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Editorial 
 
 
Welcome to edition 2 of Volume 32 of Research, Policy and Planning. The editorial team would 
also like to offer all our readers best wishes for the New Year 2017. 
 
This edition contains four papers which we hope you will find interesting and useful. The first of 
these, by Field and Naick, is an account of a small scale evaluation of the use made of 
electronic assistive technology for people who live with those who care for them: in this case, 
among people taking part in a Shared Lives (http://sharedlivesplus.org.uk/) initiative in Kent. 
Telecare and electronic assistive technology has become a mainstream service in most local 
authorities and is seen as an important way in which contradictory pressures of rising demand 
and shrinking resources can be reconciled. Though there is now a considerable body of 
research evidence, the use of telecare to support resident carers in Shared Lives type settings 
has attracted less attention to date, and though the size of the study and shortcomings in its 
design mean their findings are not generalisable, Field and Naick’s work does offer valuable 
insights for practitioners and managers who may be supporting similar schemes elsewhere. 
 
The second paper, by Woolham, Stevens and Rainey offers a rather bleak assessment of 
research capacity and research governance in local authority settings in England. Based on 
findings from a national survey of local authorities carried out in 2014, commissioned by the 
School for Social Care Research (http://www.sscr.nihr.ac.uk/), the authors suggest that though 
research is still valued in local government settings, research capacity and access to evidence 
appear to have been badly affected by continuing Government public sector austerity policies. 
The authors conclude that the further weakening of research ‘infrastructure’ in local government 
settings directly challenges the repeated emphases in reports and inquiries that social work and 
social care practice be based as far as possible on sound evidence. Their full report is available 
from: https://www.kcl.ac.uk/sspp/policy-institute/scwru/pubs/2015/reports/Rainey-et-al-2015-
SCEiP-Research-capacity-report-web.pdf. 
 
The third paper by Bell, Gandy and Roe reports on an evaluation of a Big Lottery funded 
project designed to promote ‘active living’ for older people in the North West of England. ‘Active 
Living’ is now widely recognised as an important means by which older people can maintain 
their quality of life, and this evaluation, which took place over three years, offers a descriptive 
account of the experiences of older participants. Their findings suggest that participants highly 
valued their involvement in the programme and reported improvements in physical health, 
wellbeing and overall quality of life. The authors also offer some clear suggestions for ways in 
which Active Living services could be improved. 
 
The fourth paper by Munn-Giddings, Avis, Boyce, Chaudhary and Seebohm is also based 
on a Big Lottery funded study, this time focusing on the roles that community practitioners can 
adopt in supporting self-help groups. This insightful study considers ways in which social work 
practitioners can support self-help groups without being overly prescriptive. As responsibility for 
service delivery has moved decisively away from the public sector toward third sector 
organisations, this paper offers valuable insights for practitioners about how their skills and 
experience can be appropriately utilised. 
 
The final part of this edition offers a selection of carefully considered and assessed reviews. 
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Readers may be aware that the Social Services Research Group, which sponsors RPP, is 
currently engaged in developing arrangements to enable a merger of SSRG with the Local Area 
Research and Intelligence Association (LARIA) (http://laria.org.uk/) later this year. The merger 
is being pursued by both organisations because it offers advantages to each: SSRG because it 
can take advantage of LARIA’s well developed marketing and conference organisation 
arrangements, and LARIA because it recognises the value of social care research expertise 
within its organisation. LARIA does not support an equivalent peer review journal and the 
editorial team therefore believe that RPP will be seen as a valuable additional resource to 
LARIA members. The journal will continue to be made immediately available to SSRG 
members and freely available a year after publication. After the merger, LARIA members will 
also get access to the journal as soon as it is published. However, the current Editorial Board 
will continue reviewing whether to make current editions of RPP immediately available to the 
public rather than just to members of SSRG or LARIA, which would comply with the 
recommendations of the Finch Report (https://www.acu.ac.uk/research-information-
network/finch-report-final). 
 
Professor Guy Daly 
 
Coventry University 

https://www.acu.ac.uk/research-information-network/finch-report-final
https://www.acu.ac.uk/research-information-network/finch-report-final
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The use of assistive technology for people who live with their care giver 
 
Kelly Field1 and Madeline Naick2 

 
1 Registered Manager, Shared Lives, Kent County Council 
2 Care Manager, Occupational Therapist, Shared Lives, Kent County Council 
__________________________________________________________________________ 

 
Abstract 
Assistive technology provides support to monitor, enhance independence and reduces potential 
risks within the home through a package of sensors linked to ‘care assist’, a messaging system, 
which relays information to a carer if sensors are activated and indicate that an event may have 
occurred which requires a carer to respond. 
This article is based on an evaluation of the use of assistive technology and telecare in Shared 
Lives placements, and whether participants found it beneficial. Carers suggested that having 
someone to install and advise on the telecare package was crucial to giving them confidence in 
the equipment. Findings, based on data collected from a small number of participants, suggest 
that equipment gave care givers peace of mind and enabled care to be sustained for longer. 
The discreet use of sensors also gave a greater sense of a normal family life. Carers also 
indicated that they might consider supporting someone with more complex support needs, as 
telecare ensured the person was monitored at night and that their needs could be met in a 
more timely manner. Telecare was also cost effective in comparison to an alternative residential 
care home placement. The findings suggest telecare could be considered as a creative solution 

to support carers and enable people to remain in their Shared Lives home for longer. 

 
Keywords:  Assistive technology, telecare, Shared Lives 

 
 
Background  

 
The authors both work for Kent County Council, which at the time of the Shared Lives study 
was experiencing continuing financial challenge. Like other local councils, it has had to realign 
spending within local government and the wider care sector to stay within budget.  

 
Shared Lives is an alternative to traditional residential care as it allows adults and older people 
to live in a non-institutional setting with an approved host family. Shared Lives carers provide 
support to adults in a family home environment while enabling them to remain an active and a 
valued member of their local community: for example through membership of local clubs 
providing support, and through being known to people in that area. Hosts can be single people 
or couples, who live together or are married – of the same or opposite sex, siblings and even 
friends who share a home. They may have dependents or family members living with them that 
they currently support. The host will be approved, trained and monitored by the Shared Lives 
service and will open their home to the service user. In return they are paid a small fee. Hosts 
are not employed by Shared Lives but are self-employed. Shared Lives hosts can take up to 
three placements at any one time for long term, short breaks or day support. Short break 
placements often provide respite to family members and care givers that provide care and 
support to the person on a regular basis. Long term placements provide a more permanent 
home for the person requiring support. Following the referral being received by the Shared 
Lives service the service user and host are matched by meeting one another to establish 
suitability. The matching process is done is at a pace that suits both service user and host. 
Typically, this can be a short visit to the host’s home, a number of overnight stays or a meeting 
at an alternative venue. Matching is an integral part of the success of sustaining placements by 
allowing for relationship building and determining compatibility. 
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Shared Lives schemes are regulated by the Care Quality Commission under the Health and 
Social Care Act 2012 in England and the Shared Lives Plus organisation, which is the UK 
network for family-based and small-scale ways of supporting adults. The organisation supports 
150 Shared Lives schemes nationally and nearly 5,000 Shared Lives carers to provide safe and 
effective family-based care (www.sharedlivesplus.org.uk). 
 
Assistive technology 
 
The term ‘assistive technology’ as described by the British Assistive Technology Association ‘is 
any product or service that maintains or improves the ability of individuals with disabilities or 
impairments to communicate, learn and live independent, fulfilling and productive lives’ 
(www.bataonline.org.uk).  
 
Telecare equipment 
The main objective of the telecare pilot was to explore the use of assistive technology in the 
Shared Lives service. This included the use of telecare to safeguard, monitor and support 
service users who had high levels of need during the night and to reduce identified risks to 
safety during the day; as well as providing support to the host with their role and to sustain the 
service user’s placement in the Shared Lives service.  
 
For the purposes of this study, sensors in the home environment connected to an alert system 
that enabled an immediate response to be provided to reduce risk and enhance the safety of 
the person in the home environment. The sensors used were devices that were the most 
frequently installed devices from Kent’s general telecare service. The equipment was installed 
into the home of the host by Kent County Council Community Equipment Service technicians.  
 
Shared Lives and telecare 
 
In 2013 Kent Shared Lives gained funding through the Prime Minister’s Dementia Challenge 
and Kent County Council to expand its existing service to support people living with dementia 
for short breaks and long term placements and to support their carers and families. When the 
project started, host families were visited by the project Care Manager at the regular support 
groups and invited to ask questions about the Shared Lives Dementia and Older People 
Project. Some experienced hosts expressed concern about how they would be alerted during 
the day and night about the movement of the person in their home, and how this would impact 
on their ability to care for someone with dementia. This challenge to the role of the carer has 
also been described by Toot et al. (2013) and carer stress is well established as a major cause 
of crises when supporting someone with dementia. Assistive technology was seen both as a 
practical and discreet intervention that could support and sustain the role of the carer by 
monitoring the person being cared for and providing the host with immediate information to 
enable them to respond when necessary. Law & Padgham (2011) also found that telecare 
helped improve efficiency and increased the confidence of paid carers in residential care 
settings. 
 
It was envisaged that Shared Lives could use telecare in a unique way to support the service 
user and the host by changing the way the support network was organised. Instead of using a 
monitoring centre as the coordinator of responses to any sensor-generated alerts, the sensors 
would instead connect to a pager alert held by a member of the host family. The intended 
advantage of this was that the response could be immediate and could be provided both day 
and night by the host who would be familiar with the service user and their needs and therefore 
better able to respond appropriately (Law & Padgham, 2011). 
 
A major consideration at this point was how telecare could be funded for use in the Shared 
Lives service. Kent County Council already had established access to assistive technology 
products and services through their Community Equipment Service. After initial discussions, the 
authors attended training provided by a leading telecare manufacturer, Tunstall PLC, which 

http://www.sharedlivesplus.org.uk/
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enabled them to assess and identify need in order to ensure suitability of equipment provided in 
the home to support both the host and the service user. Working collaboratively with Kent 
County Council and Community Equipment Services ensured Shared Lives had an agreed 
referral route and was guided by the policies and protocol arrangements already in place for the 
provision of telecare packages within the council. 
 
In order for Shared Lives to pilot the use of telecare, a successful funding application was made 
by the Development Coordinator at Shared Lives Plus to the National Endowment for Science, 
Technology and the Arts (NESTA) to pay for sensors and pager alerts for Kent Shared Lives. 
 
Shared Lives Plus felt that telecare could play an increasingly important role in helping Shared 
Lives carers to enable people to live well within a Shared Lives household 
(www.sharedlivesplus.org.uk); the organisation was keen to support and learn from the 
outcomes of the pilot. 

 
Method  
 
A literature search was made using the EBSCO online research database. Searches were 
limited to CINAHL full text to include the years 2000-2014 and to articles published in English 
language journals. The initial search identified 1,106 articles, so the search terms were refined 
to include articles on ‘telecare’, ‘assistive technology’, ‘carers’ and ‘learning disability’. This 
excluded articles focusing on other service user groups such as frail elderly, telehealth, 
students, education and those receiving rehabilitation. The articles were then screened by title 
and abstract to determine relevance; 58 articles met these search criteria. Further searches on 
the internet produced 3 documents from the Department of Health, College of Occupational 
Therapists and information from the local authority was also used. Another 5 articles were 
obtained from other sources as key authors were identified and related papers searched for. All 
relevant articles were then reviewed in order to identify benefits of and challenges to the 
provision of telecare. A number of articles (n=43) were discarded as not relevant. These 
included articles that were focused on benefits of telecare with regard to independence rather 
than living with the carer and where the primary focus of the article was on the use of telecare 
to safeguard older people and people with chronic or long term health conditions in their own 
home. This left 15 relevant articles. 

 
Design 
 
The ‘pilot’ was a qualitative study of the use and benefits of telecare. Data was collected 
through semi-structured interviews that were conducted by the authors using face-to-face 
interviews in the home of the Shared Lives host. The hosts were given an information sheet 
and the aims and objectives of the pilot were explained. Interviews were conducted after 
telecare had been installed and had been used for four weeks. 
 
Participants 
The hosts selected for the telecare pilot were chosen because they were already supporting an 
adult in their home and it was felt that telecare might be beneficial because of identified risks of 
the service user leaving the home at an inappropriate time, or of them falling, or because of 
continence problems. Hosts who agreed to participate were married couples and one single 
host. Hosts involved in the pilot were representative of the hosts within the Shared Lives 
service as a whole, which had more couples than single people as host families. 
 
The first and second author contacted the host families and provided participant information 
sheets and consent forms, which were sent prior to interview. Interviews were recorded through 
writing the response to each question and later entered onto a computer using the 
questionnaire template. 
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Hosts included in this study were either matching or providing placements for service users. 
Five service users had telecare installed and all were included in this study. The service users 
supported with telecare within the project had a diagnosis of dementia, or learning disability and 
dementia and were therefore not a representative cross-section of Shared Lives users. Service 
users who had telecare installed with a monitoring centre as their responders were excluded. 
No hosts withdrew from the study. 
 
Equipment 
The standard telecare installations were then categorised for the purposes of this study into 
movement, environmental, and health sensors (Table 1). The equipment used included exit, 
bed and passive infra-red sensors. These monitored movement and absence times. A lamp 
switch was linked through to bed sensors to assist with lighting and night-time orientation. An 
enuresis sensor monitored continence. The sensors used were restricted to those available to 
Kent’s telecare service but were installed according to the identified needs of the service user. 
 
Data collection and interviews 
The interviews aimed to capture host family experiences of using telecare. They focused on the 
installation of telecare, the sensors used, perceived benefits of the sensor and responder 
system to the service user and host, problems experienced, use of other support networks, and 
the sustainability of the placement. The authors designed a semi-structured interview schedule 
which was used to collect information from participating families. Prompts were used to allow 
flexibility within the interview process and encourage discussion. A pilot interview was carried 
out to check the validity of the questions and minor modifications were made to improve clarity 
and encourage fuller, more descriptive answers. Participants were advised that although all 
data collected from the interviews would be anonymised and quotations non-attributed, there 
was a risk that they might be identified because of the very small size of the pilot group. Three 
hosts were interviewed in their homes and a further two interviews were conducted by 
telephone due to time constraints. Participants were given the opportunity to see the interview 
questions beforehand so they could consider them and prepare for the interview; this sharing of 
information was considered useful, for example, Harinck & Ellemers (2006) have argued that 
this encourages participants to feel they are placed in a more entrusted position with the 
interviewer. 
 
 
 
Table 1. Client category and equipment installed. 

 

Host Client Category Placement 
Type  

Health 
Sensors 

Movement  

Sensors 

Environmental 

Sensors 

1  Learning 
Disability/Dementia 

Long Term Enuresis   

2  Learning 
Disability/Dementia 

Long Term  Bed Sensor, Passive 
Infra-red Sensor 

 

3  Dementia Long Term  Bed Sensor, Exit 
Sensor 

Lamp Switch 

4  Dementia Short Term  Bed Sensor, Exit 
Sensor 

 

5 

 

Dementia Short Term  Bed Sensor 

 

 

6  Learning 
Disability/Dementia 

Matched with a host in the service, but not placed. Telecare equipment 
not used. Placed in residential care. This individual’s data will be used to 
demonstrate cost benefits. 

7  Learning 
Disability/Dementia 

Previously placed in Shared Lives, due to placement breakdown moved to 
residential prior to telecare being used in the service. This individual’s 
data will be used to demonstrate cost benefits. 
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It was not possible to establish a comparison, or control group, as there were no other 
placements in the service at that current time for people with dementia or older people that 
could be included. 
 
Monitoring 
 
A small team of ten people was created within the Shared Lives service to monitor the pilot by 
reviewing progress and to being informed about and consulted on the themes identified from 
the interviews. Seven people in this group had undertaken telecare training.  
 
Analysis 
It was decided that for a small study a general inductive approach should be used to draw out 
general findings, illustrating some of these with quotations. Although this is not considered as 
robust as some of the more analytical approaches to analysis, it is suited to the more practical 
issues about telecare that were explored in the interviews (Thomas, 2006). The inductive 
approach enabled the authors to analyse the interview data and provide and develop consistent 
themes. Braun & Clarke (2006) have suggested using an initial phase in order for the author to 
familiarise themselves with the data from interviews followed by coding. In this study this 
second phase enabled the transcripts to be manually coded and categorised from the raw text. 
This enabled the identification of recurring themes in the text. The first author completed initial 
coding and developed the categories. The second author checked on the clarity of these 
categories, as described by Thomas (2006). The authors were able to categorise the findings 
by identifying commonalities from the raw text to theorise meanings and identify relationships 
within the text from the interviews (Thomas, op cit.). The monitoring group were also given an 
opportunity to comment on these findings, which enabled further checks to be made on the 
categories and outcomes of the study. 
 
Findings 
 
Fulfilment of aims and objectives 
During the interviews with the participants in the study, one of the questions put to participants 
concerned the objectives of the study. This asked participants if they considered the aims and 
objectives of the telecare project realistic. All participants agreed that these were realistic and 
achievable.  
 
Installation 
Participants were each invited to comment on the installation of the equipment. They said that 
the installation of the telecare had been quick and the timing of installation convenient. The 
Community Equipment Service technician involved in the installation was seen as helpful; this 
person’s role in sharing knowledge and subsequently being a point of contact for hosts was 
highly valued.  
 
Sensors 
Hosts were asked to rate how useful installed sensors had been on a simple unipolar scale, 
that ranged from 1-5, in which higher scores signified greater usefulness. Participants gave 
scores of between 4.3-4.5 to bed sensors; exit sensors and lamp switches. However, despite 
being considered useful, they also commented that the bed sensor had not always worked 
reliably because of programming problems with the absence timer (the absence timer was a 
device that could be programmed to a light switch, switching lighting on and off depending on 
when someone got up and returned to bed). This resulted in the technician being called to 
resolve the problem and recalibrate the sensor. Participants also felt that the role of a key 
person was important in ensuring whether the sensor was suitable for the placement and could 
be reliably used. They also noted that the type, and size, of sensors was important, as its 
position in the home environment and on furniture had to be correct. This was not always 
possible with the bed sensor because of its fixed position, and this was felt to be the underlying 
cause of the reliability issues that surfaced. 



74    Kelly Field and Madeline Naick 

 

Host benefits 
Participating families drew particular attention to the use of telecare during the night. They felt it 
provided peace of mind and improved quality of sleep. This finding corroborates those of Rowe 
et al. (2010), whose trial for a home monitoring system designed to awaken a caregiver at night 
found that carers reported positive benefits. However, their qualitative data found that the care 
giver’s sleep pattern did, in fact, not alter. Host perceptions of benefits are important because 
these ultimately influence their resilience and ability to sustain placements. In our study, 
participating families felt they had increased confidence and a better awareness of the service 
users’ movement patterns at night and during the day because of telecare monitoring. The 
ability to provide an immediate response was also mentioned during the interviews. 
 
