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Editorial
Welcome to Volume 32(3) of Research, Policy and Planning. This edition is the first since
SSRG has merged with the Local Area Research and Intelligence Association (LARIA). Both
organisations believe that the merger is in their best interest, and the Editorial Team and Board
look forward to working within this new organisational arrangement. SSRG will retain its
identity as a Special Interest Group within LARIA and RPP will continue as usual. We look
forward to welcoming members of LARIA on our Editorial Board and to receiving contributions
for RPP from LARIA members. We think our journal can play a particularly useful role within
these new arrangements since LARIA does not have its own peer review journal, and RPP
encourages papers on topics and issues that extend beyond social care whilst having
relevance to it.
The current edition contains four papers on diverse issues which may variously be of interest to
people working with children and their families, mental health professionals, social work
teachers and adult social care commissioners and senior managers.
In the first, Martyn Harling et al. consider the impact of a module delivered to a cohort of
students designed to promote the inclusion of substance misuse into social work curricula. The
evaluation was intended to assess if the module impacted on values and attitudes of social
work students to substance misuse and working with substance misusers. Though the study did
not suggest significant changes in attitude or values, the findings did suggest that the module
gave students more confidence to work effectively with substance misusers.
The second paper by Colin Slasberg builds on a body of published work (both in this journal
and elsewhere) over the past several years. Previous work has been highly critical of the
Resource Allocation Systems or (RAS) developed in most Adult Social Care Departments to
justify the budget amounts allocated to Direct Payment and Managed Budget users. The
present paper provides a detailed description of the development of an alternative approach to
assessment and support planning. This ‘blueprint’ emerged from consultative work carried out
by the author with an Adult Social Care Department that had expressed interest in developing
an alternative approach. Legal and political sensitivities meant that in the final analysis the
model developed was shelved, but the paper provides a serious attempt to conceptualise an
alternative to methods of resource allocation.
Our third paper, from Joan Rapaport and Geraldine Poirier Baiani, uses both theoretical
insight and empirical data to apply role theory to family values. The authors describe, and
demonstrate, the application of reciprocal role valorisation (RRV) to Family Group Conferences
(FGC) in New Brunswick, Canada. Carefully describing the emergence of RRV and its
importance to the concept of ‘nearest relative’ under the 1983 Mental Health Act, the authors
use the concept to re-analyse empirical data collected in New Brunswick to demonstrate its
importance to the successful use of FGCs.
The final paper in this edition is written by Joanna Fox and is based on participatory research
focused on the role unpaid carers play in the recovery of people with mental ill-health. This
qualitative study was based upon data collected via a training programme offered to a carer
group of 11 participants and provides useful insights into carer perspectives about the
relationship they would like to have with mental health professionals and how recovery oriented
practice might impact on them and the service user they cared for. The paper draws on
insights from this study and European research to develop a conceptual model of service
design described as a ‘triangle of care’.
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Last but not least, the edition would not be complete without contributions from reviewers, ably
supported by our Reviews Editor, Paul Dolan. The lead in our book reviews for this edition is
taken by a review of a significant book by a significant campaigning figure, Peter Beresford,
who is no stranger to RPP as a contributor, most recently on personalisation. His book is both
wide-ranging and autobiographical, and he puts forward a critique of what he conceives of as
conventional social policy, and advocates some principles to help ensure social policy ‘is
shaped and owned by the people for whom it is intended’. Our reviewer points to some dangers
of the approach advocated: populism and rejecting expert knowledge are not guaranteed to
achieve policy results which respect some of the user groups Beresford would want to support.
Nevertheless this is a debate which needs to continue as informed by these ideas.
We hope you find the papers included in this edition interesting and useful, but the Editorial
Board are always keen to have feedback from our readers. We continue to welcome
contributions on broadly defined social care topics, and from early career researchers, students
and local authority staff as well as university academics.
Guy Daly1 & John Woolham2
Pro-Vice Chancellor (Executive Dean – Health and Life Sciences)
Coventry University
1

2

Senior Research Fellow
Social Care Workforce Research Unit, King’s College London
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Abstract
Recent calls for the inclusion of substance misuse into social work curricula appear to have
been met with a piecemeal and rather sporadic approach from many Higher Education
establishments.
The research described in this article set out to determine if a bespoke module, delivered to a
group of social work students (n=57), might influence their attitudes and values towards
substance misuse and working with substance misusers. A mixed methods approach was
used, employing an attitudinal Likert scale and a series of semi-structured interviews (n=10).
Analysis of the quantitative data indicated that there was no significant change in the students’
established attitudes over the course of the module, but there was a substantial increase in the
number of students (35%) who agreed with the Likert statement ‘working with drug users is a
rewarding role’. The qualitative element of the research suggested that students felt more
prepared for working with substance misusers and had increased their level of substance
misuse knowledge since starting training.
Whilst it is prudent to remain cautious when reporting the findings of a small scale research
study, the results of the study support the effectiveness of the bespoke module in preparing the
students to work with substance users/misusers.
Keywords: Social work students, substance use/misuse module, attitudes and values,
substance use/misuse
Introduction
Substance use/misuse is a topic which has divided opinion leading to national and international
policies and even war (either rhetorical or actual) over the course of human history (DavenportHines, 2001; Nutt, 2012). There are many factors which potentially influence our attitudes on
the subject and previous research has identified this is also the case for students entering
health and social care professions (Harling & Turner, 2012). The negative attitudes of
professionals are important as they have been identified as a barrier to accessing generic
services by substance misusers (Neale, Tompkins & Sheard, 2008).
Substance misuse as a focus in social work education
Previous studies have suggested that many qualified social workers feel ill-prepared to work
with clients who use or misuse substances (Galvani, 2007; Galvani & Forrester, 2008). Calls for
the inclusion of substance use/misuse training into the social work degree have been a focus of
debate for some years now. In 2003, The Hidden Harm Report into Parental Substance Misuse
identified a shortfall in the training of social workers and recommended that... ‘all social care
workers receive pre-qualification and in-service training that addresses the potential harm to
children of parental substance misuse and what practical steps can be taken to reduce it.
Consideration should be given to the inclusion of such training as a prerequisite for registration
by the appropriate professional bodies’ (s.31, p.16). A review of this by Adfam (2013) identified
that although services had been developed and some progress had been made in
multidisciplinary working, the need for training was still apparent resulting in them calling again
for compulsory pre-qualification training on parental substance misuse.
Research, Policy and Planning Vol. 32 No. 3 © Social Services Research Group 2016/17 all rights reserved
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In the same year, Community Care published ‘What’s blocking improvements in substance
misuse training for social workers?’, reporting that at least a third of qualifying social workers
were leaving Higher Education [HE] without having received any substance misuse education,
with the majority of those who did receiving less than two days (Galvani & Dance, 2011).
Alongside this, recommendations from Building Capacity and Bridging the Gaps: Strand 2:
Alcohol and Other Drugs in Qualifying Social Work Education (Galvani & Allnock, 2013)
identified that alcohol and other drugs needed to be given greater priority within social work
education, thus allowing for a breadth of topics to be covered that linked directly to social work
practice, such as mental health and domestic violence. This research indicated that whilst
social work curricula in Higher Education were approaching the inclusion of substance misuse,
provision had been patchy. Some HE institutions were choosing to focus on explicit training, via
bespoke modules, whilst others were taking a more implicit approach, including substance
misuse within other areas of teaching.
The social work reforms in 2012 saw the regulation for social work education transfer from the
General Social Care Council (GSCC) to the Health and Care Professions Council (HCPC),
providing an opportunity for change. This included a move away from National Occupational
Standards to the Professional Capabilities Framework, allowing for a re-evaluation of curricula,
what was being taught and how this could be developed in response to the recommendations.
Development and design of a bespoke substance misuse module
The transfer to the HCPC and the revalidation of the social work programme at one particular
HE institution in the East Midlands in 2014 provided the opportunity to evaluate how the
substance misuse subject had been included within the old programme and how it was to be
implemented in the new. There was a consensus that in light of previous reports and
recommendations a more explicit approach should be taken which would include the
development of a substance use module. The new module was planned to run for 14
consecutive weeks in the second year of the BA in Social Work.
A working party was created, which included local agencies (both statutory and voluntary),
academics and health professionals, with a focus on identifying and agreeing the module
content and delivery. The expertise ranged from professionals with a theoretical understanding
of the impact of alcohol and drug use on individuals to those working directly with children and
families affected by substance misuse. Utilising this expertise allowed the group to identify the
most relevant and appropriate subject areas to include in the module as well as to look at how
students would then be assessed in order to gauge their development of knowledge and skills.
The module content included a range of topics including: the historical context of substance
use; the effects of using substances (physical and psychological); the voice of the service user;
the link to domestic violence; the impact on families; the rise in prescription drug and painkiller
addiction; issues of safeguarding and approaches and methods of managing substance misuse
(Cognitive Behavioural Therapy [CBT], counselling, etc.). To challenge attitudes and values, the
final lecture was a debate focusing on a Serious Case Review, where students took the
positions of different professionals in trying to ascertain whose ‘fault’ it was that a child had died
due to ingestion of methadone. In order to consolidate all of the learning and ensure the
students did not consider the module content as isolated subject areas, a case study approach
was adopted leading to the creation of the Wilson Family.
The family consisted of Brian, a 55 year old man who was a headmaster at a local secondary
school; his wife, Helen, 47 years old, who had been diagnosed with MS and their three children
Emily, 7 years old, Rebecca, 14 years old, and Louise, 19 years old. Each had their own
concerns or problems which were either related directly to or exacerbated by substance
misuse. This included alcohol, prescription medication and recreational drugs such as legal
highs.
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Rather than using a written overview of the family in the form of a written case study, a video
clip of each family member was created, providing a monologue of their situation and feelings
about what they thought was happening in their family. Added to this, each monologue was
filmed in a suitable setting, so for example, Brian was filmed in his office at school talking about
the stresses of his job alongside his role of carer at home, whilst Louise, the eldest daughter
was filmed in the halls at her university where she was relating to the need to ‘get away’ from
her home situation. This allowed for the inclusion of staged items (bottles of wine, smoking
paraphernalia, pill packets, etc.) which would provide clues and signs of substance misuse.
Students were then tasked to watch each video and to use their observational and listening
skills to analyse and assess each individual. Students would also hear contradictions from each
family member (i.e. differing views or interpretations of the situation). This allowed for a more
holistic and systematic examination of the situation and highlighted the potential complexities of
working with families.
Module assessment
Students were set a formative assessment task at the midpoint in the module in order to inform
their thinking and introduce new approaches to interventions. They were asked to critique a
journal article on a new approach to care proceedings using the Family Drug and Alcohol Court
(FDAC) (Bambrough, Shaw & Kershaw, 2014). The idea behind this activity was to build on
students developing baseline knowledge of potential interventions relevant to substance
misuse, enable them to reflect on how interventions might be delivered and highlight any
shortfalls in their knowledge prior to the end of the module.
The summative assessment for the module was in two parts. For the first part, students needed
to make an assessment of each individual involved in the family identifying risk and resilience
factors, desired outcomes, suggested interventions and how these could be evaluated to
demonstrate they were successful. For the second part, students were asked to write a critical
reflection on the impact of assessing a family where substance misuse occurred, linking this to
theoretical underpinning, legislative frameworks and values (both their own and in working with
other professionals). The aim here was to get them to reflect on their attitudes and values (both
personal and professional) and that of other professionals in meeting their responsibility as
social workers to safeguard individuals whilst also empowering and promoting choice and
independence.
Evaluating the impact of the new module
In order to effectively evaluate the new module a research study was commissioned by a small
grant from the university in which the module was delivered. A research assistant was
employed to collect and analyse the data from the study in order to maintain an impartial view
on the impact of the new module. The research assistant was supervised by the first and
second authors who monitored and resolved any issues associated with the research study.
However, neither authors were able to access data until after data analysis as they were both
involved in the delivery of the new module. This approach was adopted to maintain an impartial
approach to data analysis and the reporting of the results from the study.
The aim of the research study was to identify if the substance misuse module influenced the
attitudes and confidence of social work students towards engaging with substance users in
practice settings.
The objectives were to:
1. Gain an insight into the pre-existing/baseline attitudes of a cohort of social work students
towards working with substance misusers.
2. Ascertain if changes in attitudes occurred following the delivery of the new module.
3. Gain an indication of whether students felt more comfortable in working with this client
group having received some specific education on the topic.
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The overall design of the study was mixed methods using an attitudinal questionnaire,
developed by the first author (Harling, 2017) and a series of semi-structured interviews
undertaken by the research assistant. A mixed methods approach was adopted in order to gain
the most detailed insight into the impact of the module on the students’ attitudes and knowledge
base. Such a pragmatic approach transcends epistemological concerns about the nature of
reality or ontological concerns around how to measure it, providing the ‘best understanding of a
research problem’ (Creswell, 2009, p.11).
There are a range of different approaches to designing a mixed methods study, depending on
the sequencing of the quantitative and qualitative elements of the study and whether one
approach is given primacy over the other (Creswell & Plano Clark, 2007). In this study both
elements were considered concurrently, with data analysis conducted simultaneously in a
‘concurrent triangulation design’ (Townsend, Floersch & Findling, 2010, p.36).
Prior to the start of data collection, students were given an information leaflet, explaining the
purpose of the project and the voluntary nature of participation. Students completed the
questionnaire during the first five minutes of the first lecture at the start of the module and then
completed a second questionnaire after the final lecture. This approach was considered to be
the most appropriate option in terms of minimising both the loss of teaching time in the new
module and potential disruption for the student cohort. The research assistant was also
available to answer any questions which arose during data collection.
Volunteers for semi-structured interviews were sought at the point of delivery of the second
questionnaire. Students were asked to complete a slip providing minimal contact details if they
agreed to take part in this section of the study. Interviews were conducted in a mutually
convenient location on site in the university in which the module was delivered. All participants
were asked to sign a consent form and interviews were audio recorded and transcribed
verbatim.
Sample
One cohort of second year social work students (n=57) formed the sample group for the study.
Their baseline attitudes were measured at the start of the module (March 2015) and after
teaching had ended (June 2015). Volunteers were sought for the semi-structured interviews up
to the point where no further information was required to address the research questions, in a
pragmatic approach to saturation (Green & Thorogood, 2014). This approach led to ten
interviews with students from within the same cohort of social work students who completed the
questionnaires. Due to the number of students who were able to participate in the semistructured interviews, it was decided that it was not feasible to interview a representative
sample, based on demographic factors such as age, gender, ethnicity or social background. No
incentives were used to encourage participation in the interviews and students were fully aware
of their right to withdraw from the interviews at any point, with no consequence to their
education.
Data collection tools
The design and development of the attitudinal questionnaire is fully described in Harling (2017).
However, in brief, the questionnaire was adapted and developed from existing attitudinal survey
tools, such as the Standardized Substance Abuse Attitude Survey [SSAAS] (Chappel, Veach &
Krug, 1985), which tend to be rather lengthy and difficult to use. Rassool (2006) developed a
shorter attitudinal scale, which he used to measure the attitudes of student mental health
nurses, but this scale was deemed to be inappropriate for social work students due to its focus
on treatment. The scale used in the current study consisted of 10 Likert statements with the
options of ‘agree’, ‘disagree’, ‘don’t know’ and ‘don’t want to comment’. These responses were
converted into a summative score for each participant. Participants gained a score of +1 for
each positive response to a Likert statement and -1 for each negative response. Hence a
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summative score between -10 and +10 was generated for each respondent, with +10 indicating
the maximum in terms of positive responses and -10 indicating the maximum number of
negative responses (Harling, 2017).
The questionnaire was initially piloted within a cohort of social work students (n=85) attending a
university in the East Midlands and a principal component analysis was undertaken with a
sample of n=308 completed questionnaires (Harling, 2017). Cronbach’s alpha score for all 10
items of the questionnaire was 0.91, indicating high internal reliability.
In the qualitative element of the study, an interview schedule (Appendix A) was used to guide
the students towards the focus of the study, whilst at the same time allowing them the
possibility of expanding their answers through the use of open-ended questions.
Data analysis
Each pair of questionnaires was linked by the use of three unique identifying questions: ‘What
was the number of the first house you can remember living in?’; ‘What was the first name of
your first friend at school?’; and ‘What was the name of your first pet?’. Data from the attitudinal
scale was analysed using appropriate tests for matched paired data.
The semi-structured interviews were initially transcribed verbatim from audio recordings and
data were thematically analysed with the aid of the software package QSR N11. Braun &
Clarke (2006, p.79) define thematic analysis as ‘a method for identifying, analysing and
reporting patterns (themes) within data’. Fielding & Thomas (2008) noted that themes may
emerge from coded data, in an approach similar to grounded theory or ‘generated a priori from
the research questions or interview guide’ (Fielding & Thomas, 2008, p.259). In this study
thematic headings were developed a priori from the interview schedule, thus retaining a focus
on the impact of the substance misuse module on the students’ attitudes and knowledge.
Initially each interview was read and re-read in order to consider the data at a micro level.
Larger sections of data were then coded into the predetermined themes, using QSR N11, in
order to add insights relevant to addressing the three research questions set for the study.
Results
A Wilcoxon signed-rank test, the non-parametric equivalent of a paired samples t-test (Field,
2009), was used to compare the summative attitude scores for the matched questionnaires
(n=44). This test revealed no significant difference between baseline attitudes and the attitudes
of students, following completion of the module (z=-0.325, p=0.745, 2-tailed). This is supported
by the mean summative attitude score prior to the module (m=5.4, sd. 2.5) and after the module
(m=5.5, sd. 2.4). However, when considering question 9 of the survey: ‘Working with drug users
is a rewarding role’, a 35% increase in the number of students indicating agreement with this
Likert statement was recorded at the end of the module.
Harling (2017) used the same scale to measure the attitudes of different health and social care
students, including social work students, at the start of their respective courses. In Harling’s
(2017) study the social work students (n=44) scored a lower mean score (m=4.6) than in the
current study (m=5.4). However, the students measured in the current study were second year
students, who had already undertaken practice placements within their course, whereas the
participants in Harling (2017) were new to social work education, which may explain the
discrepancy. Students undertaking social work education are taught about attitudes and values
at an early stage of their course and throughout their training and might be expected to express
different views at the beginning of their course to those expressed in their second year. This
perspective was supported by two of the interviewees who specifically commented on the
impact of this earlier module.
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Well I would say that my views changed in the first year because we did a module on
attitudes and values.
Interview 3 (Male Student)
The interview data provided more detailed information about the students’ views on substance
use/misuse in general, their knowledge levels and perceptions of the module and its content
and practice experience linked to substance use/misuse. This data was coded into four themes
entitled ‘Views’, ‘Knowledge’, ‘Practice experience’ and ‘Future practice’. Each of these four
themes will be considered using quotations from the interviewees to emphasise key points. All
of the points raised by the interviewees will be indented and in italics.
Views
Whilst expressed views do not necessarily reflect underlying attitudes (Aronson, Wilson &
Akert, 2010), all interviewees were asked to indicate their views towards illicit drug use and
working with drug users/misusers and to discuss what had influenced these views. The opening
question asked interviewees to rate their view of illicit drug use on a scale between 1 and 10,
with 1 being very much against illicit drug use and 10 being in favour of individual choice. The
majority of the interviewees (n=8) situated their view in the middle of the scale (5) with only one
interviewee stating that they would score 2 and a second that they would score 3. The
interviewees tended to explain their mixed views by contrasting the perceived harms or benefits
to the individual drug user and by considering the impact of drug use on close contacts, or
dependents such as family and children.
Some drugs you see do have, although they might be illegal, but I do know some people find
them useful in certain types of conditions. From a medical point of view and a therapeutic
point of view. I think this influence is from hearing about people who have a medical
condition who have taken certain drugs. What is harmful? What is harmful? Cigarettes are
harmful, alcohol is harmful, why is it that governments and society say that, that is good and
that is bad.
Interview 9 (Female Student)
I think it depends on who is going to be affected by it, if you’ve got parents and it’s going to
affect the children…
Interview 8 (Female Student)
Whilst the majority of the students (n=6) stated that they had changed their views on illicit drug
use since starting their course, only two students attributed this directly to the substance
misuse module. When asked about what had influenced their views, Interviewee 7 (Female
Student) commented:
Urm, yeah I think it was the substance misuse module.
Although participant 7 also went on to note that they had undertaken some substance misuse
training with a local authority, whilst on placement, and this was also mentioned as an important
factor in influencing their views.
Of the students who suggested that their views had changed, three students commented that
their views on substance misuse had generally altered as a result of entering social work
education as opposed to undertaking the specific module.
I think as the course has gone on I probably recognise how values and opinions are altered
and shaped.
Interview 8 (Female Student)

