety.

Complex care creates fertile conditions for this process because frontline teams frequently need to adapt.



For example:
"We normally use two people, but Chris knows him really well."
"The training is due, but she's been doing this for years."
"The formal review hasn't happened yet, but everyone knows what's changed."
"We're using agency tonight, but the senior will keep an eye on them."
"The risk assessment needs updating, but nothing has happened."
"The night rota is tight, but we've managed."

Each statement can be understandable in context.
That is what makes drift difficult to detect.

Rasmussen and migration towards boundaries
Safety scientist Jens Rasmussen described organisations operating under competing pressures, including safety, workload and economic constraints. Later work developing his model describes how systems can gradually migrate toward the boundary of acceptable performance under those pressures.
That idea maps extraordinarily well onto contemporary social care.

Providers face simultaneous pressure to:
· deliver safe care;
· meet individual preferences;
· maintain staffing;
· comply with regulation;
· meet commissioner requirements;
· manage costs;
· retain employees;
· respond to families;
· maintain occupancy or package volumes;
· remain financially viable.

Nobody deliberately chooses unsafe care.
Instead, thousands of operational decisions attempt to balance competing objectives.
The risk is drift.

The problem with yesterday's success
A provider might say:
"We've worked that way for eighteen months and nothing has gone wrong."
But the absence of an incident does not necessarily demonstrate the presence of adequate safety.
Sometimes it demonstrates that the system has not yet encountered the combination of circumstances capable of exposing its weakness.


7. Risk at the Interfaces
One of the most persistent themes in complex care is that responsibility is distributed.
This can create what I describe as the Accountability Gap:
Everybody is responsible for their part. Nobody is necessarily responsible for the space between the parts.

Complex care depends on interfaces.
Provider and commissioner.
Provider and family.
Provider and GP.
Provider and hospital.
Provider and pharmacy.
Provider and community nursing.
Provider and landlord.
Provider and equipment supplier.
Provider and agency.
Provider and technology company.

The Swiss Cheese principle
James Reason's widely known Swiss Cheese Model describes safety systems as containing multiple defensive layers, each imperfect. Harm can occur when weaknesses across several layers align.
Complex care rarely depends upon one protection.
Consider medication safety.

Protection may depend on:
· prescribing;
· pharmacy;
· delivery;
· storage;
· MAR/eMAR systems;
· training;
· competency;
· staffing;
· handover;
· escalation;
· auditing.
A failure in one layer may be caught by another.
But when several weaknesses align, consequences can escalate rapidly.
Multi-agency systems increase interface risk

Government's Building the Right Support policy explicitly emphasises agencies working together so that people with learning disabilities and autistic people receive joined-up, flexible and responsive support in the community.
That ambition is right.
But every additional interface creates another dependency.
The important governance question becomes:

Who owns the joins?
When medication changes in hospital, who confirms that the provider has received and understood the new instructions?
When behavioural risk increases, who determines whether commissioned hours remain appropriate?
When a family can no longer provide informal support, who recognises that this has increased the formal package's dependency?
When an equipment supplier changes, who assesses the operational consequence?
When someone is discharged from hospital, who confirms that the original risk assumptions remain valid?

Complex-care providers cannot control every organisation around them.
But they can map dependency.


8. The Commissioner-Provider Gap
Complex care operates within both clinical and economic reality.
Sometimes those realities collide.

A package may be commissioned at one level of need.
Need changes.
The provider adapts.
Staff work harder.
Management absorbs pressure.
Additional hours are occasionally supplied.
Margin declines.
Formal reassessment takes time.
The service continues.
This can create a dangerous gap between the care being funded and the care actually being delivered.










Complexity has a cost
Higher complexity may require:
· different staffing ratios;
· greater training;
· enhanced clinical supervision;
· additional management;
· more specialist recruitment;
· greater insurance protection;
· more equipment;
· increased travel;
· more documentation;
· additional contingency.

If funding does not move with complexity, the provider is left with limited options.
Absorb the cost.
Reduce margin.
Renegotiate.
Restructure.
Exit.
None is straightforward.

Sustainability is part of safety
There is sometimes discomfort about discussing financial viability in conversations about quality.
That is a mistake.
A care package cannot remain safe indefinitely if the operating model required to deliver it is financially unsustainable.
Financial resilience and care resilience are connected.