Service user benefits 
When hosts were asked during interviews what they felt the benefits for service users were, 
they said that the technology may have improved communication - enabling the service user to 
more quickly gain the host’s attention by alerting them to their needs. Telecare was also seen 
as promoting greater safety, which was also seen as important in sustaining the placement. It is 
important to recognise the host’s role in balancing service user empowerment with safety and 
ensuring that this is part of everyday practice (Alaszewski, 2002). Telecare could be seen as a 
creative solution that allowed previously identified risks to be better managed and thereby 
minimised. 

 
Discussion  

 
Although sustainability of the five placements was considered by the participants to have been 
achieved with the use of telecare, there was no measure of what happened without it through 
use of a comparison group, and only two of those placed lived in their placement for longer than 
four weeks. The other three placements were of less than four weeks duration, and telecare 
was only installed for this period. Hosts reported that no additional support had been required 
after telecare was installed, but the study was unable to establish if this was because 
necessary support had been put in place prior to the installation of telecare.  
 
Families suggested that signs of a potential breakdown in the placement would be the need for 
increased support through extra hours provided from external sources outside the home. They 
suggested that technology, such as equipment to provide alternative light sources, alarms to 
ensure timed waking patterns for the hosts and to monitor the service user at night would be 
helpful as alternative methods of sustaining the placement. 
 
Although no placement ended during the duration of the study, hosts were also asked if they 
felt they could have sustained the placement had they not been given telecare. They said that 
technology may have helped avoid placement breakdown arising from wakeful nights causing 
disruption to the routine of the home. 
 
Data from the interviews was categorised according to causes of placement breakdown and 
how telecare could be used in Shared Lives placements to prevent this occurring. The following 
insights were identified: 
 

 In the absence of telecare technology, care givers might adopt types of support that 
ultimately would result in a breakdown of care (e.g. wakeful nights compromising care 
quality through carer exhaustion). Ineffective solutions might involve the use of baby 
monitors and inappropriate solutions might produce safeguarding or deprivation of liberty 
concerns (e.g. through the use of constant supervision and locking of doors). 

 A ‘key person’ is vital to sustaining the placement through the provision of knowledge and 
support. Community Equipment Services had a key role in discussions about equipment 
and how it should be used and in problem solving if issues arose. This did not change the 
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view of family participants that they remained responsible for the safety and wellbeing of 
the service user when discussing the benefits gained when using telecare. 

 Telecare should be considered at the point of referral or when matching service user and 
host occurs, and be installed in a timely manner to ensure the appropriate support is in 
place to sustain the placement and prevent service breakdown. 

 Telecare should be part of ‘business as usual’ within the service for host and staff and 
only be considered as a means of averting or addressing  potential crisis situations as last 
resort. 

 
Cost benefits 
In two Shared Lives placements the use of telecare could demonstrate a significant financial 
saving in comparison to the cost of two residential care home placements for service users with 
similar support needs (Table 2). 
 
The telecare installation for these two current placements was a one-off cost and the host 
incurred no weekly charge; because the Shared Lives host was the first contact and responder 
to alert signals from the installed sensors. 
 
We compared these two cases with two others: one a placement that was referred to Shared 
Lives who then went on to live in a residential service, and the other a previous Shared Lives 
placement whose level of need meant that they also had to move into residential care. To 
sustain these individuals in a Shared Lives placement would have required telecare equipment 
to be installed to monitor and support their needs. All individuals had learning disabilities and 
comparable complex needs. 
 
Table 3 shows the weekly residential costs of two service users that had moved from Shared 
Lives who needs could potentially have been met with the provision of telecare in the 
placement. This shows an average weekly cost and an average annual cost. 
 
 
Table 2. Cost of Shared Lives placement with telecare installed. 

 

Identification 
Shared 
Lives costs 

Day 
activity 

Short 
breaks 

Other Contribution 
Total weekly 
KCC cost 
 

2 £510.05 £140.00 £47.80 £93.66 £238.67 £552.84 

1 £510.05 £0.00 £0.00 £204.00 £194.51 £519.54 

    

Average 
weekly   £812.61 

    

Average 
annual   £42,255.72 

 
 
Table 3. Cost of residential care placement for adults moved out of Shared Lives.  

 

Identification 
Residential 
cost 

Day 
activity 

Short 
breaks 

Other Contribution 

Total weekly 
KCC cost 

 

6 £1,306.86 £0.00 £0.00 £0.00 £90.00 £1,216.86 

7 £1,081.43 £0.00 £0.00 £0.00 £90.00 £991.43 

    

Average 
weekly   £1,712.58 

    

Average 
annual   £89,053.90 
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Table 4. Average saving for people placed in Shared Lives with telecare per year. 

 

Savings  Percentage Total 

    £46,798.18 

 

% 52.55 

 
 

 
The average cost saving for Kent County Council for the two service users being placed in 
Shared Lives using telecare compared to placement in a residential home is shown in Table 4 
above. 
 
Table 4 shows the average saving for people placed in Shared Lives with telecare in 2014 by 
cost and percentage saved. 
 
Our study also found from the interviews that by using sensors that were responsive to a 
service user’s movements or needs, they did not have to be under constant supervision and so 
conditions within the home more closely resembled what hosts described as normal family life. 
This was achieved through the discreet monitoring system used through sensors rather than via 
the constant physical presence of another person to provide supervision, and it also ensured 
service users were less restricted within the home environment as they were able to move 
more freely about. 
 
Our evidence also suggests that some hosts might be more likely to consider service users with 
more complex needs who previously would not have been considered by Shared Lives; as they 
could now be supported in placements through the use of telecare. 
 
Study limitations 
The sample size limited the ability to establish a comparison group and increased participant 
recruitment may have been achieved over a longer period. The study also focused on the 
perspective of hosts. However, interviews with service users who had mental capacity could 
have been considered. These limitations mean that the generalisability of our findings is limited 
to the Shared Lives service in Kent and should not be considered applicable to the use of 
telecare in other services where people live with a care giver. 

 
Recommendations 
 
Participating families were asked if, from their own experience, they would make any 
recommendations about the use of telecare in the Shared Lives service. One host felt their 
service was and could be used as a benchmark for telecare to be used in the Shared Lives 
service. Another host said that “it should be used more widely, especially the light at night and 
when it is dark” and another commented “it gave peace of mind, reassured that if the person left 
the room I would be aware and could check on their safety”. Our findings therefore lend support 
to those who have previously indicated that telecare could have a role in the management of 
care and support needs with adults with dementia (Marshall et al., 2000 & 2005; Benson (ed.), 
2002; Woolham, 2005; Hughes, 2013). A host who supported a service user with significant 
health needs made the recommendation that “if other hosts have the knowledge of this it might 
sustain a placement longer instead of moving someone onto another placement/residential”. 
 
Our findings suggest that telecare could be considered for use in other Shared Lives services to 
support the host and to sustain the placement. This is supported by Rahimpour et al. (2008) 
who found that carers perceived telecare installed in a home environment as a useful and 
convenient approach to the delivery of care. 
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Though this study has identified benefits through using technology to support Shared Lives 
hosts, further research is needed to establish if Shared Lives could support a wider range of 
service user needs in placements. As the Shared Lives service develops to meet the needs of 
the ageing population by supporting people in later life, (including those living with dementia 
and other life-limiting conditions), assistive technology and telecare can be seen as part of a 
creative solution through the provision of a package of sensors to promote healthy ageing 
(Young, 2003). 
 
Further research is also needed to determine the benefits of telecare for adults who can be left 
unsupervised for periods of time in a Shared Lives placement. These adults will continue to 
benefit from the social opportunities that their placement provides due to living with a host 
family. Telecare could provide a low-profile monitoring service to support people working 
towards moving on from Shared Lives in order to promote independence in a safe environment. 
The research conducted by Van den Heuvel et al. (2012) used a wide range of environmental 
sensors as part of a telecare package to support the person in the home environment. The use 
of a wider range of environment sensors than was available to the Shared Lives telecare 
project could be considered; for example, to detect heat, temperature changes, or flood risk. 
These kinds of sensor would provide a further, wider range of potential technological solutions 
providing a timely response was possible.  
 
Our small-scale study has produced evidence for the benefits of assistive technology and 
telecare in Shared Lives placements. Participants involved in the study felt their role was 
supported and also felt better able to provide support at the appropriate time for service users, 
and that because of this, service users were safer.  
 
We would argue that telecare should become an integral part of the Shared Lives approach and 
used in all placements. Others, for example, Perry et al. (2012) have also argued that the use 
of telecare in the home environment is evolving from promoting independence for people living 
in their own home to being used in care settings to support carers to meet the needs of service 
users in an effective and timely manner. Technology in the home needs to be understood more 
widely by those who use it and their carers, so that it becomes an integral part of the home and 
is accepted as non-intrusive (Fisk, 1997) and an aid to someone maintaining a placement. Our 
evidence suggests this is likely to be partly a matter of design with regard to acceptance, and 
partly a matter of information sharing and training to allow people to understand the benefits of 
this equipment. Ease of use of equipment is considered vital to ensure understanding and carer 
self-efficacy (Rahimpour et al., 2008). 
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Abstract 
In a time of financial austerity and increasing demand for social care services, the use of 
research and other evidence to inform policy and practice is of critical importance. Local 
capacity to generate and use evidence could therefore have a key part to play. The paper 
draws on findings from an online survey of Adult Social Care Departments (ASCDs) in 2014, 
which explored in-house research capacity. The findings reported in this paper profile local 
authority researchers and the degree of support offered to these researchers by their 
employers. The survey found that most researchers were located in corporate teams, and 
performance indicators and other forms of quantitative methods were the most frequently used 
methods of obtaining data. The findings also suggest a low level of access by researchers to 
training and other forms of support, including research governance arrangements likely to be a 
consequence of continuing public sector austerity policies pursued by the present government.  
 
The full report of this study is available at:  
https://www.kcl.ac.uk/sspp/policy-institute/scwru/pubs/2015/reports/Rainey-et-al-2015-SCEiP-
Research-capacity-report-web.pdf 

 
Keywords:  Social care research, local authorities, research capacity, research governance 

 
 
Introduction  

 
Social work and social care research has, arguably, never enjoyed a particularly close 
relationship with social work and social care practice (Swinkels et al., 2002). For the purposes 
of this article, we shall use the term ‘social care research’ to refer to social work and social care 
research, although we acknowledge the difference in focus of researchers in these areas. 
Historically, ambivalence has been reported amongst practitioners and managers to the value 
of research. For example, Jones (1996) has observed a significant ‘anti-intellectual’ tradition 
arising from a belief that social work is essentially a ‘hands on’ profession: more about ‘doing’ 
than theorising. A broadly similar perspective was expressed more recently: in 2014, a report 
commissioned by the then Secretary of State for Education opined that social work education 
was too much preoccupied with ‘ideological and theoretical concepts’ rather than on what 
practitioners needed to know to become effective practitioners (Nairey, 2014). It is important to 
note that we did not survey social workers, so we are not able to comment directly on capacity 
for social work practitioner research. However, this survey will give some insight into the 
context for practitioners to undertake research. 
 
Concerns have also occasionally been raised about the purpose of research within social work 
and social care; specifically its use to support managerial rather than professional agendas 
(Cooke et al., 2002). It was also true that for some years, formal social work qualifications did 
not require research literacy – an understanding of how to critically appraise research and to 
assess its worth (JUCSWEC, 2006; Orme & Powell, 2008). In university settings, too, social 
care research in the UK has also struggled for recognition as an academic discipline in its own 
right (Bywaters, 2008).  
 

https://www.kcl.ac.uk/sspp/policy-institute/scwru/pubs/2015/reports/Rainey-et-al-2015-SCEiP-Research-capacity-report-web.pdf
https://www.kcl.ac.uk/sspp/policy-institute/scwru/pubs/2015/reports/Rainey-et-al-2015-SCEiP-Research-capacity-report-web.pdf
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At the same time, the need for research evidence to inform social work and social care practice 
has also long been acknowledged. In 1994 the Department of Health (DH) commissioned an 
independent review group to produce A Wider Strategy for Research and Development 
Relating to Personal Social Services (DH, 1994), relating to research and development in 
Social Services. This concluded that though strong links existed between policy and research 
and between policy and practice, synergy of research with practice was weak. Two years later, 
the Modernising Social Services White Paper (DH, 1998, Cm 4169, TSO) seemed to confirm 
this, arguing: 
 

As in other professions, it is important that professionally qualified social workers base their 
practice on the best evidence of what works for clients and are responsive to new ideas from 
research. 

(DH, 1998, Modernising Social Services, TSO, 5.32) 
 
At that time, only one organisation existed to promote the use of research in social work and 
social care practice: the Social Services Research Group (SSRG) which had been established 
in 1972. Since then, several other organisations have been established with the aim of 
encouraging the more effective use of research evidence in social work and social care. The 
longest established of these are Research in Practice (RiP), Making Research Count (MRC), 
and the Social Care Institute for Excellence (SCiE). More recently, they have been joined by 
Research in Practice for Adults (RiPfA), the National Institute for Health Research School for 
Social Care Research (SSCR), and the Research Evaluation and Support Network (REASON), 
among others. Prior to its closure through lack of funding, the College of Social Work was also 
a strong supporter of evidence informed practice.  
 
In tandem with initiatives of these kinds to promote the wider and more effective use of 
research in social care settings came guidance on the regulation of research activity in social 
care in the form of the Research Governance Framework for Health and Social Care or RGF 
(DH 2001; 2005). Following scandals within the NHS such as the misappropriation of body 
parts of dead children by a consultant pathologist employed at Alder Hey Children’s Hospital, 
the subsequent public inquiry and the Redfern Report (2001), the RGF tightened up existing 
research governance procedures in the NHS and, for the first time, extended this guidance to 
include social care research. Though the RGF was intended to protect patients and service 
users from ‘bad’ research, it also aimed to raise standards. The RGF was cautiously welcomed, 
but it also became a source of serious concern within the social care research community. 
These concerns were, mostly, not about the principles of ‘governance’ or the intention to raise 
standards, but because of perceived difficulties local authorities might have had in meeting 
these standards within required timescales and without additional resources, or clear mandate 
from central government. 
 
Several issues lay behind these concerns. First was the fragility of research infrastructure and 
support mechanisms for social care research in local authority settings, which lagged far behind 
those within the NHS. Second, there was anxiety that if research required independent ethical 
scrutiny, social work and social care research methods might not be understood or recognised 
by NHS ethics committees more used to offering opinions on clinical and pharmacological 
research. Third, there were fears that lengthy research governance processes would create 
problems because timescales for completion of social care research were shorter, and funding 
amounts lower. Fourth, the Laming Report of the Climbié Inquiry (Laming, 2003) led to the 
formation of separate adult social care and children’s services departments in local authorities, 
which are the responsibility of the DH and Department for Education (DfE) respectively. 
Consequently, it also became clear that the RGF, as a DH policy, applied only to Adult Social 
Care Services. Though local authorities were free to extend their own governance 
arrangements, no equivalent guidance to the RGF has ever been published by the Department 
for Education for research governance arrangements in Children’s Services, despite the 
Department for Children, Schools and Families (the predecessor to the DfE) funding work to 
investigate the implementation of research governance in children’s services (Boddy, 2010). 

https://www.rip.org.uk/
http://www.scie.org.uk/
https://www.ripfa.org.uk/
http://www.sscr.nihr.ac.uk/
http://www.sscr.nihr.ac.uk/
http://reason-network.org.uk/
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Finally, at the time, all but a handful of local authorities had any prior experience of research 
governance.  
 
Recognising these issues, further guidance was published on the implementation of research 
governance in social care (DH, 2005) intended to create local arrangements that were both 
dynamic and supportive of the wide range of methodological approaches used in social care 
research, and research was also carried out to assess the extent of research activity in local 
authority settings (Boddy & Warman, 2003; Pahl 2002, 2006). This investigated the range and 
volume of social care research activity in local authority settings, the range of people involved 
and the current state of methods and ethical review. The two studies led by Pahl used a 
deliberately wide definition of research: ‘the systematic collection, analysis and interpretation of 
data of relevance to policy and/or practice to increase understanding about future trends, local 
needs and good practice’ (Pahl, 2002). It became apparent from these early studies that 
considerably more social care research activity (based on this definition) was occurring in local 
authorities than the DH had thought.  
 
Marsh & Fisher (2005) subsequently considered the evidence base for social care practice. 
They argued that the modernisation of social care placed a high premium on the use of 
evidence, and that there was a need to encourage evidence-based decision-making and that 
any evidence produced and used should be of high quality at all levels; central and local 
government, service providers, professionals and citizens. They also drew attention to startling 
disparities in the level of investment in academic research and development between NHS and 
social care settings, with social care lagging far behind. 
 
These factors all created a strong imperative to expand the resources available to support 
social care research and its regulation and use in both the academic sector and for local 
authority ‘own account’ research. Those universities that had not already developed their own 
arrangements for research governance and ethical review appeared to do so following the 
publication of the Research Governance Framework (Tinker & Coomber, 2004) and the ESRC 
Research Ethics Framework (ESRC, 2005), which required all universities to have research 
ethics committees. However, amongst local authorities, the subsequent implementation of 
research governance was more uneven. The DH supported local authorities to develop these 
arrangements by providing a small amount of money in the form of a one-off ‘pump-priming’ 
grant of £2,500 for training. While there was less enthusiasm in some places than others to 
develop such arrangements, this limited financial support helped some local authorities to 
establish research governance policies and procedures. In some areas, grants were pooled in 
regional consortia, such as the South East Authorities Research and Information Group 
(SEARIG) and the West Midlands Research Governance Group (WMRG). In addition, the DH 
provided funding to establish a database of research governance leads in all local authorities 
and a social care ‘research register’ – a database intended primarily for ‘grey’ (unpublished) 
literature that was hosted by SCiE.  
 
In 2006, the WMRG undertook a survey of members (Woolham, 2006) to investigate the skills 
and capacity available to both SEARIG and WMRG groups. At that time, the results of this 
survey reflected the perspective of a group of local authorities at the forefront of developing 
systems to improve both ethical conduct and the quality of their own research (and for studies 
managed in universities and elsewhere that they had been invited to ‘host’, and had not 
previously received an ethical opinion). The survey found that although 92% of local authorities 
that took part had a research governance ‘lead’, the self-reported levels of expertise and 
experience amongst these leads and other members of local governance groups and boards 
varied considerably. Several broad themes were identified. First, research governance leads 
were not always confident about the role conferred on them by their management teams. 
Second, respondents felt there was a need to develop the skills and competence of reviewers 
and those conducting research within the local authority. Third, research was often conducted 
by people who were not research specialists, sometimes lacked experience or expertise and 
were required to conduct research alongside other duties; and fourth, there was a need to 

http://www.researchregister.org.uk/
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ensure greater compliance with the local governance arrangements that had been established 
to reduce ‘evasion’ of scrutiny of research proposals. 
 
