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Welcome to the 3rd edition of volume 30 of Research, Policy and Planning. As with previous
editions of the Journal we have an interesting range of topics which we hope will be of interest
to our readers.
Our first paper focuses on an important issue in relation to inter-agency collaboration. Baginsky
considers the perceptions of other professionals of the social work role in relation to work with
families and children. This exploratory study, based on two surveys conducted at different times
with a wide range of other professionals, found that many respondents were aware of the poor
image of social work as a profession and many also had only a partial grasp of the full potential
range of the social work role, often associating it predominantly with safeguarding. Baginsky
suggests that this limited grasp of the social work role can contribute to poor communication or
even communication breakdowns that prevent effective interprofessional working, and she calls
for clear arrangements at local level to develop an infrastructure that supports effective mutual
understanding of roles and responsibilities.
The second paper, by Cornes and Manthorpe, is based on an evaluation of the Alcohol Learning
Centre: research commissioned by the then Department of Health’s Policy Research
Programme. Though the findings of the study were positive – in that most participants felt that
the Alcohol Learning Centre had met its primary goal of providing effective information to
alcohol services as a ‘one-stop shop’, to support the local implementation of the Department of
Health Alcohol Improvement Programme the authors also draw attention to the need for online
information resources to be ‘accurate, responsive and user-friendly’ and have a practical focus
for practitioners and managers to have sufficient confidence in the information not to ‘see for
oneself’ – trying to find other internet based information.
The third paper, written by Parveen, Giles and Din, considers barriers and enablers to effective
patient involvement in health research. Though the paper is based on work carried out in NHS
settings, it reports on a detailed and thoughtful approach to collaboration between researchers
and patients which should be of considerable interest to local authority researchers or
consultation staff keen to ensure that their work avoids tokenism. Challenges – ensuring proper
representation in patient recruitment, the conduct of meetings, communication issues, costs of
consultation and enablers – for example, early involvement of participants, clinical involvement,
flexibility of approach – are discussed and the authors offer practical advice and a clear set of
recommendations arising from the evidence presented.
Over the last few years, an increasing number of our contributors have come from academic
settings. This seems to have become more pronounced as the present government’s austerity
policies meant that local authorities focused on core services at the expense of local research and
management information. It is therefore especially welcome to be able to publish a paper
written by two managers working for Cumbria County Council, Johnstone and Page. Their
paper is an evaluation of attempts to use the Adult Social Care Outcomes Toolkit i (ASCOT) to
support the development of an outcomes focused assessment process in Cumbria. The authors
provide a clear account of the way in which different potential assessment tools were considered
before ASCOT was chosen, and an evidence based description of the change management
process leading to the introduction of the tool which should be of interest to any social care
managers wanting to know how to introduce properly validated assessment tools to support
social work practice, and the strengths and limitations of so doing.
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Johnstone and Page’s paper is also one outcome of the School for Social Care Research (SSCR)
Evidence into Practice Initiative (SCEIP) which offered small grants and support to people
working in social care and who were interested in conducting research or evaluation into an
innovative new local initiative, service or form of support. Research, Policy and Planning are
collaborating with SSCR on a future themed edition of the Journal devoted to publishing the
best studies from this initiative, which we think will be of great interest to many readers.
Readers may be aware that Slasberg and Beresford have previously published two thought
provoking and interesting papers on the effectiveness of Resource Assessment Systems, or RAS,
developed originally by the In Control organisation and widely used by local authority social
services departments in England. This drew a thoughtful and respectful critique by Clifford et
al., to which Slasberg and Beresford have responded here.
Research, Policy and Planning also has a book reviews section towards the end of each edition.
We like to think that the busy reader will find the time to look at these as they are invariably
well written by reviewers who are well qualified for the task: this edition’s reviews are no
exception. There are views from different perspectives (Warren and Glasby et al.) on
integration and the evidence in social care and public health. Axford reviews a collection of the
writings of a committed social policy analyst. Netten gauges the strengths and limitations of an
examination of existing reviews on the important topic of adult social care outcomes.

John Woolham
Senior Research Fellow
Coventry University
i

Netten, A., Beadle-Brown, J., Caiels, J., Malley, J., Smith, N., Trukeschitz, B., Towers, A., Walche, E. & Windle,
K. (2011) Adult Social Care Outcomes Toolkit V2.1: Main Guidance, PSSRU Discussion Paper 2716/3, Personal
Social Services Research Unit, University of Kent, Canterbury.

Research, Policy and Planning (2013/14) 30(3), 143-154

Social work in hiding? The views of other professionals on social workers and
working with social workers
Mary Baginsky1
1

Social Care Workforce Research Unit, King’s College London
__________________________________________________________________________
Abstract
The expectation that professionals will work jointly is central to a raft of government policies.
Inter-agency collaboration is a key strategy in attempts to address the complex needs of children
and families more effectively. A necessary prerequisite to achieve this is clarity about respective
role and responsibilities. This article reports the results of an exploratory study looking at the
perceptions of social work and social workers held by other professionals. While other studies
have examined the factors that facilitate or hinder collaboration, this project focused on other
professionals’ understanding of the social work role and the aspects of that role that supported
or impeded joint working. It questions whether there is a sufficiently robust understanding to
support the demands made on these arrangements; it looks at the implications of the findings for
practice and explores what is needed to bring about an improvement; and recommends that
training and organisational support are key factors in bringing about improvement.
Keywords: social work, interprofessional work, perceptions, image of social work/ social
workers
Background
When Annie Hudson, the Chief Executive of
The College of Social Work, was appointed
she said that one of the main tasks that faced
her was to improve the understanding of the
media and the public of what social workers
do (Community Care, 2013). As Ayre and
Calder (2010) and Jones (2012) have shown it
has often gone beyond a lack of
understanding and been extended into
outright hostility and misreporting. A mix of
ignorance and antipathy has an impact on
social workers (Leigh, 2013) and is very
likely to undermine their confidence and
morale. In the final report of the Social Work
Task Force (SWTF, 2009) Moira Gibb, who
had chaired the Task Force, wrote that:
There also needs to be collaboration on
addressing the poor image of the social
work profession, which as it stands now is
preventing good people from seeking to
join the profession and speeding the
departure of others. (SWTF, 2009, p.4)

Campaigns on both sides of the Atlantic have
attempted to improve awareness of the social
worker’s role and the standing of the
profession. In 2004, the National Association
of Social Work based in Washington DC
launched a public education campaign
designed, amongst other things, to increase
awareness and respect for the social work
profession and educate the public on social
work practice. Research that informed the
campaign found that while most people in the
focus groups that were held around the USA
thought social workers worked under
considerable pressures and were underpaid
for the work, they did not have a clear idea of
the diversity encompassed by the term ‘social
work’ (Kaufman & Raymond, 1995-6). In
England there were two campaigns – the Help
Give Them A Voice managed by the then
Department for Children, Schools and
Families and the Be the Difference campaign,
managed by the then Children’s Workforce
Development Council (CWDC). Both
campaigns were intended to attract new
entrants into the profession as well as address
the concerns about misconceptions and
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ignorance. There is evidence that they
succeeded in relation to the former – 50,000
people approached CWDC to request
information about becoming social workers
(Community Care, 2010) – but there was no
follow up work done to assess the latter.
There have been other studies in the USA that
have examined the public perception of social
workers (see, for example, Condie et al.,
1978 and LeCroy & Stinson, 2004) but very
few studies have been conducted on this side
of the Atlantic. One was conducted by
Davidson and King (2005) who found that the
general public had a poor understanding of
social work and of what social workers do.
There are clear implications for both practice
and engagement if this leads to a failure to
access support or an over expectation of what
social workers are able to offer. This is an
area that demands further research. The
perception and understanding of social
workers by other professionals are also vital
areas and ones where again there is very little
recent research. Social workers do not work
in isolation; they work closely with
professionals in a range of agencies. There
has been an increasing emphasis on the need
for joint working and collaboration on a
spectrum from coordination and cooperation
through to service integration. Partnership
working and collaboration are central to
policy initiatives across social care, health
and education, even if this has not always
been accompanied by a definition of what it
means or on the finer details of
implementation. It does however imply that
the professionals from the different agencies
have an understanding of what each other
does and where professional boundaries are
drawn. The findings reported here suggest
that a sufficiently robust understanding does
not exist.
Methodology
The first part of this study was conducted in
response to a request from the Social Work
Task Force (SWTF) to the author for
information on how social work and social
workers were viewed by professionals with

whom they worked. It took place over a very
short period in autumn 2009 in order to
respond to the SWTF’s timetable. The
findings provided interesting reflections on
the subject and the results were fed back to
the SWTF. Four years after the original work
was concluded there was the opportunity to
test if there had been any changes amongst
those working in similar agencies. Given the
short time that was available in 2009 to
respond to the SWTF’s request, the initial
study had to be conducted within the
definition of an exploratory study, that is a
study conducted to gain insights that could
inform follow-up studies. The design adopted
a pragmatism that would not be necessary if
time and resources had been available for a
large-scale investigation.
The agreed research plan in 2009 consisted of
two elements:
1) A questionnaire distributed through
accessible networks with 258 questionnaires
returned from those working in services
connected with children.
2) A series of discussion groups were held
wherever these could be established. 1
In 2009 a further 40 questionnaires were
returned from those in adult services that
have been omitted from this analysis which
concentrates on those working with children
and families.
Nearly four years later in the spring of 2013
the author was working with a number of
local authorities on another study and it
provided another ‘pragmatic’ opportunity to
gather further data on the subject. Three
authorities agreed to cooperate on the
distribution of the same questionnaire to staff
in their partner agencies in order to gain an
insight into how they could improve multi1

In 2009 five local authorities provided considerable
assistance in contacting potential attendees and arranging
venues for discussion groups and similar. As a result 104
non-social work professionals from early years, education,
and health were consulted in that way but the result of that
exercise are not reported here.
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agency work in their areas and 265
questionnaires were returned. The fact that in
both years the responses reported here were
from those contacted through networks
around children’s services departments does
introduce a potential element of bias. They
are more likely to be in contact with social
workers over statutory work and related
interventions, than those working in other
sectors. In light of this, the responses need to
be interpreted as a reflection of the
perspective of social workers working in
statutory children’s services, and most likely
of those working in child protection.
The questionnaire covered the following
areas:
 identification of up to three ideas that
come to mind on hearing the term social
work
 exploration of the distinct knowledge
and skills that social workers bring to:
a) a working relationship
b) clients
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 views on the areas of common
knowledge and skills that social
workers and [their] profession share
 facilitators, if any, to effective joint
working with social workers
 barriers, if any, to effective joint
working with social workers.
Responses to these open-ended questions
were grouped according to theme and
analysed using the thematic framework
developed by the National Centre for Social
Research (Ritchie & Lewis, 2003) to classify
and organise data according to key themes,
concepts and emergent categories.
Professional background of respondents
The professional and career backgrounds of
the respondents to the questionnaire in both
2009 and 2013 are recorded in Table 1.

Table 1. Professional/ career background of respondents to the questionnaire in 2009 and 2013
Professional background
Teachers
Others working in education
Children’s Centre Managers
Early years workers
Nurses
Therapists
Parent support workers
Youth workers
YOT workers
Probation officers
Workers in drug/ alcohol services
Managers of residential homes (children’s)
Others working in residential settings (children’s)
Others working in social care
GPs
Other
Total

2009
21 (8%)
67(26%)
8 (3%)
23 (9%)
13 (5%)
13 (5%)
8 (3%)
10 (4%)
5 (2%)
8 (3%)
3 (1%)
5 (2%)
18 (7%)
28 (11%)
5 (2%)
23 (9%)
258

2013
42 (16%)
62 (23%)
14 (5%)
43 (16%)
6 (2%)
14 (5%)
6 (2%)
8 (3%)
12 (5%)
4 (2%)
12 (5%)
19 (7%)
4 (2%)
19 (7%)
265
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Findings from the surveys
What comes to mind on hearing the term
social work?
Those completing the questionnaire were
asked to identify up to three ideas that came
to mind when they heard the term ‘social
work’. These were free responses and not
precoded for respondents. The responses fell
into three distinct groups:
 activities which were associated with
social work
 reflections on how activities were
carried out
 more general responses including media
image, value placed by society and
resourcing.
There was a high degree of consistency
across the responses in both years. Table 2
summarises the most frequent responses
made by the 2009 and 2013 respondents. The
idea that was most closely associated with the
term ‘social work’ was safeguarding those at
risk. The practice issue that was most
commonly mentioned was the fact that social
workers were overburdened and forced to
respond to crises. Nearly one in five
comments referenced the negative way in
which social work was portrayed by the
media, and nearly as many identified the
extent to which the profession was
undervalued by society.

cent of 2009 respondents and 71 per cent of
2013 respondents.
The second area, identified by just under two
thirds of those completing the questionnaires
in both years, focused on social workers’
knowledge of legislative and operational
frameworks around key areas of child and
adult interventions and service provision,
including knowledge of how to access local
and national services. In addition there were
references, particularly from those based in
specialist services such as child and
adolescent mental health services (CAMHS),
to the expertise that social workers had in
assessment, especially in joint assessment and
therapeutic work, as well as in mediation.
Areas of common knowledge and skills
shared by social workers and other
professionals
Nearly every respondent to the questionnaire
in both years (297 of the 308 and 257 of the
265; 96 and 97 per cent respectively)
identified at least one area of common
knowledge or skill they considered they
shared with social workers.
The areas that were mentioned fell into five
distinct categories:
 attributes – mentioned by 37 per cent in
2009 and 39 per cent in 2013
 statutory knowledge – mentioned by 35
per cent in 2009 and 38 per cent in 2013
 practice related – mentioned by 32 per
cent in 2009 and 35 per cent in 2013
 task related – mentioned by 26 per cent
in 2009 and 32 per cent in 2013
 values – mentioned by 10 per cent in
2009 and 11 per cent in 2013.2