CQC's assessment of adult social care continues to describe a system under substantial strain, with rising demand and persistent capacity concerns.
The provider's responsibility is therefore not simply to identify that needs have changed.
It is to translate change into the operational, clinical and commercial requirements necessary to continue supporting the individual safely.

Commissioners need the same visibility.





9. The Incident Before the Incident
Serious incidents command attention.
That is appropriate.
But organisations interested in resilience should also study what happens before something becomes serious.
Near misses.
Repeated small deviations.
Unexpected overtime.
Unfilled shifts.
Medication queries.
Staff concerns.
Family anxiety.
Minor documentation failures.
Training slippage.
Increased call-outs.
Unusual behavioural patterns.
Equipment faults.
Unexpected hospital attendance.
Complaints that do not meet formal thresholds.

Weak signals
High-reliability thinking places importance on sensitivity to operations and early signs that conditions are changing.

Complexity Creep often produces precisely these signals.
The difficulty is that they exist in different systems.

HR sees sickness.
Operations sees agency use.
Quality sees minor incidents.
Finance sees package margin.
The manager sees staff fatigue.
The family sees behavioural change.
The commissioner sees review requests.
Individually each signal may look manageable.
Collectively they tell a different story.








The Weak Signal Review
I would encourage complex-care providers to introduce a periodic question:

What happened this month that nearly became serious?
Then add:
· What is happening more frequently?
· Which package is consuming disproportionate management attention?
· Where are staff improvising most often?
· Which individual generates the greatest number of out-of-hours decisions?
· Which package would be hardest to staff tomorrow?
· Where have family concerns increased?
· Where has commissioned provision become misaligned with actual delivery?
This is not about creating another spreadsheet.
It is about noticing movement.

10. When Good Care Depends on Heroics
Some of the finest people in social care are exceptionally good at making difficult systems work.
They cover shifts.
They know the individual intimately.
They call families.
They chase clinicians.
They help newer employees.
They fix documentation.
They reorganise rotas.
They notice subtle changes.
They stay late.
They prevent incidents.
Organisations rightly celebrate them.
But there is another question worth asking.

Does the organisation perform well because its system is resilient, or because exceptional people repeatedly compensate for its weaknesses?

Safety-I and Safety-II
Traditional safety thinking often concentrates on failure.
What went wrong?
Who was involved?
What control failed?
Safety-II and resilience engineering broaden that view by examining how everyday work succeeds under varying conditions.
This can be extraordinarily useful for care providers.
Instead of only investigating incidents, investigate success.
Ask:
How did staff prevent this becoming an incident?
Perhaps someone:
· recognised a behavioural cue;
· knew an undocumented contact;
· stayed beyond their shift;
· spotted an incorrect prescription;
· challenged a clinician;
· improvised an alternative routine;
· remembered information from six months ago;
· persuaded an agency worker to seek help.

Those actions reveal the organisation's hidden resilience.
But they may also reveal hidden fragility.
Heroism is data

Every time somebody "saves the day", organisations should be curious.
Not suspicious.
Curious.
What did they know?
Why was their intervention necessary?
Would everyone have made the same decision?
Was the information available to others?
Could the system have coped without them?
Heroic performance should be celebrated.
It should also be analysed.
Because:
Heroic employees can make fragile systems look resilient.

11. Psychological Safety and Speaking Up
Complexity Creep becomes considerably more dangerous when people feel unable to challenge what is becoming normal.

Healthcare research repeatedly links psychological safety with speaking up, learning, teamwork and patient safety. Systematic reviews have found that psychologically safer environments encourage staff involvement in improvement and willingness to raise concerns about errors and safety.
This matters profoundly in complex care.

A support worker may be the first person to recognise that something has changed.
But will they say:
"This doesn't feel safe anymore"?
Will they challenge a long-established routine?
Will an agency worker question an experienced permanent employee?
Will a junior member of staff challenge a nurse?
Will a registered manager tell a commercial director:
"We should not continue this package at this rate"?
Will a provider tell a commissioner:
"We can no longer safely deliver what you are funding"?
Policies cannot answer those questions.
Culture does.

The dashboard-light principle
A warning light is useful precisely because it appears before the engine stops.
Staff concerns should be treated the same way.

A concern does not need to be proven before it deserves attention.
The purpose of speaking up is often to investigate uncertainty before certainty arrives in the form of an incident.