Despite this limited evidence suggesting that governance arrangements were not uniformly 
strong, there followed a period in which there was some evidence to suggest that an increase in 
both the awareness of social care research and its use to support decision-making did seem to 
occur. One manifestation of this was that by 2012 almost 100% of local authorities had a 
nominated research governance lead registered on the SCiE database. Arguably, there 
appeared to be a growing recognition that despite its fragility, research governance might be an 
opportunity to develop systems around evidence-informed decision-making at practice, service 
development and policy levels, with such arrangements being seen as supportive rather than 
restrictive, and providing a quality assurance system particularly for ‘in house’ research.  
 
Significant progress therefore appeared to have been made since the Wider Strategy for 
Research and Development Relating to Personal Social Services (op cit.) in developing 
research resources for social work and social care practitioners and managers. However, even 
before the present government’s public sector ‘austerity’ policies, and despite the 
improvements made in response to the RGF, local authority social care research might be 
described as enjoying a fairly precarious existence. A survey by the Local Area Research and 
Intelligence Association (LARIA) and the Local Government Association (LGA) (LGA, 2013) 
provided early indications that this relatively short period of growth in local authority research 
governance, research and research use was coming to an end. The LARIA survey took a 
broader view of research in local authorities (not just social care). It found that it was more 
common for researchers to be located in a corporate team than within a service department, 
but where they were in a service department it was more likely to be in Planning, Children’s 
Services or Education – little mention of Adult Social Care was made. The LARIA survey also 
found that most teams were small, that research was often one role carried out by staff 
amongst others, and that where there were research specialists, these posts were located in 
corporate performance management. 
 
At the present time, unprecedented cuts in local government funding have meant a continual 
search by local authority managers to save money. Because research is not a frontline (and 
therefore prima facie a non-essential) activity, it might be reasonable to be concerned about 
whether many of the achievements of the past decade in improving English social care 
research infrastructure have been eroded. For these reasons it was considered timely to carry 
out a study to better understand the current position of local authority adult social care 
research.  
 
Objectives  

 
The main objectives of the study were to describe research capacity in local authority settings 
at the present time: who local authority researchers were, what they did, and the level of 
support they received. The study was also specifically focused on adult social care research: it 
set out to explore the infrastructure for research in these settings and the impact that the 
transfer of Public Health from the NHS to local government may have had. However, less than 
a third of respondents answered any of the questions about the impact of Public Health, so the 
analysis of the responses to these questions has not been included in this article.  
 
Methods  
 
The fieldwork had three stages. In the first, the scope of the study was confirmed and the 
survey questionnaire developed. In the second, the fieldwork and data collection took place and 
in the third, the collected data was analysed and written up. The online electronic survey 
software ‘Survey Monkey’ was used to collect the data: a link to the survey was sent to sample 
members, who were invited to pass the email and link on within their organisation if necessary, 
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and to contact the principal investigator if they wanted more information, or wanted to respond 
in a different format. The survey link was open from 10th March until 28th April 2014. 
 
Sample  
Three databases were used to establish the sample. The first was from the Health and Social 
Care Information Centre (HSCIC). HSCIC helped distribute the survey to all DH user 
experience survey contacts in local authorities. (The user experience survey is an annual, 
mandatory survey conducted within local authorities for the DH). We were unable to establish 
the precise number of contacts through this database: our survey was sent out as an 
attachment to the HSCIC contact list but there may have been multiple contacts in some local 
authorities. The second database was of local authority research governance leads held jointly 
by SCiE and SSRG, and the third was a database of Directors of Public Health in England; not 
all of whom had been appointed at the time of the survey.  
 
Analysis  
Electronic returns were downloaded first into a Microsoft Excel spreadsheet and subsequently 
entered into SPSS (v16) for analysis. Mainly descriptive techniques were used, such as 
frequency counts and cross-tabulations. Chi Square tests were used to establish statistical 
significance for some comparative findings. 
 
Ethics  
No confidential or sensitive data were requested, and all participants were local authority 
employees and so an ethical opinion was not necessary from the Social Care Research Ethics 
Committee, though a favourable opinion was obtained from the Principal Investigators local 
authority research governance board. No formal Association of Directors of Adult Social 
Services (ADASS) approval was sought. 
 
Funding  
The study was commissioned and funded by the NIHR School for Social Care Research with 
support from the Association of Directors of Adult Social Services. Funding of £5,000 was made 
available to the Social Services Research Group to carry out the research. The study was led 
by a member of the Social Services Research Group Executive Committee (EC) with support 
from two EC colleagues (the authors). This article is independent research by the National 
Institute for Health Research School for Social Care Research and the views expressed in it are 
those of the authors and not necessarily those of the NIHR, SSCR, NHS or the Department of 
Health.  
 
Strengths and limitations  
The survey was the first comprehensive attempt to examine research capacity in local authority 
adult social care settings for a decade (Pahl 2002; 2006; Boddy & Warman, 2003). It utilised 
arguably the best available sources of data to construct the sample, and it achieved a good 
response rate (see findings over page). Furthermore, it is reasonable to speculate that a 
proportion of non-responses could be attributed to an absence of any kind of research capacity 
within these local authorities, although we have no evidence to support this. 
 
There were also a number of limitations. First, the databases used were not ideally suited to the 
purposes of drawing a sample because we were unable to ensure all respondents were the 
most appropriate people to be contacted. Second, the questionnaire was received not only by 
researchers but also by people with either another interest in, or relationship to, research. 
These included research governance leads, research managers, or research commissioners, 
for example. Third, we speculate that our findings might be representative only of those more 
committed to the use of research: those who did not take part may have been less 
knowledgeable about or interested. Fourth, we intentionally used the broad definition of 
research used by Pahl in the earlier studies, we cited above: ‘the systematic collection, analysis 
and interpretation of data of relevance to policy and/or practice to increase understanding about 
future trends, local needs and good practice’ (Pahl, 2002). Though this definition provided 
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information about the broad spectrum of research and research ‘like’ activity, it also made it 
more difficult to differentiate research activity per se from other forms of data collection and 
analysis.  

 
Findings  
 
Findings are presented in two sections. In the first, the paper will consider local authority 
research capacity: the size and shape of the local authority social care research workforce, and 
the skills and experiences of those engaged in local authority adult social care research. In the 
second, the paper examines the quality of the research infrastructure in local authorities: 
access to research materials, training, opportunities for networking and research governance.  
 
1. Profiles of local authorities and respondents  
 
108 responses were made from 68 local authorities – though one response covered three local 
authorities so 70 were represented: an overall response rate of 46% of the 152 local authorities 
with an Adult Social Care Department. Table 1 shows the types of local authorities included in 
the sample. 
 
 
Table 1. Type of local authorities included in the sample. 

 

 No. Percentage of 
sample 

Percentage of type of 
council in England 

County Council (CC) 23 33% 85% (n=27) 

London Borough (LB) 12 17% 36% (n=33) 

Metropolitan Borough Council (MBC) 15 21% 42% (n=36) 

Unitary Authorities (UA) 20 29% 36% (n=56)  

Total 70 100% 100% (n=152) 

 
 
Staff in all types of local authority responded to the survey but CCs were much better 
represented (n=23, 85% of CCs) than LBs (n=12, 36% of LBs), MBCs (n=15, 42% of MBCs) or 
UAs (n=20, 36% of UAs). A small number (n=10) of respondents did not state their local 
authority. ADASS regions were also evenly represented with the exception of the North East, 
where the percentage of responses (25%) was lower than the average in other regions (48%). 
 

Who were the ‘researchers’?  
In Table 2 the proportion of respondents with ‘research’ in their job title is presented.  
 
 
Table 2. Number and proportion of respondents with ‘research’ in their job title. 

  

Job title includes the word ‘research’  23 (21%) 

Job title does not include the word ‘research’  74 (69%) 

Not stated   11 (10%) 

Total   108 (100%) 

 

 
About a fifth (21%, n=23) of respondents had a job title that included the word ‘research’. In 
parts of the subsequent paper they will be referred to as ‘researchers’. This is probably an 
underestimate of workers who have some knowledge of research methodologies, such as job 
roles involving ‘market intelligence’ or ‘data analyst’, though perhaps relating to secondary data 
rather than primary empirical research.  
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Almost all (90%) of respondents worked full time. Though researchers were a little less likely to 
work full time (mean weekly hours were 32.6 for researchers and 34.5 for non-researchers) 
they were more likely to spend more of their time engaged in research or research related 
activities. Almost half, 44% of researchers spent at least 70% (which was also the median time 
spent on research) of their working week doing research, compared with about one seventh 
(14%) of non-researchers. This difference was statistically significant (χ2=78.11, df=22, 
p=<0.001). 
 
Where do local authority social care researchers work? 
The survey findings suggested that researchers were more likely to work in shires rather than 
other types of local authority. Over three fifths (n=14, 61%) of all ‘researchers’ worked in CCs, 
compared to just over one fifth (22%) in UAs, and under one in ten (9%) each in MBCs and 
LBs. Overall, only 18 of the local authorities employed any researchers, two authorities 
employed two and one employed three. A higher proportion, just under half (n=9, 45%), of CCs 
employed at least one researcher, compared with under a quarter (n=5, 23%) of UAs, one 
eighth (n=2) of MBCs and a twelfth (n=2) of LBs. Researchers working in CCs were also likely 
to spend proportionally more time conducting research.  
 
 
Table 3. Location of researchers/non-researchers.  

 

 Research in job title 

 Yes No Unstated TOTAL 

Corporate team 9 (39) 13 (18) 2 (18) 24 (22) 
ASCD 8 (35) 40 (54) 5 (45) 53 (49) 

Not stated 6 (26) 21 (28) 4 (36) 31 (29) 

Total 23 (100) 74 (100) 11 (100) 108 (100) 

 
 
Table 3 shows that proportionally more researchers were also physically located in corporate 
teams (39%, n=9) than in ASCDs (35%, n=8), suggesting that the ‘research portfolio’ of 
researchers working in these settings there might extend beyond adult social care.  
 
What kind of research were local authority researchers doing?  
Table 4 shows that all of the listed types of research or research-like activity were well 
represented in responses, but work around performance indicators and performance data 
(72%, n=78), or quantitative research (68%, n=74), were most frequently mentioned, and least 
likely were qualitative research and audits, although these differences were not marked. 
 
 
Table 4. The types of research activity that respondents stated took place in their authority.  

 

Performance indicators and performance data 78 (72%) 
Quantitative research (surveys, trials) 74 (68%)  

Service evaluations (to assess performance of new services) 69 (64%) 
General management information 68 (63%) 

Qualitative research (interviews, focus groups, etc) 67 (62%) 
Audits (to find out if services meet agreed standards) 62 (57%)  

 
 
This finding may reflect the comparatively large estimated proportion of responses coming from 
corporate teams and the likelihood that many respondents from adult social care departments 
work in performance management teams, as has been suggested by SSRG membership: 
especially those that were corporately located, and might reasonably be expected to use 
quantitative methodologies more often. 
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How important is research? Is it valued in local authorities?  
Two questions asked about the perceived importance of research to decision-making and 
planning. The first asked respondents to agree or disagree with the statement ‘our ASCD uses 
research evidence to inform policy and practice’ and the second ‘adult social care has a policy/ 
guidance on how and when staff can access and use research evidence. Responses to both 
are presented in Table 5.  
 
 
Table 5. Use of research evidence in local authorities.  

 

 Evidence used to inform policy 
and practice 

Policy/guidance on how/when research 
evidence can be accessed and used 

Strongly agree 
Agree 

Neither 
Disagree 

Strongly disagree 
Not stated 

Total 

9 (8%) 6 (6%) 
45 (42%) 47 (44%) 

8 (7%) 11 (10%) 
8 (7%) 7 (7%) 
1 (1%) 0 

37 (34%) 

108 (100%) 

37 (34%) 

108 (100%) 

 
 
Half (50%, n=54) of respondents strongly agreed or agreed that evidence was used to inform 
policy and practice in their ASCD, and half (50%, n=53) also agreed that their local authority 
had policies and guidance in place to determine how and when its staff could access and use 
research evidence. Though only a small proportion disagreed, over a third (34%, n=37) did not 
express a view on either question. Non-researchers were a little more likely than researchers to 
agree or strongly agree with the statements, but in neither case were these differences 
statistically significant.  
 
Research governance arrangements 
The existence of research governance arrangements of some kind might also signal a 
continuing commitment by the local authority to undertake research and related activity as well 
as facilitate external research. Earlier in the paper, attention was drawn to evidence from the 
SCiE register that the overwhelming proportion of ASCDs had some kind of governance 
arrangements in place in 2010. Only 55 (51%) of respondents answered a question that asked 
if their local authority had such arrangements. Only 42 (39%) of all 108 respondents confirmed 
the existence of such arrangements and only 36 (33%) said that there was a research 
governance lead in their local authority.  
 
2. Support for research in local authority settings  
 
The survey also asked five questions designed to provide some clues about the kind of support 
available for local authority researchers. The first (see Figure 1) shows responses to a question 
that asked if the ASCD employed service users or unpaid care givers as researchers or to help 
with research activities. The additional resources required to support this kind of research might 
reasonably be a proxy measure of the extent of support for research activity per se. The second 
question (see Figure 2) asked if the local authority has a senior ‘research champion’. Senior 
managers able to support research activity and coordinate its use are also potential signifiers of 
support.  
 
As can be seen, only 16% of respondents felt that their local authority used service users or 
(unpaid) carers as researchers or advisors. The proportion of respondents who felt that their 
local authority had a research ‘champion’ was also low, with two thirds of respondents 
indicating either that their authority did not have one, or that they did not know.  
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Three other questions were also used to illustrate the nature of support available. Respondents 
were invited to agree or disagree with three statements which are included in Table 6.  
 
Almost one third (29%, n=31) of respondents agreed or strongly agreed that local authority 
researchers were encouraged to develop their knowledge and skills compared with one fifth 
(20%, n=21) who disagreed or strongly disagreed. Over one third (36%, n=38) agreed or 
strongly agreed that they were also expected to maintain an up-to-date knowledge of sources 
of research evidence (compared to 11%, n=12, who disagreed or strongly disagreed) and 45% 
(n=49) agreed or strongly agreed that all staff in their local authority were expected to develop 
evidence based approaches to decision-making (compared to 6%, n=6, who disagreed or 
strongly disagreed). 
 
 

  
Figure 1. Use of service user/carers as 

researchers or research advisors. 
Figure 2. Is there a named ‘champion’ for 

research at a senior level in your local 
authority? 

 
 
 

Table 6. Local authority researcher responsibilities.  

 

 Researchers are 
encouraged to develop 

research skills and 
knowledge 

Researchers are expected to 
keep their knowledge of 

sources of research 
evidence up-to-date 

All staff are encouraged 
to develop an evidence 

based approach to 
decision-making 

Strongly agree 
Agree 

Neither 
Disagree 

Strongly disagree 
Not stated 

5 (5%) 7 (7%) 10 (9%) 
26 (24%) 31 (29%) 39 (36%) 
20 (19%) 21 (19%) 17 (16%) 
18 (17%) 10 (9%) 4 (4%) 

3 (3%) 2 (2%) 2 (2%) 
36 (33%) 37 (34%) 36 (33%) 

Total 108 (100%) 108 (100%) 108 (100%) 

 
 
Training opportunities  
The relative lack of support for the view that local authority researchers were encouraged to 
develop their skills and develop their knowledge was also demonstrated in responses to 
questions about training opportunities. Of the 61 (57%) of people who answered the question, 
only 46% said that they would be given time off for training if required.  
 
The survey also asked about the kinds of training opportunities that might be supported by the 
local authority. The responses are presented in Table 7.  
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Table 7. Support for training for local authority researchers: the views of survey respondents.  

 

Access to research-related learning and resources Yes No Don’t know 

E-learning modules 45 (42%) 4 (4%) 8 (7%) 

Webinars 36 (33%) 9 (8%) 10 (9%) 

Other training (not research specific but related) 33 (31%) 10 (9%) 12 (11%) 

Research seminars 32 (30%) 13 (12%) 11 (10%) 

Research training courses 28 (26%) 15 (14%) 15 (14%) 

Research conferences 27 (25%) 15 (14%) 15 (14%) 

Secondment opportunities 16 (15%) 12 (11%) 27 (25%) 

Study for academic qualifications  13 (12%) 23 (21%) 19 (18%) 

 
 

 

Among those who answered the questions, there was a clear view that employers were more 
likely to favour approaches to learning that could be accessed online. By contrast, respondents 
felt that more academic kinds of learning resource – perhaps requiring greater commitments of 
time and funding for conferences and travel – were much less likely to be supported.  
 
Access to research materials and evidence 
Only a minority of those who took part in the survey appeared to belong to any organisation that 
promoted research or the use of research evidence in social care: the most frequently cited 
membership was SSRG (25%, n=27) followed by LARIA (19%, n=21). The most frequently 
used sources of information were the Association of Directors of Adult Social Services 
(ADASS), the Care Quality Commission (CQC), the Office for National Statistics (ONS), SCiE 
and SSRG. Organisations such as the School for Social Care Research, Skills for Care, 
Research in Practice for Adults and Making Research Count were cited as sources from which 
information was drawn by a smaller proportions of respondents.  
 
The survey also asked how research evidence was obtained. Responses to this question are 
presented in Table 8. 
 
Table 8 shows that the internet, and briefings and bulletins from non-academic and academic 
organisations were the most frequently mentioned access routes. The relatively high proportion 
of respondents who said they accessed research evidence from external conferences was a 
surprise given that so few had previously felt that attending these was ‘viable’. However, if 
conference attendance was generally not possible, the findings in Table 8 may in fact serve to 
reinforce a sense in which research evidence was, in practice, hard to obtain. 
 
 
 

Table 8. How people access research evidence.  

 

How people access research evidence You Others 

Internet access 42 (39%) 34 (32%) 

Briefings and bulletins from external organisations (non-academic) 42 (39%) 32 (30%) 

Briefings and bulletins from external organisations (academic) 39 (36%) 32 (30%) 

Informal opportunities to share learning 36 (33%) 30 (28%) 

External learning events like conferences 34 (32%) 28 (26%) 

Access to learning and development to build skills to use evidence 26 (24%) 25 (23%) 

Internal authority communications on research 25 (23%) 26 (24%) 

Subscriptions to relevant electronic databases and/or journals 24 (22%) 21 (19%) 

Podcasts or videos from research sources 17 (16%) 16 (15%) 

Use of Athens account or similar to gain general access 14 (13%) 16 (15%) 

Access to and active use of social media sites 14 (13%) 20 (19%) 

No formal support in organisation 4 (4%) 4 (4%) 
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Discussion  
 
The findings of our survey suggest that local authority adult social care research has not fared 
well over the last half decade and that many of the tentative improvements made in developing 
an infrastructure for social care research and promoting the use of research in adult social care, 
and the support available to local authority social care researchers, have at best stalled and at 
worst reversed. Furthermore, the fact that respondents in only 18 out of the 70 authorities 
represented had research in their title (in a survey concerning research capacity in local 
authorities) suggests a low capacity for undertaking research, although it is difficult to identify 
current trends, as there is no comparable recent data. Follow up research would be useful to 
show trends. 
 