Design and evaluation of a bespoke substance misuse module

143

Well, urm, I have a lot more knowledge about illicit drugs now. I didn’t realise some of the
effects it could have, I didn’t understand particularly the medical side very well or the social
side. I didn’t really view drugs holistically, I saw it as, you know, I think before I went on this
course I guess you could say I thought people taking drugs were just, err, junkies I guess
and when you think about it there’s a lot more to it than that. It’s definitely changed my
viewpoint. It’s made me think about why, why they do those illicit drugs, so it’s definitely
influenced me, so yeah.
Interview 3 (Male Student)
Some interviewees further alluded to the fact that their attitudes toward drug use were formed
prior to entering social work education. Interviewee 5 (Female Student), when asked about the
influences on her views, commented:
I think it’s my personal beliefs and my cultural background.
It is perhaps understandable that such established views may require rather more than a single
specialist module to initiate significant change.
Knowledge
Despite inconclusive evidence to support a change in the students’ attitudes attributable to the
module, there were clearer indications suggesting that the interviewees were able to identify
developments in their knowledge base. All of the interviewees were questioned about their selfperceived knowledge base linked to substance use/misuse. The majority of the interviewees
made a distinction between their prior knowledge of illicit drugs and their knowledge base after
participating in the module. Only one of the interviewees stated that they had a reasonably
good level of understanding about illicit drugs, prior to undertaking the module.
I would probably say, fairly knowledgeable. A sound level of knowledge.
Interview 3 (Male Student)
This was in contrast with the remaining students who all felt their level of pre-existing
knowledge to be lacking. Rather more typically, Interviewee 4 (Female Student) commented:
Hmm, not very knowledgeable and you know, I knew nothing about drugs. What I was told is
it’s just drugs, it’s bad for you and I was brainwashed to the fact that you do drugs, you go to
hell, you do this you go to hell.
Interview 4 (Female Student)
This perceived lack of knowledge around substance use/misuse raises concerns if we accept
the premise that substance use/misuse is a significant issue for many social worker
practitioners. In terms of addressing this deficit in knowledge, three interviewees specifically
linked changes in their knowledge base to entering social work education and undertaking the
substance use/misuse module.
Bigger, better, greater understanding of, urm, the types and the environments and situations
people are in affects their thought processes and why they do certain things.
Interview 10 (Male Student)
Practice experience
Several interviewees (n=5) stated that they had already worked in services or settings where
substance use/misuse had presented as a challenge or issue.
Well I’ve seen urm, I’ve seen the effects of Mcat, glue, solvents, petrol, skunk, cannabis and
legal highs, I’ve see the effects of those…
Interview 10 (Male Student)
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Although this was not always experience gained whilst on the students’ social work course.
Urm yeah, not from placement here though, it was through some voluntary work.
Interview 6 (Female Student)
Whilst students may well have gained experience prior to entry into social work education, the
fact that several of the interviewees had worked with substance users/misusers at an early
point in their course, tends to reinforce the need to introduce the subject at an early stage in the
curricula. Interviewee 5 (Female Student) commented:
I think it would be a good idea if we had a longer length module so we could have a better
understanding, a deeper understanding, and also it should be taught in the first year,
because we didn’t have any placement in the first year and we were not taught any of this
and when I was put into placement it threw me.
Future practice
Increases in self-perceived knowledge may be seen as immaterial if this is not transposed into
improved interactions in future practice settings. The interviewees in the current study were
questioned about the implicit links between the theoretical knowledge and practicalities of living
with substance misuse considered in the module, and their future work in practice placements.
I think, yeah. I’d be able to bring in knowledge about how you interact with people and all
that jazz, but you’d need to take them as they are so if they’re coming in, you’ve got to try
and get on their wavelength. I think if I go on placement next time and I see somebody or
work with people that are using, I would be able to watch and then bring in the knowledge as
well, so yeah, I suppose in that respect it [the module] has helped.
Interview 2 (Female Student)
When asked about whether they felt more prepared for practice placements, the majority of the
interviewees (n=7) suggested that they felt more prepared after participating in the module.
Yeah, every part of the module’s helped with the perception of it. Due to the fact the different
things that we’ve been taught throughout and what to look for and the recognition, urm, and
also how it works within families and different impacts it has on different family members.
Urm, even if you stop one using, it’s the impact on everybody.
Interview 1 (Female Student)
In addition to reporting increased levels of knowledge, Interviewee 8 (Female Student)
specifically noted:
That’s the best thing because if I went into placement or practice I think I will remember
organisations I can contact for information.
This suggests that the multi-disciplinary approach used in developing and delivering the
module, may have influenced the students to view substance use/misuse from a wider
perspective than simply considering social work roles.
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Discussion
In developing the new module the focus was on the use of a constructivist approach to learning,
where the learner is encouraged to see the ‘big picture’, rather than simply focusing on discreet
aspects of the topic (Scales, 2008). New knowledge, concepts and theories are cognitively
constructed into an organising structure (schemata) by a learner. Facilitating how schemata
evolve and grow becomes the role of the teacher (Scales, 2008), as opposed to simply
depositing knowledge in what Freire (1996) termed the ‘banking’, more traditional, approach to
education.
The design of the module encouraged the students to engage with the study of substance
use/misuse at a meaningful level. Encouraging students to take an interest in understanding the
concepts, themes and ideas behind the topic is a key aspect of the constructivist approach
(Scales et al., 2011). The idea was to enable the students to appreciate the impact of
substance use/misuse on each member of the Wilson Family.
Urm, we had a couple came in with regards to, well we had a family, all to do with our
assignment.
Which was fabulous, they put, they put a video, each member of the family has their own
video on Blackboard (the University’s online learning platform) and they’re giving you their
perspective of how they see their family life and they actually came in, we actually
questioned them, urm…
Which was brilliant, absolutely, they all stayed in character. They knew their background,
they knew their story and they would have acted as that family would have acted.
Interview 1 (Female Student)
Many of the interviewees commented on how the video material added to their ability to link
theoretical perspectives to the reality of a family affected by substance misuse. This focus on
the links between the reality of substance use and an understanding of underlying knowledge
and theoretical perspectives was identified as an important learning experience by the students
in the study. From a theoretical perspective, the use of more applied approaches to learning
such as case studies and simulation have been recognised as encouraging deep learning
within the constructivist paradigm (Scales, 2008).
Several interviewees (n=4) discussed the issue of timing, raising the view that substance
misuse should be raised as a subject earlier in the curriculum and linked into early practice
placements, where students may work with substance users/misusers. What was encouraging,
as a validation for including the standalone module in the social work curriculum, was the
students expressed acknowledgement of the importance of gaining knowledge and skills linked
to substance use/misuse and their relevance to practice settings.
Whilst there is a limited amount of research associated with the focus of the current study, one
UK study did consider the attitudes and knowledge of social work students linked to illicit drug
use. Galvani & Hughes (2010) developed a questionnaire to measure attitudes towards working
with individuals using alcohol and illicit drugs and assess the training needs of the respondents.
This questionnaire was employed in a cross-sectional pilot study within the University of
Birmingham (UK). It was completed by 121 students with the sample consisting of 43
undergraduate students, 41 undertaking a masters’ programme leading to qualified social
worker status and 36 students on a Children and Family Post-qualifying [PQ] Social Work
programme. Galvani & Hughes (2010) acknowledged that their questionnaire required further
reliability testing, but concluded that the majority of the student and qualified social workers in
their sample lacked confidence in their level of knowledge about substance misuse. They noted
the significance of the social workers’ and social work students’ perceptions of their knowledge
base, support from colleagues in the practice setting and feelings of legitimacy when asking
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questions about drug and alcohol use. The findings reported by Galvani & Hughes (2010)
contrast with the students in this study who felt better equipped to work with substance users
after completing the module.
The attitude scale used in the current study did not appear to support any significant change in
the students’ attitudes toward illicit drug use. However, as Harling & Turner (2012) pointed out
in their study of the factors influencing the attitudes of student nurses toward illicit drugs, there
are many factors which influence attitudes and it is therefore unsurprising that a change of
attitudes was not measured over the course of a single module.
Conclusion
Whilst drawing wider conclusions from a relatively small scale research project requires
caution, particularly in an area of study where there is a limited evidence base, the current
study does contribute to ongoing debates around the inclusion of substance use/misuse in
social work curricula. The importance of the students seeing substance misuse in the context of
family life was reported as significant and the use of a blended approach to learning, which
included video material and the use of tools such as risk assessment documentation, appeared
to be valued by the students involved in the module. Incorporating such features into the design
of similar modules is supported by the findings of this study.
Students also appeared to value input from specialists in the substance misuse field and the
input of service users with experience of substance misuse, thus validating the working party
multi-disciplinary approach to developing the module; a further point for consideration when
designing and delivering similar modules.
Some interviewees also expressed the view that the module should have been delivered earlier
in their course, thus preparing them for contact with substance users prior to contact in practice
settings. This point is worthy of consideration, but does raise difficulties in terms of the
complexities of developing a coherent curriculum, balancing the need to incorporate a range of
important content.
Despite the fact that the attitude questionnaire used in the study did not suggest a significant
change in the students’ attitudes, support for their increased confidence in working with
substance users was demonstrated across both quantitative and qualitative data. Confidence
and an improved knowledge base are likely to positively impact on how those seeking support
and help perceive their interaction with a social worker when accessing the services they
require. Thus the approach to developing a bespoke substance misuse module described in
this article can be seen as a starting point to improve interactions in the practice setting.
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Appendix A: Interview Schedule
Views
Imagine a scale from 1 to 10, with 1 being very much against illicit drug use and 10 being
in favour of individuals being able to choose if they would like to use a particular drug.

Where would you say you fall?
What has influenced this view?
Would you say your views have changed since starting your course?
Would you say your views have changed since starting the ‘Substance Use’
module?