The distinct knowledge and skills that social
workers bring to a working relationship
Given the strong identification of social work
and safeguarding it was not surprising that
when asked about the distinct skills and
knowledge which social workers brought to a
working relationship, two related areas
emerged stronger than any others from the
questionnaires. The first area focused on the
skills involved in the protection of children
and
vulnerable
adults,
including
understanding
statutory
definitions,
responsibilities, thresholds and management
of risk. These skills were identified by 69 per

2

There were overlaps in relation to the above categories
which accounts for the percentages adding to more than 100.
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Table 2. What comes to mind on hearing the term social work?
Activities
which were
associated
with social
work

2009*

2013*

How those
activities were
carried out

2009*

2013*

More general
responses

2009*

2013*

Safeguarding
and
management
of risk
Providing
support to
those who
are
vulnerable
Key to
unlocking
resources/
gate keepers

78%

89%

Overburdened/
overworked/
crisis driven/

36%

42%

Poor media
image

18%

25%

37%

42%

20%

17%

Poorly valued
by society/
poorly paid

17%

24%

24%

18%

19%

19%

Poorly
resourced

17%

22%

Liaison
across
services

16%

17%

Failure to
communicate/
share
information with
professionals
Lack of
consistency in
terms of
response and
workforce
Too
bureaucratic/
rule-bound and
autonomous
A failure to
adapt to
integrated
practice

17%

21%

Poorly trained
and supervised

14%

8%

14%

9%

12%

15%

Reflective
practice

12%

4%

10%

10%

A failure to trust
other
professional
opinion
Knowledgeable
and skilled
approaches

12%

17%

Noticeable
decrease in
level of
experience/
judgement
Constrained by
statutory
responsibilities
Loss/ absence
of professional
identity

10%

16%

10%

16%

* Percentages will not sum to 100 per cent as respondents usually mentioned a number of factors.
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Understanding what social workers do
Respondents were also asked to rate their
understanding of what social workers actually
did. They were asked to do this on a fivepoint scale where 1 represented a poor
understanding
and
5
an
excellent
understanding. In 2009 very few placed
themselves at either extreme (four and six per
cent respectively) with most – 78 per cent –
focusing on the second and third point. This
indicated a degree of uncertainty about what
social workers did that was of concern given
that these were professionals whose work
would bring them into contact with social
workers. In 2013 once again very few
respondents placed themselves at the extreme
but an even higher proportion – 87 per cent –
opted for the second or third point. The data
were examined to see if any groups were
more likely than others to have either a good
or not so good understanding. In both years
those working in social care and residential
settings were more likely to claim a better
understanding of what social workers did than
other groups but this was a trend and did not
reach statistical significance. 3 There was a
similar trend for those working in educational
settings to record a lower level of
understanding.
The facilitators and barriers to joint working
with social workers
It should be remembered that the
questionnaire was exploring the principle of
joint working and not any one model. For
some joint working was central to how they
worked but for others it was just one of the
ways they went about their professional role.
Facilitators to joint working with social
workers
Respondents to the questionnaire identified
many factors that they considered contributed
to effective joint working with social
workers. Table 3 summarises these
responses.
3

As was the case across the data set.

In both years access to social workers
emerged as the main facilitator to effective
practice between respondents and social
workers. This included knowing whom to
contact and how to do so which are
fundamental tools in respect of the work in
which most of these respondents were
engaged. It was closely followed by ‘good’
communication. ‘Good’ communication is the
term most frequently used by respondents
without further definition but within this
context it may safely be assumed to be
connected to some of those practical access
issues mentioned above, as well as the deeper
components of effective communication such
as shared understandings and meaning that
are known to be so important for
interprofessional practice (see, for example,
Blumer, 1996). Some way behind these came
the ability to establish good relationships both
between agencies and between individuals,
that included mutual respect and recognition
of respective roles and responsibilities and
overlapped to some extent with the other
highly rated factors – clear vision for what
was to be achieved and how, alongside
processes for sharing information and
management support. A quarter of
respondents in 2009 and over a third in 2013
considered the support of senior managers to
be crucial for joint working by ensuring time
and appropriate support were available.
Around a fifth of respondents in both years
thought that:
a) Supervision should be in place which
provided the opportunity to reflect and
support this way of working.
b) Appropriate channels were needed to
allow priorities to be agreed and
potential tensions and conflicts diffused,
rather than depend on an individual or
even one agency to do this.
Barriers to joint working with social workers
Respondents to the questionnaire were also
asked to identify if anything stood in the way
of effective joint working with social
workers. Their responses are summarised in
Table 4.
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Table 3. The factors which make joint working with social workers effective
Factor

Access – names, telephones, location and meetings –
to social workers
Good communication
Relationships between individuals
Relationships between agencies
Shared vision/ clear protocols to support
Sharing information
Clear boundaries
Senior management commitment and support
High quality training which includes knowledge of
others’ professional responsibilities
Appropriate supervision
Channels for decisions on prioritisation
Opportunities to challenge
A proactive/ ‘can do’ approach
Other
Nothing mentioned

Percentage
mentioning *
[n=308]

Percentage
mentioning *
[n=265]

62%

67%

60%
37%
34%
32%
32%
29%
27%
23%

62%
42%
36%
32%
34%
44%
35%
17%

21%
19%
15%
13%
16%
11%

20%
22%
14%
10%
9%
10%

* These will not sum to 100 per cent as respondents usually mentioned a series of factors.

The factor that was most frequently cited by
respondents to be a barrier to joint working
was the fact that neither they nor social
workers had the time to develop some of the
practices that facilitated it. Not surprisingly
this was quickly followed by the reverse of
the issue which had been identified as the
greatest facilitator – not being able to access
social workers on the telephone, by email or
in meetings. There were many accounts of
telephone calls having been channelled
through call centres; time being spent
tracking telephone numbers and email
addresses of social workers often to find out
they had changed or the person had left, gone
on sick leave or moved to another team;
unreturned voice messages; and failures of
social workers to turn up at meetings because
of other demands on their time. While all of
these led to frustration and concerns being
expressed by respondents, the negativity
expressed was often balanced by an

understanding that these omissions were the
result of workloads and recruitment crises.
It is always important to remember that these
two opportunistic samples were distinct and
any comparisons must be treated cautiously,
but comparisons are nevertheless interesting.
In both years a failure to share information
and a lack of clarity over processes were seen
to be serious impediments to improved joint
working. In 2009 43 per cent mentioned the
lack of trust that social workers appeared to
place in other professionals and this was 57
per cent in 2013. An even more dramatic
difference in the proportions considering that
social workers did not understand other
professionals’ responsibilities was evident
(38 per cent to 61 per cent), and the
proportion saying that too many social
workers lacked the confidence and expertise
necessary for joint working also increased (28
per cent to 53 per cent).
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Table 4. The factors which make joint working with social workers less effective
Factor

Percentage
mentioning *
[n=308]

Percentage
mentioning *
[n=265]

Lack of time/ competing demands on time – all
Access – names, telephones, location and meetings
– to social workers
Social workers’ workloads
Poor communication
Failure to share information
Recruitment and retention crises – social workers
Lack of clarity over process and too much diversity
of practice – across services
Different priorities and policy drivers across
services
Lack of trust of others – by social workers
Lack of understanding of other professionals’
responsibilities
Social worker role as case managers rather than
skilled professionals
Lack of understanding of thresholds [by other
professionals]/ mobile and flexible thresholds [from
social care]
Insufficient funding

67%
64%

72%
67%

62%
60%
60%
60%
53%

69%
65%
71%
69%
52%

46%

45%

43%
38%

57%
61%

35%

27%

29%

42%

28%

68%

Too many social workers lacking in confidence and
expertise
Different professional language, practices, targets
and desired outcomes – ‘cultures’
Other
Nothing mentioned

28%

53%

26%

43%

12%
9%

2%
7%

* These will not sum to 100 per cent as respondents usually mentioned a series of factors.

There was also a noticeable difference in the
proportions who identified an absence of a
shared understanding of thresholds across
agencies and the impact of different
professional cultures and ways of working as
undermining effective
joint
working.
However, the sharpest contrast between the
two years was in relation to financial support
for joint working. In 2013 the impact of
budget cuts on the development of interagency working dominated many responses –
with 68 per cent identifying it as a barrier
compared with 28 per cent of the 2009 cohort
of respondents.

Discussion
The study’s limitations were identified at the
beginning of this article where it was
recognised to be no more than an exploratory
exercise. It has to be remembered that the
surveys were conducted with two distinct
groups and cannot be taken to represent a
shift in attitude over time. Nevertheless, the
findings – and specifically the differences
between the two groups – raise interesting
issues that deserve further exploration. There
have also been significant changes between
the two surveys. Two of the most significant

Social work in hiding?
for this area of work relate to budgets and
guidance. A very challenging economic
environment has continued following the
financial crisis of 2008 during which time
there have been drastic reductions in state
expenditure. The Coalition Government that
came to power in 2010 has adopted a less
prescriptive approach to guidance on how
professionals should work together. However,
while the revised Working Together to
Safeguard Children (HM Government, 2013)
focuses on legislative requirements and
removes large sections of non-statutory
practice guidance, it still emphasises the fact
that safeguarding children is everyone’s
responsibility.
At both time periods the overwhelming
majority of respondents aligned the term
social work with safeguarding and managing
risk. Around two-fifths mentioned the
provision of support to those who are
vulnerable. There was an absence of
references to any other aspect of professional
practice, such as the provision of therapeutic
interventions, which perhaps indicates that
the profession has come to be seen as
indistinguishable from the duties performed
by most of its members.
So while there was a strong association
between social work and safeguarding those
who were vulnerable, there was less clarity
around what this meant in practice. This is
not a new finding and the lack of clarity in
roles has been identified as a key issue for the
social work profession (Scottish Executive,
2006). Some of the findings were similar to
those of Hornby (1993) and Huntington
(1981). Nearly thirty years ago Huntington
found that general practitioners had very little
understanding of social workers’ training or
practice. While that was evident in this study,
it was not confined to GPs.
Local solutions are required to enable all
concerned to share knowledge and discuss
areas of practice. It is not enough to put
policies in place that are based on joint
working without both making it evident how
professionals should go about it and
providing the structures to support it. One of
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the key themes to emerge was the need for
joint working to be based on clear
arrangements in respect of governance and
managerial responsibility, both at strategic
and operational levels. Joint working
demands both a shift in professional
identities, a reappraisal of roles, and
consideration of how location, organisational
and communication infrastructure impact on
these relationships.
It is also vital to convey what is distinctive
about the knowledge base, skills and
professional role of social workers, as well as
the distinctive contribution that social work
can make. Previous studies have identified
the importance of professionals using their
own skills and expertise in collaborative
working relationships rather than working
beyond these or blurring the boundaries
between professions (see Rushmer & Pallis,
2003 and McCullcoch et al., 2004). This may
also lead to the role confusion which, as
Reder et al. (1993) found, produces
potentially
dangerous
breakdown
in
communication. The fact that so many
respondents had a hazy understanding of what
social workers do does present a significant
challenge for interprofessional working.
The increasing pressures on social workers
have been widely reported so it is not
surprising that when asked to reflect on how
the activities were performed, the responses
focused on and reflected the reality of
working in pressurised environments where
crises and high caseloads are the norm. In the
recent report on delivery of family services
by children’s centres (Goff et al., 2013) over
80 per cent of the Centre Managers involved
in the research thought it was very important
to be able to have informal discussions with
other professionals, including social workers,
rather than immediately make a referral. This
will not only be challenged by actual
demands made on social workers but also by
any perception that they will be too busy to
engage.
A significant minority of respondents said
that the poor image of the profession came to
mind when they heard the term ‘social work’.
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It is something that has concerned both the
Social Work Reform Board and The College
of Social Work, and was commented on by
Professor Munro in her review of child
protection (Munro, 2011). The College of
Social Work commissioned a study to
examine social workers’ reactions to and
experiences of cases that had attracted media
attention
(The
Centre
for
Health
Communication Research and Excellence,
2012). Amongst other findings the authors
concluded that the poor status of the
profession appeared to be having a direct
impact on the morale of social workers and
was leading some to leave their posts. It is
clearly an issue that has a significant and
negative impact and although steps have been
taken to address it there is still more to be
done. Jones (2012) concluded that:
The consequence of this general
reluctance to engage with the media has
been to leave social workers’ stories
untold and the damning portrayal of social
work unchallenged (p.84).
A negative image of social workers is bound
to have an impact not only on the general
public but also on some professionals who are
expected to work in partnership with social
workers. That is why programmes such as the
BBC’s three-part series Protecting Our
Children broadcast in January and February
2012 are so important. Not only do they help
to counter the negative stereotypes that have
developed over time but they address another
problem unearthed in this survey, namely the
seemingly widespread uncertainty about what
social workers do.
The findings relating to the facilitators and
barriers to joint working between social
workers and other professionals reflect what
has been found in many other studies (see, for
example, Sloper, 2004; Coles, Britton &
Hicks, 2004; Sammons et al., 2003;
Baginsky, 2007; Cameron & Lart, 2003;
Rushmer & Pallis, 2003; Stewart et al., 2003;
Atkinson et al., 2001). Similarly, a lack of
agreement over key elements of joint working
has emerged in studies conducted over the