In the discussion that follows, we will assess some of the more immediate and specific 
implications, first for local authorities in undertaking social care research and research-like 
activity, and second for using research and other evidence to inform local policy and practice. 
 
Capacity to undertake research and research-like activity  
 
Adult social care researchers in corporate research environments 
The survey indicates that primary social care research activity in local authorities is now more 
likely to be carried out by researchers working in corporate environments, and the survey 
reinforced the finding from the earlier LARIA survey (LGA, 2013) that many researchers 
probably combined this role with other responsibilities. Both of these findings seem to suggest a 
limited capacity for specialist social care research, given the high proportion of researchers in 
corporate departments and those with other responsibilities. One potential implication of this 
change is a loss of practice skills, and ability to engage effectively with adult social care users. 
Researchers without a broad understanding of the communication preferences and needs of 
adult social care users might, for example, use inappropriate research methodologies to answer 
research questions: approaches that might potentially, and unwittingly, exclude some social 
care users from opportunities to take part in research. Generalist researchers may not always 
have the skills needed, for example, to communicate effectively with people with learning 
disabilities, mental health problems, sensory impairments or dementia. Specialist social work/ 
social care researchers are also more likely to possess professional values that attach 
significant importance to empowerment and inclusion which may not have the same importance 
to non-specialist researchers.  
 
Time and resource constraints 
An imperfect understanding of practice issues might also have implications for the method 
researchers might choose to use to collect data. For example, though focus groups may be a 
quicker and easier way to collect data than a properly constructed and administered survey, the 
survey is likely to produce more generalizable findings. The method chosen should depend on 
the research question rather than constraints in terms of time or resources. 
 
Our survey found that the research that was being carried out in local authority settings was 
most likely to be quantitative rather than qualitative. This was unexpected: evidence from other 
studies and reports suggests a strong preference within the wider social care research 
community for qualitative methods (JUCSWEC, 2006; Moriarty, 2011; Scourfield & Maxwell, 
2010). However, it fits with a policy context that gives more value to quantitative research (Cox, 
2012). Much of this quantitative research is likely to be in the form of performance indicators. 
Some academic researchers have questioned the value of such approaches to data collection, 
arguing that they are better seen as management tools rather than methods of inquiry that 
support better frontline practice, the empowerment of service users or approaches that 
challenge inequality. (Burton & van den Broek, 2009; Harris & White, 2009). Though we cannot 
comment directly on this issue, we did find some limited evidence to suggest respondents felt 
there had been a drift away from studies that supported improvements to practice to those 
which were concerned with cost effectiveness and efficiency.  
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User led and user involved research 
Although user involvement has been strongly encouraged in NHS settings since the 1990s at 
least (Minogue & Girdlestone, 2010) and there has been strong support for service user 
involvement in research processes by organisations such as INVOLVE, funded by the National 
Institute for Health Research (NIHR), an NHS organisation, as well as various advisory groups 
and bodies: NICE, CQC, SCiE, SSCR, the degree of user involvement reported by respondents 
presented in Figure 1 above seemed low. Though we have no direct evidence, we speculate 
whether the apparent level of user involvement may be another consequence of austerity and 
the withdrawal of support to enable the participation of service users and carers.  
 
Research governance 
Though in 2012 it appeared that most ASCDs had a research governance ‘lead’ in post, at the 
time of our survey, a couple of years later, the number of such posts had declined markedly. 
Additionally, many local authorities appeared not to have a senior manager responsible for 
research and the use of service users as advisors or researchers appeared to be happening in 
only a handful of authorities. These findings suggest that the ‘status’ of research activity may 
have declined. One of the aims of research governance was to improve the methodological and 
ethical standards of locally commissioned and undertaken research and related activity, as was 
set out in the SSRG Research Governance Resource Pack (SSRG, 2010). Consequently, the 
absence of governance arrangements may also have the effect of removing any form of ‘quality 
assurance’ mechanism to ensure that basic research standards are met for such in-house 
activity.  
 
Capacity to use research and other evidence to inform local policy and practice  
 
The value of research in Adult Social Care settings 
Though the survey found that research still appeared to be valued in most local authority 
settings, ASCDs understandably seemed to wish to protect frontline services. There appeared 
to have been a marked contraction in support for researchers working in these settings in 
respect of access to training for researchers and access to conferences and seminars for 
practitioners and managers in which research findings might be presented and shared. 
Academic study might be expected to offer the best guarantee of high standards as courses are 
usually independently validated and accredited, but little use appeared to be being made of 
them.  
 
As well as restricting opportunities for job enrichment and career development, these changes 
may arguably have other important implications. The tendency of local authorities to sanction e-
learning and briefings from organisations such as SCiE and ADASS is, on the one hand, a 
welcome sign that despite austerity, some commitment to professional development and the 
use of research knowledge is retained. However, although there is nothing inherently wrong 
with this kind of ‘recipe’ knowledge, exclusive reliance on operationally focused ‘best practice’ 
or ‘what works’ research messages to the exclusion of other kinds of research discourse 
creates a lack of exposure to critical debate and over reliance on ‘received wisdom’. This in turn 
makes it harder for new ideas, critical or challenging findings to be received and considered.  
 
Over time, this withdrawal of support is also likely to affect those national organisations that 
provide training via conferences and seminars, constraining their ability to organise and host 
events: it is also worth noting in this context an internal review by SCiE in 2013 led to a decision 
to close their research register and re-purpose the website to provide a ‘signposting’ resource. 
 
Impact on research mindedness 
Our findings suggest that it is possible that over the next few years, local authority ASCDs will 
lose the capacity to conduct their own, in-house research, other than the information collection 
required by central government. There is the obvious loss of skills that can support service 
development and review, management decision-making, internal evaluation of service impact 
and cost effectiveness. However, there may be a wider and less tangible loss of research 
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literacy: the skills to assess the worth of external research and the extent to which findings 
conducted elsewhere can be applied. One consequence of this may be that important decisions 
will not be properly grounded in, or properly informed by, evidence.  
 
Conclusions 
 
Arguably, there has always been a gap between research policy and guidance and research 
capacity in adult social care settings. However, the decline in research governance, low 
numbers of researchers and relatively few local authorities with senior research ‘champions’ 
suggests a weak infrastructure for and low status of local authority social care research. Our 
findings also raise important questions about what local authority adult social care research is 
‘for’ – who reads it, how accessible findings are, and how it is used. It also offers a contrasting 
perspective to reports and inquiries that over the last four decades have emphasised the need 
for social services departments to base their practice on sound evidence, and for social work 
practitioners to critically appraise and use research evidence to inform their practice, (Gibb, 
2009; Marsh et al., 2005; Shaw & Lunt, 2011), although the role that research evidence should 
play is contested (Nevo & Slonim-Nevo, 2011; Sheldon, 2001; Webb, 2001). The most recent of 
these calls for social workers to regard themselves not only as practitioners and professionals, 
but also as social scientists – able to gather evidence and conduct research to develop social 
work (Croisdale Appleby, 2014). Shaw & Lunt (2011) argue that practitioner research provides 
a valuable alternative perspective to academic research. We would argue that research 
undertaken by local authority staff, who may or may not be (or ever have been) social work 
practitioners, will also bring an important perspective to local research and research-like 
activity. Our findings suggest there are enormous obstacles to the achievement of such an 
objective at the present time.  
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Abstract 
There are an increasing number of older people globally and nationally. However this rise in life 
expectancy is not always paralleled with a good quality of life. Within the north west of England 
Age UK Lancashire was awarded three-year funding by the Big Lottery to undertake an Active 
Lives programme. This programme delivered a range of local activity groups aimed at 
promoting the health, activity, lifestyle and wellbeing of older people living within the 
community. This paper reports the findings of a three-year descriptive study which evaluated 
older people’s experiences of participating in the activity groups. The study identified the impact 
on their health, quality of life and wellbeing, use and benefits of the groups and suggestions for 
future service developments. Data were collected in three phases utilising focus groups and 
self-completed questionnaire surveys. Qualitative data were analysed by content analysis to 
identify key themes. Standard descriptive analysis was used for quantitative data. Key findings 
were benefits with general improvements in participants’ physical and mental health, their 
wellbeing and quality of life. It was concluded that Active Lives groups in the community 
presented an effective means of maintaining and improving older people’s health and social 
wellbeing. 

 
Keywords:  Quality of life, active ageing, older people, health and social wellbeing 
 
 

Introduction  
 
Like many developed countries, the United Kingdom (UK) has an increasing number of older 
people, with these cohorts growing fastest (Brown et al., 2004; Office of National Statistics 
(ONS), 2012; Teater & Baldwin, 2014). The 2011 census reported that 9.2 million residents of 
England and Wales were aged 65 years and over (ONS, 2013). By 2013 the population of the 
UK aged 65 years and over was estimated to be 11.1 million (ONS, 2014). Globally, the 
population of people over 60 years of age will reach two billion by 2050 (World Health 
Organisation (WHO), 2012a). 
 
In response to the challenges of an ageing population there has been an emphasis within 
Europe on the development of ‘active ageing’ policy (Foster & Walker, 2015), as well as a 
global focus on active ageing (Annear et al., 2014). It is apparent that there is a lack of 
consensus on what constitutes active ageing (Boudiny, 2013) with some putting emphasis on 
continued employment and physical activity and others suggesting a more holistic approach. 
Arguably, active ageing should refer to more than just employment-related or physical activity; it 
should encompass all meaningful pursuits that improve an individual’s wellbeing (Foster & 
Walker, 2015). The application of active ageing to economic or physical activities alone can 
lead to the exclusion of those older people who have physical restrictions (Walker, 2002). 
Boudiny (2013) recognised the need for active ageing policy to focus on older people engaging 
with life in general rather than concentrating on economic engagement and highly physical 
activity. An over-emphasis on physical activity is of particular relevance to this population group 
due to the number of older people living with co-morbidities. There is an increased prevalence 
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of long-term health conditions among older people which can be a major health burden for 
them, their carers and health and social care services (Stern & Konno, 2009; Coulter et al., 
2013). Approximately 80 per cent of those aged over 65 years are affected, with many having 
more than one condition (Stern & Konno, 2009; Coulter et al., 2013). These conditions can 
make taking part in physical and social activities difficult, thereby emphasising the need for a 
more holistic approach to active ageing and for policies that reflect the needs of the ‘young’ old 
and the ‘old’ old (Foster & Walker, 2015). Active ageing policy should consider the 
heterogeneity of the older population and apply an inclusive definition. The WHO (2002, p.12) 
suggest that active ageing is ‘the process of optimizing opportunities for health, participation 
and security in order to enhance quality of life as people age’. They further define ‘active’ as 
being able to continue to participate in ‘social, economic, cultural, spiritual and civic affairs, not 
just the ability to be physically active or to participate in the labour market’. There is a need to 
develop initiatives that promote inclusion and allow all older people to engage in activities that 
promote positive health and wellbeing, a fact supported by The European Year of Active Ageing 
2012, which recommended international, national and local policies be developed that support 
older adults, promote their independence and wellbeing, and encourage physical exercise 
(WHO, 2012b). 
 
Within the north west of England a charity (Age UK Lancashire) aims to support the needs of 
older people within the population of two towns (Ormskirk and Skelmersdale) and surrounding 
rural communities in West Lancashire. It was awarded three-year funding by the Big Lottery to 
undertake the Active Lives programme (January 2012 to December 2014). The Big Lottery 
Fund provides community groups and health, education and environmental projects with 
funding from the UK’s National Lottery (Gov UK, 2016). Within the geographical area Age UK 
Lancashire serves, many older people live in areas of deprivation, are isolated, and lack 
support and access to services (Age UK, 2011; Bidmead et al., 2012). Bidmead op cit. also 
highlight the potential for social isolation of those within Skelmersdale as great and indicate that 
the potential for loneliness amongst older people is very apparent. The delivery of the Active 
Lives project in West Lancashire had a focus on reducing this risk of loneliness and enabling 
older people to continue to be part of their community. The Active Lives programme aimed to 
promote the activity, lifestyle, physical and mental health, and wellbeing of older people living in 
the local community and was intended to benefit people aged over 50 years, particularly those 
isolated due to age-related illness or disability. The programme involved preventative 
community support through the delivery of a range of activity groups that were otherwise not 
available from local social care providers. It has been recognised that developing active 
preventative programmes plays an integral part in supporting the success of the ageing 
population (Teater & Baldwin, 2014). 
 
Although the participation in physical activity can help improve health and wellbeing (Angevaren 
et al., 2008; Yeom et al., 2009; Reimers et al., 2012; Chase, 2013; English et al., 2014) the 
Active Lives groups that were offered reflected the WHO (2002) recommendation, ensuring that 
a range of activities were available rather than a focus on physical activities only. The groups 
ran at two Age UK Lancashire centres and rural locations on various days of the week with the 
exception of Sundays. There were no restrictions on who could attend each group and there 
was a minimal charge to attendees, dependent on the nature of the activity. The WHO (2016) 
acknowledge that the ages of 60 and 65 years are often used when defining the start of old 
age. However, this evaluation includes those aged 50 years and above, in line with the age that 
individuals can access Age UK Lancashire support services. For the purpose of this evaluation 
the groups were divided into five categories and Table 1 lists the different activity groups for 
each headline category. 
 
An evaluation of the benefits and impact of the programme was required as a condition of 
funding and was undertaken as a partnership between Age UK Lancashire and Edge Hill 
University. This paper presents the findings of the evaluation in relation to experiences, health, 
wellbeing and quality of life. Findings on the organisation of groups, facilities, locations and 
frequency are reported elsewhere (Gandy et al., 2016). 
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Table 1. Categories of activity groups for evaluation. 

 

Activity Group Category Individual Activities Covered By Headline Category 

Education/ Informative Arts & Craft Group; Big Band; Craft Group; German Group; 
Spanish/ French Group; Information & Advice 

IT/ Communications Computer Classes; Mobile Telephone Use; Internet Shopping 

Physical/ Exercise Chair-based Exercise; Health Walks; Indoor Bowling; Keep Fit; 
Line Dancing; On Tap Performers Group; School of Dance; Tap & 
Tone Group; Tea Dance; Yoga; Zumba 

Social/ Engagement Bridge Club; Coffee Morning; Lunch Club; Rural Club; Senior 
Citizens Meeting 

Support Group Alzheimer’s Support Group; Day Care Services; Foot Care Surgery  

 

 
 
Methods  
 
Aim 
The aim of this study was to evaluate older people’s experiences of participating in the Active 
Lives groups, and to identify the impact that attending had on their health, quality of life and 
wellbeing. 
 
Design 
The evaluation was pragmatic and comprised a descriptive cross-sectional study that used 
mixed methods to collect qualitative and quantitative data by focus groups and self-completed 
survey questionnaires. It was undertaken in three phases, from April 2012 until December 
2014: Phase 1 data collection (September to December 2012); Phase 2 data collection (June to 
August 2013); and Phase 3 data collection (April to June 2014). 
 
Sample 
Convenience samples of participants were recruited for each phase from service users who 
attended the Active Lives groups in all locations. There were no set exclusion criteria and the 
study welcomed participants that attended either one or more groups. The samples comprised 
of participants aged 50 years or above, reflecting eligibility and inclusion criteria of Age UK 
Lancashire. 
 
To avoid coercion by the research team, ensure good research practice and assure inclusivity 
all potential participants who attended the groups for each phase of the study were identified by 
the Active Lives programme coordinator. Utilising a gatekeeper to access potential participants 
ensures that individuals are not coerced to participate and do so willingly (Cronin et al., 2015). 
The programme coordinator approached all members accessing the Active Lives groups to 
avoid any selection bias. All those attending the groups were provided with a project summary 
and invited to participate in the evaluation. Potential samples for the focus groups and surveys 
were identified separately but comprised all participants attending one or more of the groups. 
All participants were sent a covering letter, a project information sheet and a consent form to 
allow them to fully consider participating prior to attending the groups. Potential samples from 
across the full range of Active Lives groups were invited in order to gain information across all 
activities, centres or sites and locations served although those willing to participate in the 
research were ultimately ones of convenience and self-selecting.  
 
Focus group sample sizes ranged between six and fifteen participants for each of the focus 
groups conducted on two occasions across the three phases (6 focus groups in total), in 
accordance with recommended methodological practice (Krueger, 1994; Morgan, 1997). 
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The samples required for the quantitative surveys were constructed so that each activity group 
by site combination was capable of being separately surveyed, i.e. five x three = 15 potential 
surveys. Using anticipated activity levels, the number of responses required for surveys to be 
deemed satisfactory was projected as ranging between 75 and 180. People could attend a 
range of activities at different sites, and could complete surveys for each combination. 
However, because of survey anonymity it was not possible to calculate multiple responses 
within and between phases. The number of people that attended each activity and site reflected 
the nature of the activity and the physical constraints of the site; some activities were for set 
time periods (e.g. education courses) whilst others were ongoing (e.g. lunch clubs). As not all 
groups operated every week a pragmatic decision was taken to survey all individual sessions 
within the survey period of each phase, which meant that it was not possible to establish a 
uniform sample. Therefore the sample size reflected those sessions actually surveyed and the 
numbers attending those sessions on the day (Gandy et al., 2016). 
 
Data collection 
Qualitative data on the experiences of those attending the Active Lives groups were collected 
via two focus groups undertaken in each phase. Focus groups are a flexible data collection 
method (Barbour, 2005) commonly used in health and social care research (Freeman, 2006); 
however, there are recognised strengths and disadvantages of the method. Within the group 
there may be dominant participants whose views predominate (Holloway & Wheeler, 2010; 
Finch et al., 2014). This difficulty can be managed by an experienced facilitator who can 
encourage and give opportunities to contribute to more reluctant participants (Grbich, 2003; 
Goodman & Evans, 2006; Robson, 2011; Roe et al., 2011a; Finch et al., 2014). The groups 
were moderated by a member of the evaluation team and a second member acted as a note-
taker to capture additional contextual information, about the dynamics of the group and to 
validate aspects of group consensus or disagreement. 
 
Discussion topics included: activity groups they attended; their experiences; and the impact 
participating in the groups had on health and wellbeing. Further data were obtained following 
the focus groups using a self-completed questionnaire to obtain information on participants’ age 
and gender, standardised measures on health status (overall, generational and temporal) 
(Sargent-Cox et al., 2010), and quality of life and wellbeing (Bowling, 2005). Overall current 
health status at the present time was measured on a 1 to 5 item scale (1 being excellent and 5 
being poor); temporal health status scored by indicating if their health was better, about the 
same or not as good as 12 months ago; and generational, their health was better, about the 
same or worse than people their age (Sargent-Cox et al., 2010). Quality of life used the 
standardised measure for overall quality of life using a 7 items descriptor = so good it could not 
be better, very good, good, alright, bad, very bad, so bad it could not be worse (Bowling, 2005). 
Both standardised measures have been developed and used in national research programmes 
(Bowling, 2005; Sargent-Cox et al., 2010). Participants’ views and suggestions for service 
developments based on their experiences were also obtained using three local indicator open 
questions (Roe et al., 2011b). The local indicator open ended questions have been used 
previously in Innovations Forum and Partnerships in Older People Projects research (Roe et 
al., 2011b) and comprise: 1) Experience of service/group, 2) Have the groups helped you, if so 
how? If not, why? and 3) How could we improve what we do/do you have any suggestions? 
 