Knowledge
How knowledgeable would you say you are on the topic of illicit drugs?

Practice Environment
In practice settings have you worked with individuals known to be using illicit drugs?

What was this experience like?
What is your view of working with illicit drug users?

Future Practice
Do you feel prepared to work with illicit drug users in future placements or when you qualify?

Have any of the taught elements of your course helped you to feel prepared?

Research, Policy and Planning (2016/17) 32(3), 151-167

A blue print for a person centred system of assessment and support planning
Colin Slasberg, CQSW
__________________________________________________________________________
Abstract
This paper describes the results of a two year collaboration between the author, acting in a
consultancy role, and an English council that wanted to personalise its mainstream assessment
and support planning system for adults. Convinced of the importance of personalisation for both
ethical and pragmatic reasons, but not the accepted strategies to achieve it, the council sought
a new approach. The project involved intensive work with all interests, bringing together ideas
from published material with the local experience of service users, carers, practitioners, finance,
IT and legal colleagues to arrive at a practical agenda for change. The starting premise was
that resource led practice was the source of depersonalised supports, and that such practice
was the inevitable consequence of the policy environment within which practice takes place. A
new environment would have to be created. The council ultimately resolved not to implement a
key element of the new environment which was particularly sensitive in legal and political terms.
However, this was not before a comprehensive, deliverable ‘blue print’ for a person centred
system was developed. The blue print is offered as a contribution to the search for a
sustainable future for social care. This article outlines its development and provisions.
Keywords: Person centred practice, resource allocation, whole system, personalisation

Background
The council engaged the author to help it find a way to personalise its assessment and support
planning process as it had lost faith in the national strategy – based on ‘upfront’ allocations of
money to empower service users to make choices about which supports to purchase (HM
Government, 2008) to achieve it. The council believed that personalisation, as well as
delivering a promise not yet fulfilled, would be the best pragmatic response to the growing gap
between needs and resources. This is on the basis that personalised services get the best
value for money, measured as the greatest level of wellbeing for the greatest number of people
within its resources. A council may have a limited say about the size of its resource base, but a
large say in how far it goes. The author was invited to work with the council given ideas he had
previously published both in this journal and elsewhere. Of particular interest was work in
relation to creating an approach to eligibility consistent with the Care Act 2014 and
personalisation (Slasberg, 2013); a critique of the Care Act 2014 and the Government’s
implementation plan (Slasberg & Beresford, 2014); a critique of the strategy to deliver
personalisation through personal budgets (Slasberg et al., 2015a); and learning the right
lessons from the early success of direct payments (Slasberg & Beresford, 2015b).
The council decided to abandon the upfront allocation of money process. It embarked on work
to personalise its mainstream assessment and support planning system. There followed two
years of intensive work involving practitioners, service users, carers, strategic managers,
operational managers, along with legal, financial, IT and workforce development staff. It
amounted to a root and branch review of the system to assess needs and plan support.
Overview
Diagram 1 illustrates how person centred practice came to be seen to be the fundamental
building block expressed in terms of process, output and outcome. Person centred practice was
seen as the process required to deliver the output of personalised supports, which are in turn
the key to achieving the outcome of greater wellbeing.
Research, Policy and Planning Vol. 32 No. 3 © Social Services Research Group 2016/17 all rights reserved
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Diagram 1. Process, output and outcome.
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wellbeing
right for the
person

The focus was therefore on how to achieve person centred practice. It is neither a new term nor
a new concept. With a long tradition in learning disability services, the Valuing People White
Paper described it as ‘essential to change lives’ (Department of Health, 2001, p.12). Work for
the Joseph Rowntree Trust identified person centred practice as the key to personalisation
(Beresford et al., 2011). The idea of being ‘person centred’, in contrast to being resource, or
service led, resonates strongly with historically established doctrines and ethics in social work,
the dominant professional group in social care.
Despite this, there is no evidence of person centred approaches having made an impact on the
mainstream system. Think Local Act Personal, the body funded by government to promote the
personalisation agenda recently described the system as an ‘institutional machine’ (TLAP,
2016, p.9).
This indicated that mere appeals to ‘best practice’ through rhetoric would not be enough. A
review of the whole system, illustrated in Diagram 2, within which assessment and support
planning takes place would be required.
Practice was seen to be central, but required a range of supporting elements to be congruent
with it. A Resource Allocation Policy, to replace eligibility policies, had particular significance.
Person centred practice
The concept of person centred practice applies to all areas of social care (Manthorpe & Samsi,
2016). The first task was to give definition to what person centred practice should look like
specifically in relation to assessment and support planning. A practical, deliverable definition
that goes beyond the generalised rhetoric of person centredness was required. This was seen
to be all the more important given the vulnerability of the assessment and support planning
function to highly charged pressures that can blow it off course:
• political and managerial pressures, given it determines how public money is spent;
• pressure from families, given the risks associated with the vulnerability of their family
members;
• pressure from other disciplines and agencies given the impact social care has on other
services, notably the NHS.
The definition was addressed through three elements:
• a core purpose;
• four key principles;
• two elements of the delivery model.
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Diagram 2. The components of a whole review of the system.
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Core purpose
It was important to reflect on the core purpose of the assessment. Under the prevailing system
this was seen as assessing for eligibility. Once people are deemed ‘eligible’, the level of
spending is controlled by controlling the flow of their separate needs deemed ‘eligible’ and
therefore a duty to meet. Budget holders, through case precedent rather than overt statements
or formal policy, communicate the types of needs they will agree to fund. This can change as
the budget situation changes. The assessment then identifies if the person can be said to have
such needs. This process of resource allocation has been described as a form of ‘street level
bureaucracy’, meaning it takes place beneath the radar of formal policy (Henwood & Hudson,
2008, p.122).
By contrast, the project recognised that a person centred approach to ‘need’ must build from
the uniqueness of needs for care and support. Needs arise from the complex interplay of a
large range of factors, each of which are highly variable. They can combine in infinite ways
making each person unique. This approach to ‘need’ sits comfortably with the wellbeing
concept that underpins the Care Act 2014. The Act defines ‘wellbeing’ by reference to nine
broad areas (HM Government, 2014, para 1(2)). No reference is made to resources or
affordability. The nine areas provide a canvas that places no restrictions on how individual
‘need’ is perceived. The challenge was therefore described as replacing assessing for eligibility
with assessing for wellbeing. Diagram 3 illustrates the differences.
Assessing for wellbeing creates new challenges in managing demand against budget. This is
addressed in a later section.
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Diagram 3. Assessing for eligibility and wellbeing.

Four key principles of person centred assessment and support planning
Freeing the process from the strictures of an eligibility policy was seen as a necessary, but not
sufficient condition. It was necessary to more explicitly define what it looks like. The lead was
taken from a fresh understanding of the success of people with the ability to take a cash
payment to employ and manage their own support system (Slasberg & Beresford, 2015b).
Research has shown this group to have consistently achieved good outcomes since the mid
1990’s (Hasler et al., 2004). It does not include people who use a direct payment to simply pay
the invoices of regulated services. This group now comprises about two thirds of people with a
direct payment (Skills for Care, 2015). The third national personal budget survey in 2015
showed that better outcomes were only achieved by people who employed their own personal
assistants and were able to meet leisure and social needs. These are the characteristics of the
original recipients of direct payments. On the other hand people who used regulated services
did not achieve better outcomes whether or not they had a direct payment (Slasberg et al.,
2015a).
Four principles were identified. The support plans of this group were:
1. needs led;
2. self-directed;
3. strengths based;
4. cost effective.
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Principle one – needs led
The people who pioneered self-management adopted the slogan of ‘choice and control’ to
emphasise their departure from the mainstream system, which was seen to offer neither. The
slogan achieved sector wide and political traction. In the process, its meaning became
conflated with rather different political ideas of empowering citizens through financial
entitlements (Ferguson, 2007). This conflation of ideas was manifested in the personal budget
strategy (HM Government, 2008), founded on the ‘upfront’ allocation of money to allow people
to choose their own supports. However, this is not what brought success to those who selfmanaged. The start point for planning their support was not money and choice, but need.
Crucially, however, their concept of ‘need’ was very different from the way councils viewed
‘need’ to determine eligibility. For them it derived from a view of how their life should be. For
many, this was informed by the vision of ‘independent living’ (United Nations, Article 19).
However, it could take other forms. It might be no more than wanting to go to bed at a normal
time and having meals that are enjoyed.
All visions of ‘how life should be’ can be seen under the umbrella term of the ‘wellbeing’ the
person seeks. ‘Needs’ therefore derive from the pursuit of wellbeing as envisaged by the Care
Act.
The project came to realise this created a very different anatomy of need to the anatomy of
need when assessing for eligibility (Diagram 4).

Diagram 4. Comparison of anatomy of ‘need’ under wellbeing and eligibility.
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Principle two – self-directed
The identification of their ‘needs’ was controlled by the person. The complexities and nuances
of ‘need’ for each individual made this a pragmatic more than just an ethical issue. It makes
meaningful the slogan that people are ‘expert in their own lives’.
However, self-direction was not taken to mean people should be left alone to do their own
assessment. A small number may want and be able to self-assess independently. However, the
majority would want and need the support of a practitioner to identify their needs and support
requirements.
The concept of self-direction does, however, transform the dynamic between the person and
the practitioner. When assessing for eligibility, the core dynamic is the practitioner gathering
information to identify if there are any needs that might be eligible. This creates a power
imbalance, with the person merely a source of information. When assessing for wellbeing, the
practitioner and the person articulate and develop the person’s analysis of their needs and how
best to meet them. It requires partnership working. This can make a reality of the concept of
‘co-production’.
Principle three – strengths based
A key issue for the group who self-manage is that they want public support to complement all
they can do for themselves. This is a central requirement of having control over their lives, not
just control over the support they receive. They have no interest in support that undermines
their abilities or in any other way makes them dependent.
Principle four – cost effective
People who self-manage require only the most cost effective resource that will meet their
needs. If the need is to get from London to Manchester, a Mini will usually suffice. Only if there
are reasons a Mini could not meet the outcome in a reasonable way should a more costly
vehicle be considered.
The project made clear, however, that cost effectiveness must not be used as a euphemism for
cost cutting or in any compromise to the need being met. The case of McDonald V Kensington
and Chelsea (Supreme Court, 2011) provided a helpful case scenario to illustrate the point.
McDonald was a service user who needed to attend the toilet frequently at night but was unable
to do so without assistance. The council originally agreed to provide a night time carer to make
this possible. However, they then decided a much less costly service would be to offer her
incontinence pads so she didn’t have to get out of bed. This could be seen as a more cost
effective way of meeting the need. However, the reality of the council’s action was to alter her
assessed need. Originally it was to be able to access the toilet at night but this was changed to
be safe at night. This was not, therefore, a more cost effective way of meeting need but a redefinition of her need. It was a change the service user profoundly disagreed with. It failed to
meet her need for dignity.
Cost effectiveness could not, therefore, be used to deliver affordability. Affordability would be
addressed through a Resource Allocation Policy.
Two elements of the delivery model
The project then needed to define a model to deliver the above principles. Two key elements
were identified:
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1. A common assessment process and format for the person and practitioner. It was
identified that partnership working to deliver authentic co-production would require the
person and practitioner to work to the same assessment process and the same format for
recording it. Conventional ‘self-assessment’ formats that act as no more than a prelude to
the practitioner carrying out their own assessment fail this test. The assessment would no
longer be dominated by rules to determine eligibility that are owned by the council and are
obscure to the person. A common assessment process and format would enable the
council to accept a person’s self-assessment subject only to it being fit for purpose.
2. The ‘fitness for purpose’ test. The over-arching fitness for purpose test would be that
the assessment and support plan will enable the person to have a level of wellbeing
comparable to others in the community. It would have to be demonstrably person centred,
meaning it is self-directed, needs-led, strengths based and cost effective. Assessments
that failed the test would have to be developed to the point that they pass it.
Guidance for carrying out assessments and planning support was developed with practitioners,
service users and carers. This included simple free text, semi-structured formats for capturing
the assessment – one for service users and one for carers.
Four routes to complete the assessment were identified:
1. Independent self-assessment – the person would carry out the assessment themselves,
making independent use of the guidance.
2. Supported self-assessment – the person would be supported by family, friends or a
community or service user representative group. The person would have the capacity to
control their own assessment but would value support in carrying it out.
3. Practitioner supported assessments – a council practitioner (or agent commissioned by
the council) would support the person to deliver their assessment. These assessments
must remain the person’s own views of their needs and support requirements. If the
practitioner had different views, the format would allow for them to be set out separately.
4. Advocate led assessments – the person does not have the ability to deliver their own
assessment and so would require an advocate to do so on their behalf. The advocate
may be a family member or friend if there is one both willing or able. If not, the advocate
may be an independent person appointed by the council, or a council practitioner.
If a practitioner was supporting the assessment, or carrying out an advocate led assessment,
they would apply the fitness for purpose test throughout the process. Should the council receive
an independent or supported self-assessment, a practitioner would be required to assess its
fitness for purpose and identify any work that may be required.
Resource allocation policy
When assessing for eligibility, spending is controlled by the ‘street level bureaucracy’ controlling
the type and number of needs included in the assessment. When assessing for wellbeing,
which must take place without regard to the availability of resources, spending is controlled by
case by case decisions about which needs can be afforded and which cannot (Diagram 5).
Eligibility policies work on the premise that all assessed needs must be met, whether informally
or through public funding. The belief that this is required by the law is, however, unfounded. In
the landmark Barry V Gloucestershire judgement (House of Lords, 1997) Lord Clyde, who
articulated the case for allowing councils to take their resources into account when deciding
what a need is – which is the foundation stone of eligibility policies – said:
It is enough for the purposes of the present case to recognise that they (resources) may be
a proper consideration.
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Diagram 5. Controlling spending through eligibility policies and a person centred approach.