past 30 years (Hallet & Stevenson, 1980 and
Dale et al., 1986) but there is now a growing
interest in how the perspectives of different
parties may impact on, and put at risk,
important decisions (see, for example, Platt &
Turney, 2013). Although the policy context
has changed in recent years and guidance has
become less prescriptive, the Government
still wants professionals to work together.
There is an expectation that professionals are
able to work in this way and it is central to
the Government's vision of a more integrated
approach to health and social care: the Health
and Social Care Act 2012 (the Act) has
introduced measures to promote even greater
integration between the NHS and social care.
What then are the consequences of these
findings for practice? Does it mean that other
professionals
will
not
refer
cases
appropriately because they are not clear what
social workers do or, if they are, that they
think social workers will be too busy to help?
Does it mean that other professionals will fail
to recognise what social workers may offer in
specific situations? And, perhaps most
worryingly, to what extent do other
professionals accept media stereotypes and
allow these to shape their attitudes because
they do not have a benchmark against which
to measure social workers' performance? Is it
time to place more emphasis on
interprofessional education of the type that is
more common in health so as to allow
participants to reach a better understanding of
each other’s roles and remit and consider
sustainable and embedded routes for its
implementation? Bloxham (1996) concluded
that training, and particularly shared training,
is associated with good inter-agency work by
providing opportunities for participants to
reach a better understanding of roles, aims
and values.
Conclusions
Most respondents were committed to working
closely with social workers, but there are
clear barriers to this being more effective.
Many of the messages have been heard before
but that is not a reason to dismiss them. It is
perhaps time to examine why they emerge

Social work in hiding?
from study after study and explore if there are
deeper
divisions
that
go
beyond
communication and culture. The landscape of
service provision for adult and children’s
services is changing rapidly as greater
diversity is introduced and the mixed
economy of providers becomes established.
Both the NHS and local authorities are facing
severe financial constraints at a time of rising
demand. They are also being asked to deliver
improved outcomes within more closely
integrated structures. Similar pressures are
erupting throughout the children’s sector. It is
not yet clear what the impact will be on
working arrangements with other agencies
when children’s services are removed from
local authorities and located elsewhere. For
example, in Doncaster, judged to have
extremely poorly performing children’s
services over a number of years, a new trust
will take over all children's social work and
care operations. Such arrangements may
mean new ways will need to be found to
support better working relationships, but the
reality of what these may be is not yet clear.
A study that builds on what this exploratory
work has revealed would contribute to a
better understanding of these very complex
issues. It would make an important
contribution at a time when more is
demanded of professionals and they in turn
demand more of their colleagues in other
agencies.
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Abstract
The extent and cost in human lives and public expenditure on alcohol-related illness or injury
are high. In England the Government has set performance targets to address this problem and
has provided local managers with a range of support and information to help them make service
changes. This article reports findings from an evaluation of the Alcohol Learning Centre (ALC).
This afforded opportunities for web-based learning and provided incentives to a group of
selected Primary Care Trusts (PCTs) that were Early Implementers of the Department of
Health’s Alcohol Improvement Programme (AIP). The evaluation took the form of interviews
with 13 lead managers to explore their views and experiences of using the ALC information
resource and its other forms of support under the AIP. Participants were positive about the ALC
and appreciated the benefits and opportunities that came with Early Implementer status. Most
had not previously been involved in a service improvement programme and the concept of
‘funding with support’ was greatly appreciated. The findings of this small study suggest the
value of a combination of online information and in person support for managers charged with
service improvements.
Keywords: alcohol related admissions, service improvement, virtual learning, online resource
Introduction
There are many theories about how
information can be used to maximise the
impact of change (Marshall & McLoughlin,
2010). A common understanding is that
people rationally use information, detached
from local context, to make decisions.
Alternatively, decisions may be influenced by
many subjective factors – personal
experience, fears, advice from trusted others,
local contexts and so on. In many areas, such
as public sector management, there are
conscious but also unconscious linkages
between ‘hard’ data and other trusted sources
of intelligence or ‘ways of knowing’ (see
Bate, 2004, on the power of storytelling).
Grol and Grimshaw (2003) have observed
that service managers often combine their
own professional experiences with their
managerial experiences and learning, as
confirmed more recently:
Professionals within such organisations
interact and regulate themselves largely

through direct democracy, peer pressure and
the use of technical knowledge as described
above, but in larger partnerships a distinct
stratum of manager-professionals may
emerge. (Sheaff et al., 2012, p.15)
Increasingly, electronic information resources
are widely available but reviews of them
suggest they are variable in quality.
Whitehead et al. (2012), for example, found
that websites offering falls-related advice to
older people contained accessible material but
their ‘information was generally inadequate
and lacking in credibility, and information
was frequently out of date’ (p.58).
It is not always clear how far these are trusted
by service managers and commissioners in
health and social care.
Within this context of different kinds of
information and reliance upon it, there are
expectations among policymakers that United
Kingdom (UK) National Health Service
(NHS) managers and others need to
demonstrate that:
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... the organisation makes full use of the
external resources available to support
local quality improvement. (Powell et al.,
2008, p.ii)
However, local leaders may not have such
resources at their disposal. In current
contexts, policymakers in health and social
care may consider commissioning a range of
support materials to meet requirements for
different types of information. This article
reports on the use and value of a dedicated
web resource and other related support
provided to English NHS Primary Care Trust
(PCT) managers holding responsibilities to
commission and provide primary health care
(PCTs have since been succeeded by Clinical
Commissioning Groups). Their PCTs had
been charged by policymakers to implement
one specific improvement - the reduction of
alcohol-related hospital admissions.
As Checkland et al. (2011) observed,
nominating early adopters or implementers is
one way of stimulating change within a multifaceted organisation. Wider, if more diffuse,
initiatives include enlisting local enthusiastic
leaders to act as ‘champions’ (Manthorpe,
2012). Without overplaying the relevance/
significance of this approach, the subject of
the evaluation – an information website with
interactive support – is an approach to policy
implementation and information resources
which social care information providers and
policymakers might find of interest.

Concern about rising numbers of alcoholrelated hospital admissions prompted
Department of Health (DH) policymakers to
develop a national Vital Signs Indicator (VSC
26) for the NHS. From April 2008 this has
measured changes in the local and national
rates of alcohol-related hospital admissions.
A specific goal of reducing alcohol-related
hospital admissions was included in the
National Indicator Set (NIS) for Local
Authorities and Partnerships (NIS 39). In
addition, a Public Service Agreement (PSA
25) aimed more broadly to reduce alcoholrelated harm.
To provide resources and support to PCTs
and other local stakeholders, such as local
authorities who were seeking a reduction in
alcohol-related hospital admissions, the DH
launched
the
Alcohol
Improvement
Programme (AIP) in 2008 (see DH, 2009).
Under the AIP, support was targeted at the 20
PCTs with the highest levels of alcoholrelated hospital admissions. These Early
Implementer PCTs could apply for up to
£350,000 funding in 2008/10 to support local
improvement activities. DH hoped that these
local projects would ‘lead the way’ in
implementing ‘High Impact Changes’ –
which were calculated to be the most
effective local actions to reduce alcoholrelated harm. The seven ‘High Impact
Changes’ comprised:
1. Working in partnership

Background to the Alcohol Improvement
Programme

2. Developing activities to control the impact
of alcohol misuse in the community

The extent and cost in human lives and public
expenditure on alcohol-related illness or
injury are high. Alcohol-attributable reasons
show a continued upwards trend in hospital
in-patient admissions annually in England,
especially for liver disease, alcohol
poisoning, and mental and behavioural
disorders. By 2011-12 these had reached
304,206 admissions (Health and Social Care
Information Centre, 2012, p.30).

3. Influencing change through advocacy
4. Improving the effectiveness and capacity
of specialist treatment
5. Appointing an Alcohol Health Worker
6. Offering Information and Brief Advice
(IBA) – to provide more help to encourage
people to drink less

Alcohol service changes 157
7. Amplifying national social marketing
priorities (Alcohol Learning Centre, 2012)
The AIP’s purpose was to enable alcohol
intervention experts to relay information from
and to policymakers to improve services and
coordination.
From 2008-11 the AIP commissioned an
online Alcohol Learning Centre (ALC) to
facilitate this. Its role was to exchange,
coordinate
and
disseminate
evidence
(http://www.alcohollearningcentre.org.uk). It
received further funding in 2011 and is now
managed by Public Health England. While it
was a constituent part of the AIP, in practice
most of the project leads interviewed in this
study referred to the AIP and ALC
interchangeably.
Other resources coordinated through the ALC
included: national events and workshops
(with online booking); video podcasts; online
discussion forums; eLearning; news bulletins
and email alerting; guidance on setting up
collaboratives and learning sets; and a peer
visit and mentoring scheme.
The study
An evaluation of the ALC was commissioned
by the Department of Health’s (DH) Policy
Research Programme as part of a wider
evaluation of the Care Services Improvement
Partnership (CSIP) because members of CSIP
staff were responsible for the ALC’s initial
development. Although CSIP was abolished
shortly thereafter, the evaluation informed the
DH’s Alcohol Improvement Programme
(AIP) Working Group on how the ALC was
meeting its objectives from the viewpoint of
the PCTs and whether the chosen model of its
multi-faceted support was considered
effective.
Methods
This evaluation undertook in-depth face-toface interviews with the designated local
leads who were responsible for managing the

local Early Implementer Project (Box 1
details the interviews’ semi-structured topic
guide). Managers leading this work were
either local commissioners of alcohol services
(usually combined drug & alcohol) or public
health consultants (then working in the NHS,
now (2014) in local authorities). Although 20
PCTs were involved in the AIP, two
managers held responsibility for Early
Implementer work across adjacent PCTs.
There were thus 18 potential participants of
whom 13 agreed to be interviewed. Staff
vacancies in two sites meant that no-one was
available for interview at the time of the
evaluation. A further three potential
participants did not respond to the invitation
to participate (followed up by reminder
emails from the researchers and the DH).
Interviews were digitally recorded and
transcribed. The research was approved by
the relevant National Research Ethics Service
and data were anonymised. Details of
participants and locations are not provided as
this would risk their identification; however,
all were experienced managers or clinicians
working in PCTs.
The qualitative data were analysed
thematically. We had hoped to explore the
qualitative interview material with the
quantitative findings of an online survey that
had been circulated to the 984 registered
users of the Alcohol Learning Centre in
July/August 2009 (Young, 2009). This survey
was commissioned separately from this
present evaluation but its response rate of five
percent meant that this comparison could not
take place.
Our findings were presented at a meeting of
representatives from six of the Early
Implementer sites (including managers from
the three sites where managers’ interviews
had not been possible). All participants were
sent a draft of the evaluation report for
comment.

158

Michelle Cornes and Jill Manthorpe

Box 1. Alcohol Learning Centre Evaluation – Summary of Topic Guide

General – Details of participant’s role? What does the job entail?

A. Use of the Alcohol Learning Centre in everyday practice





Familiarity with the Alcohol Learning Centre? Fequency of use?
Perceptions of ‘user friendliness’.
Extent and frequency of consultation of ALC resources and linked services (newsletters,
resource links, events, podcasts, collaboratives, peer visits, mentoring).
Reasons for not using ALC resources.

B. Usefulness of the resources


Views of ALC in effectively conveying information.

C. Scope for interactivity


Nature and extent of contributions to the ALC, e.g. examples of local good practice or other
kinds of learning.

D. Comparative quality assessment



Use of any other service improvement tools and websites? If yes, views of relative quality
of the ALC.
Use and uptake of other training and support facilitating job and improvement efforts.

E. Outcomes





Impact, if any, of ALC in helping to achieve the outcomes?
Ideas for improvement or change.
Overall assessment of being involved in a programme of this kind.

Findings
The findings reported here start with
participants’ reflections on being ‘Early
Implementers’. Most spoke positively about
the Alcohol Learning Centre (ALC) and of
the various benefits and opportunities
accompanying Early Implementer status
under the AIP. They had generally not taken
part in a service improvement programme
previously and ‘funding with support’ was
greatly appreciated:
A fabulous opportunity isn’t it - with the
additional money and support [13].