For the surveys, quantitative data were collected across each phase using anonymous self-
completed structured survey questionnaires. Each survey recorded a person’s gender and age 
(in specific age groups of ‘under 65 years’, ‘65-74 years’, ‘75-84 years’ and ‘85+ years’) and 
sought people’s experiences at key stages of programme delivery. No data were available for 
numbers of people that ‘dropped out’ from the programme; however, Age UK Lancashire 
suggest anecdotally these numbers were small (Gandy et al., 2016). The results provided 
contemporary feedback: Phase 1 concentrated on facilities and organisation; Phase 2 obtained 
data on frequency of attendance, enjoyment, impact of the groups on health and wellbeing, and 
whether they would recommend the activities to friends and family; and Phase 3 focused on 
availability and frequency of groups, and perceived changes in health, wellbeing and social 
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isolation. Each survey involved no more than seven questions and each survey utilised a 5-
point Likert scale; there was also an option to decline to answer. Age UK Lancashire identified 
the activity sessions in which the surveys would be administered. The session coordinator 
ensured that all attendees were given the opportunity to complete the survey. 
 
Ethical considerations 
Ethics approval for the Active Lives evaluation was obtained from the University Faculty of 
Health and Social Care Research Ethics Committee (FOHSC – LRC32). Potential participants 
were provided with a project summary and information sheet by a person independent of the 
evaluation team and those wishing to participate were advised of the date, time and venue of 
the focus group or survey. Utilising a gatekeeper to assist in recruitment ensured participants’ 
personal data was restricted to an individual who already had access (Hunn, 2006). Written 
informed consent was obtained following an overview of the study at the time of data collection. 
When utilising focus groups there is less confidentiality due to the number of participants 
(Robson, 2011), however, participants were asked to refrain from mentioning individual names. 
To assure confidentiality and anonymity all transcribed data from the focus groups and self-
completed questionnaires were anonymised. The surveys were anonymised and confidentiality 
was maintained as no data could be located back to participants.  All electronic and transcribed 
data were stored securely on a password protected system. Written consent forms were stored 
in a secure cabinet. Participants were made aware of their right to withdraw from the study at 
any point.  
 
Data analysis 
Focus groups were digitally recorded and transcribed. The transcriptions were verified as 
accurate recordings by comparing the accuracy of the transcription with each of the respective 
digital recordings for each focus group. Content analysis was undertaken to allow for the 
identification of key themes within the data (Miles & Huberman, 1994). Conventional content 
analysis was utilised as the aim of the study was to describe a particular phenomenon (Hsieh & 
Shannon, 2005), which in this case was the experiences of older people participating in the 
Active Lives groups. Using an inductive approach data were examined without preconceived 
notions or categories noting keywords and themes that were then used to formulate categories 
(Kondracki et al., 2002). Analysis was performed independently by two members of the 
research team and the themes identified were discussed and agreed (Graneheim & Lundman, 
2004). Data relating to background information, health status and quality of life were collated 
using summary statistics. It was not possible to identify participants who participated across all 
three phases and so matched pairs analyses could not be performed. Quantitative data were 
analysed using standard descriptive methods, mean difference tests, correlations and multiple 
correspondence analysis (MCA). (All analyses used Excel software, except MCA which utilised 
SPSS). The use of MCA allowed for the detection and representation of underlying structures 
within data sets (Sourial et al., 2010) and detailed MCA results have been reported elsewhere 
(Gandy et al., 2016). 
 
Reliability and validity 
A semi-structured guide was utilised in the focus groups to prompt and initiate conversation and 
this assisted with assuring consistency and increasing validity. Confidentiality and anonymity 
was assured during the process to increase openness and honest discussion and assist in 
increasing reliability and validity. Two members of the project team undertook analysis of the 
focus group data and reached consensus on agreed emerging themes. This supported 
reliability with data saturation occurring when no more themes were identified. Standardised 
reliable and valid measures on health status (Sargent-Cox op cit.), quality of life and wellbeing 
(Bowling op cit.) were used as intended, with standardised questions and responses used as 
per the researchers prescribe.  
 
Quantitative data were obtained using a survey design developed following a pilot study to 
ensure its suitability for the population group. Use of the pilot study enabled any required 
modifications to be made so instructions and questions were clear and suitable and that the 
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survey was fit for purpose. The surveys were anonymous to ensure answers were more likely 
to be open and honest. Data were held on a secure database. 

 
Findings  
 
Samples 
The majority of participants in the focus groups and surveys across all three phases were 
women with most or all Active Lives groups sampled (Tables 2 and 3). The response rates for 
the surveys were acceptable, ranging from 48% to 63% (see Table 2). 
 
 
Table 2. Response rates for surveys. 

 

Survey Number of 
activity groups 

Response rates* Men  Women 

Phase 1 9/15 48%  

(158 from 329) 

37 (23%) 121 (77%) 

Phase 2 11/15 63% 

(166 from 263) 

26 (16%) 140 (84%) 

Phase 3 15/15 58% 

(205 from 352) 

45 (22%) 160 (78%) 

* The number of completed survey forms returned as a percentage of the number of survey forms 
handed out. 

 
 
Table 3. Summary information on samples per focus group and overall totals. 

 

Phase  Focus group Total participants Men Women 

Phase 1 FG1 

FG2 

14 

 8 

 2 

 2 

12 

 6 

Phase 2 FG3 

FG4 

11 

13 

 2 

 4 

 9 

 9 

Phase 3 FG5 

FG6 

 6 

15 

 2 

 3  

 4 

12 

Overall Totals 6 67* 15 52 

Number of 
individuals 

 58 13 45 

* Note. Overall total includes 1 participant (woman) who participated in data collection for phases 1 and 2 
only; 1 participant (woman) phases 2 and 3 only; and 7 participants (5 women and 2 men) who 
participated in all 3 phases. 

 

 

Sixty-seven participants attended the focus groups with seven being involved in two or more 
focus groups; a total of 58 individual participants once duplicates were removed across the 
three phases (see Table 3). Their mean ages were 73 years for Phase 1 (range 62-89), 74.5 
years for Phase 2 (range 56-82) and 77 years for Phase 3 (range 67-85). This slight increase in 
mean age could be attributed in part to those who participated in focus groups in all phases. 
The majority of survey respondents were within the 65-74 and 75-84 years age ranges. Only a 
minority were 85 years and above or aged under 65 years (see Table 4). As the surveys used 
tick boxes for the four age categories, it was not possible to calculate the specific means and 
standard deviations of survey respondents’ ages. 



Active Lives groups for older people    103 

 

Key themes identified from the focus groups reoccurred across the three phases. They 
included: benefits of the groups; restrictive factors; suggestions for promoting groups and their 
development; appreciation of staff/support at times of need; and intergenerational activities. 
Findings from these themes and the suggestions highlighted by participants on the short local 
indicator questionnaire are reported and direct quotations cited. Results on health status, 
wellbeing and quality of life from focus groups and surveys are also reported. 
 
 

Table 4. Age range and totals of survey respondents. 

 

Age range Phase 1 Phase 2 Phase 3 

Under 65 32 (20%) 20 (12%) 18 (9%) 

65 - 74 years 57 (36%) 55 (33%) 53 (26%) 

75 - 84 years 32 (20%) 49 (30%) 87 (42%) 

85 years and above 16 (10%) 19 (11%) 29 (14%) 

Prefer not to say 21 (13%) 23 (14%) 18 (9%) 

Total 158 (100%) 166 (100%) 205 (100%) 

 
 
Benefits to health and wellbeing attending the groups 
 
A key theme which emerged from the data was the obvious positive benefits of attending the 
Active Lives groups on participants’ health and wellbeing. There was general agreement that 
participants valued the impact the groups had on their social wellbeing, physical health and 
mental health. Across all phases the most prominent theme appeared to be social factors and 
this was often discussed in relation to building friendships and avoiding loneliness. The Active 
Lives groups appeared to be a way in which the participants could form friendship networks. 
One participant stated:  
 

Yeah, from like one seed of actually first coming to Age UK, ‘cause I came here, I knew 
nobody; nothing. I started – it was first Tuesday Keep Fit. Through that I met friends. I do 
lots now, I don’t stay in now, but if I’d have never made the first step to Age UK I’d probably 
been old and lonely now.  (Focus Group Six) 

 

And another explained that attending groups regularly allowed people to see each other 
consistently, and this was a positive point: 
 

I think the social side is mostly what people want, regardless of what the actual thing is, they 
just love to come and see the same people every week.  (Focus Group Two) 

 

One of the participants in Phase 1 summarised the positive impact that the groups had on their 
social wellbeing by expressing their concerns should the groups end: 
 

My family live a long way away, I’ve got very good friends, but if the thing closed down I 
would have blank weeks, those weeks when there was nothing on.  (Focus Group Two) 

 

There were some participants in Phase 3 who suggested that although the social impact of the 
groups was appreciated, the impact on physical health was equally as important and of benefit. 
In Phases 1 and 2 there was also discussion about the impact on physical health and the 
opportunity to exercise and keep fit. 
 

Throughout the three phases it was evident that participants felt that physical activities had a 
positive impact on their mental health and wellbeing. ‘Line dancing’ and other dance related 
activities kept participants both mentally and physically active, because of the need to 
concentrate and recall steps, thereby aiding their memory.  
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Mentally, you’ve got to remember steps, so it’s arithmetic.  (Focus Group One) 
 
The quantitative results supported the qualitative findings in relation to health and wellbeing 
benefits. Within Phase 2 of the study 87% (142) stated that they ‘agree’ or ‘strongly agree’ that 
the Active Lives groups had helped their health and wellbeing. Furthermore, the quantitative 
data from Phase 2 indicated that 95% (156) ‘agreed’ or ‘strongly agreed’ that the Active Lives 
groups had helped their social wellbeing. 84% (172) of participants in Phase 3 felt they had 
become less socially isolated since attending the groups. 

 
Restrictive factors  

 
The participants indicated that although the Active Lives groups were greatly appreciated there 
were certain factors that may have restricted some individuals from attending. This was a 
reoccurring theme in all phases with concerns centred on car parking facilities at one venue 
and disabled access at another. Whilst lack of parking impacted on group attendance, there 
was recognition that alternative parking was available nearby. Also, despite the concerns about 
disabled access, participants indicated the benefits of the venue’s building outweighed such 
issues, and they were aware that Age UK Lancashire was addressing access problems. 

 
Suggestions for promoting and developing the groups  

 
One aim of the evaluation was to establish suggestions in relation to how the services provided 
by the programme could be developed. Participants were consistently complimentary about the 
Active Lives groups and Age UK Lancashire, and the main issue raised was a need for more 
advertising of the activities and groups available. There was recognition across all phases that 
the main method of advertising was through ‘word of mouth’. However, it was suggested more 
direct publicity, for example in local newspapers, would attract new members. One participant 
stated: 

 
I think we should do more advertising of… I know that we, we pass on word of mouth, but I 
think we need to do more advertising and get people who are a little bit younger than the 
majority of us now.  (Focus Group Two) 

 
Participants appreciated that increased advertising would be expensive and discussed other 
available means, such as centre noticeboards and information leaflets. There were some 
suggestions for additional groups, for example, a half-day option for day trips, yoga, Tai Chi, lip-
reading classes, cooking classes and a holiday club. There was also a request that in some 
groups, such as the IT and computer sessions, more one-to-one support would be appreciated. 
Participants also highlighted that they would welcome activities on a Sunday as this was 
considered to be a lonely day for people. As discussed, those attending focus groups within 
each phase demonstrated great appreciation in relation to Age UK Lancashire and its staff. This 
would appear to be supported by quantitative data highlighting that 99% (162) of participants in 
Phase 2 would recommend their activity group to family and friends. 

 
Intergenerational activities 

 
An interesting theme emerged from the Phase 2 and Phase 3 focus groups. This related to the 
participants of the Active Lives groups working with 13 and 14-year olds. Participants appeared 
to greatly value the opportunity to participate in intergenerational activities. The qualitative 
findings indicated that the participants primarily found it enjoyable to spend time with the 
younger generation and also interestingly viewed this time as an opportunity to address any 
negative images of older people that were present amongst younger generations: 

 
They get more involved and they can see us, what we are, you know, not little old ladies, we 
fight our cause, you know.  (Focus Group Five) 
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Health status, quality of life and wellbeing  

 
Across all six focus groups 63 participants returned either completed or partially completed 
standardised health status, quality of life and wellbeing questionnaires. Within Phase 1 19 
(86%) returned questionnaires, 24 (100%) in Phase 2, and 20 (95%) in Phase 3. The number of 
participants was small, and matched pairs sample analysis was not possible.  

 
When considering overall health status of participants at the present time, it was evident that 
the majority of participants rated their overall health as being a three – mid range (one being 
excellent and five being poor). A small minority of participants indicated their health to be 
excellent, and a small minority indicated their health to be poor (see Table 5). 

 
 
Table 5. Overall health responses. 

 

Overall health Phase 1 Phase 2 Phase 3 

1 excellent 0 0 2 (10%) 

2 3 (19%) 7 (30%) 5 (26%) 

3 10 (63%) 13 (57%) 11 (59%) 

4 1 (6%) 1 (4%) 1 (5%) 

5 poor 2 (12%) 2 (9%) 0 

Total responses 16  23  19 

No response to 
question 

3 (16%) 1 (4%) 1 (5%) 

Total returned 
questionnaires 

19 24 20 

 
 
The participants were asked to compare their current health status to 12 months ago and 
whether it was better, about the same or not as good. The majority of participants reported their 
health the same as 12 months ago at Phase 2 and Phase 3 compared to those at Phase 1. 
More than a quarter (range 26% to 47%) reported their health was better. Minority percentages 
at all three phases reported their health as being not as good as one year ago which suggests 
a temporal decline (see Table 6). 

 
 
Table 6. Temporal health responses. 

 

Health compared to 12 
months ago 

Phase 1 Phase 2 Phase 3 

Better 8 (47%) 8 (35%) 5 (26%) 

Same 4 (24%) 12 (52%) 11 (58%) 

Not as good 5 (29%) 3 (13%) 3 (16%) 

Total responses 17 23 19 

No response to 
question 

2 (11%) 1 (4%) 1 (5%) 

Total returned 
questionnaires 

19 24 20 
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Participants were asked if they considered their health better, about the same or worse than 
most people their age. Within Phase 3 none of the participants judged their health better than 
most people their age with a majority of participants, proportionally more than in Phase 2 and 
Phase 1, reporting their health about the same as other people their age. However, 
proportionally more judged their health worse than others at Phase 3, compared to Phase 1 
and Phase 2 (see Table 7). 
 
 
Table 7. Generational health responses. 

 

Health compared to 
others same age 

Phase 1 Phase 2 Phase 3 

Better 6 (35%) 10 (43%) 0 

Same 9 (53%) 11 (48%) 14 (78%) 

Worse 2 (12%) 2 (9%)  4 (22%) 

Total responses 17 23 18 

No response to 
question 

2 (10.5%) 1 (4%) 2 (10%) 

Total returned 
questionnaires 

19 24 20 

 
 
Participants were asked to rate the quality of their life from a range of ‘so good, it could not be 
better’ to ‘so bad it could not be worse’ (Bowling, 2005) (for all categories, see Table 8). The 
majority of participants rated their quality of life as being either ‘good’ or ‘very good’. 
 
 
Table 8. Overall quality of life. 
 

Indicator Phase 1, Number of 
participants 

Phase 2, Number of 
participants 

Phase 3, Number of 
participants 

So good, it could not be 
better 

2 (11%) 0 1 (5%) 

Very Good 4 (22%) 11 (46%) 7 (37%) 

Good 7 (39%) 9 (38%) 7 (37%) 

Alright 3 (16%) 3 (13%) 4 (21%) 

Bad 1 (5%) 1 (3%) 0 

Very Bad 1 (5%) 0 0 

So bad, it could not be 
worse 

0 0 0 

Total responses 18 24 19 

No response to question 1 (5%) 0 1 (5%) 

Total returned 
questionnaires 

19 24 20 

 
 
These findings would appear to be supported by the quantitative results from Phases 2 and 3. 
The quantitative data from Phase 3 indicated that 83% (162) of participants considered that 
attending the Active Lives groups had ‘improved’ or ‘greatly improved’ their social wellbeing and 
quality of life, and 17% reported no change. In Phase 2 of the study 87% (142) of participants 
‘agreed’ or ‘strongly agreed’ that the activity programme had helped their health and wellbeing. 
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However, in Phase 3 when asked how much their health and wellbeing had changed through 
attending the groups, 62% (118) indicated it had ‘improved’ or ‘greatly improved’ but over a 
third indicated ‘no change’. 
 
Discussion 
 
One of the main aims of the study was to identify the impact that participating in the Active 
Lives programme had on the health, wellbeing and the quality of life of participants. It is evident 
from the findings that participants did feel that the Active Lives programme had an overall 
positive impact for participants. The findings indicate that attending the groups allowed them to 
experience physical, mental and social benefits to their wellbeing which would appear to meet 
the aim of the earlier discussed WHO (2002) definition of ‘active ageing’. Participants attended 
a range of groups which allowed them to become more engaged in life and their community, a 
point of importance also highlighted by Boudiny (2013). 
 
A key concern of the targeted population was the increased risk of loneliness and isolation and 
the impact this may have on health and wellbeing. Matthews et al. (2014) indicate older adults 
who engage less in social and cultural activities have poorer ageing outcomes. It is important to 
encourage older adults to engage in social activities and become involved in their community. 
Our findings emphasise that social wellbeing was viewed by participants as one of the main 
reasons for attending and the greatest benefit. Forming friendships was a key factor for 
participants, a fact that is of importance when considering that older adults with a solid social 
network can expect a 50% boost to their longevity (Hunter, 2012). Fewer men than women 
accessed the groups indicating a need to consider the range of activities available. Gendered 
environments are of importance when trying to enhance the health and wellbeing of men 
(Wilson & Cordier, 2013). 
 
Even those that felt the social impact of attending the groups was greater recognised that there 
had also been improvements to their physical health. It is clearly evident within the literature 
that the health and wellbeing of older adults is improved through participation in physical activity 
(Angevaren et al., 2008; Yeom et al., 2009; Reimers et al., 2012; Chase, 2013; English et al., 
2014). Increased activity can reduce the risks of coronary heart disease and other chronic 
diseases including depression and type 2 diabetes (American Heart Association, 2003) and will 
assist with the prevention of stroke (Howard & McDonnell, 2015). It was encouraging to see 
that evaluation participants appeared to enjoy the physical element of the programme, 
particularly as the 2014 English Longitudinal Study of Ageing (ELSA) report indicated that only 
30-40% of older adults in 2012-2013 took part in only low level physical activity (Steptoe et al., 
2014). 
 