12. Complexity and Continuity
Complex care is particularly vulnerable to interruption because continuity is not merely commercial.
It can be clinical.
Emotional.
Behavioural.
Relational.

A provider losing access to an office is inconvenient.
A provider losing access to:
· digital care plans;
· medication information;
· rostering systems;
· trained staff;
· specialist equipment;
· vehicles;
· a person's adapted home;
· clinical contacts;
can have immediate care consequences.








Dependency maps matter
Traditional business continuity planning often starts with buildings and technology.
Complex care should start with the individual.

For every high-complexity package ask:
· What must remain available continuously?
· Which people are critical?
· Which systems are critical?
· Which clinical inputs are critical?
· Which equipment is critical?
· Which suppliers are critical?
· Which relationships are critical?
· What fails first if one disappears?

Then:
What is Plan B?
And perhaps more importantly:
Has Plan B ever been tested?

13. Complexity and Insurance
Insurance is not the solution to Complexity Creep.
But Complexity Creep can materially affect insurance.

As care packages evolve, so may:
· professional liability exposure;
· employers' liability exposure;
· public liability exposure;
· medical malpractice exposure;
· cyber dependency;
· business interruption exposure;
· motor exposure;
· safeguarding risk;
· contractual obligations;
· property and equipment values;
· directors' and officers' exposure.

A provider may accurately describe what it did three years ago while inadequately describing what it does now.
That does not necessarily arise from negligence.
It arises because operational evolution is faster than administrative review.



Complexity should travel
When complexity changes, information should travel to:
· care planning;
· clinical governance;
· HR;
· training;
· quality;
· finance;
· commissioning;
· senior leadership;
· insurance and risk advisers.

Too often it stops somewhere along that chain.

A better insurance conversation
The question should not simply be:
Have you added any new services?
It should include:
· Have the needs of people supported become more complex?
· Are employees undertaking new healthcare tasks?
· Has lone working changed?
· Has technology become more critical?
· Has reliance on agency staffing changed?
· Have contractual requirements changed?
· Have package values increased?
· Are new clinical activities being undertaken?
· Has your worst-case business interruption scenario changed?

Insurance cannot prevent clinical deterioration, workforce turnover or commissioner delay.
It can, however, form part of an organisation's wider resilience architecture.













14. Introducing the COMPLEX Framework
Complex care providers need a practical way to identify drift.
The following framework is intended to support conversation, not replace clinical, regulatory, legal, financial or insurance expertise.

C — Changing Needs
Start with the individual.
Ask:
· Has physical health changed?
· Has mental health changed?
· Has mobility changed?
· Has cognition changed?
· Has communication changed?
· Has medication changed?
· Have behaviours changed?
· Has night-time support changed?
· Have family circumstances changed?
· Have safeguarding risks changed?
· Has the frequency of healthcare intervention changed?

Key question
If this person were referred today, would we assess the package in the same way?

O — Operational Dependencies
Identify what the package relies upon.
Review:
· staffing;
· rotas;
· technology;
· medication systems;
· vehicles;
· equipment;
· accommodation;
· utilities;
· pharmacies;
· clinicians;
· suppliers;
· agency arrangements;
· on-call support.

Key question
Which single failure would cause the greatest disruption to safe care?
Then ask whether adequate redundancy exists.
M — Multi-Agency Interfaces
Map everyone involved.
This may include:
· commissioners;
· social workers;
· GPs;
· hospitals;
· community nurses;
· specialist clinicians;
· pharmacy;
· therapists;
· housing providers;
· equipment suppliers;
· family;
· advocates;
· regulators.
For each interface establish:
· ownership;
· communication method;
· escalation route;
· decision-making authority;
· expected response time.

Key question
Where could important information fall between organisations?

P — People and Knowledge
Review workforce resilience.
Ask:
· What is turnover?
· How much agency is used?
· Which employees hold critical tacit knowledge?
· Are competencies current?
· Is supervision sufficient?
· Can newer employees recognise deterioration?
· Are staff psychologically safe enough to challenge?
· Is knowledge recorded or concentrated?

Key question
If our three most experienced people disappeared tomorrow, what knowledge would disappear with them?


L — Leadership and Oversight
Complexity should alter governance.
Review:
· registered-manager capacity;
· operational span of control;
· quality oversight;
· senior escalation;
· package profitability;
· clinical governance;
· commissioning relationships;
· board visibility.