Very engaging, makes you feel that you
are at the forefront - leading the way [7].
Glad we did it, glad we applied for it and
that we were selected. It’s a privilege to be
awarded the [‘Early Implementer’] status
[11].
Communication of programme aims and
objectives
However, despite their enthusiasm, some
participants felt that the overall aims and
objectives of the AIP could have been better
explained, as one observed:
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Right at the beginning, I don’t think [the
Programme] was particularly well
communicated. We got an invitation, if you
will. We were told there was a maximum
amount of money [you could bid for]... The
letter went to the Chief Executive and then
got cascaded down to me. I analysed what
we had done already for the ‘High Impact
Changes’ and identified where the gaps
were… [Researcher: And was the money
to be spent on the ‘High Impact
Changes’?] It was but the ‘High Impact
Changes’ document didn’t come out until
the second year, so at the beginning the
only focus was that there should be
something in addition to what you were
already doing - not just putting the money
into mainstream funding… but to move
forward in certain areas particularly
around the vital sign indicator and NI39
[12].
Participants commented that they were
already implementing many of the High
Impact Changes and that the AIP was not
therefore sufficiently timely.
Support
Of the support provided to the Early
Implementers, all agreed that the financial
grant was the most important:
The funding gives the opportunity to do
those new things you want to do but no
one else would be brave enough to invest
in previously [8].
As this money was non-recurrent with some
restrictions (such as having to spend it before
the end of the financial year), these factors
rendered it somewhat of a ‘double edged
sword’. For example, concerns were voiced
about the sustainability of some initiatives
that were funded. Some PCTs, for example,
had used the money principally for evaluation
and research or to purchase training, avoiding
staff appointments which they perceived
unsustainable; while others had spent the
grant on substantive posts. Indeed, there was
uncertainty as to what the grant could be
spent on:

Well there’s a person in charge of the
‘Early Implementer’ funding and she
decides whether what you want to do is
within the criteria… I have never seen the
criteria but she is having to have a really
good hard think about [our latest
proposal] and it has taken three weeks…
that’s a bit frustrating [1].
Furthermore, many Early Implementer sites
felt hampered by uncertainty about whether
and if so how much money would be
provided for Years 2 and 3 of the Programme.
Use of the Alcohol Learning Centre (ALC)
website
Participants who had used the ALC website
described it as an excellent resource and all
considered that it met its objective of
becoming a ‘one-stop shop’ for alcoholrelated resources:
I think the Alcohol Learning Centre
website is a really good resource…
Particularly for areas not in the Alcohol
Improvement Programme it will save so
much time from going here there and
everywhere trying to pull everything
together [13].
The website was deemed accessible, easy to
navigate, well maintained and up to date. A
few technical ‘glitches’ were reported, such
as difficulties downloading some documents,
but these were not considered major
problems. However, participants’ use of the
ALC website varied considerably, with a
minority accessing it twice a week, but most
far less, about once or twice a month. One
participant had never accessed it - reporting
that they did not have the time to do so.
More frequent email alerting from the ALC
was considered to be a way of usefully
reminding managers to consult the website:
I was using it this morning to find out
about the pen profiles for the social
marketing so I usually go there for
something specific or I have to remind
myself to go there to see if anything new
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has sort of come up, actually that might be
one thing which would help me to use it
more, because I don’t think it happens at
the moment, was if we got email alerts [1].
Some participants had encouraged colleagues
and other local stakeholders to use the
website. One commented that this was ‘a way
of ensuring everyone is singing from the
same hymn sheet’ [4].
Once accessing the ALC website participants
tended to use it differently and often
expressed a personal preference for one
format over another. One reported: ‘I mainly
download the PowerPoint presentations’ [7].
Interestingly, few reported using the website
to find journal articles or detailed evidence.
The importance of producing information in
formats which were easy to use and pertinent
was frequently emphasised:
What would be useful is for us to have a
newsletter, because let’s face it, as modern
managers, we get absolutely bombarded
with information… and you don’t have a
lot of time to fit everything in, research
and stuff, so what would be helpful is
almost like a spoon-fed newsletter’
[emphasis added in bold, 11].
The most frequent reasons for using the
website were to book places at events and to
search for ‘practical information’ (e.g. local
alcohol strategies, service specifications, job
descriptions, training briefs, treatment
pathways, terms of reference for strategy
groups, and so on). Where such information
had been produced by their peers or fellow
managers this seemed to make it particularly
valued.
In terms of contributing information that
could appear on the website, including case
studies, a common complaint was that such
information was not handled efficiently:
I have sent off three business cases, I can’t
find them anywhere on the ALC web site. I
got an email back saying these are really

interesting but we need a bit more
information… I emailed back saying I am
not clear what it is you are asking for and
I have heard nothing since. So we have
submitted stuff and it feels as though it has
gone into a void [2].
Across the AIP more administrative support
for the full range of development activities
was recommended to ensure the ALC was
used to its potential:
Many a time, you know, I have been told
such a body is doing that and I have said,
great can you send me some information,
and I have never got it [13].
Tools and resources
The ALC had commissioned several tools
and eLearning resources which it published
on its website. Though the general perception
was that most were useful (notably the
Identification and Brief Advice training
http://www.alcohollearningcentre.org.uk/eLe
arning/IBA/), there were specific criticisms of
some. One participant pointed to the need for
better consistency and accuracy.
Another tool, the ‘Ready Reckoner’, which
calculated the potential cost savings linked to
the implementation of the ‘High Impact
Changes’, was eagerly anticipated by the
Early Implementers. When it finally arrived it
was perceived disappointing overall:
It’s hugely flawed... I am not particularly
IT literate but if you put in the percentages
and you increase the number of
admissions you divert… your community
based dependent drinkers doesn’t change,
well that’s bonkers… so in the end I
binned it and I have not used it since [13].
Despite their doubts about using traditional
research publications, only one of the
participants had watched any video podcast,
with the views of one participant (8) typically
explaining why:
I don’t think I would sit down and watch a
podcast really’. [Researcher: why not?] ‘I
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use the website but I can’t imagine going
on to listen to a podcast… It makes a noise
and in an open office environment it would
be noisy and disruptive for other people…
And when have you ever got time to
[watch one]? [8].
Events, Workshops, Regional Meetings and
Networking Opportunities
Perhaps because many Early Implementer
managers felt that they were already
implementing the ‘High Impact Changes’, the
first national event outlining these was
generally regarded as disappointing:
I can’t say I got a lot out of it to be honest.
I have to say that I was disappointed with
some of the presentations being
delivered… I was thinking, we have done
more than that, why are we listening to
that when we are a year ahead of that?
They really weren’t very well thought out
and it was frustrating to have gone all the
way to London [12].
In contrast, regional meetings and ALC
events were perceived to be more useful
because they enabled discussion and
networking with fellow Early Implementer
managers:
What I really enjoyed was the treatment
pathway event a couple of weeks ago,
because we had a lot of time in very small
groups to share what we were doing. [The
Regional Alcohol Manager] put people
into groups where she said they were at a
similar sort of level in terms of what they
were doing… This gives you a sort of way
in… I mean knowing that [one Early
Implementer] had done something similar
and had got a couple of lessons learned
[meant] that we could try to avoid those
pitfalls [12].
The amount of support provided to the Early
Implementers from the AIP varied regionally,
seemingly depending on the input and style of
the Regional Alcohol Managers. Some Early
Implementers seemed to regret working in
isolation:

We haven’t formed any particular
relationships with any of the other Early
Implementers [1].
Use of ‘learning sets’ and the mentoring
scheme
As part of the support offered through the
ALC the managers had been encouraged to
establish ‘learning sets’ and to participate in a
peer visit and mentoring scheme. However,
little use appeared to have been made of these
opportunities, mainly because of limited time
or capacity but also some uncertainty around
the potential value of such activities. For
example, some had decided not to use
‘learning sets’ as they perceived them as an
ineffective improvement tool among disparate
practitioners. Some participants suggested
that the AIP staff should take more lead in
organising such activities rather than
expecting them to organise them or to pay for
facilitation.
Although the eventual visits did not always
live up to expectations, ‘hands on’
improvement support offered through the
National Support Team (NST) was eagerly
sought by the Early Implementers:
I think the NST visit is probably [going to
be the] most useful [form of support]
because the process allows people to self
assess themselves and then the visits
involve people as senior as possible in the
PCT. So it brings everybody together to
identify what the key issues are… It’s kind
of diagnostic - it looks at what you are
doing and suggests where you can do
better and where you can share
resources… I don’t think the peer visit and
mentoring would achieve that [12].
Monitoring and reporting
Arrangements for monitoring and reporting of
activity did not appear to have been clearly
communicated to the Early Implementers on
the ALC site or elsewhere. Not all were
aware of the expectation to produce a
quarterly monitoring report to an agreed
template. Indeed, many of the managers were
keen to know how they were doing in
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comparison to the other sites and if they were
ahead or behind ‘the game’. However, the
AIP overall was perceived to provide little
constructive feedback:
You send your report and get nothing
back, good, bad or indifferent [13].
A general feeling was that the AIP needed to
be more pro-active in capturing the learning
of the Early Implementers and using the ALC
to hold such material:
They are always bringing us together to
tell us what they are doing, but maybe they
could ask about what we are doing [3].
Perceived outcomes of AIP participation
Participants judged that the main outcome of
participating in the AIP was that it helped
them to raise the profile of alcohol-related
harm locally:
It made our local authority sit up – I don’t
think they believed the figures beforehand
[7].
In some sites, the AIP was perceived to have
improved partnership working between
different agencies; often by providing Early
Implementer leads with ‘moral support and
back up in the face of much resistance to
change’ [7]:
[The Programme] has helped us to work
with the Acute (hospital) Trust to look at
alcohol across all the departments… What
[the Programme] is doing is giving us that
extra lever or mandate to go to our
partners and say we have a problem, the
Government is organising nationally [3].
However, some participants were concerned
that the Programme was not doing enough to
sustain interest at the most senior levels
within organisations, potentially jeopardising
the success of the Programme. Others
reported feeling pressured to identify only
‘good or innovative practice’ to submit to the
ALC website and were concerned that this
did not necessarily flow from the work they

were undertaking as Early Implementers or
reflect the challenges of the AIP approach.
There appeared to be several reasons why the
Early Implementer managers were guarded
about the likelihood of success in meeting the
AIP targets. As noted above, general concern
was expressed about the data underpinning
the targets, how they should be used and
understood, and the extent to which they were
reliable. Each site had set itself a different
target (ranging from reducing alcohol related
hospital admissions by 1%-10%) and in some
sites viewed these as overambitious. There
were also concerns that the ‘High Impact
Changes’ were not targeted enough to impact
directly
on
alcohol-related
hospital
admissions:
I think if your wider [alcohol] strategy
doesn’t address most of [the ‘High Impact
Changes’] or all of them, then you are
already on your back foot… but actually
the partnership type work in terms of the
criminal justice system, for example, is so
detached from this in NI39 work [5].
Indeed, there was a general lack of
confidence or belief in the evidence base
underpinning the ‘High Impact Changes’.
Some participants expressed a strong desire to
‘see the results for oneself’ and a reluctance
to take at face-value the evidence from the
academic literature (e.g. Kaner et al., 2007)
which was included on the ALC site:
The difficulty is that Department of
Health’s policy documents tend to be over
simplistic and easy to read but often lack
substance. I have slight concerns over the
‘High Impact Changes’ and whether or
not they are really realistic in terms of
being able to deliver – there is a real sense
that it is not a rigorous academic piece of
research, that it is underpinned by some
very simple quick reviews and I would
question it… [The ‘High Impact
Changes’] always go back to Brief
Interventions and I think this has been
oversold – I am not convinced it will
deliver long term goals [6].
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Despite the ambitions of the ALC, other
participants felt the Programme was
disappointing because it was not forthcoming
with trusted and targeted support to address
specific challenges:
I haven’t found an expert within the
alcohol field. I haven’t come across
someone who can give you an answer…
There doesn’t seem to be a central body of
knowledge… Ideally you would want a
central core with some real operational
experience, someone with some research
experience and someone with knowledge
in terms of the strategic and making it
happen. And I am not sure that that exists
within the AIP [6].
Discussion
Reflecting on the Programme’s first 18
months, the evaluation found very positive
views about the Alcohol Learning Centre
(ALC) and of the benefits and opportunities
that came with Early Implementer status.
Most participants had not previously been
involved in a service improvement
programme and the concept of ‘funding with
support’ was greatly appreciated. This
evidence may encourage policymakers who
often hear about the problems of pilots or
demonstrator sites (Salisbury et al., 2011).
Most participants agreed that the ALC had
met its objective of becoming a ‘one stop
shop’ for alcohol-related resources but more
regular email alerting might have promoted
greater use of the website. Participants
envisaged it evolving as a helpful and costeffective repository for practical information,
such as service specifications,
job
descriptions, local strategies, and so on. For
the strata of ‘manager-professionals’
identified by Sheaff et al. (2012, p.15), online
resources provide rapid information about
unfamiliar subjects. Moreover,
the
‘animateur’ role of NHS managers and others
seeking to make local NHS changes, as
identified by Checkland et al. (2012a; 2012b),
is aimed ‘not simply at changing perceptions
but also at bringing about specific action in a