This evaluation demonstrated that those older people attending the programme indicated that 
participating in physical activity also improved their mental health. The link between physical 
health, mental health and wellbeing is documented within the wider literature which suggests 
that increasing the leisure activities and physical activities of older adults can prevent or 
forestall cognitive decline (Angevaren et al., 2008; Stern & Konno, 2009; Plooij et al., 2012). 
Indeed Sprange et al. (2013) argue that healthy active ageing will encourage good mental 
wellbeing, and it has also been suggested that certain activities decrease levels of depression 
(Pinneger et al., 2012). 
 
An important consideration when providing services such as the Active Lives groups is the 
accessibility of the facilities. The wider literature suggests that difficulty in accessing services 
and the appropriateness of a venue have been identified as significant barriers to older people 
attending services (Greaves & Farbus, 2006; Hennessy, 2014). In general, participants felt that 
the facilities used by the programme were appropriate and they did not create a barrier to their 
attendance. An issue consistently highlighted by focus group participants was the lack of public 
transport in the more rural areas, which was felt to adversely influence attendance. This is 
consistent with the ELSA report’s finding that access to transport had a significant impact on 
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older people’s ability to engage in social activity (Steptoe et al., 2014), and as such is an 
important consideration when providing community groups for older people. 
 
Strengths and limitations of the evaluation  
 
It is argued that the cross-sectional nature of data collection across the three phases of the 
three-year project and the use of multiple sampling, as well as the mixed methods approach, 
are clear strengths of this pragmatic evaluation. A longitudinal design might have improved 
robustness but this was not possible due to resource constraints, the need for anonymity (to 
maximise the number of responses to the quantitative surveys), and the different focus of each 
phase. 
 
Furthermore, use of a longitudinal approach was restricted by nature of the population group 
and that not all participants attended the same groups regularly across the three-year period. 
Response rates for the focus groups and surveys for each phase of the study were acceptable, 
but as convenience sampling was utilised the possibility of some sample bias cannot be 
excluded.  
 
Conclusion and recommendations 
 
It is evident that the vast majority of older people who participated in the Active Lives groups 
said they experienced multi-dimensional benefits to their health, wellbeing and quality of life. 
The groups also positively impacted on people’s social wellbeing, with particular reference to 
reduced feelings of loneliness and isolation, and helped older people to form networks of 
friends. Loneliness has a significant, adverse impact on health and wellbeing and is therefore a 
key public health issue both nationally and globally. It was evident that the Active Lives groups 
assisted in addressing this at a local level. 
 
Whilst the evaluation was positive, there were some suggestions for improvements to services. 
These focused primarily on access (transport, car parking and disabled access), which are key 
to any successful service of this kind; it has to be accessible to the population it serves to 
maximise its impact. Additional groups were also suggested by participants. These included 
yoga, Tai Chi and cooking. 
 
Shaping services and groups to meet the needs of older people should improve attendance and 
participation now and in the future and ensure sustainability; those older adults involved clearly 
wished to see the Active Lives groups continue. More women than men were accessing the 
groups and it may be that future groups offered could be made more relevant to men. It is 
recommended that consideration be given to the introduction of further groups to increase 
variety and the possibility of attracting more men. 
 
Only a minority of people aged 85 years and above attended the Active Lives groups, but as 
this is an age group that will grow in numbers in the future, careful thought needs to be given to 
how to maximise their access to services. To encourage attendance of those aged 85 and 
above there is a need to review available groups to ensure inclusivity. Efforts could also be 
made to specifically target the ‘oldest old’ when planning future advertising campaigns. 
 
When considering the transferability of the Active Lives Project to a similar population, 
commissioners and service providers should note the positive impact on health and wellbeing 
that attending the groups appeared to have on participants. In an era of fiscal austerity such 
programmes can aid the prevention of these long-term conditions, thereby helping address 
some of the largest cost areas for the NHS (Gandy et al., 2016). 
 
In conclusion, the Active Lives programme had a multifaceted positive impact on those older 
adults that attended and appears to represent a positive approach to encouraging active ageing 
and improving the health, wellbeing and quality of life of older people. 
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Abstract 
Recent policies on self-care and personalisation have a strong focus on the value of peers as a 
means through which understanding and knowledge can be conveyed. This opens up new 
opportunities for community practitioners to work with groups run for and by peers who share 
the same health or social situation. 
Selected findings are presented from a three year Big Lottery funded project ‘ESTEEM’ (2010-
13) conducted in two locations in England, focusing on the ways in which community 
practitioners can best support the ethos and practice of peer led self-help groups in the 
community. The study involved a sample of 21 self-help groups (SHGs) and 26 practitioners 
who contributed to semi-structured interviews, group interviews and workshops which shaped 
online national resources and subsequent training programmes. 
The findings explore the types of relationships and core activities that practitioners have with 
SHGs; suggesting a nuanced picture of practitioner support to groups in three main areas of 
activity: organisational development, nurturing members and processes and enhancing and 
sharing expertise. Building on the findings the discussion considers how practitioners can best 
support SHGs, whilst crucially respecting the autonomy and integrity of the groups. Five roles 
that practitioners can adopt as a ‘Self-help Supporter’ are identified. 
 
Keywords:  Peer led self-help groups, practitioner roles with self-help groups, citizen  
  participation 
 
 
Introduction  
 
Until recently, little policy attention was given to the role and importance of peer led self-help/ 
mutual aid groups (SHGs)1 in the UK. Although diverse in their form and function key 
characteristics of SHGs are: that members share a similar health or social situation; come 
together for mutual support; control and own the group; and that membership is voluntary 
(Wilson, 1995; Elsdon et al., 2000). Recent policies on self-care and personalisation have a 
strong focus on the value of peers as a means through which understanding and knowledge 
can be conveyed. This opens up new opportunities for community practitioners to work with 
SHGs but also brings risks to groups who may become diverted from their core purpose and be 
used instrumentally by policymakers or service providers to fulfil their own objectives.  
 
This article draws on selected findings from the ESTEEM study, conducted with SHGs and 
practitioners during 2010-13, identifying the most effective roles practitioners can adopt to 
support the development and maintenance of SHGs whilst crucially respecting the autonomy 
and integrity of groups. The study built on Wilson’s 1995 study that identified the ‘two worlds’ 

1 Although the term ‘self-help / mutual aid group’ is felt to be the most appropriate, as it brings together self-responsibility with the 
reciprocity (mutuality) among group members that enables individuals to help themselves, for greater readability it is abbreviated 
throughout the remainder of the article to ‘self-help group’. 
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that professional services and SHGs potentially occupy in relation to values, structures and 
sources of knowledge. The findings provide an illustration of the practical steps that the ‘Self-
help Supporter’ can take in working to support SHGs and develops five potential roles 
practitioners could adopt to best support the practice of self-help in the community.  
 
Self-help groups (SHGs) are not a new phenomenon. Their roots can be traced back to the 
mutual and friendly society movements in the 19th century (Munn-Giddings, 2003). Other forms 
of SHG emerged from civil rights movements in the 1960s and 1970s (Borkman, 1999). It has 
been observed that SHGs now exist to address ‘every conceivable condition’ (Jacobs & 
Goodman, 1989). There is substantial evidence of wide-ranging benefits attributed to SHG 
membership, such as increased self-esteem, improved relationships, better ability to cope and 
decreased levels of isolation (Gray et al., 1997; Seebohm et al., 2013). There is also an 
indication that SHG membership can lead to improved health outcomes and more efficient use 
of health and social care services (Kyrouz & Humphreys, 2002; Pistrang et al., 2008). 
 
However, in defining and classifying SHGs there remain contested issues due to the variety in 
form, function and focus that groups can take. Furthermore, members of the same group may 
not concur about the group’s primary purpose (Radin, 2006). Additionally, while SHGs are often 
distinguished from groups led by professionals, often referred to as ‘support groups’, it is 
recognised that this distinction is not always clear and peer led groups may evolve from a group 
originally instigated by a professional (Oka & Borkman, 2011). 
 
Despite their long history, interactions between SHGs and health and social care professionals 
(practitioners) have been the subject of limited research, particularly in the UK (Munn-Giddings, 
2003). It has been recognised that the ethos of self-help is responsive to the political and 
economic context in which it develops (Karlsson et al., 2002); due, in part, to the influence of 
national and local policies for health and social care as well as the training and values of state 
and public agencies (Munn-Giddings, 2003). In recent years a number of health and social care 
policies in the UK have begun to encroach on areas traditionally occupied by SHGs. Policies 
such as Self Care (DH, 2005), the Expert Patients Programme (DH, 2001), and the move 
towards increasing choice through personal budgets (DH, 2009), are stated to be based on 
ideas of empowerment, choice and peer support that have hitherto been seen as the normative 
foundations of SHGs (Hatzidimitriadou, 2002). For example, The Expert Patients Programme 
(DH, 2001), a programme of courses run by people with long term health conditions, draws on 
the same process of peers exchanging knowledge for better self-management that has been 
one of the defining characteristics of SHGs. Furthermore, health and social care policy in the 
UK has espoused an aim of diversifying provision through the commissioning of services from 
community based providers, such as voluntary organisations or social enterprises that operate 
at a local level (DH, 2007). An approach that recognises the possibility that SHGs have a role to 
play in the delivery of public services. Finally, successive UK governments have promoted the 
idea of public involvement in local decision making through participation in consultation forums 
and planning processes (Department for Communities & Local Government, 2005). 
Unsurprisingly, these procedures have often made use of SHGs as a convenient means of 
obtaining lay and service user input into their discussions (Godin et al., 2007). Therefore, the 
current political and economic context in the UK suggests a range of ways in which 
practitioners will find themselves coming into contact with SHGs. In some instances, 
practitioners will be trying to achieve policy or professional aims through their work with SHGs. 
 
Two decades ago, Judy Wilson raised a concern that practitioners and SHGs work in ‘two 
worlds’ each with separate and distinct values, structures, and sources of knowledge which, 
she claimed, could lead the former to misunderstand the purpose and role of the latter (Wilson, 
1995). In their recent reflections on peer led self-help and professionally led support, Oka & 
Borkman (2011) also drew attention to differences between members’ and professionals’ ways 
of conceptualising health and social problems, and SHG members’ rejection of a 
‘pathologization’ of their concerns. As noted earlier, a changing political context has led to 
considerable increase in the contact between SHGs and practitioners since the publication of 
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Wilson’s study. However, there remains limited evidence regarding the best means to build 
bridges between the ‘two worlds’ (Stewart, 1990; Adamsen & Rasmussen, 2001). A helpful 
theoretical discussion by Oka & Borkman (2011) introduced the concept of a practitioner as 
‘Self-help Supporter’; a professional, official, or anyone who is not a peer member of a self-help 
group but who ‘respects the autonomy and integrity of the group and works as the members’ 
wish’ (p.16). The aim of this paper is to reflect on the nature and role of the ‘Self-help 
Supporter’ in an English context, using selected findings of the ESTEEM project to provide 
illustration of the practical steps that the ‘Self-help Supporter’ can take in working to support 
SHGs. 
 
Methods 
 
The evidence on which this paper is based was obtained as part of the ESTEEM study, an 
action research project carried out in Essex and Nottingham between May 2010 and June 2012 
(http://www.selfhelp.org.uk/research/). Here we draw on the qualitative fieldwork data on 
participating SHG members’ beliefs and values about the group membership and their views on 
relationships with practitioners from external agencies. In addition, qualitative data was 
obtained from practitioners, some of whom were associated with the participating SHGs, 
regarding their motivation and experience of working with SHGs. Follow up interviews and 
workshops produced evidence from SHG members and practitioners on constructive practice in 
the support of SHGs. 
 
The project was participatory in nature with SHG members, professionals, commissioners and 
others coming together to plan and review the research throughout its progress. In addition, a 
Project Advisory Group, comprising the project team and additional representatives from the 
Department of Health, health and social care commissioners, practitioners, academics and self-
helpers, met every four months to monitor the study and advise on issues arising. This 
approach is valued for the way it helps to bring about research that has a practical impact and 
relevance. 
 
Identifying the samples 
In Nottingham a local database (Self Help UK) of self-help was used to identify over 200 SHGs 
that were suitable for inclusion, but in Essex, where no such database existed, researchers had 
to draw on a range of databases, websites and professional contacts to achieve a sampling 
frame of 24 suitable groups. The final sample of 21 groups (ten in Nottingham and eleven in 
Essex) was purposively selected to include a range of health and social issues, established and 
new groups (not more than two years old), groups that were affiliated to a national organisation 
and independent groups, and groups run by and for people from Black, Asian and minority 
ethnic (BAME) communities. 
 
In addition, a sample of twelve expert practitioners who were working with SHGs was identified 
for inclusion by the Project Management and Advisory Groups with additional suggestions from 
the participating SHGs. This sample included practitioners from national charities with local 
affiliated groups, voluntary sector agencies working with community groups and SHGs, a 
service user network for people from Black, Asian and minority ethnic communities and 
community development agencies. In a subsequent stage, a further 14 practitioners who had 
worked closely with some of the participating SHGs were identified for inclusion as they had 
offered constructive support to a SHG during their development. 
 
Ethical approval was given by the Research Ethics Committees at Anglia Ruskin University. A 
key challenge was gaining consent from SHGs; this was done by first gaining the coordinators’ 
agreement to see whether members of their group wished to take part in the study, and if the 
answer was affirmative conducting interviews after the main business of the group was 
complete so that members could individually decide and consent whether they wished or 
otherwise to contribute to the research. 
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Data collection 
Semi-structured individual interviews lasting between 45-120 minutes were conducted with 
consenting SHG coordinators and the identified practitioners. Group discussions of 45-90 
minutes were undertaken with SHG members at a group meeting, following agreement of group 
members. The interview schedules were developed on the basis of an analysis of existing 
literature and in consultation with the Project Advisory Group. Findings from each stage of the 
research informed subsequent stages, e.g. findings from the interviews with SHGs informed the 
schedules for practitioners. The topics covered in the individual interviews and group 
discussions included:  
 

• Experiences of SHGs (e.g. types of practitioner contact with SHGs) 
• Practitioner input to SHGs (e.g. types of role practitioners could play in the development 

of SHGs/ the range of support that practitioners can offer a SHG/ types of knowledge and 
skills required/ what contributes to a positive relationship between groups and 
practitioners) 

• Responding to challenges (e.g. tensions with and boundaries to practitioners’ role with 
SHGs) 

• Ideas on capacity and training (e.g. kinds of training and support needs that SHGs might 
have) 

• Reflections on funding and accountability (e.g. issues the SHGs face in meeting funders’ 
requirements in relation to accounting, monitoring and evaluation) 

• Promoting SHGs (e.g. most effective ways of promoting groups to potential new members 
and practitioners?) 

• Thoughts about future developments (e.g. how might SHGs develop in the future? How 
might current policy context affect SHGs?). 

 
Informed consent was obtained prior to each interview or group discussion. All interviews and 
discussions were taped and fully transcribed except for five groups who requested that 
contemporaneous written notes were taken instead. 
 
Data analysis 
The data from all the interviews and group discussions were thematically analysed following 
steps outlined by Mason (2002). Preliminary themes and findings were shared and discussed 
with the whole research team and the Project Advisory Group. Preliminary findings and ideas 
were also shared at a number of consultative workshops in Essex and Nottingham with invited 
SHG members and local practitioners, who had previously been interviewed as part of the 
project, in order to refine the analysis and assist in the formulation of good practice. 
 
Findings 
 
The themes present the types of relationships and core activities that SHGs and practitioners in 
the study described in interviews and workshops. Practitioner sample transcripts are given the 
letter A and B (follow up interviews) and the SHG sample transcripts are given the letter C. 
 
Theme one: practitioners’ involvement with and understanding of SHGs 
 
On the whole, practitioners supported groups because they saw it as part of their job at an 
individual or wider organisational level. They spoke of a mutual benefit from their involvement in 
groups. 
 

There are always things that you can learn from groups like that... I would say [it] is a two 
way process of giving and receiving information from both parties. (B3) 
 

They valued the opportunity to meet people in a less formal setting and to increase their 
awareness of issues of importance to people directly affected by a health or social condition. 
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They saw SHGs as a means of consolidating and enhancing the beneficial effects of health and 
social care services, and some believed SHGs could potentially save service costs. 
 

We know the benefits of self-help groups regarding people coming together and sharing 
experiences that’s reduced isolation and it’s reducing admissions as well in cases to 
hospitals. (B8) 

 
Most practitioners recognised that mutual support was a defining feature of SHGs; that it was 
the process through which many of the benefits associated with group membership were 
realised. 
 

These are all people in the same boat just getting on with it and supporting each other to get 
on with it. (B5) 

 
SHGs emphasised the importance of practitioners respecting the collective experiential 
knowledge that developed over time in a group. 

 
She [practitioner] always says ‘you’re the experts’. (C16) 

 
Practitioners noted that SHG members did more than share information amongst themselves 
and that they also participated in consultation forums that aimed to influence statutory services. 
At a wider level, they could also have a direct impact on the community through re-engaging 
people, especially those within traditionally excluded populations. 
 

... so they’re actually feeding in now – when anyone comes to me needing some Patient 
Public Involvement then that’s the sort of group that I would offer them, which is really 
useful. (B5) 

 
The extent of the practitioners’ involvement in SHGs varied widely. Most stressed the need for 
groups to be independent and member-led. They felt that their level of involvement should, as 
far as possible, reflect the needs of the groups as perceived by the members themselves. 
 

Doing it for people doesn’t help them in any way. Do it with them. (B12) 
 
I also don’t sit in on the group... The only times I do is if I’m invited to come and do 
something specific. And I will do the something specific then leave. (A6) 

 
Data from both SHGs and practitioners identified three distinct areas of activity that 
practitioners carried out in supporting SHGs: organisational development; nurturing members 
and process; and enhancing and sharing expertise. 
 
Theme two: organisational development 
 
There were as many models of organisation as there were SHGs, some had no formal structure 
and others were constituted as charities. All groups had someone, or a small core group of 
people, who, with differing levels of formality, fulfilled a leadership or coordinating role. The 
extent of collective responsibility for undertaking group tasks varied widely. In some groups 
there were high levels of member input but, in others, group coordinators found their role 
burdensome due to members’ reluctance or inability to assist with running the group. Most 
groups needed some funds to cover their running costs; these were generally obtained through 
member contributions. The biggest expense was for meeting premises. Although some groups 
stated that they did not require much money, many were struggling due to a lack of funds.  
 