The word ‘may’ is key. It makes clear that defining ‘need’ in the context of resources is a policy
option, albeit one that the law permits, but not a requirement. Government subsequently
created a national eligibility policy that gave councils permission to define the needs they would
treat as a legal duty to meet to match their budget (Department of Health, 2002).
The project was aware that the Care Act 2014 clarified the law in this area. It provides that
assessed needs requiring council funding are divided between those that the Local Authority
has a duty to meet and those for which it has the power to do so. Needs that are a duty to meet
have to be met regardless of their cost; needs that are a power to meet can be unmet if the
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council cannot afford to meet them. This makes possible case by case decisions with the
assessment no longer having to be constrained to manage affordability.
The first requirement is to control spending on those needs that are deemed a duty to meet. It
was resolved this should form a minimum guarantee of needs to be met. The minimum
guarantee had to have the following qualities:
• It had to be robustly defined, to ensure consistent and therefore fair application.
• It had to be accessible to all and therefore transparent.
• It had to result in spending comfortably within budget, otherwise would be undeliverable
and become compromised.
• It must not replicate the approach of eligibility policies based on standardised types of
need.
This was delivered by using the concept of the universal human needs (Maslow, 1954). All
personal needs – identified using the anatomy of need in Diagram 4 – can be mapped to the
universal human needs. This draws on a natural process of thought to weigh the importance of
their needs – if I don’t have food and shelter, I won’t live; if I don’t get to see my friends and
family, I will be miserable and feel worthless. This enabled a clear boundary between the two
groups of needs:
• The minimum guarantee would be all needs that placed survival or safety at risk. This was
made possible through applying a council wide interpretation of what is meant by
‘significant impact on wellbeing’ in the Eligibility Regulations. This is addressed in a later
section.
• All needs that risked quality of life, such as for self-worth and self-realisation would be
treated as a power to meet, and so subject to resource availability.
In terms of service user and carer interests, this had the initial appearance of being counterintuitive and risky. There is a perception that councils are minimalist through choice – they do
only that which they have no choice but to do. There was concern that the council would latch
on to the minimum guarantee of survival and safety as being all they had to do and thereby
drastically reduce spending. However, the risk would be mitigated by the following two factors:
1. Restricting spending in this way would clearly be a breach of the duty imposed by the
Care Act to promote wellbeing in all decisions it makes. To restrict needs met in this way
would clearly be unlawful.
2. The holistic assessment for wellbeing would mean information about needs not met would
be known. It would be aggregated and made available for strategic purposes. The council
would be politically exposed locally.
Practitioner understanding
The above is a quite different approach for practitioners from the part they play within the ‘street
level bureaucracy’. Not only is this a role they are very familiar with and had the skill set to
deliver, it affords them a measure of power through the gaming behaviour that working to
criteria allows. A key part of the strategy was to engage practitioners in the underlying
philosophy in the hope of piquing their professional interest.
It was also important to provide practical guidance. Key to this was grasping the need to work
with two thresholds compared to just one under eligibility based systems:
1. The first is between needs that the council would accept within scope for assessment and
needs which should be a private responsibility as they are needs beyond a level of
wellbeing comparable to others.
2. The second is between assessed needs that are a public responsibility to fund that fall
above or below the minimum guarantee.
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Needs scenarios were used to illustrate how this might have been applied. Table 1 was used to
illustrate the status of the different groups of needs. It shows how the two thresholds result in
three groups of needs. The first is needs the council would not consider it appropriate for
council funding. The other two groups are those that the council would consider appropriate for
council funding that would come within the minimum guarantee as they risk survival or safety
and therefore a duty to meet, and those that would be above the minimum guarantee as they
risk quality of life and therefore a power to meet.
Equity and value for money
Eligibility policies have a primary focus on equity. The evidence is that they fail to achieve this
(RIPFA, 2015) with the ‘street level bureaucracies’ dominant. The council also wanted to
address the longstanding concern that through the focus on crisis and deficits they create
dependency whilst also encouraging gaming behaviour. These effects have serious
consequences for value for money. The Resource Allocation Policy was designed to remedy
both these failings.
• Equity would be guaranteed in the short term in relation to the minimum guarantee. Above
the minimum guarantee, equity between user groups would be measured by the volume
of quality of life (power) needs met by budget holders. The level of equity between user
groups the council wanted would be achieved through the way the overall budget is
distributed between budget holders.
• Value for money would be delivered through the decisions about which quality of life
needs are met by budget holders. Budget holders would take into account the impact on
wellbeing that meeting the need would have and the personal outcomes to be achieved
alongside the cost. This would enable the greatest level of wellbeing for the greatest
number of people.

Table 1. Examples of need scenarios.
PRIVATE RESPONSIBILITY

PUBLIC RESPONSIBILITY
NEEDS A POWER TO MEET

NEEDS A DUTY TO MEET

The person would like a walk-in
shower to improve the bathroom
both for own use and so the home is
more suitable for visitors who stay
overnight.

The person is able to wash only with the
support of their partner. A walk-in
shower would enable the person to do
so independently which will increase
their dignity.

The person has lost the ability to carry
out personal hygiene tasks. The person
does not live with anyone able to
support them. Without support they
would become unclean.

The person is accustomed to a regular
change of clothing during the day so
they are dressed differently according
to time of day.

It takes the person a long time to get
dressed at the start of the day and the
end of the day, although not to the
extent it stops them carrying out other
tasks essential to daily living.

The person is not able to dress or
undress themselves. Without support
they would remain in the same clothing
day and night.

The person is a disabled parent and
needs support to enable their child to
get to a private school which the
person wants in order to give the
child an educational advantage.

The person is disabled and a single
parent of a teenager. They are unable to
get him to one of his favourite sporting
activities. There are no family or friends
able to do so and without support, he
will not be able to go.

The person is disabled and a single
parent of a toddler and not able to
carry out any of the physical care
required. There is no extended family
to help. Without support, the child
would not be cared for and would have
to be removed from the person’s care.
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Diagram 6. The groups of needs under the Resource Allocation Policy.

Diagram 7 illustrates how value for money is balanced with equity in a person centred resource
allocation system.
Prevention
An important consequence of the value for money approach was the ability to move prevention
from the margins to the mainstream. Under eligibility policies, prevention has come to be seen
as delivered outside of mainstream support planning through ring-fenced ‘preventive’ services.
However, needs with a preventive value are no less unique to the person than continuing
support needs. For example, maintaining social contacts could be key to preventing loss of
mood and motivation, and may require some council resource but not a ‘preventive’ service.
Devolvement of budgets and financial control
Social care presents unique challenges in relation to financial control. Spending is highly
volatile, with multiple changes on a daily basis. The change from controlling spending by
constraining the flow of needs to be met to making case-by-case decisions called for a very
different approach to financial control to deliver a person centred approach to resource
allocation. The first issue was to acknowledge the need to devolve budgets to team level.
Firstly, the volume of decisions to be made would increase making it unrealistic for senior
managers to deliver. Secondly, there would need to be a good level of understanding of each
case and skilled decision making applied.
Diagram 8 illustrates the difference between what the project called the centralised control of
spending required to deliver control through eligibility policies, and devolved control. The key to
control of spending is the calculation of the Finance Officer of the rate of spending and the
projected spend to the year end. Under a centralised system, the financial projection is instead
translated into a high level message to budget holders indicating whether there needs to be any
change in the rate of spending. This is delivered at the ‘street level’ by budget holders adjusting
the needs deemed ‘eligible’.

162

Colin Slasberg

Diagram 7. Delivering equity and value for money.

Under the devolved system (Diagram 8), the financial projection is converted into a monthly
target. This is calculated each month to ensure spending is at the correct rate so spend
matches budget by the year end. The budget holder is then provided with information on a daily
basis to show movements in their committed spend. This information enables the budget holder
to manage their rate of new commitments to enable them to spend to their monthly target. At a
time when budgets are contracting, new spend only takes place against cessations of services
currently received by others.
Budgets were devolved by the project and the required system of financial controls was put in
place.
Specification for information technology
The role of IT was seen as critical. They had to ensure the forms were designed to deliver the
agreed format. This applied to internal forms, and also the forms made available publicly for
use in the community.
They also had to make the following key operational and strategic reports available:
• the daily reports to budget holders to show movement in spending commitments;
• reports which showed whether budget holders were achieving their monthly targets;
• reports which documented the levels of need met, and the levels of need not met, by
budget holder;
• the change in service users’ self-rating of wellbeing from point of assessment to initial
review six weeks later as a measure of the outcome of the process.
The project was able to deliver all of these requirements.
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Diagram 8. Comparison of controlling spending via eligibility and person centred approach.
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Workforce structure and development
It was identified that moving from a resource led to a person centred approach to practice
would have major implications for the workforce in terms of both the skill base and structure.
There were early discussions about the potential to make significant structural changes. One of
the four routes to deliver assessments noted above was those that could be carried out from
within the community. It was speculated this would form the most frequently used route,
potentially delivered by community based organisations, including those that are user led. It
would be expected they would develop the skills to support people to consistently deliver ‘fit for
purpose’ assessments. These organisations would bring the benefits of knowledge of locality
and of user group experience. Such a move would be made possible by transfer of resource.
The council’s retained workforce will test all assessments for fitness for purpose as well as
support people to develop their assessments if they fall short of being fit for purpose. This will
often be where there are complex dynamics. They will also carry out assessments for those
who choose not to engage in the process, or who lack capacity and there is no advocate. The
internal workforce would be reduced but it would also be predominantly, if not entirely, qualified.
The resonance of the value base of a person centred system with professional ethics would be
expected to enable qualified staff to act as leaders and role models.
Appeals policy
The practice process is designed to enable co-production through partnership working between
the practitioner and person. Nonetheless, practitioners remain in a position of power in that they
decide if the person’s assessment is fit for purpose and they also decide if a need is a duty or
power to meet. Throughout, reasonableness of judgement is key. It is therefore appropriate that
service users and carers should have a process of appeal to challenge the practitioner’s
judgements.
The Care Act does indeed have provision for independent appeals. However, this section of the
Act has been delayed until at least 2020 given there was to be a cost consequence. The
Council nonetheless decided to develop an appeals system that, while not fully independent,
did give service users and carers access to ‘offline’ opinion that would be binding.
Compliance with the Care Act
The system was seen to be compliant with the primary legislation. However, it contravened two
key elements of the Statutory Guidance.
The first was that it ignored the advice that an upfront allocation of money should precede
support planning. Both from its own experience and awareness of the evidence from around the
country, the council did not believe upfront allocations had the desired effect. Continuing to
deliver it would not only waste bureaucratic time, but create a distraction from the process
required to deliver fit for purpose assessments and support plans.
The second was in relation to resource allocation and the determination of when a need was a
duty to meet. The Eligibility Regulations (Department of Health, 2014a) set out three conditions
to determine if a need is a duty to meet. The first is that the need must arise from a physical or
mental impairment; the second at least two of fourteen listed generic ‘outcomes’ must be
affected; the third that there must be a ‘significant impact on wellbeing’.
The decisive condition was seen to be the judgement required in the third condition. The
Statutory Guidance (Department of Health, 2016) advises:
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In making this judgement, local authorities should look to understand the adult’s needs in the
context of what is important to him or her. Circumstances which create a significant impact
on the wellbeing of one individual may not have the same effect on another. (Para 6.110)
The effect of this would be to make all needs that are important to each person a legal duty to
meet. This is undeliverable when the service has to spend within a budget. The effect would be
to give the green light for the ‘street level bureaucracies’ to continue their function of matching
spend to budget. The only change would be to language. Indeed, Government expected no real
change in spending patterns, with the new threshold operating at the same level as the
previous ‘substantial’ level, which is where the ‘vast majority’ (DH, 2014b) of councils already
operated. Early evidence is that it has succeeded (PSSRU, 2015).
For reasons set out above, this system of resource allocation requires an assessment process
incompatible with being person centred.
The development work took place in the context of advice from the internal legal team that the
law allowed statutory guidance not to be applied if there were cogent reasons.
Concluding the collaboration
The author ceased involvement at the point the council’s advice from the legal team became
that it would be unlawful to contravene the Statutory Guidance in relation to application of the
Regulations.
Much of the required infrastructure in relation to budget devolvement, financial control and IT
had been developed and was in place. The assessment guidance and formats had been
agreed and issued. However, the Resource Allocation Policy did not receive the council’s
support at the appropriate level of seniority. At the time of writing, therefore, it remained
untested.
Conclusions
The non-implementation of the Resource Allocation Policy meant that the project failed to test
the theory that resource led practice is the product of eligibility policies that control spending
through categorising and controlling the flow of needs, and that person centred practice would
become the norm if this was replaced with a Resource Allocation Policy to enable case by case
decisions about affordability.
The project did, though, lend further weight to the theory. The practitioners’ guide and guidance
for the assessment had been developed and was issued during the project; there was a
substantial resource put into learning development; the essential IT reports and financial
controls were all in place. Despite these conditions being created, the service remained in the
grip of the ‘street level bureaucracies’ with no discernible movement to person centred practice.
Traditional, resource led practice by and large continued and was simply captured using
different forms and processes.
On a positive note, the time during which the council prevaricated about the Resource
Allocation Policy allowed the depth of work to be carried out with all relevant groups to enable
the creation of a ‘blue print’ for delivering person centred practice.
However, it would require a very high level of managerial determination for any individual
council to go against national policy on such sensitive matters. Until there is change to the
national policy, expressed through the Statutory Guidance, the movement from resource led
working as the norm to person centred working as the norm is unlikely to happen.
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Abstract
Normalization and Social Role Valorization have been extensively associated with the closures
of long-stay hospitals for people with mental health problems and with learning disabilities. The
related theory of Reciprocal Role Valorization emerged from within a study of the nearest
relative, a patient safeguard under the Mental Health Act 1983 in England and Wales. It
illustrated the potential for reciprocation provided by the nearest relative powers and related
Approved Social Worker duties, to achieve mutually agreed objectives for patient welfare. The
theory is conceivably transferable to other case scenarios.
The Family Group Conference helps families to find solutions to their respective problems and
promotes family and social work collaboration. This framework of interaction suggests
Reciprocal Role Valorization may be implicitly at work at the heart of the conference process.
The theory’s relevance to the Family Group Conference, in particular the model developed by
the Canadian Province of New Brunswick, is here examined. The importance of specialist postqualifying professional development and professional maturity to enable social workers to
unlock family potential is also argued in the context of increasing interest in strengths based
social work.
Keywords: Reciprocal Role Valorization, nearest relative, Family Group Conference, social
worker, strengths based approaches
Terms used
In this article the term ‘service user’ is preferred to that of patient and used to describe an individual who
receives mental health services. The term ‘patient’ is used to describe a person who is detained or liable
to be detained under the Mental Health Act 1983 in England and Wales. The term ‘carer’ refers to unpaid
family or friends providing a person with care and support; in some jurisdictions the term ‘caregiver’ is
used. The role of the nearest relative and that of the now former Approved Social Worker are those
defined under the Mental Health Act 1983.