specific time frame’ (2012a, p.14). Such
requirements fit neatly with the pressures
experienced by the participants in this study
who needed specific information rapidly at
times and wanted an online site to be well
administered.
Participants had identified the main benefit
from their participation in the AIP and their
use of the ALC as helping them to raise the
profile of alcohol-related harm locally.
National events were judged, on the whole, as
disappointing in extending only limited
opportunities for learning and networking.
Regional events were better appreciated,
although the amount and style of support
varied between regions. This theme of
information needing to be locally relevant is a
challenge for national systems. Nonetheless
the ALC had contributed to local skills and
resources by providing ideas, evidence and
momentum
for
these
‘animateurs’
(Checkland et al., 2012a). Participants
envisaged that such online resources could
usefully be accompanied by other localised
support, especially more ‘hands on’
assistance through tailored information and
advice, visits and inter-agency linkages.
Conclusion
This small evaluation indicates that ‘virtual’
support
(internet
resources),
when
accompanied by ‘hands on’ support
improvement with meeting targets or
implementing policy, may be valued and
generally trusted by managers. Such support
seemed most authentic and relevant when
linked directly to specific rather than general
implementation challenges or changes. It
needs to be well and consistently
administered. Those commissioning support
services to help local leaders with local
implementation should not assume that
managers will have the skills or time to work
with ‘learning sets’ or other improvement
methodologies.
There are some key findings from this small
study. Use of and confidence in accessing
online information resources is growing but
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commissioners and developers need to ensure
that these are accurate, responsive and ‘user
friendly’. Holding information that is deemed
‘practical’ in nature seems to be a convincing
way of demonstrating that a web resource is
trustworthy, potentially worth consulting, and
this may entice novice users. Despite the
widespread use of online communications
and information, some managers do not turn
to these as a matter of course.
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Abstract
There is considerable concern that patient involvement within health care research is tokenistic
in nature. This has led to an increasing interest in the quality of patient involvement in research
with active collaboration with patients and carers encouraged. In this paper, with specific
reference to renal disease, the aim was to identify and explore the possible challenges that may
arise from academic researchers collaborating with clinicians, patients and carers as part of the
same project panel. The project panel consisted of the principal investigator, senior research
fellow, research practitioner, a nephrology consultant, a cultural liaison officer, pre-dialysis,
dialysis and transplant patients and also a carer. Semi-structured qualitative interviews were
conducted with members of the panel. The main challenges identified included: ensuring the
panel included patients from different modalities of renal disease and different social and
cultural backgrounds, managing member expectations, conducting meetings, communication,
financial constraints and patient anxiety. Enablers of the collaborative process were found to
be: relevance to the research project, early involvement, previous experience with research,
panel composition and flexibility. The study has clear practical implications for collaborative
involvement of patients and carers in social and health care research.
Keywords: patient involvement, collaboration, challenges, enablers

Introduction
There have been three main drivers for the
involvement of patients within health care
research (Wright et al., 2010). Firstly, there is
a general assumption that services will not be
able to meet the needs of patients unless
patients are involved in the design and
development of the service (Miller et al.,
2006), which has led to a political imperative
for the involvement of patients within
research (Hunt, 2000; Department of Health,
2001). The second driver has been the
growing movement of patient and carer
advocacy groups; and finally the academic
community itself has driven patient
involvement, with academic researchers
publishing anecdotal evidence of the benefits
of involving patients (Wright et al., 2010).

Despite increasing initiatives encouraging
service user involvement, little was known
about the practicalities of achieving patient
involvement within the research setting. This
led to the establishment of the group
INVOLVE in 1996, with the remit of
enabling researchers to embed patient and
public involvement within their research.
INVOLVE emphasise the role of patient
involvement as a method of delivering safer
health care and improving health care
services (Ocloo & Fulop, 2012). Several
systematic reviews for example, PIRICOM
(Patient and Public Involvement in Research:
Impact, Conceptualisation, Outcomes and
Measurements), PAPIRIS (Patient and Public
Involvement Review on the Impact of Health
Care Services) and INVOLVE (Staniszewska
et al., 2011); have found a range of impacts
on research that are attributable to patient
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involvement (improved relevance of research
questions, appropriate approaches to data
collection and interpretation of results).
Patient involvement in health care research is
now being assessed and examined in all
aspects of research, from peer review of
funding bids to research ethics applications,
to the dissemination of research findings and
development of research training for service
user researchers (Beresford, 2003; 2007).
Patient involvement in research is often
compared with Arnstein’s (1969) ‘ladder of
participation’ with participation ranging from
consultation (researchers seeking the views of
lay people) to lay control (whereby lay people
lead on the design, undertaking and
dissemination of research). Oliver et al.
(2008) have proposed a number of advantages
and disadvantages for each level of patient
involvement. For example, although the
consultation approach is associated with
being able to obtain the view of patients with
ease and with the added bonus of having no
commitment to act on these viewpoints; such
top down approaches are criticised for
involvement being ‘an add on’ and tokenistic.
Collaborative
approaches
to
patient
involvement may be considered beneficial as
access to research participants is improved,
and patients are more likely to disseminate
the findings of the research due to feelings of
ownership (Oliver et al., 2008).
Despite the benefits of utilising the
collaborative approach to patient involvement
within health care research, there are a
number of challenges within this process that
need to be addressed. For example,
collaboration with patients and carers is
considered time-consuming with further cost
requirements. Furthermore, much of previous
literature discussing the challenges associated
with collaboration has been presented from
the researchers’ perspective. The aim of the
current study is to explore the challenges
faced by a diverse range of members of a
research project panel (patients, carers,
clinicians and health service researchers) and
to identify the enablers of working
collaboratively.

Context of the project panel
The main objective of the research project
(for which the project panel was established)
was to address the research question as to
whether an electronic reporting system such
as Renal Patient View (RPV) can increase the
amount of information available to improve
the quality and safety of health care. RPV
was established in 2005 as an electronic
health record for renal patients (to include all
modalities of treatment, from pre-dialysis
through to transplant). Through the use of
RPV, patients are able to check their blood
test results, referral letters and other specific
health care advice. As RPV does not provide
a portal for patient feedback on quality or
safety of health care, the research project
aims to adapt existing RPV technology to
accommodate a patient led feedback system.
Based on the findings of recent reviews of
patient involvement in patient safety (Hall et
al., 2010; Catwell & Sheikh, 2009), which
suggests that patient inclusive feedback
schemes should be designed with patients; it
was decided that the study would be
grounded in patient involvement from the
outset. Patients are considered active
collaborators throughout the research project.
They are named applicants on the funding bid
and the intervention is co-designed with
patients and the research project is co-steered
with patients. A project panel was set up
which met every two months during the
duration of the project.
Method
Prior to commencement of the current study,
full ethical approval was obtained from the
South
Yorkshire
Ethics
Committee
(11/YH/0371). Independent researchers (who
were not part of the research team) conducted
semi-structured interviews with each member
of the project panel. The panel includes the
principal investigator, a senior research
fellow, a research practitioner, a consultant
nephrologist, an ethnic liaison support
worker, four patients (transplant, dialysis and
pre-dialysis) and a carer. Each session
(lasting an average of one hour) was digitally
recorded and fully transcribed.

Challenges and enablers of collaboration 169
The data were analysed using thematic
analysis (Bryman, 2004). A series of codes
were used to assign a conceptual label to
sections of the transcripts. Research team (SP,
SG and ID) discussions about code
definitions and patterns in the thematic
analysis facilitated the interpretation of the
data. The reliability of the coding process was
checked by the third author (ID) who
reviewed the coding applied to four
transcripts.
Findings
The findings will be discussed with regards to
specific challenges experienced by the project
panel followed by the enablers of the process.
Challenges
Panel composition
A key aim of the project was to set up a panel
that included patients from all modalities of
renal disease (i.e. pre-dialysis, dialysis (both
Haemodialysis and Peritoneal Dialysis, and
Transplant). They were also keen to recruit
panel members from a wide range of age
groups,
ethnic
and
socioeconomic
backgrounds. However, recruitment of
patients was found to be difficult perhaps due
to the severity of renal disease, particularly
those undergoing dialysis were difficult to
recruit due to the time commitment required
by patients to attend meetings.
... it’s quite hard to recruit your patients
because they’ve got a Monday, Wednesday
and Friday slot or a Tuesday, Thursday
slot, yeah, so maybe that the meetings
possibly look at alternating the dates so
that they’re not all, they don’t always land
on a Thursday coz then that will exclude
50% of the patients possibly. (Member 5)
A further challenge in recruiting patients
related to the inclusion of non-English
speaking patients, with an attempt to
represent the local population in which the
research project was taking place (Bradford,
UK). A cultural liaison officer (who was also
able to translate a number of languages) was

invited to participate in the panel, and also to
recruit non-English speaking patients. Two
non-English speaking South-Asian patients
were asked to join the panel; however, these
members only attended the first meeting of
the project. The main reason for these patients
opting out of the panel was proposed to be
poor health but remaining members also
perceived that language difficulties may have
also been an important factor.
Well I think if you’re coming to a meeting
where you’re not going to understand
anything that’s been said, and it's very
difficult to have somebody there
translating the whole time. I think in a
meeting like that where you’ve got quite a
big group of people or potentially
sometimes we have a big group of people,
and you’ve also got doctors, other health
professionals who you might feel
intimidated by, you don’t know, from a
patient’s perspective. (Member 2)
I think if all the people we have on the
panel would attend, we would have just
been right because that has a nice number
of patients we had there, but because some
of the patients haven’t been attending
because of the medical issues, we’ve had a
little bit of lack of patient involvement in it
from a South Asian community, but that’s
something that circumstances outside of
our control. (Member 10)
Interestingly, there appeared to be a tension
between the desire to include a broad range of
renal patients on the panel and the view that
all panel members should be able to
communicate adequately, as one patient
member expressed:
You should have people that, I mean, I
don’t want to blow my own trumpet but
you should have people like me, people
who can put a viewpoint across, people
that are actually concerned about what
goes on there, because there are people
there, Asian people, that are concerned
about what goes on. Those are the kinds of
people that you want to be getting, but at
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the moment it seems the people that you
tend to be picking on are the wrong ones
unfortunately [laughs]. (Member 8)
Member expectations
One of the major challenges discussed by the
panel members was the issue of managing
expectations. Patients were found to be
generally uncertain with regards to what was
expected of them and were unsure of what
they were able to contribute. Perhaps due to
the lack of information provided to patients,
one member was initially unaware he was
part of a panel.
Well I didn’t know I’d become part of a
panel to be perfectly honest with you, erm,
I just thought that I was going to be
coming to these patient meetings giving my
views and opinions on various issues, I
had no idea I was going to be part of a
panel. (Member 8)
A further challenge experienced by the panel
members was managing the diverse range of
ideas from panel members with some
members considered to have ‘personal
agendas’ that were perhaps beyond the scope
of the research project.
We want to link up with other groups, I
think as we’re a patients’ panel here we’re
the voice of the people, you want our
voices for your research projects and
everything, we should also link up with the
hospital. (Member 7)
... so focused on a particular issue and
what he wants to improve he drifts away
from whatever we’re talking about into
that condition and what he wants to
improve, and I think sometimes then things
get lost with him because he’s too focused
on that, I think if especially someone has a
particular issue and that’s what they’re
focused on fixing… (Member 3)
Another challenge that emerged during
discussions of expectations was the
increasing emphasis (particularly from
patients) on the outcomes of the research
project. Patients appeared to be focused on

achieving positive changes (that were perhaps
beyond the scope of the intervention being
designed). There was some concern amongst
the researchers that this would not be
achievable and would potentially “unnerve”
the patients.
I don’t just want to sit on a panel and
listen to Joe Blogs going on about
something and then somebody else going
on about something, what I want to see is I
want to see results. I want to see action, I
want to see things being done, I want to
see change and I want to see that change.
(Member 8)
... we wouldn’t want the study to then fail
because we’re building up people’s
expectations and we can't offer that so
we’re trying to match what we’d like
sometimes with what’s realistic to offer, so
for example some of the patients wanted
that but then we’ve had to explain that
that’s not possible. (Member 3)
Meetings
One of the challenges experienced with
respect to conducting the project meetings
was maintaining the equilibrium of power
between panel members. This was a
particular challenge for researchers due to
concerns that as patients became more
confident they would gain more control over
the research and the process would no longer
be collaborative.
... when they get more confident and more
kind of drive the project a bit more as it
goes on but, then there is the danger that
then they take over and actually it's meant
to be more collaborative but we’ll see how
it goes. (Member 2)
Adhering to a democratic process was a
further challenge for panel members,
particularly for those who held strong views
on the direction of the research.
... so the majority of rules and sometimes a
patient, or for that matter a researcher,
might have a particularly vehement view
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about something and may not want to give
in… we still have to remind them that they
can't always have the casting view that
they can't always get exactly what they
want so that’s a further challenge.
(Member 1)
An additional challenge to the democratic
process within meetings was the involvement
of all members (a challenge experienced by
the chairs of the meetings). As would be
expected, some members of the panel were
found to be more vocal than others, which
required the chair to be diplomatic and
actively encourage involvement from all
members.
I think you also have to do that as the
chair, you have to make sure people are
saying things otherwise they’re not really
contributing and they should be doing in
equal shares really, so I think it's one of
those governance things – how to manage
a meeting to make sure there's general
participation. (Member 4)
One of the major concerns raised by panel
members was the low attendance rate for
meetings. This was a concern for all members
as it had a significant impact on the running
of meetings, for example, it shortened
meetings and delayed decisions. The low
attendance rate was thought to be due to the
nature of renal disease that is patients had to
attend three session of dialysis per week,
attending hospital appointments, with fatigue
also being common leading to patients not
always able to attend meetings.
Another challenge is the nature of renal
patients and they can be really quite sick
and one of the problems is that they are
often anaemic so fatigue is not uncommon,
so that’s something else that needs to be
kept in mind alongside the fact that some
of them die rather prematurely and we
always have to be mindful and respectful
of, the team of patients may reduce
because patients have died along the way.
(Member 1)