Practitioners provided assistance to SHGs with practical issues such as printing leaflets, 
organising events, borrowing technical equipment, and supplying guides and advice booklets 
on community groups and other printed resources. Most practitioners felt that groups needed 
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particularly high levels of support during the starting up stage, and a more directive approach 
was sometimes needed. Groups were particularly appreciative of ‘starter packs’ and ‘starter 
grants’. However, for most groups their most pressing need was for practical help to find 
affordable and appropriate venues for their meetings. For many SHGs assistance with applying 
for and dealing with small grants to support their activities was critical:  
 

They [CVS] invited us to do these courses… where to put your account, how to reconcile the 
banking, it’s very, very new and it drives us crazy, so it’s this kind of help… even if I go at the 
last minute they would help me… (C8) 

 
However, it was a concern for all practitioners to achieve the right balance between sufficient 
‘hands-on’ practical support for survival and avoiding dependency.  
 

The administrative side was never ending... it’s almost as if the success of winning money 
with and for them, bred its own dependencies... you get into helping them resourcing and 
there’s just a whole field of dependency around that. (A9) 

 
Theme three: nurturing members and group processes 
 
Many practitioners equated their activities in support of the group with support for the group 
leader. Practitioners offered mentoring to group leaders or directed them to leadership training 
events and ‘key-members’ days offered by national or local charities. Practitioners agreed that 
a group leader was best supported by an actively involved membership, and, in some cases, 
practitioners intervened to promote active member involvement.  
 

That would be part of my role to help them try and come to an agreement and find peace 
again and work together, and usually that resolves itself... They would just come to me for 
support and guidance and help with sorting it out. (A3) 

 
For SHGs having the support of a practitioner who knows the ‘system’ could be beneficial to 
both individuals within the group and to the group processes as a whole. 
 

Without [specialist nurse] we would be in a mess… she knows her way around the NHS 
that’s for sure. She’s got lots of ideas [about running groups] and little things we might like to 
be doing. (C18) 

 
Practitioners also helped to develop a group’s capacity by adopting an informal position as a 
‘critical friend’. This allowed them to offer constructive but not prescriptive suggestions and 
raise challenging issues. 
 

Just having an outside perspective really... being that independent, but yet confidential ear, if 
you like. It’s easy for me because I’m not directly involved in the personalities to actually sit 
with a group of two or three and say, had you thought about this, had you thought about 
that? (B7) 

 
Practitioners also directed members to training events that would support self-reliance, such as 
listening, assertiveness, confidentiality, book-keeping, marketing, computer and English 
language skills. Practitioners with wide-ranging networks helped groups to access local 
resources, for instance around funding and training opportunities. Tailoring this information and 
signposting to the specific needs of each group was regarded as important:  
 

Identifying areas of interest is key... It’s about making sure again that you are responding to 
the individual needs of that group and then linking them up with services that may support 
them. (B2) 
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A perception amongst some group members that practitioners did not actively support 
recruitment of new group members was a source of some frustration. 
 

I feel most of the professionals are caring, they do want to help their patients, but I can’t 
understand why they don’t have the confidence in peer groups. (C10) 

 
The ability of a group to attract new members was often seen to be dependent upon 
practitioners informing others who might be interested. Practitioners were usually willing to help 
groups with producing literature but they were aware that such information would have limited 
effect on groups’ membership and needed to engage in broader discussions about attracting 
new members. The nature of SHGs meant that a group facing closure or winding up is not 
unusual. There was little clarity about whether practitioners should help group members bring 
about closure or strive to keep groups going.  
 
Theme four: networking and reciprocal advice 
 
A common way of achieving exchange of information was for practitioners to use their contacts 
to access and arrange for speakers at the groups’ request. Practitioners also gave advice, 
provided information in more informal ways to individuals at group meetings or, occasionally, 
outside meetings. Health and social care practitioners emphasised the reciprocal nature of the 
learning. 
 

He does quite often, well, sometimes, just give me a ring or send an email about something 
that’s come his way that he doesn’t really understand and thinks that I might – and vice 
versa. (B5) 

 
They stressed that they learnt about group members and the problems they experienced as 
well as the strategies they employed to deal with them, which, in turn, could inform service 
development.  
 
SHGs valued the ways in which some practitioners enabled them to access and build useful 
relationships with appropriate people in the local community and they were also in a position to 
highlight the work of groups within their local communities. Practitioners recognised that many 
groups, although not all, wanted to be involved in public and patient involvement processes and 
to influence health and social care services.  
 

With the help of [practitioner]... we’re linked to the national group but we’re also linked to a 
lot of local groups, so we are much stronger in that way... we developed community status 
and now we’re involved in lots of things. (C7) 
 
To make them aware of opportunities that they could really provide important feedback... 
[name of group] have become involved with the patient and public engagement forums with 
our GP consortia as a result of finding out about it through our networks. (B2) 
 
We’re setting up new citizen reference panels which feed into the clinical commissioning 
group boards. (B8) 

 
Theme five: working with self-help groups successfully 
 
Supporting SHGs successfully required a recognition of the tensions that could arise. 
Practitioners were aware that their ways of working often diverged from those of SHGs, noting 
the informal meeting structure of groups, the timing of meetings organised around members’ 
circumstances or infrequent meetings leading to a slow response when practitioners are under 
pressure to meet targets.  
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If you need to consult properly with the community sector then you need two or three 
months... some groups only meet once a month, so to consult, you know, you’ve got to get 
the information out, and you may have just missed a meeting, so you’ve got a month to wait 
and it may be... the end of the following month before they get any replies back. So if they 
don’t allow that time then they’re not going to get meaningful results. (B8) 

 
Practitioners, particularly those in the health sector, also identified that their work with SHGs 
could raise concern over boundaries and limits to professional responsibility, with ambiguities 
over confidentiality and sharing information.  
 

There are risks, if there’s something that you think would be a real cause for concern, you 
wouldn’t be able to get involved with that, we do have statutory obligations, and also to point 
out, you know, if people are doing any kind of risky sort of business. (B13) 
 
There’s these sort of governance issues that hit you because you’re working in it and I 
sometimes think I don’t really want to be sent a list of everyone’s names and addresses, 
because it’s automatic for them to do it and it’s OK for that group, but it goes against my 
grain to have all that information, and I don’t really want it, and I don’t like to say, please 
don’t send it to me, because then that sounds like you don’t want to play that game... this is 
their group but it’s being held on NHS premises... It is difficult, but you have to get a bit 
pragmatic about it otherwise these things won’t happen. I mean it’s not dangerous in that 
remit and I do always point out, this is my difficulty, and I can’t involve myself with that 
conversation. (B5) 

 
Practitioners believed that the most effective way of managing and maintaining boundaries and 
avoiding this type of confusion was to be clear from the outset about what they could offer to 
groups and the limits to their relationship. 
 
The importance of trust between practitioners and SHGs was identified from both perspectives 
as crucial to developing good working relations. There was broad agreement amongst 
practitioners that to work effectively with groups they need to recognise and value the benefits 
associated with peers supporting one another. The key points that practitioners provided on 
how to work successfully with SHGs could be summarised:  
 

• be clear about your role and its limits 
• help groups get a local profile and credibility 
• value different kinds of expertise and support 
• be friendly, approachable, non-judgmental and flexible 
• be positive; assess the risks and take a ‘leap of faith’. 

 
Discussion  
 
A picture emerges of a range of activities by which practitioners contribute to SHGs. The 
manner in which these activities are performed may raise questions about ownership and 
control of groups, and also whether practitioners are supporting group leaders or helping the 
membership to run their group themselves. A prescriptive approach to leadership or members’ 
roles may risk undermining a delicate balance that is unique to each group’s circumstances 
(ESTEEM, 2012; Visram et al., 2012; Boyce, 2016). Literature about SHGs tends to stress a 
fundamental difference between those groups instigated by practitioners and those organised 
by people with a condition or social issue around which the group was focused (Oka & 
Borkman, 2011). However, practitioners’ accounts presented above indicate a more nuanced 
picture of their involvement with SHGs, where practitioners may help to set up, support 
transition, or facilitate groups but usually with the intention that they could become, or remain, 
member-led.  
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In Oka & Borkman’s (2011) discussion of the concept of the ‘Self-help Supporter’, they stress 
the importance of practitioners taking account of the values and diversity of self-help and the 
nature of SHGs as a community of support. Drawing on the findings presented above, 
practitioners’ activities in support of SHGs can be collated into a defined set of roles that 
expand on this idea of the ‘Self-help Supporter’ (Table 1). These roles extend Wilson’s earlier 
work (1995), where she argued that practitioners working with SHGs must be clear about the 
role they are taking within a group and recognise how this role might need to change over time. 
These identified roles can be transitory, they are not mutually exclusive and responsive to the 
needs of the group at a particular time. 
 
 
Table 1. Activities and role of practitioners in relation to SHGs. 
 

ACTIVITIES Reflected in 
THEMES  

BROAD ROLE 

Providing practical help (venues, facilities etc.) 
Funding advice, monitoring and evaluation advice 

2,3 Resource-builder 

Confidence-building, critical friend, coaching and training 2,3 Capacity-builder 

Sustaining a group, mediation, catalyst for change 1,3 Facilitator 

Networking and linking, promoting group voice, 
signposting 

1,3,4 Bridge-builder 

Co-learning, awareness raising, boundary setting 1,4 Co-educator 

(Themes: Involvement with and Understanding (1); Organisational Development (2); Nurturing Members 
and Group Processes (3); Networking and Reciprocal Advice (4); Successful Work with Groups (5)). 
 
 
These roles indicate how practitioners can form relationships with SHGs in order to build a 
bridge between the two worlds of professional practice and self-help. For example, as a 
Resource-builder: the practitioner can offer a range of practical help making resources they 
have access to available to groups such as finding rooms to meet. This role, particularly for 
practitioners in the voluntary sector, may also involve helping to identify, secure and account for 
suitable funding. As a Capacity-builder: the practitioner works with a group or key members to 
bolster a group’s confidence and assist them with developing the skills to sustain the running of 
the group. This role is likely to be a longer term commitment for practitioners and may involve 
identifying training opportunities or taking a coaching role. Another approach could be to 
become a critical friend to the groups, where practitioners encourage group members to reflect 
on alternative ways of doing things. In the role as Facilitator practitioners may work in a one-off 
capacity or over time to help a SHG through periods of difficulty, struggle or conflict, including 
coming to a close if necessary. Differing types of support may be needed throughout the life 
cycle of a group. Sometimes ‘facilitators’ could act as a mediator in response to deteriorating 
group member relationships. A core role for practitioners is as Bridge-builder putting people, 
groups and agencies in touch with each other and helping people from different sectors to 
understand each other. This role could be especially useful in the NHS where groups 
sometimes struggle to be heard and respected. Finally, a role that encapsulates respect for the 
collective experiential knowledge groups build is the Co-educator where practitioners work with 
groups to support the peer to peer learning activities that underpin successful self-help, 
embracing that they have as much to learn from the group members as to give. This approach 
to mutual learning would provide a solid foundation to ‘co-production’ approaches currently 
promoted in service development. It is suggested that these five roles can develop the practice 
of the practitioner as a ‘Self-help Supporter’. They provide a practical dimension to the values 
outlined by Oka & Borkman (2011) whereby practitioners demonstrate a sympathetic attitude to 
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the ethos of the SHG, respect for collective wisdom of the group and willingness to learn from 
them, and sensitivity to the diversity of self-help and the idiosyncratic organisation and 
character of each SHG. 
 
By involving practitioners and SHG members at core points in the research process, the 
suggested roles are grounded in the day-to-day practice of both practitioners and SHGs. 
Outcomes of the study have been subsequently tested in workshops and training programmes 
delivered by Self Help UK and have demonstrated a high degree of robustness. Although this 
was a national study we acknowledge that the overall sample was relatively small and that the 
findings, in keeping with the qualitative methodology, are more likely to be transferable rather 
than generalizable. The particular policy context of England, UK will impact on the data, 
however, the findings both resonate and reinforce the broader global literature which explores 
the relationship between professionals and SHGs (Oka & Borkman, 2011) and gives practical 
guidance for practitioners in becoming a ‘Self-help Supporter’. 
 
However, cultural socio-political and historical context is an important influence on determining 
the types of relationships that are possible between practitioners and SHG members (Munn-
Giddings, 2012) and it may be that the process of this project rather than the findings have a 
greater currency in developing the role of the ‘Self-help Supporter’ in a particular country 
context. We have argued elsewhere that peer led SHGs offer a unique form of social support to 
their members but they are not a replacement for statutory services (Munn-Giddings & McVicar, 
2007; Seebohm et al., 2013; Boyce, 2016). However, current neo-liberal health and social care 
policies that focus on self-help as a way to replace rather than complement services can create 
tensions or divisions between practitioners and self-helpers that can put in jeopardy the trust 
and equality required for practitioners to be a genuine ‘Self-help Supporter’. 
 
Conclusion 
 
The diverse range of practitioners that contributed to this study highlights the various ways that 
practitioners are supporting SHGs. Practitioner and group member accounts illustrate both the 
possibility of and range of benefits arising from partnership working, such as the facilitation of 
mutual learning and networking opportunities. Similarly, distinct areas of tensions and 
challenges were also raised. Recognising roles that practitioners can adopt to sustain the 
member-led character of SHGs was often key to managing these tensions. The roles presented 
above can be effective ways to becoming a ‘Self-help Supporter’, enabling practitioners to work 
with SHGs in support of mutuality and the sharing of the collective wisdom of group members 
with practitioners and wider communities. 
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A Contemporary History of Social Work – Learning from the Past  Bamford, T. 
Bristol: Policy Press, 2015 
ISBN: 978-1-4473-2216-0, £22.99 (pbk), pp.204 

 
The final section of this book is an afterword entitled ‘Rotherham and beyond’. This was written, 
as the author explains, because, ‘just as the manuscript for this book was delivered, the report 
on child sexual exploitation in Rotherham was published’. This experience shows how difficult it 
is to publish in book form anything about social work described as ‘contemporary’ in these days 
of twenty-four hour news cycles, blogs, and any other long or short form of writing available over 
the internet. 
 
And since this book was published, the College of Social Work (its role and relationships, a key 
issue discussed in Chapter 5 on ‘Education and training for social work’ especially with regard to 
a – now forgotten? – spat with BASW) has been closed. The May 2016 Queen’s Speech has 
been followed by current legislation to increase the speed of adoption, strengthen support for 
care leavers, and bring in a new government regulator for social workers by 2020. In addition the 
review of Local Safeguarding Children’s Boards (LSCBs) by Alan Wood has been published, 
together with the government’s response; and Martin Narey’s ‘root and branch’ review of 
residential care for children and young people has been undertaken… Indeed more may have 
happened in the world of social work between the time at which this review was completed and 
the date of its publication and reading by you, dear reader. 
 
These latest developments could not be mentioned in Terry Bamford’s book but are further 
examples of a number of general principles he points to and observations which he makes, in 
what is a stylistically well-written and accessible book. Example after example in the book shows 
how social work and the profession – well, is it? – has been a contested space, where wider 
social tensions have been played out. These are tensions about the approaches of society to the 
human person, young and old, and the role of the state in responding to those approaches 
through qualified social work practice. It does mean, unfortunately, that some of the observations 
are already dated, and so less useful to some extent to any readers needing a history of social 
work which makes direct connections up to the time of its reading. 
 
The book is steeped in and benefits from the personal experience of the author. This makes it a 
convincing and authoritative account. In Chapter 7, ‘From the mainstream to the margins’, he 
uses the examples of social work practice in the fields of probation and mental health as the basis 
for illuminating the debates and tensions of social work practice over the last forty years. Bamford 
records his own experience of training at Rainer House, the Home Office Training Centre for 
probation in Chelsea, which included an extensive residential component for the students. In our 
time, when there is some controversy about the way in which aspiring social workers are trained, 
through such schemes as Front Line, Step-Up and Think Ahead, we are reminded that there 
have always been a number of routes into social work practice through which talented people 
have found their way to a variety of destinations. In the context of his experience, Bamford argues 
that ‘there is no conclusive proof about the superiority of one form of training over the other’. Let 
all those who have joined battle on the quality of generations of students, employers’ perceived 
needs, and the higher education institutions’ passions, go on to discuss this! 
 
I found Bamford’s use of his own relevant experience more a help than a hindrance. Maybe it’s 
because I have lived through a good portion of the ‘contemporary’ time, which after all gives the 
book its title. I’d imagine that for anyone needing a more secure evidence base for sustained 
historical reflection, however, this may be seen as a limitation of the book. Those colleagues will 
have to move on from the helpful broad introduction given in this book, and seek greater detail in 
other works and primary sources. His view is balanced throughout, with his comments on p.52 
that ‘both optimists and pessimists exaggerate their case’ (specifically with regard to the best way 
to respond to ‘troubled’ families) being a good strapline for his views throughout. 
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It should be said that the book isn’t really just about social work, and in this it also flags up a 
tension. Many – this reviewer included – have engaged with a social work course and qualification 
and then moved away from direct social work practice with members of the public / people / 
citizens / people who use services / service users / customers / consumers – there are a few 
references to public perceptions of ‘political correctness’ and social work – into policy, 
performance, research, commissioning, leadership, management or training. They (we) could be 
responding to a broadening of personal interest, a wish for a wider scope of influence or (dare I 
say it?) believing that these areas of activity are less stressful than daily frontline encounters with 
vulnerable members of the public. 
 
So Chapter 3, ‘Childcare and the loss of trust’, for instance, is a policy oriented reflection on really 
big issues which affected social work with children and families. But it’s essentially policy analysis 
all the same; and as such, while it informs social work practice, it isn’t really about practice. 
Likewise, Chapter 8 ‘The impossible dream: integration of health and social care’ is a wider 
consideration of the issues connected to integration, but from a policy perspective, though well 
informed by personal experience. The material is good and helpful and this kind of policy analysis 
is sorely needed. Anyone looking for material about social workers’ actual experiences of 
practice, and the effects it has had for people encountering local services for children and families 
or in integrated settings will, however, need to look a bit further than this book. 
 
I thought that the analytical approach worked better in Chapter 4, on ‘Neoliberalism and social 
work practice’, where the influence of the introduction of market arrangements through 
purchaser-provider splits in a mixed economy, personalisation, and direct payments introduced 
through the use of ‘new managerialism’ was clearer in terms of a description of its effects on 
social work practice. 
 
The attraction of policy analysis is also reflected from another angle on the pull of politics for 
some social workers. Bamford may be guilty of being a child of his time in giving a full chapter to 
‘The evolution of radical social work’ (Chapter 6). I have often wondered if this perspective isn’t 
really difficult for recent generations to understand in an environment where trade union power 
has been diminished and other challenges to qualified social work have been promoted through 
government policy. I wasn’t sure if he was successful in showing how the apparent insights of 
radical approaches really helped families or individuals, and whether or not it was really possible 
to practise in this way within a local government setting, as the area of employment in which most 
social workers have played out their professional identity. Overall, the book tends to focus on 
social work in the statutory sector, and whilst the first chapter ‘Brave new world’ covers some of 
the early inspiration for social work activity, the book is less strong in presenting an overt 
perspective from the non-statutory sector, and what social work is like there. 
 