Introduction
This article has two main parts. The first focuses on the theoretical and sociopolitical context
surrounding the legal category of the nearest relative in England under the Mental Health Act
1983. It provides a brief overview of a study of the role’s functioning and the theoretical
development of Reciprocal Role Valorization. The second concentrates on the Family Group
Conference, its innovative developments in the New Brunswick, Canada and how the theory
arising out of the nearest relative study relates to the province’s initiative.
The role of the nearest relative under the Mental Health Act 1983
The role of the nearest relative is officially recognized as a patient safeguard to prevent
unnecessary hospitalization (Department of Health, 1999). The rightful designate is identified
under Section 26 of the Mental Health Act 1983 from a hierarchy of relatives (see Box 1a) and
rules relating to divorce, separation and partnerships, half-blood relationships and residence.
The patient’s highest existing relative who has reached the age of majority and eldest at each
level, is usually the nearest relative. The nearest relative has four main powers to influence a
close relative’s hospital detention (see Box 1b).
Research, Policy and Planning Vol. 32 No. 3 © Social Services Research Group 2016/17 all rights reserved
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Box 1a. Definition of ‘relative’. Box 1b Powers to influence hospital detention.

a) Hierarchy of relatives
Husband or Wife

b) Overview of main powers
•

To ask social services to assess
the patient with a view to hospital
admission (Section 13(4))

•

To make the application to detain
the patient in hospital, if supported
by two medical recommendations
(Section 11(1))

•

To object to the patient’s hospital
detention for treatment (Section
11(4))

•

To seek to discharge the patient
from detention (Section 23)

Son or Daughter
Father or Mother
Brother or Sister
Grandparent
Grandchild
Uncle or Aunt
Nephew or Niece

The powers are discretionary and subject to certain controls. The nearest relative has
undergone changes during its lifetime.
Political and social contexts
The nearest relative was introduced under the Mental Health Act 1959 with powers to detain a
close relative in hospital, to object to his/her detention for treatment and to seek his/her
discharge from detention. It was conceived during the reform of mental health and mental
deficiency laws (the language of the time) during the mid to late 1950s when stories of unlawful
detention had surfaced. The Royal Commission (Percy Report, 1958), convened to advise on
law reform, regarded the lay perspectives of social workers and caring relatives as valuable
counterweights to medical decision-making when hospital admission was under consideration
(Rapaport & Manthorpe, 2009). The Act introduced the new social work role of Mental Welfare
Officer (MWO) with powers of detention in the event of the nearest relative being unable to act
(Percy Report, 1958). However, as the potential for unsuitable relatives to manipulate
hospitalization had also emerged, the nearest relative power to detain was controversial. Had
the MWOs been professionally qualified, one option would have been to identify the MWO as
the sole legal applicant for compulsory admissions. Critically, the Mental Health Act 1959 did
not mandate social work training for MWOs.
The Mental Health Act 1983 prioritized a relative who ‘cared for’ the patient over the others
identified in the hierarchy as the rightful designate (Section 26(4)). It also provided an additional
power to request a psychiatric assessment of the patient (Section 13(4)). However, it was
changes within the social work profession and the introduction of the Approved Social Worker
(ASW), the MWO’s replacement, that ultimately had the most impact on the nearest relative
functions. In this reform, the ASW was legally required to be professionally qualified, to have
had two years’ post-qualifying experience and to have received additional training tailored to
meet the demands of the role. Although the nearest relative’s contentious power of detention
remained, the ASW was newly authorized to make a thorough assessment of the patient’s
circumstances and identified as the preferred applicant for this function. ASW duties to respond
to a nearest relative’s request for an assessment confirmed this position. Inherited and new
duties to inform and consult nearest relatives and to work with families and mental health
colleagues were incorporated (LAC 86(15)). However, it was professional training that would
ultimately influence how the ASW duties would be performed.
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Whereas the Mental Health Act 1959 was introduced just after the asylum population had
peaked, the 1983 Act came into being when the long-stay hospitals were starting to close and
‘care in the community’ policies were underway. Normalization and Social Role Valorization
principles underpinned the movement to shift the locus of care from the institutions to the
community, with inevitable consequences for patients and families.
Theoretical perspectives
Introduced by Nirje (1969a), Normalization is more usually associated with Wolfensberger who
developed the concept and its later version of Social Role Valorization (SRV) (Wolfensberger,
1972; 1983; 2000). Normalization is briefly summarized as helping people to obtain living
conditions as close as possible to those of others living in society (Nirje, 1969a). SRV is defined
as the culturally valued means to establish social roles for people at risk of being devalued
(Wolfensberger, 2000). Normalization and SRV theories challenged notions, prevalent in the
1960s and 1970s, of deviance deriving from individual pathology. They asserted instead that
characteristics and behaviours are largely determined by society’s stigmatizing reactions to
people once they have been labelled as deviant (Brown & Smith, 1992). As such,
disadvantaged people should be helped to lead lives valued by themselves and the society in
which they live.
As ‘care in the community’ policies started to unfold, calls for greater patient empowerment,
patient autonomy and citizen rights grew (Brandon, 1991; Lindow, 1994; Gates et al., 2000).
Lay advocacy, conceptually linked to SRV theory, started to expand alongside a rapid
emergence of service user action groups (Atkinson, 1999). SRV became increasingly important
to the development of appropriate services (McCourt Perring, 1993). Professionals were asked
to strive to prevent disabled people from being cast into negative roles and to help them to
establish culturally valued social identities (Wolfensberger, 1983; 2000).
However, whilst the theories provided a conceptual framework for many positive developments,
they were also considered to have limitations. Ramon (1991) perceived the ambiguity arising
from the imposition of white middle-class values contained within the Normalization approach,
yet its focus on a non-competitive lifestyle that differs markedly from the competitive ethos of
middle class culture. No account was taken of the discomfort that disabled people might feel
when joining mainstream society (Lawson, 1991). In addition, challenges posed by the
devastating effects of disadvantage on a person’s morale and capacity for personal interaction
were asserted. Yet Ramon (1991, p.10) observed that for SRV to be meaningful people have to
be able to reciprocate to ‘improve their level of functioning and self-image’.
SRV theories were also criticized for neglecting the role of carers who, if family members, also
risked being classed as occupying a ‘deviant’ role (Brown & Smith, 1992). This suggested that
carers, like service users or patients, might also require extra SRV support. In such cases, the
powers might be potentially burdensome and possibly also open to misuse. Critically,
weaknesses in the law to remove unsuitable relatives were known (MHAC, 1991). Whether the
introduction of the ‘cared for’ criterion under the 1983 Act was an attempt to strengthen able
and committed carers in line with SRV principles is not known. However, the Parliamentary
Committee that debated the nearest relative changes clearly considered ‘a stable warm
relationship with a human being’ to be an important means of patient support (HC, 1981-1982;
C423).
Nearest relative study
A small-scale exploratory study by Rapaport (2002) examined how the nearest relative powers
were being exercised and with what effect. The study found that the actions of an ASWsupported nearest relative could reflect back on and strengthen the ASW role. It introduced the
theory of Reciprocal Role Valorization (RRV) to frame the concept of interactive support
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between, in this instance, the nearest relative and ASW roles as an advance over the one-way
dynamic of SRV.
The study used semi-structured focus group interviews to generate data. Five carer, four
service user and four ASW ‘stakeholder’ groups participated. Groups were selected to address
inner-city, rural and urban/rural and ethnic minority (Afro-Caribbean) perspectives. The
interviews were conducted between 1997 and 1999, in the wake of a spate of high profile
‘psychiatric homicides’ and heightened sensitivity about public safety (Reith, 1998; Taylor &
Gunn, 1999). Grounded Theory (Glaser & Strauss, 1967), conceptually linked to SRV theory
and the case study (Yin, 1994), provided the framework for the research design, data collection,
data analysis, and comparing outcomes (summarized in Rapaport, 2012). Strauss & Corbin
(1990, p.180) acknowledged the need for concepts derived from literature and experience to
give studies using Grounded Theory analysis a ‘beginning focus’. Their approach was essential
given the topic’s sociopolitical context and the researchers’ ASW experience. Interviews were
recorded and analysed using the inductive and deductive processes of Grounded Theory. A
coding hierarchy was developed and the integrating core category identified. The case study
facilitated comparisons between the three stakeholder groups. A brief overview of key findings
supporting the theoretical emergence of Reciprocal Role Valorization is provided below.
First, the safeguarding potential of the nearest relative role when in the right hands, was
appreciated. There were several examples where ASW duties to involve the nearest relative
had enhanced the latter’s safeguarding potential and resulted in successful hospital diversions
and in one case, even discharge. Second, there were instances where the ASW had worked
with the nearest relative and medical colleagues to secure continued hospital treatment. In one
such case, a carer’s assessment under the Carers (Recognition and Services) Act 1995 had
highlighted a patient’s risk behaviours and prevented a premature hospital discharge. In
another, where a nearest relative objected to her daughter who had suffered from a near fatal
reaction to anti-psychotic medication being detained for treatment, the ASW procured for the
mother a special psychiatric consultation. There were no legal grounds to remove the nearest
relative who, in the circumstances, was acting entirely reasonably to safeguard her daughter’s
interests. The psychiatrist knew that without the nearest relative’s consent the treatment section
could not proceed and agreed to advise the mother about the treatment plan. The mother felt
reassured by the consultation and lifted her objection. In essence, the combined dynamic of
nearest relative powers and ASW duties persuaded the psychiatrist to make the crucial
concession. Such examples illustrated how ASWs had applied their knowledge of mental health
and wider law and expertise in working with mental health colleagues, patients and families.
The study findings suggested that the combination of a well-qualified ASW and a nearest
relative, able and enabled to reciprocate, could effectively counterbalance medical decisionmaking. The intrinsic dynamic of reciprocation appeared within the framework for interaction
provided by the nearest relative powers and corresponding ASW duties, and strengthened the
potential of both roles to achieve mutually desired objectives. The positive examples of nearest
relative and ASW reciprocation exercised for the patient’s welfare suggest the influence of SRV
and its integral principle of reciprocity in respect of the development of both roles under the
Mental Health Act 1983. The study advanced the term Reciprocal Role Valorization (RRV) to
explain the potential, not facilitated by SRV, of the two roles working together:
RRV was found to occur where the nearest relative and ASW supported each other to
achieve mutually respected and identified goals to help the patient, that were also
recognized by the professionals and significant others involved. (Rapaport, 2002)
RRV offers a conceptual framework to support collaborative working between families and
professionals to ensure that decisions to remove recipients of care services from their homes
and communities are only taken after a thorough assessment of all the circumstances and the
family’s strengths.
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RRV potential
RRV is conceivably transferable to other scenarios underpinned by legal, policy and practice
initiatives that aim to promote therapeutic and meaningful interaction between people who use
services and their supporters and professionals. The Family Group Conference (FGC) is a
likely contender, given its emphasis on family and professional collaboration. The New
Brunswick FGC has been identified by Mike Doolan, an internationally renowned child welfare
expert (Hughes, 2015) as:
‘A shining light in child protection’ and ‘one of the few places in the world… using Family
Group Conferences in a comprehensive programme’. (In Innes, 2014)
This endorsement determined the choice of the New Brunswick model to examine the potential
relevance of RRV to the FGC initiative.
Family Group Conferences
This section provides a general introduction to the Family Group Conference (FGC) and a brief
overview of its implementation in England and Wales. It builds on an article describing FGC
developments in the Canadian Province of New Brunswick and a portfolio of six typical case
scenarios offering insight into the experiences of some families and how they find solutions to
their problems through a robust FGC process (Poirier Baiani & Rapaport, 2015a; 2015b). The
dynamics of family and social work interaction demonstrated in the case studies are examined.
New Brunswick’s innovation is identified as a practice example of Social Role Valorization and
Reciprocal Role Valorization.
Family Group Conferences – a brief summary
Families whose children are subject to or at risk of state intervention may be no less affected by
social exclusion and stigmatization than people receiving mental health services. The Family
Group Conference (FGC) is a recognized means of enabling families to come together to find
solutions to their problems, the hope being that they will find satisfactory alternatives to their
children being taken into care. The model’s origins lie in the Maori culture of New Zealand. It is
now offered in over 17 countries and is considered by some to be the gold standard in child
protection when ‘correctly’ implemented as it improves outcomes for the child at reduced public
expense (Hughes, 2015, p.46). Holland & Rivett (2008, p.22) observed that ‘promotional
literature tends to emphasize the empowerment value base of the intervention, the expertise of
the family and the practical outcomes that may emerge’. Relevant to FGC potential, Harry et al.,
(1999) suggested Normalization/SRV theory and reciprocity were useful guiding principles to
improve family collaboration with professionals, with the objective of adapting mainstream
assistance to suit individual cultural backgrounds.
The Family Rights Group (FRG), a leading charity in England and Wales that champions the
FGC and other family initiatives to keep children safe in their communities, identifies the key
preparation, conference process, planning and review stages of the FGC (FRG, 2012; see Box
2).

174

Joan Rapaport and Geraldine Poirier Baiani

Box 2. Family Group Conference process.

Family Group Conference: Key Stages
•

The point of referral and allocation of a family group coordinator.

•

The preparation: identification of the family, extended family and friends who
play an important part in the life of the child or children in question. The
coordinator meets the family network to explain the child welfare concerns
and the FGC process.

•

The actual conference: the coordinator ensures all those in attendance
understand the purpose of the conference and the process.

•

Private family time: officials and coordinator withdraw to allow those in
attendance to consider possible solutions to the identified concerns and
devise a plan.

•

Presentation of the plan to the authority: plan is agreed and implemented.

•

Review of the plan: at a later stage.

Sourced from Family Rights Group www.frg.org.uk 2012, accessed 16/2/16.