I think the only thing is, it's like I’ve
mentioned, it's a lack of people attending
that sort of shortens the meetings because
they can't, they’re unable to take anything
further forward because that person isn’t
there to answer or question what it is
that’s being commented on. (Member 6)
Communication
A
specific
challenge
related
to
communication was the use of clinical/
research jargon within meetings and in
written information. Although researchers
made conscious efforts to avoid jargon, there
was a fear that over-simplification of
information
might
be
patronising.
Researchers had to achieve a balance between
the two.
Yeah, because you can get stuck, can't you
and fill it with medical jargon and you sort
of, oh what's that all about, I know that
because from when I was on the bench on
the family panel they would put in the
medical reports about these children and
you’d think what on earth does that mean!
So it's good to have it in plain English.
(Member 9)
Well, if there's some bit of NHS jargon or
something I don’t understand, I usually
ask, it's the nature of these things, you
can't simplify everything, and a) it's
patronising and b) some things just can't
be like that, can they? (Member 6)
Establishing a preferred method of
communication was also a challenge. Some
members preferred receiving updates by
email, whereas others found this impersonal
and perceived the minutiae of the members’
comments were being lost in emails.
I think it's good to pick up the phone and
have a chat coz you can explain things
better and you can have a more in-depth
conversation, in email you just want to put
bullet points down and what we need, but
to actually discuss it in person or over the
phone is better coz you can't pick up
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everything from an email whereas if
you’re speaking to somebody there's so
many questions that come out of a
question so I think it's better to just pick up
the phone and have a chat. (Member 10)
Financial
One practical challenge that emerged was
related to financial concerns amongst the
panel members. Although the panel was set
up to be collaborative with each member’s
contribution considered equally important,
members were not paid to attend meetings
(only travel expenses were covered). This
caused some anger with one patient who felt
his contribution was devalued due to his
misconception that the consultant was paid to
attend the meetings.
But the thing is if these guys get paid for it
why can’t we? Because obviously it’s my
time as well, my time is as important as a
doctor’s time is. When I was working I
used to get paid £50 an hour. You know
what I mean and so if you add the maths
together if you’ve got a doctor there at a
meeting you’ll be paying them at least
£250 to be there because they’re not going
to be there for free, no-one does anything
for free these days. (Member 8)
Patient specific challenges
Patients were found to experience specific
challenges related to their involvement in the
project. Some patients felt intimidated during
the meetings due to considering clinicians and
researchers as ‘more qualified’ and therefore
more capable. Anxiety was also caused by
patients believing they were representing an
entire patient population and therefore were
wary of making ‘an incorrect’ decision which
would impact other patients negatively.
It's nice to have a couple of patients there
for moral support because when you’re sat
round a table with some quite high people
you know, commissioners or people like
****** that have been in renal for years
and years and years and researchers like
yourself that are quite experienced and
knowledgeable in their sort of field, you

can sort of feel a bit
sometimes. (Member 5)

intimidated

Enablers
Relevance to research
The key enabler to the collaborative process
was found to be the relevance of the research
project to patient involvement. The
intervention (an electronic feedback system)
being designed was to be used by patients.
Through collaboration with patients, the
researchers hoped to design a system that
would be relevant to patients and additionally
patients would raise awareness of the system.
Well for this project I suppose it was, it is
appropriate to have a patient panel
because we’re looking at something an
intervention that’s going to be a patientled thing so it's very much centred around
patients and their involvement and also the
method that we’re using this sort of very
much linked to close collaboration with
patients so really it's very appropriate for
this project. (Member 2)
Early involvement
The setting up of a collaborative panel was
significantly facilitated by early involvement
from patients and clinicians. It was hoped by
involving a patient advocate from a national
organisation and a consultant in the write up
of the research funding bid, the project would
be more relevant to patients. Additionally the
patient representative would provide links
with the patient population and enable
collaboration between the groups.
I think, I would hope that for this project
the way it's set up that it will work more
effectively because we’ve involved patients
right from the start I hope. (Member 1)
Previous experience
Previous experience with patient involvement
was also found to be beneficial within the
current research project. Researchers had
been involved with a number of research
projects previously which had used patient
panels, and they perceived this previous
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experience had taught them how to work
more effectively with patients. Patients and
carers also considered their previous
experience with research as beneficial as it
aided them in understanding the process of
the current study more clearly.
That’s because I’ve learnt from
experiences on the other study – the study
where there have been some tensions, a
better way of proceeding. (Member 1)
Clinician involvement
The panel consisted of a diverse range of
individuals and many members felt the
inclusion of a clinician on the panel was an
enabler of the collaborative research process.
The clinician’s involvement was perceived
positively by all members perhaps due to his
willingness to collaborate with patients and as
a direct channel to services.
I think the important thing is it's no good
just listening and promising to have a look
at something and not getting back, you
need a framework really to say these
issues have been raised in a formal way
and there will be evidence of a response to
it so we’re just tightening up on that
promise I suppose to listen but also to act
as a result of that. (Member 4)
Proactive members
The panel membership included a group of
proactive patients who were very willing to
be involved with all aspects of the research
process which was a significant enabler of
collaboration.
I’ve been very proactive with the
researchers, I’ve tried to get involved in
any research that they need us on as a
patient, so I’ve been involved in SAVVI (an
interactive situational awareness tool),
I’ve been in the renal project, I’ve been
involved in testing the tablets, I’m very
proactive, I must say there were about four
or five members were always there and
proactively involved. (Member 7)

Flexibility
Flexibility was highlighted as a key factor
which enabled collaboration between
members.
I think it's very much a developmental
thing where you have to change according
to the needs of the group; otherwise it's
not going to work. (Member 2)
The authors were approached by the study
research team to undertake an evaluation of
the project panel. This clearly demonstrates
the willingness of the researchers to be
flexible in their approach to patient
involvement.
Communication
Communication between members was aided
by provision of clear contact details. In
addition, patients were able to contact a
patient representative if they had any
anxieties or queries. This was set up as an
additional support point for patients.
Communication between members was
encouraged beyond meetings, thus allowing
members to keep up to date if they were
unable to attend a meeting.
I think the meetings have to be the hub for
what goes on coz of what they offer but the
other side of that is that we make sure
there's engagement through other means
and
whether
that’s
just
email
communication or whether it means
arranging meetings with the patients.
(Member 4)
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Discussion
A collaborative approach with patients within
health care research is increasingly
encouraged (Hunt, 2000), however little is
known about the process. The aim of the
current study was to explore the potential
challenges that may arise from collaboration
between researchers, clinicians, patients and
carers whilst designing an intervention for
renal patients. More importantly, the study
has also identified a number of enablers for
working
collaboratively
which
has
implications for future researchers who wish
to set up a collaborative research panel with
members from diverse backgrounds.
The findings of the study indicate that
involvement of patients and carers in health
care research is a dynamic process. The
project was set up to be in collaboration
between health care researchers, clinicians,
patients and carers (that is in line with the
‘partnership’ rung of Arnstein’s ladder of
citizen engagement). It was found that during
the various stages of the project, the level of
involvement was found to either drop down
the ladder to targeted consultation (i.e. panel
style method of involvement) and also move
up to ‘placation’ and collaboration. It was
found to be a challenge to maintain the
‘collaborative’ status of the project with
researchers concerned that as patients became
more confident, this would lead to level of
involvement becoming more user led. Tritter
and McCallum (2006) highlight that
engagement of service users is a complex
phenomenon that requires dynamic processes
legitimised by both parties, therefore models
of participation should not be based on
constrained conceptualisations of activism as
is Arnstein’s (1969) model.
A number of studies have identified
challenges related to involving patients in
health care research, for example, Clark et al.
(2004) report that a significant challenge of
involving patients is the attrition rate. Patients
are likely to drop out of projects and panels
due to hospital appointments, fatigue and
illness. This was found to be a challenge

within the current study whereby all members
of the project panel were concerned about the
low attendance rate at meetings. The
researchers sought to overcome this challenge
by ensuring over-representation of patient
panel members thus guaranteeing some level
of patient involvement, despite not all
patients being able to attend meetings. It is
worth noting that patient ‘drop out’ due to
fatigue/illness is a common phenomenon and
therefore it is important that the involvement
process be flexible and based on the patient/
carers pace.
Further challenges identified include ensuring
a representative panel was set up.
Interestingly, the views of what the
composition of the panel should be differed
between patients and researchers. Researchers
were focused on including a diverse range of
people on the panel, however, some patients
believed that only specific individuals should
be invited to join the panel that is members
should be able to speak English and be
proactive. This suggests that perhaps when
setting up project panels, patients and
researchers should identify a recruitment
criteria checklist when recruiting additional
members to ensure there is no conflict.
Surprisingly, one patient was not actually
aware he was part of a project panel,
suggesting that only limited information was
provided to patients. The misunderstanding
from patients in relation to what was expected
of them may also be due to the various people
recruiting members for the panel. For
example, some members were recruited by
researchers and others were recruited by other
patients thus not all members would
necessarily have received the same
information. Further challenges included
managing expectations of members that were
beyond the scope of the project (for example,
patients wanting quick action and change),
actively involving all members during
meetings and financial constraints.
As much of previous research exploring the
challenges involved in patient involvement in
research has focused on the researcher’s
perspective, it was of interest to explore the
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challenges perceived specifically by patients.
Patients were found to experience anxiety due
to the perceived burden of representing the
renal patient population. In particular, they
were concerned that if an incorrect decision
was made it would have significant
consequences on fellow patients. In addition,
patients were found to feel intimidated when
working closely with clinicians and
researchers whom they perceived to be more
qualified for the job. This finding has clear
implications for involvement of patients in
research; it is to be recommended that
researchers set up panels with a number of
patients that are able to provide support for
one another. If possible it may also be of
benefit to set up additional support services/
mentoring for patients.
The current study goes beyond discussing the
challenges and also identifies factors that may
enable the collaborative process. Significant
enablers of the process were found to be the
relevance of the research project to patient
involvement. As the intervention being
developed by the research project was a
feedback system for renal patients, it was
assumed that through active collaboration
with patients, carers and clinicians, the
intervention designed would be more relevant
for users.
Interestingly, previous experience with
patient involvement from the researcher’s
perspective was important as it was
considered as a learning process through
which
methods/processes
of
patient
involvement could be improved. Previous
experience with research involvement was
also a facilitator for patients as it enabled
them to understand the research process and
be more confident in their involvement. This
suggests that support should be provided (that
is, an induction process) for patients who do
not have prior experience with research
projects. As mentioned earlier, flexibility
from all members was significant in enabling
a more collaborative process which was also
related to previous experience with
conducting research. An obvious facilitator of
the collaborative process was clear

communication. By selecting ‘a patient
representative’ the communication process
between researchers and patients was greatly
aided. The patient representative also
provided additional support for patients and
encouraged communication outside meetings
to keep all members up to date.
There are clear benefits of collaboration that
are apparent from the interviews with the
panel members. For example, all members
felt they had gained information from
participating in the panel, this was found to
be particularly important for patients who
were able to increase their knowledge about
their illness. Further benefits included the
networking opportunities provided by the
collaborative panel: patients discussed how
building new contacts was important in
gaining new information. Patients also
believed that their self-confidence had
increased as a result of participating on the
panel. Furthermore the findings suggest that
patients and carers had a clear impact on the
intervention designed. The conception of the
intervention designed within the project was
attributed to patients by the principal
investigator who then developed the project
proposal with a lead patient and clinician. The
project adopted a bottom-up approach to
ensure the intervention was relevant to the
wider renal population. The involvement of
patients led to ensuring the design of the
system and language used was appropriate.
For example, patients on the panel were keen
that the system be labelled ‘feedback system’
as opposed to ‘reporting system’. The patients
were also involved in recruiting renal patients
to test the system in a ‘real world setting’.
The current study has a number of strengths
and builds on previous research exploring
patient involvement in health care research. It
also goes beyond presenting the researcher ’s
perspective on collaboration in research and
focuses on the views of a diverse range of
members, including clinicians and patients.
Furthermore, by identifying the enablers of
the collaborative process, there is potential to
improve the quality of patient involvement in
research and thus the impact of such
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involvement on research outcomes. The
identification of challenges within a
collaborative research project will also
facilitate other researchers to overcome these
early on in the process. Recommendations to
aid
collaboration
between
academic
researchers, clinicians, patients and carers
include the following:
1. Provision of clear
information
regarding the likely outcomes and
timescales of the research project to
limit unrealistic expectations from
panel members.
2. Provision of regular updates of
progress to maintain interest, using a
variety of communication methods for
example, newsletters, study website
and social media.
3. That
existing
social
benefits
experienced by patients through
involvement with research should be
developed further, perhaps through
interactions outside meetings (coffee
mornings) and involvement in the
activities of the wider department.
4. Using mentorship to improve patient
and carer understanding of research to
enable patients and carers to make a
more meaningful contribution to
research through their participation/
collaboration.
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Abstract
Ensuring that social care assessments and review processes deliver personalisation and reflect
the desired outcomes of the individual is a key focus of current policy and was legislated for on
the ratification of the Care Bill 2014. This paper presents the findings of an exploratory study
looking at the efficacy of using the Adult Social Care Outcomes Toolkit (ASCOT) as part of a
redesigned assessment and review process to achieve this end in Cumbria County Council.
Practitioner and service user comments in relation to the potential value of ASCOT in this
setting, gathered via survey and interactive group sessions, are analysed. Key themes from this
analysis centre on the relevance of ASCOT as a tool, the process of using it and finally an
understanding of the purpose and how it works. The study concludes that ASCOT does have
potential to facilitate truly personalised assessment and review which reflects the person’s
feelings and desired outcomes in their own words. However, practitioners need to be provided
with relevant tools and knowledge to aid their understanding and application and must be able
to use the tool flexibly to account for different working styles as well as for different service
users.
Keywords: personalisation, outcomes, ASCOT, needs assessment, review