Key question
Which package consumes significantly more leadership attention than its formal risk rating suggests?
That mismatch is informative.

E — Escalation and Early Warning
Do not wait for serious incidents.
Monitor:
· near misses;
· complaints;
· medication errors;
· missed calls;
· staff concerns;
· family concerns;
· agency use;
· sickness;
· overtime;
· hospital attendance;
· behavioural escalation;
· documentation delay;
· training slippage;
· safeguarding enquiries.

Key question
What is happening more often than it used to?
Trend matters.






X — X-Factor Risks
Complex care rarely fits perfectly into templates.
Every package contains something unusual.
A family dynamic.
A unique behaviour.
A specialist device.
An unusual tenancy arrangement.
A rare condition.
An unconventional funding structure.
A key employee.
A particularly challenging environment.
The X-Factor review asks:

What is unusual about this package that our standard risk systems may not adequately capture?
That question matters precisely because standardisation has limits.


















15. A Complexity Creep Scorecard
Providers could turn the COMPLEX Framework into a simple quarterly review.
Each dimension can be rated:

GREEN
No material movement.
Controls remain appropriate.

AMBER
Material change has occurred or dependencies have increased.
Formal review required.

RED
Current controls, staffing, funding or governance may no longer align with the package.
Immediate senior review required.
The purpose is not mathematical precision.
It is visibility.

A revealing question
If five departments independently rate a package, will they agree?
Imagine:
Operations: Amber.
Quality: Green.
Finance: Red.
HR: Amber.
Registered Manager: Red.
That disagreement is itself useful.
It tells leadership that the organisation does not share one understanding of the package.








16. The Board's Role
Boards do not need to review every care plan.
They do need assurance that mechanisms exist to identify material change.

A board overseeing complex-care provision should ask:
1. Which packages have materially increased in complexity this quarter?
2. How do we define material complexity?
3. Which packages would we price differently if accepted today?
4. Where is actual staffing materially different from commissioned assumptions?
5. Which packages rely heavily on a small number of employees?
6. Where has agency dependency increased?
7. Which packages have generated repeated weak signals?
8. Which packages have unresolved commissioner discussions?
9. Which packages rely on untested continuity arrangements?
10. Have changing activities been reflected in our risk and insurance programme?
11. Which services depend upon senior staff repeatedly intervening to keep them stable?
12. Where are employees raising concerns?
13. Where are they conspicuously silent?
14. What risk have we knowingly accepted?
15. What risk exists only because nobody has joined the information together?

The last distinction is crucial.

Accepted risk versus invisible risk
Risk can be accepted.
Every organisation does this.
What matters is that acceptance is conscious.

The more dangerous category is risk that nobody deliberately accepted because nobody recognised that it had formed.












17. Outcomes Still Matter
Risk-management discussions can easily become organisation-centred.
Complex care must remain person-centred.
National adult social care survey data for 2024/25 found that 88.8% of respondents were satisfied with their care, while 65.1% were very or extremely satisfied.
Separately, 77.3% of people drawing on long-term support reported having control over their daily life.
These outcomes matter.

Resilience should not become an argument for defensive care.

The aim is not to reduce independence because risk exists.
It is to build systems capable of sustaining independence safely.

Good risk management enables ambition
A resilient provider can say yes more confidently.
Yes to community access.
Yes to independence.
Yes to positive risk-taking.
Yes to technology.
Yes to innovative models.
Yes to more personalised support.

Because the infrastructure behind those decisions has been considered.
Poorly understood risk narrows opportunity.  Well-understood risk can expand it.












18. What Providers Are Telling Me
Through my work across the care sector, one theme repeatedly stands out.
The challenges rarely arrive separately.
A workforce problem becomes a quality problem.
A quality problem becomes a commissioner problem.
A commissioner problem becomes a financial problem.
A financial problem becomes a leadership problem.
A leadership problem becomes a retention problem.

The categories we use to organise businesses are useful.
Real life ignores them.
That is particularly true in complex care.

I increasingly find myself asking leaders not simply:
What is going wrong?
but:
What is becoming harder?