Overview of developments in England and Wales
The FGC was introduced into the United Kingdom by the FRG in the early 1990s and has since
been supported by the Family Justice Review (FRG, 2011). Considered as a useful early
intervention strategy, statutory guidance states that local authorities should have arrangements
in place to offer the initiative (DfE, 2010). Mercer et al. (2015) found that 75 percent of local
authorities in England claimed to have a full FGC policy. However, in respect of accessibility
and critical point of entry to the service, their study also cautioned:
What is of use to family and friends’ carers is information about the referral criteria and
process. Very few policies provided this information. (Mercer et al., 2015, p.41)
The FRG advocated that the FGC should be a legal entitlement to ensure all potentially eligible
families are offered the service and not dependent on different local commissioning
arrangements. Although traditionally associated with children’s safeguarding, the model has
been used in other sectors including mental health, where it is suggested as a means to
promote social inclusion (Wright, 2008). However, in England, under the Department for
Education’s (DfE) Innovation Programme (DfE, 2014; 2016a; 2016b) a variety of new schemes,
in addition to the FGC, are being developed in respect of family welfare with the aim of reducing
the numbers of children coming into state care and improving outcomes. The importance of
agency vision or theoretical stance, opportunities for critical reflection (DfE, 2014), and
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enhanced knowledge and skills, tailored to meet the requirements of the particular schemes
(DfE, 2016b) are generally considered vital for the delivery of good children and family services
and beneficial outcomes.
The New Brunswick FGC programme
New Brunswick, situated on the east coast of Canada, is one of three provinces collectively
known as ‘The Maritimes’. Its population is about 755,000. Many are descended from early
British and French settlers. The First Nations population is over 10,000.
Political and social context
The Department of Social Development (DoSD) in New Brunswick is responsible for child and
adult care and protection and is the largest employer of the province’s social workers. First
Nations peoples are given delegated authority under the Family Services Act to deliver their
own child welfare programmes. These are monitored by the DoSD. First Nations sectors strive
to appoint social workers from Aboriginal communities. In 2006, following mounting concern
about an apparent increase in untoward incidents, significantly amongst families considered to
be low risk (Gagnon, 2015), a decision was taken to redesign the children’s welfare service. As
in the UK, it is individual cases such as that of ‘Baby P’ that often trigger high profile concern
(Jones, 2014). In New Brunswick the case of Juli-Anna, killed by her mother and mother’s
boyfriend in 2002, attracted adverse media attention (Hughes, 2015). Conventional child
welfare services of early developmental checks, safeguarding alerts and social work visits were
deemed to have had limited benefit. The necessity for service redesign was strongly influenced
by the philosophy of Dr. W.E. Deming who through scientific inquiry discovered ‘The 85–15
Rule’. This states:
Everybody works within a system governed by conditions over which the individual has no
control… The 85-15 Rule holds that eighty-five percent of what goes wrong is with the
system and only fifteen percent with the individual person or thing. (Walton, 1991, p.20)
Deming’s philosophy underpinned the decision to change the prevailing system, to seek expert
advice about alternative child welfare services and to introduce the accredited FGC.
FGC preparation
The FGC implementation involved three years intensive preparation. Juli-Anna’s death
attracted huge interest from staff, government and the public to ensure that a similar tragedy
did not recur. The Ombudsman, the Independent Officer of the Legislative Assembly
responsible for investigating complaints from the public about New Brunswick government
services who had originally criticized the DoSD, worked closely with those involved in the
preparations. Political will was considered to have been vital to the successful introduction of
the scheme. The DoSD, through its communications’ staff, provided articles on FGC
developments. It also engaged with partner agencies and community groups to ensure allied
services and the public were informed about the planned changes. New legislation was drafted
to authorize the service. Core programme standards were developed to ensure a quality
service. Researchers and social work teaching staff at the University of Moncton were
appointed to evaluate the initiative. A service user ‘FGC Feedback’ form was devised as part of
the evaluation. An information leaflet explaining the FGC process and the people involved was
also produced (Government of New Brunswick, undated).
FGC training in New Brunswick was developed with input from frontline practitioners and the
extensive research of senior staff into training initiatives in other parts of the world. This led to
the introduction of the Competency Based Child Welfare Training Scheme, developed by the
DoSD (Poirier Baiani & Rapaport, 2015a), of which solution focused, conflict resolution training
and family therapy are core modules. A training committee was established. This devised and
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continues to devise training programmes taking into account feedback from social workers and
evolving developments in FGC practice. The core standards also stipulated that only social
workers with five years’ post-qualifying experience could apply to work within the FGC service.
FGC implementation
The FGC was introduced in 2009 under the ‘New Directions’ programme (Innes, 2014) as an
evidence based model aiming to improve services to families, to ensure the safety and
wellbeing of children and to maintain their right to lifelong kinship and cultural connections. The
Family Services Act 2008 gave families a legal right to be offered the service. Thus the onus is
on social workers to promote the FGC as a viable option.
However, at the outset, managers reported that even experienced social workers could not
believe that the families known to them would be able to work within the FGC requirements:
… this is never going to work… families are never going to plan… let alone use flip charts to
do so. (Poirier Baiani & Rapaport, 2015b, p.6)
Some were to experience a dramatic conversion and later become emotional when describing
the ‘healing’ process that can take place within families as a result of the FGC (Poirier Baiani &
Rapaport, 2015b). Those involved in delivering FGCs have noted that families have been able
to disclose sensitive issues and to participate in the decisions and solutions regarding the
welfare of their children. In addition, children are considered to be safer (Poirier Baiani &
Rapaport, 2015a). Crucially, the therapeutic nature of New Brunswick’s training programme
appears to alleviate the oppressive effects that child protection discourse can have on
participating families (Ney et al., 2013), whilst maintaining a safeguarding focus. The intensive
nature of the programme also supports Holland & Rivett’s contention (2008) that FGC benefits
may be enhanced by the incorporation of family therapy.
Whilst only around a fifth of eligible families opt to use the FGC service, this relatively small
proportion seemed to have had a dramatic effect on the numbers of children coming into state
care. At the end of the first year there had been a reduction of almost 20 percent in the
numbers of children taken into care: seven years later the proportion had fallen by a further five
percent (Poirier Baiani & Rapaport, 2015b). Financial savings have enabled the DoSD to
employ more social workers, reduce the size of caseloads and provide more intensive family
support. As a result of this upward spiral, the average size of FGC social workers’ caseloads is
now just seven families each (Poirier Baiani & Rapaport, 2015a).
Feedback from participating families had also been very positive. Children and families who
have participated in the FGC report a satisfaction rating ‘of more than 90% on all feedback
indicators (Gagnon, 2015, p.4). More recently the FGC has been introduced to help children in
care retrieve their kinship links with their families and is about to be implemented in Adult
Services. Other government departments such as Justice and Public Safety may adopt the
FGC to involve families in decision-making. Whilst the innovation is acknowledged to be labour
intensive in terms of frontline work, it is viewed as leading to better, quicker decision-making
and as helping those using the service to feel respected.
Case studies: findings and RRV
Six case studies reported in Poirier Baiani & Rapaport (2015b) identify RRV theory. One is
analysed here. The cases were chosen at random as typical family scenarios by frontline social
workers together with their supervisor. Changes to certain demographics and other
characteristics were made by the team manager to protect client confidentiality. The social
workers were not identified anywhere in the portfolio, as additional client protection. In all of the
six cases the children were destined for possible long-term care or adoption because of
safeguarding concerns, but as a result of the FGC were able to thrive with their parents or
extended family.
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The selected case study typically highlights the dynamics of family and social work interaction
present in each of the other case examples. It differed in one respect in that the children in
question (twins) had been in state care for some time rather than with their parents. Whilst the
parents were apparently loving and visited regularly, they did not appear to understand that
their children needed a permanent home. The preparatory work revealed that whereas the
children’s mother had little family support, the father had a very large extended family some of
whom had the financial means and competence to provide childcare. An offer from the father’s
family was originally thought to be the most likely outcome of the conference.
The family had a long private meeting. Contrary to all the department’s expectations, the family
decided ‘very authoritatively’ that if the parents did not address their problems, the children
should be placed for adoption. On the other hand, this course might be avoided if the parents
agreed to accept responsibility for attending their rehabilitation programme to address their
addiction and domestic violence problems. If the parents cooperated and the children were
returned to their care, the family would provide relief childcare and even housing.
‘In other words, the family was holding these parents accountable and were clear with their own
expectations as to what needed to happen in order to meet the Department’s bottom line’
(Poirier Baiani & Rapaport, 2015a, p.9).
In the event, the parents agreed to cooperate with the plan and worked with their drug addiction
counsellors. They eventually resumed caring for their children. Throughout the life of the case,
the social worker continued to monitor, review and work with the family, in line with DoSD
protocols. The original FGC plan was adjusted as required. Four years later, the children were
still with their parents and the Department’s case file remained closed.
This case illustrates the potential of the FGC to achieve results where traditional approaches
have failed. Participants were enabled by the boundaries of the FGC process, social work
expertise and ‘rules of respectful discussion’, developed by the family to suit their cultural
preferences, to explore options and to find a solution acceptable both to themselves and the
Department. The narrative shows the FGC at work and its potential to empower a family ‘to
work reciprocally with Social Workers to achieve mutually agreed objectives’ (Poirier Baiani &
Rapaport, 2015b, p.22). In accordance with SRV and RRV principles, social work support
enabled the family to understand the issues at stake and strengthened its position to find
acceptable solutions to identified problems. The family’s achievement reflected back on and
reaffirmed the potential of the social work role to help families to make their own informed
decisions. Here the dynamic of social worker and family interaction is shown to strengthen both
roles and to exert meaningful pressure to provide the catalyst to bring about change. The
selected case study also illustrates how families are able to fit within and complement
professional support systems, give flexible care, and exert meaningful influence where the
lifestyle choices of parents, whose children are the focus of concern, need to change. It
additionally shows how social workers can complement informal care arrangements with
therapeutic interventions made more accessible to parents by the reflected benefits of the
family’s input. In line with the nearest relative findings, the selected case study highlights the
two-way dynamic of RRV. However, here the jointly agreed objective was to help the parents to
regain responsibility for their children’s care.
Implications for research, policy and planning
The New Brunswick innovation builds on the FGC framework that promotes family and social
work collaboration. Its apparent use of RRV potential to strengthen joint decision-making
endorses the relevance of the nearest relative research and the development of role theory.
The impact of the intrinsic dynamic of family and social work reciprocation at the heart of the
New Brunswick process, suggests that a robustly implemented FGC may also benefit adult and
other welfare services. In terms of more particular aspects, the careful preparation of
administrative and professional infrastructures would appear to have made an important
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contribution to New Brunswick’s success and is therefore noteworthy. The DoSDs work with the
press to publicise service developments is also commendable. Furthermore, Deming’s
philosophy suggests that willingness to investigate the possibility of system failures is of
paramount importance when something goes wrong.
Although officially acclaimed as an important patient safeguard, the role of the nearest relative
has never been monitored and evidence of its effectiveness is small. Its positive potential has
been eclipsed by problems highlighted in case law (Rapaport, 2002). Fortunately, New
Brunswick’s FGC does have in-built monitoring arrangements and these have shown positive
results. Yet the nearest relative and FGC are equally important safeguards against preventable
statutory intervention. Both share the same RRV potential to energize family and professional
cooperation to decide best possible outcomes. Although the New Brunswick service continues
to prove its worth in reducing the numbers of children in care from only a quarter of referrals,
low service take up is also revealed. This is perhaps understandable given the sensitive nature
of family problems. However, the innovation still lacks research evidence. Crucially, the reasons
so many families decide against the FGC service in spite of its encouraging outcomes are not
known. The attitudinal and other factors that influence families to opt for or against the FGC
would therefore seem to be priority areas worth investigating. New Brunswick’s success
suggests that the FGC programme should be maintained and further developed, lest it share
the fate of the nearest relative.
Summary and conclusions
The power dynamics of the nearest relative role and FGC bear many similarities. Although
families do not have specific powers, the FGC, on a par with the nearest relative, gives them
discretionary rights to be involved in the decision-making process on matters that may have
long lasting consequences on their lives. Both the nearest relative and FGC may be supported
by experienced social workers who have been boosted by post-qualifying professional
development. The FGC framework and evidence from New Brunswick illustrate how families
and professionals may be able to work together and enhance each other’s potential to achieve
mutually agreed objectives. RRV is arguably more alive in New Brunswick’s ‘comprehensive’
FGC than it is in the role of the nearest relative. However, whereas the former has thrived on
political will, the latter has endured political neglect.
Conceptual frameworks are more than the sum of their parts. They give shape and meaning to
actions and can help to ensure services are on track with identified objectives. Although
retrospectively applied, Reciprocal Role Valorization is offered as a framework to ensure
families are being served in the best possible way, that the right to family life is respected, and
that state care, in respect of children and adults, occurs as a last resort. There is increasing
evidence that good alternatives to family care are scarce (Rahilly & Hendry, 2014); that family
ties may be weakened and even lost forever when children are removed from home; the
emotional distress of separation possibly having lasting effects on both parents and children
and in respect of the latter, may contribute to problems in later life. Likewise, compulsory
assessment and treatment may have disruptive consequences on an individual’s life. In
addition, following hospital discharge, re-establishing social networks and community links may
be challenging. RRV, allied to the growing interest in strengths based social work, is potentially
of enhanced importance in the wake of high profile reactions to individual tragedies that
traditionally trigger defensive practices. Where kinship ties can be kept intact, family care may
be able to avoid the potential ‘class’ and cultural discomforts raised in earlier Social Role
Valorization critiques and reduce the risks of poor outcomes, stigma and social exclusion for
both children and for adults.
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Abstract
Carers’ views about their role in recovery are under-researched, and studies investigating their
needs are underdeveloped. In this study, participatory action research was used; I was
supported by a steering group of eight stakeholders to co-produce a training programme on
recovery and data collection methods to explore the meaning of recovery for carers. The
programme was delivered by me, an expert-by-experience with a diagnosis of schizophrenia,
and a carer of her son with a similar diagnosis, to a group of eleven participants. Mainly
qualitative data was collected together with supplementary quantitative socio-demographic data
from the participants. Selected findings based on the carers’ discussions are presented which
focus on how the relationship between carers and professionals can most effectively facilitate
service user recovery. Issues of information exchange between carers and professionals and
the impact of patient confidentiality are highlighted, the nature of recovery practice is
considered, and the participants’ need to be regarded as ‘experts’ is addressed. A conceptual
model of service design based on a recovery-oriented ‘triangle of care’ is presented. The
potential implementation of this model in the current UK mental health service context is
considered with the need for co-production between all stakeholders to ensure its development.
Keywords: mental health, recovery, carers, service change, service development
Introduction
Family carers of people who experience mental ill-health sometimes identify poor experiences
of service provision (Repper et al., 2008) as they report that their roles may be complicated by:
• not receiving information about their relative (Repper et al., 2008);
• not understanding their relative’s mental health diagnosis (Kilyon & Smith, 2009);
• not being involved in the care team (Worthington & Rooney, 2009).
Fox (2013) utilised participatory action research (PAR) to explore the meaning of recovery to
carers, enabling them to reflect on its relevance to their caring role. This article presents
selected findings from that study, which focus on how the relationship between carers and
professionals can most effectively facilitate service user recovery. It provides an account of the
development of a service model for carers based on the triangle of care (TOC) (Worthington &
Rooney, 2009); extending this firmly embedded model by building on recovery. The recoverydirected TOC (triangle of care) indicates that professionals, carers and service users should
work together in a relationship of trust, transparency and support based on recovery principles.
Further discussion highlights how this model can be implemented in UK by building on coproduction between stakeholders.
Background
The 2011 census (ONS, 2013) reported that 5.4 million people in England were providing
unpaid care; with over 33% providing 20 or more hours care a week. Moreover, DH (2014)
reported census data identifying that the general health of carers deteriorates with increasing
hours of care provided. Caring significantly impacts on the ability to work full time (DH, 2014),
with this difficulty increasing with the number of hours of care provided. Carers Trust (not dated
[nd] a) confirms research completed by Arksey et al. (2002) that around 1.5 million may be
caring for someone with mental health problems or dementia.
Research, Policy and Planning Vol. 32 No. 3 © Social Services Research Group 2016/17 all rights reserved
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Carers can feel undervalued by mental health services (NHS England, 2014), despite their
significant contribution to supporting their relative. Reflecting this consideration, UK mental
health policy is now set out with an emphasis placed on the role of the carer in this context.
This article then highlights carers’ potential role in supporting their relatives’ recovery and the
barriers they sometimes experience.
The current UK mental health strategy (DH, 2011) promised a focus on public health, early
intervention, recovery, and reduction of stigma; with recovery perceived as central to service
provision. Despite this pronounced commitment to the implementation of recovery-oriented
services, recovery is often held to be difficult to quantify (Slade, 2009). However, Leamy et al.
(2011) have developed a useful perspective; recovery is perceived as a unique journey which
requires connectedness, hope and optimism about the future, the creation of identity, meaning
in life and the need for empowerment1. This perspective confirms the need for respectful and
hopeful professional support that promotes empowerment (Stickley & Wright, 2011).
With an emphasis on recovery-oriented practice, DH (2011) clearly states the importance of all
professionals working with carers to manage risk for the service user, recommending a wholefamily approach to care planning. Moreover, the importance of the caring role is reflected in the
significant influence carers have historically held in playing a central role in the mental health
assessment process as the nearest relative (NR) which is set out in the Mental Health Act
(MHA, 1983). The Approved Mental Health Professional (trained to undertake and coordinate
mental health assessments for admission into hospital, as defined by the Act) must involve the
NR in the process and seek their agreement when possible. The Care Programme Approach, a
care management method in mental health, emphasises the importance of ensuring the
involvement of carers ‘as partners in care’ (DH, 2008); thus recognising their central importance
in day-to-day care. Despite this recognition, carers report their under-involvement in decisionmaking and risk management processes (NHS England, 2014).
Interim policy guidance, Closing the Gap (Social Care, Local Government & Care Partnership
Directorate, 2014), highlighted the former Conservative/Liberal Democrat Coalition
Government’s commitment to reduce the gap between the quality and availability of mental and
physical healthcare. It reinforced the need to implement the TOC in mental health service
provision. The TOC also emphasises the need for better local strategic involvement of carers
and families in the care planning and treatment of people with mental ill-health.
The Carers Strategy (DH, 2010), introduced by the previous Coalition Government and due to
be updated in 2016 (but not yet completed), recognised that carers have an expert knowledge
of the condition of the person they support and often understand that person’s own aspirations
and needs. It focuses on carers’ rights to a life outside caring and their need for personalised
support to enable them to enjoy a family and community life, promising to involve them from the
outset in both designing local care provision and planning individual care packages. The Care
Act (2014) also emphasises carers’ needs by acknowledging the role of services in supporting
their wellbeing. This Act, building on earlier legislation (DH, 1999), reinforces carers’ rights to
receive an assessment and confers new rights to receive services.
NHS England (2014, p.14) has committed ‘to include carers in work around developing
standards and service components for personalised care planning to help ensure carers are
integral to the care and support planning process…’. However, despite this raft of policy and
legislation emphasising best practice, NHS England (2014) identifies the following needs
highlighted by carers of professional support:

1

This has been given the acronym CHIME; please note the highlighted letter in each word.
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•
•
•
•
•

to be recognised as a carer;
to share information between carers and other professionals;
to signpost information and link professionals together;
to ensure that care is flexible and available when required;
to recognise the needs of carers in both their caring role and in maintaining their own
health and wellbeing;
• to recognise them as an expert-in-care;
• to treat them with dignity and compassion.
This reinforces earlier research by Repper et al. (2008) and Kilyon & Smith (2009) which
reported similar needs faced by carers; reinforcing the need to implement a recovery-oriented
TOC.
Despite the emphasis on recovery (DH, 2011), with a commitment to involving carers (DH,
2014; NHS England, 2014), the carers’ role in the recovery process is not well understood
(Kilyon & Smith, 2009). The wider study undertaken in Fox (2013) sought to address the gap in
the literature about meaning of the recovery model to carers and to explore its impact on their
caring roles. This article, however, specifically focuses on exploring and examining the
elements of a recovery-directed relationship between the carer and the professional as there is
limited research on this topic; the corresponding relationships of recovery between the carer
and the service user are discussed in more detail in Fox et al. (2015), and indeed, the process
of recovery-directed relationships between professionals and users is the focus of much
research (Stickley & Wright, 2011).
Methodology
This study utilised PAR (participatory action research) (Minkler & Wallerstein, 2008) within an
inductive paradigm to explore the meaning of recovery to carers. Winter & Munn-Giddings,
(2001, p.5) note it is ‘... a process which alternates continuously between inquiry and action,
between practice and innovative thinking – a developmental spiral of practical decision-making
and evaluation reflection’. Reflexivity consists of critically evaluating one’s own professional and
personal values through the action research cycle to yield improvement in the research and to
generate theory. The steering group, representing academic, practice and experiential wisdom
(Glasby & Beresford, 2006) co-produced a training programme on recovery and data collection
methods to explore the meaning of recovery to carers through the action research cycle. This
forms an exploratory study therefore neither the intervention nor the research tools were piloted
outside the group.
Ethical approval was gained from Anglia Ruskin University Ethics Committee.
It was difficult to recruit either the ideal sample of carers or to recruit to numbers, an issue
reflected in other studies (Rhodes et al., 2002; Tanskanen et al., 2011). Carers can often be
overburdened by caring, and the demands of their task can fluctuate, making their lives
complicated and busy, therefore committing to training can be practically and emotionally
difficult. Consequently, convenience sampling (Flick, 2009) was utilised to recruit eleven carers
of people with schizophrenia to the research. Participants were accessed via staff referral (2),
information circulated via voluntary local groups such as Rethink (2), information circulated
widely across the region by the Mental Health Research Network2 to voluntary organisations
(6), and presentations at stakeholder groups (1).

2

MHRN has now been replaced by the CLAHRC (Collaborative Leaderships in Applied Health Research
and Care).
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The sample, ultimately recruited, consisted of eleven carers, seven women and four men; with
two married couples attending (M043 and F07; M02 and F03). All of the carers supported an
older adult child apart from F04 who supported her brother. Ages ranged from 51-78. All were
White-British apart from F04, who was White-Irish. The carers were from professional and
affluent backgrounds (mainly owner-occupiers of their houses), and were well educated with
the majority having completed graduate level training or equivalent; therefore they were not
representative of the wider population.
Informed consent from all of the research participants was obtained. A telephone or face-toface interview was held with each participant prior to their involvement to ensure they
understood both the risks and benefits of participation, the nature of their role, and how their
data would be used. Each participant was given an information sheet about the research, and
asked to provide written consent to confirm that they understood the implications of their
involvement.
Training on the recovery approach was delivered to this group to inform them about and
explore the meaning of the recovery concept. The training programme consisted of five
sessions of three hours delivered fortnightly. It was delivered jointly by me (a service user) and
a carer, utilising our personal experiences of expertise-by-experience.
The training programme used material suitable for carers at different stages in their caring
journey. It focused initially on enabling them to recognise their own needs as a person, and not
just as a carer. Research was highlighted that identified the support that carers stipulate they
require in carrying out their caring tasks; enabling them to see that they were not alone in
expressing these needs (Banks et al., 1998). The trainers emphasised that service users
should own their personal recovery journey, considering this by discussing what the service
user might want to achieve from their recovery in contrast to what the carer might want for their
relative. This allowed the carers to separate their vision for their relative’s recovery from that of
the service user. WRAP (Wellness Recovery Action Planning) is a key element of recovery
practice as it focuses on a strengths-based approach to care (Rapp & Goscha, 2012); such
practices build on the capabilities of the service user rather than focusing on what they cannot
achieve. It enables the user to develop their capacity to recognise their symptoms of relapse
and to be aware of what promotes their wellbeing; this enables the carers to support the service
user to increasingly self-manage their illness. The trainers reinforced the message that carers
can learn to care effectively by caring for recovery to become recovery mentors.
Research data were collected on two levels: first on an individual level, and second at a
collective group level. Data were collected on the individual level using three methods. To
establish a point of comparison, at the first meeting carers were firstly asked to respond in
writing to open questions about their knowledge of recovery and how it related to their caring
situation; secondly to fill in a questionnaire with open and closed questions to capture sociodemographic data and data about their caring situation; and thirdly to respond in writing to three
questions about a vignette. Hughes (1998, p.381) described vignettes as ‘stories about
individuals and situations, which make reference to important points in the study of perceptions,
beliefs and attitudes’. They provide participants with the opportunity to highlight issues ‘from a
non-personal and therefore less threatening perspective’ (ibid, p.383). These written
questionnaires were presented to carers both before and after the training programme to
identify changes in their knowledge and caring behaviour following the intervention.

Male carers are identified by ‘M’ and female carers are identified by ‘F’. The participants were
immediately anonymised in all written documentation by being given an appropriate letter for their gender
followed by a number.
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Focus group discussion was used to explore change at a group level. The discussions centred
on the original questions and the vignette to which they had responded earlier. Focus groups
are particularly useful for eliciting the views as they create ‘concentrated conversations’
(Morgan, 1998, p.31) through ‘a process of sharing and comparing among the participants’
(p.12). A focus group was held before the training programme and another focus group was
held at the final meeting facilitated by two members of the steering group who had not been
involved in delivering the training programme. This enabled the carers to reflect on the training
programme honestly but ensured that the facilitators were familiar with its content.
Telephone interviews were used for the follow up contact at one and six months to enable
carers to report any sustained changes following the training period. The telephone interviews
were semi-structured, comprising mainly open questions. The themes that emerged were
further triangulated with data from the focus groups and written responses.
The whole content of the training sessions, focus groups and semi-structured interviews were
audio-taped, with consent. The data were anonymised immediately during transcription with all
identifying information removed. Thematic data analysis (Braun & Clarke, 2006) was applied to
the qualitative data. Braun & Clarke op cit. contend that themes do not merely emerge from the
data corpus during the process of analysis but are rather discovered by a researcher engaging
in an active process of analysis. I initially used NVivo to manage the whole dataset and break
down the mass of information and Word to allow me to work with and transform the data by
typing my ideas as they emerged from the quotations. I moved constantly between the two to
ensure the analysis was grounded in the data using inductive techniques to generate the
general themes of the project. The themes were fed back to the carers and steering group for
validation and were agreed as appropriate.
Findings
The findings focus on exploring how the relationship between carers and professionals can
most effectively facilitate recovery: firstly, by highlighting their experiences of managing issues
of patient confidentiality and information exchange with practitioners and service users;
secondly, by discussing carers’ changing understanding of recovery practice; and, thirdly, by
exploring their need to be recognised as ‘experts’ by professionals. Data is presented covering
three periods of time: before the delivery of the training, during the training, and at the follow up
points.
Managing patient confidentiality and information exchange to care effectively
A central theme that emerged at all stages of the research was the need for the carers to have
sufficient and appropriate information to care effectively for their relative. Before the training
M03 noted that information sharing should be based on ‘cooperation as part of a team which
includes my son, wife, CPN, psychiatrist and any relevant key workers’. He believed this was
essential to help him to support his son effectively.
Central to this experience, was the issue of patient confidentiality which was highlighted as a
barrier to the support carers provided. During the training programme, F03 explained how she
was excluded from information about her son’s care at his request; however, she described
what she experienced as best practice when her son had been supported by an assertive
outreach team:
So they seemed to have a different approach… I could tell his key worker, I could ring her up
and tell her something and I was quite happy that it wouldn’t be divulged to [son]... I trusted
them as well. They were very professional but I could communicate to them without it getting
back to [son] and upsetting the situation.
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In this research, which focused on carers’ views, processes of information sharing and the need
to preserve confidentiality were issues of concern that carers believed prevented them from
supporting their relative effectively; in spite of this, it would be inappropriate for a professional to
share information about their client unless the service user had expressly consented for
information to be shared. Moreover, F03 reported how information she divulged during a carer
assessment had been shared with her son; she believed information she shared should be
similarly confidential to that of the service user.
This important theme punctuated much discussion during the research; it was echoed in
relation to debate about carer assessments, which are a systematic way in which services seek
to communicate with carers who offer regular and substantial care – and form an important
focus for carers’ contact with professionals. Participant experiences of this process were mixed,
F06 reported:
I enjoyed the chat, I had a bit of a cry, and she didn’t know much about schizophrenia but
she was a good listener. And I haven’t heard from her since.
F02 explained that she had found the carers’ assessment process a relatively positive
experience that enabled her to communicate directly with the team about her son’s care from
her point of view, reporting during the training:
I found it a very useful experience as you can actually say what you find is difficult and the
parts that you find are difficult to cope with. And that particular set up that they have, I know
that was going back to the actual team who see [service user].
A carer assessment can be a key tool for facilitating communication; however, the participants
noted that a carer assessment is less important when there is an effective working relationship
with the professional, because information flows between the three parties in such a ‘threecornered partnership’ (M03). However, when no such three-cornered partnership exists, carers
believed that a carer assessment took on a more important role as a fundamental opportunity
for the carer to meet with a professional, ask their own questions and to focus on their own
needs, rather than that of the user. This discussion highlights the difficult balance that
professionals have to maintain in managing the sometimes conflicting demands between the
service user and carer in managing information sharing and confidentiality issues.
Recovery practice
The nature of recovery practice was another central theme that emerged at each stage of the
research. Instilling hope is a key part of developing recovery potential (Leamy et al., 2011), yet
F07 reported before participation in the training how the lack of hope was the biggest barrier to
promoting recovery when working with staff: ‘Being told my daughter has no insight and seems
to be written off’. This engendered a sense of hopelessness in both her as a carer and in her
daughter’s use of services. M04, her husband, added to this, noting:
I think if they… lack insight, they are in a very difficult position, but if that patient has insight
and can accept that they need to take their medication, that they need to take it for the rest
of their lives… then if they are on that path you can have a lot of hope.
The medical model was seen at this stage in the study as the most effective treatment frame to
support professional involvement in the service user’s care; the carers had little faith in the
potential of recovery to develop effective working relationships between carers, users and
professionals. Only F04, a carer who had her own experience of mental distress, expressed
some concerns with a mental health service dominated by the medical model:
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If they sit inside the medical model, like they do in the hospital, you’ve got a problem like a
broken arm, so they are going like you’ve got the broken head, so take the tablets, and
here’s how we’re going to mend it up…
This influenced her relationship with professionals as she felt they had little focus on the
recovery model.
During participation in the training, this theme was developed by consideration of the difficulty
of conceptualising how recovery practice might look. The local Early Intervention in Psychosis
(EIP) team was invited to a training session and described how they promoted recovery by
ensuring practice encompassed ‘some positive risk thinking’; they presumed a position of
communication with the family as well as the user, unless the user expressly objected. Indeed,
reflecting on this support offered by the EIP team, the carers recognised that real recovery
practice demands much more of professionals than traditional practice. F05 reported that
recovery practice is:
... very much more difficult for them than being a psychiatric social worker who monitors and
talks to someone, but a recovery worker [is] doing things like finding work and stuff.
In support of this point, F03 believed occupational therapists were the most successful
professionals because they ‘actually tackle the person behind the illness and focus on the
interest and get them motivated to do things’.
The carers felt that professional support was fundamental to the success of the service user’s
recovery. M02 emphasised the importance of a professional working as a mentor with the
service user:
It’s no use doing it as a parent, because we have been in there for years telling them what to
do… advising them or something. But somebody else who can get that spark going.
However they assumed that the recovery mentor should be a paid professional rather than a
peer with experience of mental ill-health4, whereas many service users report having recovered
with support from peers despite professional intervention (Coleman, 1999).
Recovery practice encourages the service user to actively engage in meaningful mainstream
community activities of their own choosing. Carer participants believed that social inclusion was
central to making recovery possible for the service user. F01 reported at the six-month follow
up that a CPN had suggested that her son go to a sports day with other mental health service
users, and he had replied: ‘I like to spend my time with normal people’. The mental health
service had missed the fundamental meaning of recovery, which the service user himself
clearly expressed. This service encouraged service users to be active in a segregated
community of people with a diagnosis of mental ill-health.
At the pre-intervention stage earlier in this section, F07 and M04 expressed the lack of hope
they experienced. In contrast, a belief in recovery practice engendered a sense of optimism in
the carers. At the one-month follow up M03 reported:
And to hear the early intervention team talk seriously about the recovery model and the idea
of recovery is something that is genuine and possible, it’s terrific, it’s a terrific antidote to the
more despairing negative feeling and with that antidote it brings with it optimism, energy to
stay with that things can be done, things can change for the better, and with that energy one
can do things.