Background
As early as 2004 the Department of Health
(DH) was prompting debate on the shape of
social care. In 2005, the Social Policy
Research Unit (SPRU) at University of York
(Hudson et al., 2005) reviewed the available
evidence on the views of users and carers
about how services should be configured
concluding that ‘principles of autonomy,
choice, independence, empowerment and
comprehensiveness’ were key. Beresford et
al. (2005) also conducted a study involving
over 100 service users with differing needs
published in the same year. This research also
suggested the need for ‘a focus on the
person’.
In 2007 Putting People First, the
Government’s proposals for a shared vision
of Adult Social Care reforms, responded to
these (and other) calls for changes to the way
social care services were organised and
provided. It advocated moving towards

personalisation – giving people choice and
control via personal budgets for everyone
eligible for publicly funded adult social care
and support (DH, 2007). The resulting
Transforming Adult Social Care Outcomes
Focused Reviews: A Practical Guide (DH,
2009) encouraged local authority Adult
Social Care Departments to adopt ‘a way of
carrying out reviews that puts the main focus
on the results being achieved for the person
and his or her family’ (DH, 2009, p.6). This
guidance also expressed the view that
assessment and review should map out the
‘customer journey’ from identification of the
aspirations and outcomes they wish to
achieve,
reviewing
progress
towards
achievement, and adjusting as necessary’
(DH, 2009, p.5).
This policy direction continued following a
change of government. By November 2010 –
the principles of personalisation were adapted
in ‘A Vision for Adult Social Care: Capable
Communities and Active Citizens’, the
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present coalition government’s commitment
to reforming social care on the premise that
‘people, not service providers or systems,
should hold the choice and control about their
care’ (DH, 2010, p.15).
This document strongly advocated that the
process of giving someone a personal budget
is not intended to be an end in itself but aims
to put the focus on outcomes of greater
choice, control and independence, so result in
better quality of life. Suggested mechanisms
for delivering this focused on tools which
measure personal outcomes, including the
ASCOT Toolkit and the Personal Outcomes
Evaluation Toolkit (POET), and the
development of outcome-based assessment
and review processes (DH, 2010).
This article discusses the exploration of use
of the ASCOT Toolkit in a practice setting
and looks at whether it has potential to deliver
personalisation by supporting outcomes
focused assessment and review.
In response to these directives and
recognising that high quality assessment is
absolutely fundamental to delivering quality
outcomes, the Adult and Local Services
Directorate in Cumbria County Council
(ASC) began reviewing and developing
existing processes and documentation around
the assessment and review process with a
view to redesigning these. A brief literature
search highlighted a number of tools and
approaches which had potential (Table 1).
The majority of these had been developed
with the specific purposes of measuring
outcomes for a specific organisation or
service. The exceptions to this were ASCOT
and POET which had been commissioned by
the Department of Health for much broader
and more strategic purposes, and ‘Talking
Points’, which was developed by the Joint
Improvement Team in Scotland using
research previously conducted by the
Universities of Glasgow and York. After
comparing the various tools and models
available it was considered that ASCOT may
have been the right tool to introduce as part of
a service redesign to facilitate a personalised

assessment and review process. This was for
a number of reasons which we discuss below.
Choosing the approach
At this point it is worth noting that there were
a number of different versions of ASCOT
designed for different purposes, including
versions for use in an interview setting, selfcompletion versions and an observation tool
for use in care homes (PSSRU, 2014). For the
purposes of this study we selected the
ASCOT SCT4 (self-completion four answer
level) tool.
ASCOT was designed to capture self-reported
information about an individual’s social care
related quality of life (SCRQoL) and to be
‘sensitive to the outcomes of social care
activities’ (Netten et al., 2011, p.1). It
facilitates the service user’s reflection on
specific aspects or domains which holistically
amount to their current quality of life – to tell
us how they feel and what they are
experiencing.
ASCOT was well aligned with the two main
principles underpinning the Caring for Our
Future, Reforming Care and Support White
Paper (DH, 2012), treating people with
dignity and respect and supporting
achievement of their identified goals – POET
and Talking Points also met these
requirements in this respect and all three tools
were person-centred and outcomes focused.
However, POET was developed by In Control
to measure the impact of personal budgets (In
Control, 2011) and whilst currently free for
local authorities to use, at the time there was a
fee payable. Access to the tool was restricted
and so it was not possible to review or
compare it. The reports could be viewed and,
leaving contextual questions like age or
length of time with a personal budget aside,
suggested that the tool had around 14
questions looking at a mixture of outcomes
and processes (Hatton & Waters, 2011). The
process questions were not relevant for use at
assessment as at that point people would not
have experienced these. This coupled with the
anticipated cost meant POET was ruled out.
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Table 1. Outcomes frameworks and tools considered
Framework / Tool
Adult Social Care Outcomes Toolkit
(ASCOT)
Domains: Control; Safety; Food and Drink;
Personal Cleanliness; Cleanliness of Home; Dignity;
Occupation and Social Contact.

Author / Organisation

Personal Social Services Research Unit,
University of Kent (2011); Netten et al. (2011)

Better Futures: A Housing Support Outcomes
Framework
Domains: Accommodation; Health, Safety and
Security; Social and Economic Wellbeing;
Employment and Meaningful Activity.

Putting People First, Outcomes Focused Reviews
Guide (and subsequently) Think Local Act Personal
Outcomes Focused Reviews Template

Coalition of Care and Support Providers,
Housing Support Enabling Unit (2012)

Department of Health (2009),
Think Local Act Personal Template (2011)

Personal Outcomes Evaluation Tool (POET)
Domains: What personal budgets people are using
and how people are supported in using them. What
difference personal budgets make or don’t make to
people’s lives. What factors are associated with
better outcomes for personal budget holders.

In Control (2011)

Talking Points
Conversation based outcomes focused.
Domains fall into three frameworks: Change,
Process and Maintenance. These comprise of
outcomes important to service users and their carers.

Joint Improvement Team, Scotland (2012)
based on work started by SPRU,
University of York; Cook & Miller (2012)

The Outcomes Star
Domains (these vary for different client groups
those shown are for older people): Physical and
Mental Health; Use of Time and Social Networks;
Motivation and Managing Change; Choice and
Control; Self Care and Mobility; Safety and
Economic Wellbeing.

Triangle Consulting Limited (2009)
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The Talking Points conversation based
method of identifying outcomes also covered
both personal outcome and process aspects,
but also encompassed change outcomes
(Cook & Miller, 2012). It was clear that this
approach aimed to move practice from being
service led to being outcomes focused.
However, for it to be used successfully it
appeared there was heavy reliance on the
capture of a large amount of high quality,
consistently collected information via semistructured discussions. Ensuring the quality,
consistency and completeness across service
users in Cumbria was acknowledged as being
very resource intensive, not only in terms of
practitioner time, but in supporting
development of recording skills and quality
assuring data. Cook and Miller (2012) make
it clear that this approach would not be
successful ‘unless the information captured is
used to inform and evidence decision making
at an individual and organisational level’
(Cook & Miller, 2012, p.17). However, the
process of identifying, extracting and using
data in this way led to a view that analysis of
the relevant information in free text form
would be prohibitively resource intensive.
ASCOT seemed to be a good compromise
between the numerous structured questions of
POET and the very detailed conversation and
recording of Talking Points – it fitted easily
into our standard assessment and review
process.
ASCOT was also a main feature in the Adult
Social Care Survey (ASCS), a national survey
which all local authorities are required to
undertake annually at the request of DH, and
from which an increasing number of
measures in the Adult Social Care Outcomes
Framework (DH, 2011) were derived. Most
importantly it offered a robust point-in-time
quality of life measure for individuals and
could potentially be aggregated across client
groups and interventions too, providing
individual and organisational level quality of
life data over time. Using ASCOT would
mean Cumbria’s assessment and review
processes were a direct fit with the current
national
measures,
provide
greater
consistency, ease of recording information

and minimise the resources needed to analyse
the data. It would also act as a driver for
moving ASC, practitioners and service users
away from the care management approach to
a focus on outcomes.
Since the decision to use ASCOT, the draft
Care Bill, now the Care Act 2014, was
published (DH, 2014). This had major
implications for local authority social care, in
particular around assessment and eligibility
and requires local authorities to have an
assessment and review process ‘which will
reflect the needs and desired outcomes of the
person’ (DH, 2013).
ASCOT did not seem to have been previously
used in practice in assessment and review.
This study set out to explore whether it could
be used successfully in this way.
Aim of the study
In exploring using ASCOT, the overarching
aim was to improve the experience of
assessment and review for service users in
our Adult Social Care Department and make
this experience truly person-centred by
focusing on quality of life and the desired
outcomes directly linked to these. In this
respect the objectives were to:
 support practitioners to work in an
outcome-focused way taking account of
all aspects of the service users’ quality
of life, finding out what is important to
people and how this makes them feel;
 support service users to focus on all
aspects of their quality of life and think
about not only their functional needs
(ability or disability to function) but the
impact of these on how they feel;
 help the organisation to see what impact
it might have on quality of life over
time for different service users,
different interventions, different quality
of life domains.
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Implementation
To implement ASCOT in assessment and
review required significant change to local
processes, particularly the assessment and
review process, which had to be redesigned.
Templates and forms within Cumbria ASC’s
electronic recording system (The Integrated
Adults System or IAS) were remodelled and
guidance was rewritten.
It was recognised that the ASCOT tool we
used (SCT4) was designed for use as a selfcompletion questionnaire to gather user
experience in a research setting i.e. in the
Adult Social Care Survey. Although it had
potential for use in other settings, there were
some reservations as to how this might work
in practice. For example, the ASCOT
guidance highlights potential limitations
around use of SCT4 with those who might
have ‘limited cognitive or communication
abilities’ (Netten et al., 2011, p.2). Whilst
there is a version of the tool designed for
collecting data by observation rather than by
asking questions, which is applicable for use
where a person’s cognition or communication
is limited, this was felt to be impractical for
use as part of the assessment and review
process.
Measuring social care outcomes is not
straightforward as there are multiple factors
which may impact on or influence outcomes
– people’s situations change, conditions
worsen or improve, services or support other
than social care are accessed and so
attribution of impact is not necessarily clear
(PSSRU, 2009). We were testing the
hypothesis that the ASCOT tool provides a
measure which is ‘valid, reliable and,
crucially, sensitive to the impact of social
care’ (Netten, 2011, p.1).
This ‘test’ began with the delivery of
outcomes focused assessment training
between June and August 2012. However,
change and restructure driven primarily by
central government requirements caused
delays during the earlier stages of the project.
Issues with IT systems meant that this

training was not delivered until January 2013
and full implementation was completed in
April of the same year.
When feedback on implementation was
sought from Locality Leads and Team
Managers it highlighted concerns that the
ASCOT section of the redesigned process
was not being used for a variety of reasons. It
was agreed that work needed to be done to
evaluate the use of ASCOT, looking at how
the changes were, or weren’t, working in
practice and gather feedback from
practitioners and service users. It was hoped
this would ensure any further learning
activity, development of resources to support
practitioners etc, was evidence-based and
could address concerns directly. A bid was
made for funding to do this to the Social Care
Evidence In Practice Project (SCEIP) which
was successful, and support was made
available from the Personal Social Services
Research Unit (PSSRU) – authors of the
ASCOT toolkit – and also from Research in
Practice for Adults (RIPFA).
Methods
The methodology, data gathering instruments
and project plan to support this evaluation
were developed by Cumbria’s ASC
Department with support and guidance from
PSSRU. Approval was sought and obtained
from the ASC Research Governance Group.
Initially, to try to minimise resource
requirements, attempts were made to collect
data using the new approach via selfcompletion survey only. Subsequently, it
became clear that data would need to be
collected in a variety of different ways. These
evolved during the life of the project and
included:
a) Interactive sessions
These sessions comprised of a reiteration
of the reasons for the changes to the
assessment
and
review
processes,
background on ASCOT and a role-play
section demonstrating its use. However the
focus was on giving Team Managers,
Locality Leads and Practitioners the
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opportunity to discuss examples of barriers
or benefits they had experienced. Two
sessions lasting around 2 hours were held
and 38 practitioners attended in total. A
comprehensive range of practitioners, both
social worker and occupational therapist,
from all levels and with experience of all
client groups contributed. The sessions
were facilitated by the Professional Lead
for Social Work and the Research and
Information Officer at Cumbria ASC.
Written notes were taken and were shared
with participants afterwards.
b) Online survey for practitioners
A questionnaire was used to ascertain the
extent to which practitioners felt ASCOT
met the objectives outlined in the
Background and Purpose section described
above – questions were framed to
aggregate some responses, (response rates
permitting), but more importantly asked
practitioners to qualify their answers with
comments to give qualitative insight on
key themes. The survey was sent to all
practitioners (n=200 approx) via email
using a distribution list set up centrally –
the number of recipients is approximate as
we could not be entirely sure how many
might be absent from work for example,
on sick leave or maternity leave. 38
responses were received: a response rate of
around 18%. Despite this slightly
disappointing level of engagement the
exercise elicited a large number of
comments to the different questions – well
over 100 in total. Responses were
anonymous unless the practitioner wished
to identify themselves – however, it was
possible to discern from the phrasing of
the comments that these were from a mix
of social work and occupational therapy
practitioners at varying grades.
c) Self-completion survey for service
users
A short, 3 question survey was developed
for service users. The questions mirrored
those we asked practitioners so that we
could compare the responses from both

groups – these also allowed people to
comment. 30 questionnaires were given to
each of the 12 Team Managers to give to
their staff. Practitioners were asked to
leave the questionnaire, and a pre-paid
envelope, with service users (where they
had used ASCOT) during a given period in
August. Only a small number of
questionnaires were returned (18) and it is
not possible to calculate a response rate as
we are not clear how many were actually
distributed.
d) Case file audits
Personalisation file audits, whilst not
formally part of the project, as file audits
were carried out routinely already, this
provided an opportunity verify how
personalised assessment and reviews were,
whether they incorporated the service
users’ own outcomes and included
checking whether the ASCOT questions
had been asked. Data from these are not
included in the findings.
Findings
Firstly, we deal with the quantitative data
which had been collected using online survey
software and analysed using Microsoft Excel.
Table 2a presents a summary of the
responses from practitioners (n=38) and
service users (n=18). As the numbers of
service users responding was low (n=18)
there are limitations as to what can be
claimed. Nonetheless, the responses suggest
that service users could find ASCOT of
potential value in helping them understand
how good or bad different areas of their life
were, and which they needed more support
with.
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Table 2a. Practitioner and customer responses – quantitative analysis
Practitioner