There is an important difference.
By the time something is demonstrably wrong, the organisation is reacting.
When something is merely becoming harder, there is still an opportunity to understand why.
I have also become increasingly interested in the things good providers make invisible.
They make extraordinary complexity look ordinary.
They absorb.
They adapt.
They solve.
They protect people from organisational turbulence.
That is one of social care's great strengths.
It can also become a vulnerability, because if leaders see only the outcome, they may underestimate what was required to achieve it.
A rota was filled.
But somebody worked 65 hours.
The appointment happened.
But a manager drove the person there.
Medication was administered.
But an experienced employee corrected an error before it reached the individual.
The family is happy.
But one particular member of staff spends hours each week maintaining the relationship.
The service is stable.
But stability is being manufactured every day through extraordinary human effort.
Those stories belong in risk management.
19. From Incident Management to Complexity Management
Most providers have systems for incidents.
They have fewer formal mechanisms for detecting accumulating complexity before an incident occurs.
The difference is significant.

Incident management asks:
What happened?
Complexity management asks:
What is changing?
Incident management asks:
What failed?
Complexity management asks:
What is under increasing pressure?
Incident management asks:
How do we prevent recurrence?
Complexity management asks:
What might become unsafe if current trends continue?

Both are necessary, but the second is more preventative.























20. A Practical Quarterly Complexity Review
For high-complexity services, I would suggest a structured quarterly conversation involving representatives from:
· operations;
· quality;
· HR;
· finance;
· clinical leadership where applicable;
· risk/insurance;
· the registered manager.

Select the highest-risk packages.
For each ask:
Needs
What has changed about the individual?
Workforce
What has changed about the team?
Delivery
What has changed about how care is actually provided?
Dependencies
What has become more important?
Incidents
What weak signals have appeared?
Finance
Does funding still reflect delivery?
Commissioning
Are contractual assumptions still accurate?
Continuity
What failure would be hardest to absorb?
Insurance
Does the risk description remain accurate?
Decision
Green, Amber or Red?

Then assign actions.
Not every package needs a committee.

The purpose is ensuring that complexity has somewhere to go organisationally.





21. A Scenario
Consider a fictional provider supporting Daniel, a 34-year-old man with autism, epilepsy, a learning disability and behaviours that can challenge.

When the package started three years ago:
· Daniel experienced infrequent seizures;
· he required two-to-one staffing for community activity;
· most staff were permanent;
· his parents were highly involved;
· he attended a regular day service;
· medication was stable;
· six staff knew him extremely well.

Three years later:
· seizure frequency has increased;
· medication has changed twice;
· the day service has closed;
· Daniel spends more time at home;
· his father is unwell;
· three original staff have left;
· agency staff cover approximately one fifth of shifts;
· behaviours have increased;
· one experienced senior support worker now manages most family communication;
· the provider has introduced electronic records;
· commissioner review has been requested but delayed.

No catastrophic event has occurred.
The package might appear stable.

But apply COMPLEX.

Changing needs: Amber/Red.
Operational dependencies: Amber.
Multi-agency interfaces: Amber.
People and knowledge: Red.
Leadership: Amber.
Escalation: Amber.
X-factor: Red because family support and tacit knowledge are highly concentrated.
The package does not need an incident to demonstrate increased risk.
The change itself is evidence.


22. The Cost of Failing to See Complexity
The consequences of Complexity Creep may include:
· poorer outcomes;
· staff injury;
· avoidable hospitalisation;
· safeguarding incidents;
· medication errors;
· family breakdown;
· commissioner dispute;
· regulatory intervention;
· employee turnover;
· agency dependency;
· reputational damage;
· litigation;
· uninsured or inadequately insured loss;
· package termination;
· provider withdrawal;
· organisational failure.

But there is another cost.

Lost opportunity
When providers cannot confidently understand risk, they may become more cautious.
They may decline people with complex needs.
Commissioners struggle to source packages.
Hospital discharge becomes harder.
People remain in restrictive settings.
Families lose confidence.
CQC has highlighted both rising adult-social-care demand and the need for stronger community capacity as health and care policy increasingly seeks to move appropriate care away from hospital settings.

Strong complex-care providers are therefore not peripheral to the health system.
They are part of its infrastructure.
Their resilience matters beyond their own balance sheets.