4

This mental health trust was expanding its training and employment of peer support workers, expertsby-experience who offered support and recovery guidance to other service users.
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Becoming an expert-by-caring
Carers felt that their relationships with professionals should be based on a sense of mutual
respect for the others’ respective expertise; this was a key theme in the findings. Before the
training, F04 reported that this contact should be informed by an understanding that she had
expert knowledge about her relative from caring, stating:
Being asked my opinion and respected by the health authority and having a circle of support,
professional and personal, who acknowledge me and listen to my concerns.
However, sometimes the feelings that carers experienced presented a barrier to effective
working relationships with professionals. F05 felt a sense of guilt that she never did enough to
support her daughter; this feeling made her defensive. She needed professionals to
acknowledge her distress as she stated the most difficult things were:
Going over the same thing with professionals. Feeling judged by professionals. Feeling
helpless in the face of [daughter’s] distress.
Following the training programme, the carers reported how their relationship with professionals
had changed as they developed a sense of expertise-by-caring. A married couple, F07 and
M04, gained more confidence from participation in the programme because they themselves
could talk ‘in a more knowledgeable way about the illness’. Moreover, F04 felt empowered by
learning about recovery, stating at the one-month follow up interview:
I think the most important aspect is that it says we each individually have the responsibility
for ourselves and for how we interact with each other. We don’t have to go to health service
professionals to ask if we’re doing the right thing… because basically it just gives the power
back to us.
This section shows the complexity of the carers’ relationship with caring and working with
professionals. It reveals the new relationship with professionals that not only carers but also
service users need in a recovery model; this can only be achieved by effective partnership
between all stakeholders.
Discussion
Recovery is a service model of increasing influence (DH, 2011); however, despite policy
rhetoric, carer involvement in care planning processes and service monitoring is less developed
than that of service users. Figure 1 builds on the TOC (Worthington & Rooney, op cit.) by
incorporating the study’s findings and reflecting research identified in the background. It
suggests that carers and professionals can relate in a recovery-directed relationship by:
• understanding the limits of professional responsibility and boundaries;
• agreeing actions and responsibilities;
• recognising the strengths, limits and differences in each of their expertise.
Figure 1 emphasises the importance of both the professional and the carer understanding each
other’s responsibilities and the boundaries that limit their ability to share information (Kilyon &
Smith, 2009). It underlines the need to establish processes for agreeing responsibilities about
the support that will be provided, as stated by DH (2011), and by facilitating open and honest
debate about what information can be shared (NHS England, 2014). Building on the findings,
Figure 1 suggests that carers and professionals need to recognise the difference between the
kinds of knowledge that they both have; by understanding this they can acknowledge their
respective expertise and consider how this influences and limits their actions (Fox et al., 2015).
It focuses on recovery practice by emphasising a strengths approach to care (Rapp & Goscha,
2012).

Figure 1. A recovery-oriented triangle of care.
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The relationship between the stakeholders in Figure 1 suggests a movement towards systemic
practice based on cooperation between the different stakeholders. Increasingly, the importance
of systemic practice is becoming recognised in mental health care; one such example is Open
Dialogue (Seikkula, 2011), originally developed in Finland, now increasingly used in the UK
NHS context. Open Dialogue practitioners use the service user’s network, incorporating family,
other significant support, and professionals around the service user to empower the service
user in crisis and to promote their recovery. It emphasises consistency of professional care,
reduced reliance on anti-psychotic medication, increased reliance on the importance of the
user’s network, and flexibility in approach. This reflects elements of the conceptual model
developed in this research, which focus on the primacy of the service user with recognition of
the carer’s and professionals’ potential contribution to recovery processes; underlining the
validity of its development.
The TOC has now become (Carers Trust, [nd] b) a quality assurance programme to support
mental health providers across England to achieve best practice in carer support. The Carers
Trust underlines that guidelines and policies are needed that support overall operational
practice rather than just the existence of pockets of good practice by individual teams or staff.
This provides momentum to the development of a service model that incorporates the views of
carers in a TOC.
Boardman & Shepherd (2012) believe that services need to change on three levels to make
recovery a reality in UK: practice with staff and professional training; service organisation and
delivery; and the culture of services. Change must happen systematically, accompanied by
service user and carer collaboration in the redesign of services. At the level of the relationship
between the practitioner and service users there needs to be a shift of emphasis to partnership
between experts-by-experience, with professionals facilitating recovery, offering hope and
encouraging full inclusion in the community. At the cultural level, service users and carers need
to be involved at all levels of decision-making in the organisation regarding staff development,
management processes and to be physically present at all levels in the organisation.
Ramon (2011) supports this and emphasises that service change can only be implemented by
each organisation becoming a ‘learning organisation’ (Senge, 1990; Gould & Baldwin, 2004)
with a participatory approach to learning in order for transformative change to occur. Service
reconfiguration needs to include the views and opinions of all stakeholders at all levels of the
system (Ramon, 2011; Boardman & Shepherd, 2012). Implementing Recovery Oriented
Change (ImROC, [nd]), an organisation commissioned by the Government to implement
recovery across mental health services, echoes this and emphasises the need to ensure
involvement at every level to bring about culture change in mental health services.
Strengths and limitations of the research
This article presents selected findings from Fox (2013), which focus on how the relationship
between carers and professionals can effectively facilitate recovery. However, this remains an
under-researched area with a dearth of literature focused on the needs of carers in mental
health recovery (Kilyon & Smith, 2009) and even more widely on research about carers in
mental health (MHRN, 2012).
There are some limitations related to the nature of the sample and the generation of this
conceptual model based on a TOC. The sample consisted of representatives from the majority
ethnic population, who were mainly affluent and well educated, as discussed in the
methodology; it was not representative of a wider population. The carers in this study could
articulate their needs and wishes, and be assertive about their expectations from professionals;
this may impact on the kind of services they are able to access for their relative and the kind of
relationship they expect with professionals. They possess a sense of expertise-by-caring
(MHRN, 2012), which allows them to develop their confidence when working with professionals.
The composition of the sample therefore influenced the development of the conceptual model.
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It would be useful to replicate this programme with a more diverse group; and thus further
research would enable the model to be confirmed or refuted.
Conclusion
This article has described selected findings which focus on how the relationship between carers
and professionals can effectively facilitate recovery. The research was founded on an
emancipatory methodology that emphasises action, learning and transformative change
(Minkler & Wallerstein, 2008), therefore its application to practical service delivery and
implementation is important. A model based on the TOC that represents recovery-directed
relationships between carers, service users and professionals was introduced; with a focus on
the relationship between carers and professionals. Some limitations were discussed in the way
in which it was generated and confirms that further validation is needed by more research.
By teaching carers about recovery, they can begin to participate in the growing debate about
the future of mental health services, and as a much neglected stakeholder group (MHRN,
2012), they need an opportunity to participate in shaping its development. Only by ensuring
their involvement in service development, alongside that of service users, can sustained and
prolonged recovery-directed transformation to mental health services be delivered (ImROC,
[nd]).
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This is an important book written by a leading advocate of participatory social policy. Using the
creation of the UK welfare state as a case study of change, the book examines the past, present
and future of social policy (p.7). Peter Beresford explains that he wrote the book without a
publisher or contract because he ‘felt it had to be written’ (p.x).
It is an unconventional and intensely personal book, and we learn much about the author: his
background as a long-term user of mental health services and welfare benefits, with a
longstanding involvement in issues of participation as service user, writer, researcher,
campaigner and educator. He explains that his background has influenced why he wrote the book
and the way he approached the task. It is ‘crucially concerned with the say that people have over
their own welfare’ and ‘draws equally on experiential and academic knowledge; lived experiences
as well as research findings’. The book includes ‘many people’s direct experiences of social
policy and the welfare state’ with an emphasis on diversity and inclusion, making it possible for
the widest range of such voices to be recognised, valued and heard, in addition to the ‘usual
voices’ of politicians, policymakers and academic experts. These voices include his own and his
family’s and ‘a very wide range of people as welfare service users’ (p.3).
All of this adds up to a long book (over 350 pages of text and some 45 pages of references) with
two very distinct parts. Part One – ‘The legacy of the past’ – is composed of eight chapters which
essentially cover a conventional history of social policy starting with the Poor Law, albeit with
some unusual academic and non-academic sources. Part Two – ‘The way to the future’ –
presents a critique of social policy and the academic discipline of social policy, and presents an
alternative perspective.
Part One, then, covers familiar ground in some unusual ways. It is a very readable account, with
reference to films, novels (e.g. Charles Dickens) and vignettes from his family. There is a heavy
reliance on particular sources such as the ‘popular’ histories of David Kynaston, and ‘general’
social policy accounts rather than history of social policy accounts. This may explain some errors.
For example, with reference to the Poor Law, ‘less eligibility’ did not involve a comparison to what
the individual in question could expect (i.e. a counterfactual), but to the lowest paid worker.
Similarly, the ‘workhouse test’ was not whether someone would be ‘able to apply’ to the
workhouse, but rather to ‘test’ if they were desperate enough to accept the only offer available of
the ‘house’ (in other words, an offer you can’t refuse) (pp.31-32) (see e.g. Fraser, 2010).
Chapter 8 is a bridge to Part Two, focusing on social policy as an analytical approach and
academic discipline. He points to the ‘social policy trinity’ of three key characteristics which have
been associated with social policy: being scientific; having its own corps of experts; and with them
providing the evidence base (p.144). He goes on to argue that Fabianism was the dominant
strand in British social policy analysis and practice until Mrs Thatcher came to power. Its three
‘key commitments’ seem to be broadly similar to the earlier ‘social policy trinity’ (p.151). After
discussing the early Fabianism of Sidney and Beatrice Webb, he writes that ‘this top-down elitist
approach to social policy, with its cult of the expert, dominated UK social policy thinking and
practice for many years’ (p.52). He stresses ‘the importance of Peter Townsend’ as the
‘personification of Fabianism’ (p.154). He mentions ‘the Marxist new left’ (p.155), but there is
surprisingly little on the journal Critical Social Policy in which he has published.
This links to Part Two – ‘The way to the future’ – placing people on the receiving end of social
policy at the centre of social policy, where the ‘future of social policy’ is to be ‘shaped and owned
by the people for whom it is intended’ (p.171). He argues that standard social policy accounts
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‘tend to have little or nothing to say about, or to report from people as welfare state service users’
(p.79).
He claims that if there is ‘one abiding theme which emerges from the history of social policy and
the counter histories of service users, it is the central role of the self-appointed professional
‘experts’. These have almost invariably been experts without direct experience of the issues they
discuss, who have played a key role as analysts, mediators and shapers of policy and practice.
They offer policy prescriptions, justified by the rationale that these are in ‘people’s best interests’.
If social policy were a religion, then they would have been its high priests (p.189). He illustrates
this point by contrasting the two very different approaches of disabled people’s movements –
between a traditional organisation for disabled people (associated with Peter Townsend) and an
organisation of disabled people (Vic Finkelstein and Paul Hunt) (p.189). In general, he advocates
‘speaking for ourselves’ (e.g. p.201), ‘user controlled research‘ (p.224), and moving ‘from experts
to experiential knowledge’ (p.225). He presents ‘A new approach to social policy’ (Chapter 12),
which includes discussion of the British motorcycle industry, aerospace, heritage railways and
the canal system, ‘Welfare politics for the twenty-first century’ (Chapter 13), ‘Supporting each
other in the future ‘(Chapter 14), ‘Changing welfare’ (Chapter 15) and ends with an ‘Afterword: a
different way forward?’
While this text makes a strong case for participatory social policy, I am not clear about its level of
assumed knowledge or intended audience. Moreover, I am not convinced by some of his claims.
For example, he claims that Fabian social policy did not recover from Mrs Thatcher’s attacks,
and largely shifted to the right, first as ‘welfare pluralism’ and then as part of the ‘third way’
(p.155). He points to a sense of complacency in social policy writings, and a strong sense of
Fabian ‘business as usual’ lingers (p.355). From my ‘experiential’ point of view from attending
social policy conferences, there seem to be very few ‘welfare pluralists’ or ‘third wayers’. Similarly,
I have not detected a sense of complacency. Social policy academics have been very critical of
recent government policy, although writing to the ‘Guardian’ (see p.141) does not appear to have
produced much change.
The book also seems to omit some important elements. For example, Beresford is critical of
objections to ‘user-based approaches’ as they lack an evidence base. However, as a Professor
of Citizen Participation’ (p.356), he is ideally placed to critically examine from both academic and
experiential points of view the theory and evidence base on participation (see e.g. Dean, 2017
for a recent review). While there are sections on ‘user-controlled research’, there is little on coproduced research (e.g. Ellins et al., 2012), or on the contribution of non-user controlled research
which engages directly with people with lived experience of the issues at stake (e.g. Glasby et
al., 2016). He criticises some social policy texts for not exploring disability, but this text, for
example, contains little on race, beyond his family as Jewish immigrants.
Finally, there seem to be some possible inconsistencies in the logic of his argument, along the
lines of ‘be careful what you wish for...’. He argues that we need to listen to the widest range of
voices of users, based on first-hand experience; and lived experience and experiential knowledge
(pp.16-17). However, in recent years many of these ‘users’ have voted for Conservative, New
Labour, Coalition and Conservative governments in turn, which he clearly disagrees with. Very
broadly, opinion polls have shown support for the division between the ‘deserving’ and
‘underserving’ poor, and for greater conditionality (e.g. Hudson et al., 2016).
Similarly, his anti-expert view has some similarities with the ‘Govian’ position of distrusting
experts. The gulf between ‘expert’ and ‘lived experience’ views was indicated by the Brexit
decision. The small majority for Brexit may be compared with an estimated 10% of academics
who favoured Brexit (THES, 2016). In a caricature, it might have appeared to many traditional
Labour voters in some areas in the North, the Midlands and Wales that social policy academics
stood shoulder to shoulder with the establishment or elite of multi-national capital, millionaires,
bankers, and chief executives. Moreover, those who dared to disagree with the experts were
‘othered’ and seen to suffer from ‘false consciousness’ at best, or be stupid or racist at worst.
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He criticises social policy academics for being ‘them’ not ‘us’. Beresford clearly sees himself as
part of ‘us’. While his personal experiences include living on poverty level state benefits for eight
years and being a user of mental health services for some 12 years (p.19), his biography is also
unusual, with aristocrats in his family history, an Oxbridge education, and being a university
professor awarded an OBE. He regards himself as a service user: but we are all service users,
although most of us tend to have experiences of ‘mainstream’ or ‘mass’ services, such as the
NHS and state education (in my case, a comprehensive school that was the old secondary
modern). His reference to service users appears to be more to service user movements and
activists, sometimes characterised as ‘the usual suspects’, who may not be typical of ‘ordinary’
service users.
His family may have identity diversity: being ‘surprisingly diverse in terms of class, culture,
sexuality, ethnicity, age, disability and faith’ (and gender) (p.3). However, there does not seem to
be much cognitive diversity. In other words, his family voices are largely friendly voices: the
‘widest range of voices’ does not include opposing voices, with different points of view. For
example, would the ‘widest range of voices’ include BNP views on race (as in the post-modern
view that no narratives are privileged)?
Similarly, his wish for the ‘widest range of voices to be recognised, valued and heard’ do not
appear to include the views of people who disagree with his views on Personal Budgets, which
are dismissed as ‘cosy stories’ (Beresford, 2008). He writes that in recent years we have hardly
seen policymakers follow public opinion in response to key issues like MPs’ abuse of expenses,
bankers’ bonuses and the costly state bailout of the banks. He notes that despite popular support
for capital punishment, Parliament has consistently rejected it. I am not clear if this is an argument
in favour of capital punishment. In other words, while he points to ‘the importance of narrative’
(p.21) it is not clear whose narratives count. If we wish to move towards ‘participatory social
policy’, should ‘all our welfare’ be shaped by ‘all our views’?
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