There is a chapter – ‘Social work and devolution’ – dedicated to the effects of parliamentary 
devolution on social work and the changing models developed in the devolved areas of the United 
Kingdom. Bamford was once a director in Northern Ireland in a system which was often lauded 
as the model for integrated work. This is another area where I found his lived experience helpful 
and balanced – integration may not be all that it is cracked up to be is a major point. Anyone 
needing more detail on sectarianism and the effects on social work practice will have to look 
further for deeper reflection on this sad background experience. 
 
His account of Scotland and Wales, where different and arguably better paths have been trod for 
social work, is interesting too. Across all the jurisdictions, he mentions the effects which having 
ministers who have been social workers have had, in their recognition of the realities for people 
needing support in their lives and communities, and the consequent challenge for social workers. 
Bamford also notes that being able to have small, perhaps human-scale structures, rather than 
‘scaled-up’ structures – democratic or otherwise – brings the benefit of closeness of decision-
making. I agree profoundly with Bamford’s argument that smaller scale, federalised 
arrangements work better for people but again, if you’re looking for the experience of being a 
social worker in a UK devolved democracy, you’ll only find the policy analysis in this section; and 
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reflection on the potential for England is missing. It’s also just a factor of the timing of the book’s 
publication, which can no doubt be addressed in a further edition, that more reflection on the 
roles of the Chief Social Workers for England in the UK Department for Health and Department 
for Education is somewhat constrained in the light of more recent developments. 
 
The end game – if there is one – of all the developments which Bamford reflects on is still not 
entirely clear, though many would offer interpretations which with the benefit of hindsight in some 
years’ (or months’!) time will perhaps lead to us all being wiser after the event. I’d be interested 
to learn about Bamford’s views on the developing approach of ‘practice leadership’, for instance, 
in the initiatives of the Chief Social Worker, but perhaps more clearly delineated in policy 
statements and guidance in children’s services. This seems to me to re-energise the privileging 
of practice at senior management levels in a way that has been somewhat diminished over the 
last fifteen years or so, as organisational shapes have changed, and the mantra that ‘a good 
social worker doesn’t necessarily make a good leader‘ took hold as a rationale to allow entrance 
to senior posts in organisational structures for those with qualifications and experience from other 
sectors. An emphasis on practice leadership seems to me to be one sign of hope, as at one time 
in recent history the chief social worker in a locality was the director of social services. 
 
To some extent the book is presented as a text book which might be used by students, with 
‘areas for discussion’ identified at the end of most of the chapters. An updated version would be 
even more of a stimulus, I’m sure. Other areas which beg for deeper consideration are the issue 
of Inspection – especially of the role and capabilities of OFSTED – and the general use of 
evidence (as opposed to responding to media, which is a thread running through the history of 
social work). Bamford has clearly used and refers to research; but a wider reflection on its 
potential influence, beyond his noting the persistent lack of a research culture in social work 
(unlike medicine and nursing), would add to what is nevertheless a very wide-ranging, helpful 
and enjoyable read. 
 
Reference 
Wood, A. (2016) Wood Report: Review of the Role and Functions of Local Safeguarding Children 
Boards, published 26 May 2016, Ref: DFE-00131-2016. 
 
Brendan Clifford 
Now self-employed. Previously Social Worker, Assistant Director and Chief Social Worker in 
Dudley MBC.  
 
  



130    Reviews  

Safeguarding Children Across Services  Davies, C. & Ward, H. (editors) 
A series of books published by Jessica Kingsley Publisher (JKP) 
__________________________________________________________________________ 
 
1. Safeguarding Children Across Services: Messages from Research  
Davies, C. & Ward, H., 2011 
ISBN: 978-1-84905-124-8, £19.99 (pbk), pp.224 
eISBN: 978-0-85700-290-7 
 
2. Safeguarding Children from Emotional Maltreatment: What Works? 
Barlow, J. & McMillan, A.S., 2010 
ISBN: 978-1-84905-053-1, £18.99 (pbk), pp.176 
eISBN: 978-0-85700-364-5 
 
3. Safeguarding Babies and Very Young Children from Abuse and Neglect 
Ward, H., Brown, R. & Westlake, D., 2012 
ISBN: 978-1-84905-237-5, £23.99 (pbk), pp.240 
eISBN: 978-0-85700-481-9 

 
4. Recognizing and Helping the Neglected Child: Evidence-based Practice for 
Assessment and Intervention 
Daniel, B., Taylor, J., Scott, J. with Derbyshire, D. & Neilson, D., 2011 
ISBN: 978-1-84905-093-7, £18.99 (pbk), pp.192 
eISBN: 978-0-85700-274-7 
 
5. Caring for Abused and Neglected Children: Making the Right Decisions for 
Reunification or Long-term Care 
Wade, J., Biehal, N., Farrelly, N. & Sinclair, I., 2011 
ISBN: 978-1-84905-207-8, £25.99 (pbk), pp.224 
eISBN: 978-0-85700-441-3 
 
6. Effective Working with Neglected Children and their Families: Linking Interventions to 
Long-term Outcomes 
Farmer, E. & Lutman, E., 2012 
ISBN: 978-1-84905-288-7, £25.00 (pbk), pp.240 
eISBN: 978-0-85700-609-7 
 
7. Adolescent Neglect: Research, Policy and Practice 
Rees, G., Stein, M., Hicks, L. & Gorin, S., 2011 
ISBN: 978-1-84905-104-0, £18.99 (pbk), pp.144 
eISBN: 978-0-85700-280-8 

 
The dissemination of research results may bear little direct relationship to policy making and local 
practice. For very recent discussion of such issues in relation to child neglect across the UK, the 
previous issue of RPP (vol 32(1)) is both timely and wide-ranging. This is not straightforward 
even when the commissioners (the Department of Health, DH, and the Department for Education, 
DfE) could be regarded as the leading source for policy. Conveying useful messages for 
practitioners is also fraught, given the different mechanisms for communicating to practitioners 
with varied backgrounds and levels of research knowledge. The least ephemeral means of 
communicating findings directly is through book publications, supplemented by summaries, 
journal articles, and no doubt training events associated with Making Research Count and 
Research in Practice among others. 
 
This general pattern in Children’s Services policy research seems to have been set in the 1990s, 
with the evaluation of the 1989 Children Act. 24 research studies resulted in 13 books, plus an 
overview, The Children Act Now – Messages from Research. The study results were published 
in the 1990s; but these HMSO books are no longer readily available, though the overview is 
downloadable as a free pdf file. 

http://ssrg.org.uk/research-policy-and-planning-volume-32/
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Concurrently research was commissioned in response to issues of practice identified by the 
Cleveland Inquiry of 1987. This comprised 20 studies and overviews, resulting in 8 HMSO books 
published in 1995 as Studies in Child Protection. A 120 page overview, Child Protection: 
Messages from Research, was published in the same year. Like the books, this is no longer 
readily available. From an evaluation by staff of Dartington Social Research Unit it was reported 
to be ‘very well known’ among most professionals working in child welfare, particularly in social 
services, and to have affected the practice of over half of the sampled specialist professional 
respondents (Child and Family Social Work, 5(3), August 2000). 
 
Carolyn Davies, previously Chief Research Officer at the DH, leading research management on 
child and adult social care, was a key professional link between the three research programmes, 
including the DH/DfE research programme which resulted in the 7 books indicated above. She 
deserves positive recognition for her consistent long-term efforts. These latest books are still 
available, in paperback and as eBooks. Messages from Research covering some additional 
studies as well, is available as a free download pdf file from Government uploads (DFE-RR164). 
James Blewett reviewed it in RPP vol 29(3), 2012. 
 
The present review aims to draw out some of the methodological details and implications that the 
necessarily condensed overview might well omit. The passage of time also means that some 
background features, links and assumptions are now easier to see. 
 
One such feature is how the studies grapple with considerable institutional or evidential bias and 
gaps. A literature review, such as Study 4, can go some way with available evidence, though in 
this case subject to a search strategy that limited it to 63 national and international studies related 
to the research question. However, the researchers themselves note that in relation to neglect in 
England the operational definition locates neglect as a caregiver omission; and does not locate 
the care giver in a wider socio-economic context (p.15). A point from a study not included in the 
63, but cited in Study 6 below, is that parents often hotly disputed that they were neglectful, when 
the registration category had been neglect (Farmer, E. & Owen, M., Child Protection Practice: 
Private Risks and Public Remedies, HMSO 1995, nla).  
 
Another hazard is the temptation to draw on international sources despite (or because) also 
acknowledging the literature as being sparse. Effectiveness then turns out to be expressed in 
terms of desirable principles, rather than in terms of more compelling and grounded evidence 
from multiple UK studies. In the case of services responding to neglect this can descend into 
platitudes – ‘creating the conditions that will allow children to benefit from the core service that 
each profession offers’ (p.121). 
 
By contrast Study 6 reports long-term empirical (quantitative and qualitative) work, following up 
138 children in 7 English local authorities, for up to 5 years after they had been reunited with a 
parent following placement in care subsequent to some form of neglect. Surprisingly, there is no 
indication of the date of the work. There were only 6 interviews with parents and 6 with young 
people themselves. Social workers and their records were the primary data sources, with 
researcher opinion also being crucial. 
 
Thus child protection plans prior to care proceedings were judged by researchers as helpful in 
58% of cases to which they applied – but there was huge variation between authorities, with one 
third of authorities (two) not using them for the sampled children (p.74). A positive feature of the 
researchers’ long-term perspective was the ability to observe patterns not noted by social workers 
– such as each referral being seen in isolation and not in the context of previous concerns, though 
this in a minority of 30% of the 33 children who appeared to the researchers to have been left too 
long before being removed. The usual response was of family support, and incidents were not 
always fully investigated (p.79). The limitations on generalisation from such small numbers are 
illustrated by use of phrases such as ‘a few’ or ‘a small group of cases’. 
 



132    Reviews  

More robust are the findings of attrition over time. By two years after return from care, or 
placement with parents (under a supervision, interim or care order), half of the original 138 returns 
had ended. At the 5 year follow-up this proportion had risen to two thirds. During the first follow-
up period three fifths (59%) of the children were maltreated; by the subsequent 3 year follow-up 
the figure was 48%, though not all of these had been abused in the initial two years (pp.138-140). 
 
Less conclusive were the apparent differences between outcomes for the 26 Black and Minority 
Ethnic children and the 112 White children. The researchers acknowledge the limitations of this 
classification, and also the limited numbers of children. An even more general limitation was lack 
of recorded data. Surprisingly, there is no mention of the availability of data on the age of parents, 
but these gaps in general set limits on the regression analysis on outcomes. From those variables 
where data could be used, and excluding the final 3 years of follow-up, three were most predictive 
of stability (p.173). These were the child’s age at the original return from care, a changed 
household membership at the start of the return, and the local authority variable – the latter 
influenced by one of the six authorities being very different from the others. (The possibility of 
variable court practice is not mentioned here, though is alluded to in Chapter 11 as a cause of 
local authority behaviour.) 
 
The qualitative interviews with 37 social workers are given a chapter, but no indication of any 
topic guide is reported, and they related to only 50 children in the sample. The Appendix is only 
of quantitative factors, that are fully analysed. So the views reported are at a level of generality 
not linked directly to the specific cases: it was evident to the researchers that many of the 
practitioners lacked knowledge of the cases, though they had been involved with the children on 
average for 23 months. 
 
Some readers of research studies might only read introductory material and conclusions. If such 
readers look at Chapter 11 of this study they would miss earlier qualifications and might read 
statements such as ‘the researchers considered that in as many as two fifths of the cases the 
parents had been given too many chances to make changes’ (p.186) in isolation. As trenchantly 
expressed is the finding that of plans made in care proceedings more than three fifths did not 
work out (p.189). 
 
The final set of issues tends to focus on practice and case management rather than policy and 
resources, the latter limited to asides such as ‘services for adolescents were often insufficient to 
meet their needs and help for their parents was scarce’ (p.196). Looking more widely, substance 
misuse problems evoke a comment pointing to the need for greater use of available services and 
consideration of routine drug or alcohol testing of parents with such problems before and during 
the return of their children from care (p.201). It is not indicated whether this idea was put to the 
interviewees but it does go provocatively beyond practice management. 
 
Study 3 was a smaller prospective project focused on decision-making processes and their 
consequences, in relation to 43 infants across 10 local authorities who had been subject to a core 
assessment or Section 47 enquiry before their first birthday (there is again no indication of when 
the research took place). 
 
As neglect was a frequent feature of these cases there is a degree of linkage with the topics of 
Study 6. There is also a methodological parallel in that data became available on only a proportion 
of the cases – here only 4% of the assumed sample of families. Thus a substantial national rather 
than sample study would have been necessary to achieve more than 100 responses. 
Interestingly, no pilot stage for this research is mentioned, which might have provided a timely 
warning, in addition to comments made during research governance processes by this reviewer, 
doubtless not alone. Classification of risk into 4 categories of severity of harm were made by two 
of the research team, as described in Chapter 3; and the same elements are used to estimate 
levels of risk at the child’s subsequent third birthday. 11 of the 12 children at severe risk had been 
removed (p.119). 13 previously classed as at medium risk were by then classed as at low risk, 
but 5 were at high risk and one had been removed and adopted. 
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As presented the study results are suggestive, and necessarily inconclusive. They are set against 
earlier studies, and accompanied by extensive quotations from interviewees, plus narrative 
vignettes paraphrasing case records. Each substantive chapter concludes with summary points, 
though these themselves can realistically be described as tentative. 
 
By contrast Study 5 had a firmer base for grounding its findings. It drew on an earlier census of 
all 3872 children who had been looked after at some point by 7 local authorities in a one year 
period. The data on all or most of these children were from local authority central records and 
from questionnaires completed by social workers. 2291 children had been maltreated, and were 
followed up (retrospectively) in general terms for 3 years, though most information was on a 
subsample of 149 files (on 270 participants who were approached). 68 of these children had 
returned home at some point in the 3 year period ending in 2007-8. 
 
The proposed individual case studies sample suffered almost the same level of attrition 
encountered in Study 3 – 90%. The second largest group of non-participating parents were the 
23 who could not be contacted ‘due to lack of social worker cooperation’ (p.28). As a result of 
non-participation there were only 12 case studies. 
 
The study authors take pains to discuss the possible biases resulting from these processes. This 
is important because of their frequent use of non-parametric tests in bivariate analysis. 
 
The most important predictors of whether maltreated children went home were whether the 
assessed risks to the safety of the children were considered acceptable, and whether the 
problems that had led to the child’s admission were seen as having improved during the child’s 
period of care (p.130). This was in a context where from the census data the most significant 
predictor of the child’s return home (having entered care) was the local authority responsible – 
though without an exceptional local authority as among the (presumably) different seven 
authorities in Study 6. 
 
By the final follow-up only one third of those children in the group who had gone home had 
remained continuously at home since their original return – this despite services being devoted 
to shoring up home placements (p.196). The researchers were, however, unable to report on the 
nature, intensity and duration of such services (p.200), though observing that they were probably 
insufficient, as were even well managed and supported transitions in the early stages of 
reunification. 
 
The Study 5 researchers venture a broadly positive if qualified conclusion on the care system 
having ‘for many maltreated children… provided an important shelter and an opportunity to 
refashion their lives and take advantages of opportunities that had erstwhile been closed to them’ 
(p. 202). 
 
Both Studies 2 and 7 include discussions of international research and policy literature on 
emotional maltreatment and adolescent neglect respectively. 
 
Parent training and parent-child interventions described in Study 2 were predominantly American, 
including working with drug-abusing parents. Most used instruments that were at best proxies for 
assessing child maltreatment. The organising principle for exploring the literature in this study is 
the theoretical orientation of the research – psychoanalytical and cognitive behavioural. As the 
authors acknowledge, rigorous evidence of effectiveness of intervention is still seriously limited 
in relation to emotionally abusive populations (p.106). 
 
Study 7 observes that literature on the neglect of young people aged 11-17 is sparse, both related 
to the UK and internationally, and also apparently in the degree to which evaluation has been 
rigorous or even attempted. No doubt this explains why the book is the shortest in this series. In 
effect it is an essay as an offshoot of a separately undertaken review of literature, which was part 
of a ‘Safeguarding Children’ set of projects. 
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Focus groups conducted by the researchers were with 51 young people, drawn from a school for 
young people with learning difficulties, a young offenders’ institution, a care leavers’ team, a team 
supporting young people whose parents misuse substances and a young people’s centre. 
Quotations from these groups illustrate the discussion of neglect in Chapter 6. Many young 
people themselves did not see neglect as being different from other forms of abuse (p.59). 
 
There were also focus groups with 28 staff from agencies in two local authorities, invited from 
agencies such as children’s services, health (sic.), Child and Adolescent Mental Health Services 
(CAMHS), police, Connexions, Youth Offending Teams, and housing. There is no indication of 
who actually participated, nor are the extensive quotations attributed to individuals as agency 
figures. Thus one comment on CAMHS policy might or might not be by a staff member of CAMHS 
(p.81). 
 
Chapter 7, on interventions, is descriptive and summary. Thus the presentation (p.103) of Kids 
Company as providing tertiary intervention now has to be set against the view in 2016 of the 
House of Commons Public Administration and Constitutional Affairs Committee: 
 

... it is both sad and disappointing that robust evaluation of the outcomes of Kids Company’s 
work is lacking. Without strong evidence of impact and outcomes on a wider scale than small 
samples or individual case studies, it is difficult to see on what basis Kids Company’s Trustees 
satisfied themselves of the appropriateness of support given to clients. 

(HC 433, published 1 February 2016, para 47) 
 
Writing over 5 years earlier, the Study 7 authors say the same, albeit less pointedly. ‘There is 
very little evidence of the effectiveness of interventions with this target group, and there is virtually 
no UK-based evaluative research’ (p.118). 
 
Messages for researchers and for those involved in policy and planning from research, as shown 
in these books, are as mixed as the research conducted. Some research could be seen as 
primarily restating known gaps in literature, of value in clarifying the absence of knowledge or 
suggesting possibilities for future pilot studies. Some projects followed up earlier work by the 
same researchers, with value in several respects, such as sample populations and established 
relationships with local authorities. Others were promising and went on (mostly) to deliver on their 
promise, with reasonable evidence and cogent well informed discussion – though sample sizes 
and even census populations would barely register for significant research conducted in other 
disciplines. 
 
The limited input of children, parents and to some degree the professionals involved in providing 
services could often have been anticipated. To that extent, funding limits and therefore available 
research time evidently restricted realistic sampling. Research was conducted in no more than 7 
local authorities at a time. The consequences were that local variations could only exceptionally 
be set against national patterns, to check about the picture being representative. 
 
The 2012 RPP reviewer drew attention to the potential impact on services of the biggest cuts in 
spending for a generation following the 2008-9 financial crisis. The period, approximately from 
2005-2010, when these studies were undertaken, might also turn out to represent a high water 
mark, in both safeguarding and commitment to research on safeguarding issues. 
 
Paul Dolan 
Reviews Editor, and formerly Research Adviser, Birmingham City Council. 
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