23. The Provider Resilience Principle
This leads to a wider proposition.
Provider resilience is care resilience.

When a provider is unstable, people feel the consequences.
When staffing becomes unreliable, people experience different faces.
When management capacity reduces, decisions slow.
When finances deteriorate, investment becomes harder.
When cyber systems fail, care records may become inaccessible.
When insurance is inadequate, recovery from major loss becomes more difficult.
When a provider exits a package, an individual may lose relationships built over years.

The resilience of the organisation and the wellbeing of the individual are not separate subjects.
They interact.

24. Complexity Must Be Managed at the Speed It Changes
Annual review cycles remain useful.
But complexity does not operate annually.
A person's condition can change next Tuesday.
A trusted employee can resign tomorrow.
A family member can become ill tonight.
A commissioner can alter a requirement next month.
A technology provider can experience an outage this afternoon.
This makes one conclusion unavoidable.

Review must be event-driven as well as calendar-driven.
A Complexity Review should be triggered by:
· significant health deterioration;
· hospital admission;
· medication change;
· increased seizure activity;
· behavioural escalation;
· new clinical tasks;
· change in staffing ratio;
· loss of key employees;
· significant agency increase;
· family circumstances changing;
· new equipment;
· new technology;
· safeguarding concern;
· commissioner review;
· contractual change;
· financial deterioration;
· serious near miss;
· major complaint;
· change of accommodation.

The trigger question is not:
Has something gone wrong?
It is 
Has something changed enough that our previous assumptions may no longer be reliable?
































25. Conclusion
Complex care will never be simple.
Nor should simplicity be the goal.
People are not production lines.
Their needs change.
Their aspirations change.
Their bodies change.
Their relationships change.
Good care changes with them.

That adaptability is one of the sector's greatest strengths.
But adaptation has consequences.
Every change alters something.
A staffing requirement.
A competency.
A dependency.
A cost.
A relationship.
A control.
A contract.
A risk.
Sometimes those changes are dramatic.
More often they accumulate quietly.

That is Complexity Creep.

The greatest danger is not necessarily that providers fail to respond.
Quite the opposite.
Good providers often respond exceptionally well.
Their employees compensate.
Managers solve.
Teams adapt.
Families collaborate.
Care continues.

The danger is that successful adaptation can make increasing complexity invisible.

Eventually the distance between the package originally designed and the package actually being delivered becomes substantial.
The name stays the same.
The risk does not.


Complex-care organisations therefore need to become skilled at recognising change before change becomes incident.
They need to connect information held by quality, operations, HR, finance, clinical teams, commissioners and risk advisers.
They need to listen to weak signals.
They need to examine work-as-done, not simply work-as-imagined.
They need to identify knowledge concentrated inside individuals.
They need to understand the gaps between organisations.
They need to distinguish resilient systems from heroic employees.

And above all, they need to keep asking:
If we were designing this package today, knowing everything we know now, would we design it the same way?

If the answer is no, something has changed.

And once something has changed, the responsibility is not merely to record it.
It is to understand what that change means.

The Board Question
Before the next board meeting, take the five most complex packages in the organisation.

Ask one question:
Are these the same packages we originally agreed to provide, or have we simply kept the same names while everything underneath them has changed?

The answer may reveal more about organisational risk than another hundred-page dashboard.
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The COMPLEX Framework
C — Changing Needs
What has changed about the person?
O — Operational Dependencies
What must continue working for care to remain safe?
M — Multi-Agency Interfaces
Where could responsibility or information fall between organisations?
P — People and Knowledge
What depends upon particular employees knowing what to do?
L — Leadership and Oversight
Does governance reflect the actual complexity of the package?
E — Escalation and Early Warning
What weak signals indicate that pressure is increasing?
X — X-Factor Risks
What makes this package unusual that standard systems may overlook?

Final Challenge
Complexity itself is not the enemy.
Invisible complexity is.
The organisations best equipped for the future of complex care will not necessarily be those with the fewest risks.
They will be those best able to see risk changing before everybody else can.
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Important Notice
This white paper provides general information and strategic commentary only.
It does not constitute clinical, regulatory, legal, financial, safeguarding or insurance advice.
The COMPLEX Framework is intended as a discussion and governance aid. It is not a validated clinical or regulatory assessment tool and should not replace statutory assessments, professional judgement, commissioning review, clinical governance or specialist professional advice.
Insurance cover depends upon individual circumstances, declared information and specific policy terms, conditions, limits and exclusions.
Organisations should obtain appropriate professional advice regarding their individual circumstances.
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