Customer

(A lot / A Little)

(A lot / A Little)

Understanding how good or bad different areas
of life are

58%

78%

Understanding which areas of life need most
support

55%

67%

Understand which areas of life are most
important

54%

58%

Being able to see our impact on the customer ’s
quality of life

65%

N/A

Question Theme

Practitioner data on the other hand seemed to
highlight an approximate 60/40 split in views
for and against the use of ASCOT, with 40 to
45% answering ‘not at all’ to questions
asking about the extent to which the tool was
useful in understanding which areas of life
were good or bad, needed most support and
were most important to service users. This
was a concern given the initial confidence the
development group had in the potential of the
tool. However, more detailed analysis showed
that whilst around 30% of practitioners
responded negatively to all of the questions,
70% indicated that the tool helped them either
a little or a lot in one or more of the areas. It
was hoped that analysis of the qualitative data
would identify key themes which might
provide explanations for this.
The practitioner survey responses combined
with those collected at the interactive sessions
elicited a great deal of valuable qualitative
information on the use of ASCOT in practice
settings. A framework was devised which
comprised of three overarching classifications
to allow the subdivision of data. These
centred on with how relevant practitioners felt
the tool was (Relevance), the practical
application and process of using ASCOT
(Process) and finally understanding of the

purpose of ASCOT and how it works
(Understanding). The framework was
applied manually using an inductive
approach. It was hoped that potential issues
around process and understanding could be
reasonably easily overcome by supporting
practitioners to a shift in practice and
knowledge thus embedding use of the tool
more effectively. Table 2b presents the
analysis using this framework.
There were mixed views expressed in each of
the three categories; the essence of each is
conveyed in these comments from
practitioners:
1) In relation to the Relevance there were
mixed views from practitioners and service
users. Some who saw the benefits of the tool
said:
I have found in a couple of situations that
it has highlighted an area which simply
would not have come up through the usual
[functional] assessment. (Practitioner 50)
It really helps to prioritise from the service
users frame of reference – which is where
we should be. (Practitioner 18)
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Table 2b. Practitioner and Locality Lead responses – themes emerging from survey and
interactive sessions
Theme

Sub-category

A powerful tool to help get people thinking about how they feel about
their lives and the different areas which comprise quality of life

Relevance

ASCOT questions duplicate what is already asked

Relevance

ASCOT can’t be used with people with a cognitive impairment or
impaired capacity

Relevance

The customer’s answer choice doesn’t always align to the practitioner
view of what it should be

Relevance

Practitioner can see or ask about impact during the assessment or
review and ASCOT doesn’t add to this

Relevance

Allows the practitioner to see clearly where the customer feels their
needs are rather than assessing function only

Process

Facilitates the development of a truly personalised support plan,
reflecting the customer ’s feelings and desired outcomes

Process

Using ASCOT as well as existing questions takes longer so will reduce
the number of assessments or reviews done

Process

When is it inappropriate to use ASCOT (e.g. emergency or crisis
situation, when someone is ill, frail or tired)?

Process

Where in the assessment or review does ASCOT fit?

Process

How do we administer the questions (e.g. face to face, post out before
visit, after visit etc)?

Process

Does it have to be read out as written; can we change the wording to
help specific customers make sense of it?

Process

Reading it feels clumsy, the rest of the assessment which is a
conversation

Process

How does it all work within the electronic recording system (IAS)?

Process

What are the questions in ASCOT trying to elicit; what is their
purpose?

Understanding

How does ASCOT scoring work?

Understanding

How to explain ASCOT to customers

Understanding

The last two ASCOT questions are the same; what is the difference?

Understanding
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Helped me to concentrate on what I
needed to do and to come to terms with
those things I can no longer do. (Service
User 3)
However, other practitioners felt that service
user quality of life was visible, or collectable,
without the need for a tool – and that the tool
was not appropriate for all service users, for
example, those with a cognitive impairment
like dementia or someone coming to the end
of their life.

Reading out each option takes up far too
much time after I have already completed
a lengthy assessment. (Practitioner 17)
I have left it with some service users and
said I would pick it up at the next
appointment. (Practitioner 52)
I have to remember to take a paper copy
with me. (Practitioner 21)
3) Comments which illustrate a variation in
Understanding are:

I complete the basic assessment by talking
with the person. This gives me all the
information I need for building a clear
picture of the client's needs and problems.
(Practitioner 10)

I realise that it doesn't get 'counted' if not
all the domains are completed, but
sometimes people can respond to some
questions and not others. (Practitioner 50)

Undertaking a comprehensive assessment
should highlight quality of life issues
without completing a questionnaire.
(Practitioner 27)

The questionnaire shifts the focus away
from functionality medical model and to a
more qualitative and positive approach.
(Practitioner 11)

The tool is not useful at all for people with
moderate/advanced dementia or people
who are very poorly. (Practitioner 48)

Practitioners
don’t
(Practitioner 43)

However, auditing of case files carried out
separately to this project has demonstrated
that this is not necessarily the case and in fact
suggests that those where the ASCOT tool
has been used were much more personcentred in approach.
2) Other comments describe the variation in
understanding of the Process of using
ASCOT in assessment and review:
I think it can be a useful tool, I'm positive
about using it, as long as we can use our
professional discretion about when not to
use it too. (Practitioner 50)
In an ideal world I think we should be
starting with the quality of life assessment
and then moving on to the functional too.
(Practitioner 18)

understand

it.

It is difficult to make the distinction
between Q8 and Q9 particularly so if the
person is not yet receiving a service.
(Practitioner 34)
The findings then provided a mix of positive
and negative feedback about how ASCOT
could support or detract from the
personalisation of assessment and review.
Some practitioners felt that ASCOT offered
greater personalisation but some felt that it
was happening anyway and ASCOT was not
needed.
Discussion
The interactive sessions with practitioners,
and comments from the online survey, very
much suggested that many were able to see
the value of ASCOT but the dissonant views
provided critical insight into the lessons to be
learned from their use of the tool in practice.
These are explored further below.
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In terms of Relevance, the comments showed
that many practitioners felt quality of life
information was gathered adequately within
the existing assessment and review process,
seeing ASCOT as duplication or an
unnecessary additional stage. However,
others suggested ASCOT could be a powerful
tool to get people thinking about how they
feel about different aspects of their quality of
life, and that it allowed practitioners to see
clearly which aspects were most important to
the service user. The comments of those that
saw the relevance of ASCOT suggested it had
the potential to facilitate a fully personalised
support plan, reflecting the person’s own
words and feelings. This very much mirrors
the aspirations of Government (DH, 2008;
2009; 2012; 2013) and suggests ASCOT has
good potential to facilitate personalisation.
The majority of the themes in the comments
related to the practical application of ASCOT,
the Process as opposed to the relevance of the
tool. They centred on how to ask the
questions; when to ask (or not ask) them;
whether it was acceptable to adapt the
questions for people with specific conditions,
needs or circumstances and how best to
incorporate them within the assessment and
review process. Comments also suggested
that some practitioners seemed to perceive the
tool as prescriptive and inconsistent with a
conversational style of assessment or review
and felt it was an unnecessary addition to
what practitioners were already expected to
ask.
The remainder of the themes fell into the
Understanding category, indicating a lack of
clarity about the purpose of ASCOT and how
it was designed to work, particularly around
the translation of the answer levels into scores
and the impact of interventions on multiple
domains.
With clearly identified themes, three quarters
of which came into the Process and
Understanding categories, it became much
easier to see the extent to which it might be
possible to support and reassure practitioners
with concerns about the Relevance of the

tool. By addressing issues stemming from the
Process and Understanding the development
team could find was to improve perceptions
of its relevance. Discussion at the interactive
sessions had also yielded suggestions for
simple resources and actions which would
enable practitioners to overcome general
reservations and support them when using the
tool. As a result of these suggestions several
written and audio-visual materials were
developed. These are explained in the next
section.
Conclusion
This was an exploratory study, using action
research methods to evaluate the use of
ASCOT. As such there are limitations to the
conclusions that can be drawn. Response
rates to questionnaires were low and so the
quantitative information has minimal value as
a basis for recommending the use of ASCOT
in practice. The study was undertaken at a
time of significant change, coupled with
reduced staffing levels, and this is likely to
have affected the response rates. It may have
been better to hold more interactive sessions,
or use team meetings as an opportunity to
gather views. We also got very few responses
from service users which was also
disappointing.
Undertaking
visits
or
conducting telephone interviews may have
had more success. However, resource
limitations meant this was not possible.
Despite these limitations, the qualitative data
seemed to yield valuable insight for other
projects of this type and a good starting point
for further research. It is relevant to all local
authorities who need to be able to
demonstrate that their assessment and review
processes align with the requirements of the
Care Act 2014. Once the Act is implemented,
there will be a need to undertake assessments
for a much wider range of service users, for
example, self-funders. Assessments will need
to be ‘portable’ and so consistent and easily
transferable processes will be needed. There
will undoubtedly be a need to evaluate the
efficacy of whatever tools or approaches are
used. This project provided evidence to
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support a move to more outcomes focused
assessment in anticipation of the legislation.
The project found that using ASCOT had
potential to benefit the assessment and review
process from the perspectives of both
practitioners and service users. Feedback
from practitioners who had used it on over
100 occasions in the Supporting People
service in Cumbria suggested that it could
help ‘tease out’ aspects of quality of life and
desired outcomes beyond those identified as
part of the core ‘functional’ assessment or
review questions. It therefore can make the
process more person-centred and outcomes
focused.
However, taking a tool which has been
developed for use in a purely research context
and making it work in a practice context was
always going to require compromise, balance
and pragmatism. It would seem that we have
to accept that it may be necessary to modify
the language and delivery of questions, to an
extent, to ensure their relevance to any given
service user – the wording of the original
ASCOT questions was not changed so the
essence of the question was not lost.
However, we found it necessary to provide an
explanation of each question so that
practitioners were better able to communicate
what the question was asking in relation to
different aspects of quality of life. There was
a need to provide practitioners with the tools
and knowledge to support them in
understanding of how ASCOT worked, and
about the question domains so that these
could be communicated to service users
whilst maintaining a degree of consistency in
application. There was also agreement that
practitioners could explain the question in
language that was more understandable to the
service user. This was an important learning
point and with this we needed to accept that
there was potential to lose some of the
validity of the quality of life score derived
from the tool. However, notwithstanding this
the tool demonstrates impact at an individual
level and also provides a wealth of
intelligence to support service development
and commissioning activity.

Figure 1. Cycle of Assessment and Review –
Quality of Life Questions central to the process
and asked at the most appropriate point prior/post
assessment or review

As Table 2b has shown, there was a
perception from some that using ASCOT
made the process of assessment and review
too long as it duplicated existing questions.
However, a number of practitioners suggested
that ASCOT should be used first, before the
existing assessment, thus identifying the
desired outcomes and areas where the service
user wanted their quality of life to be
improved rather than starting by looking at
functionality identifying disability and what
cannot be done. As a result we have made
changes within our IT systems and processes
to allow ASCOT to be used at any point, i.e.
prior to, during, or after the functional
assessment, allowing professional discretion
and judgement to be exercised and a personal
approach tailored to the service user (Figure
1).
The work we have done has clearly showed
us benefits to using the tool but that our use
of it needed to be sufficiently flexible to work
for different practitioners working with
people with different support needs. As a
result of feedback from the sessions we have
been able to develop a number of written and
audio-visual resources which provide
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clarification, guidance and support for
practitioners so that they have the knowledge
and ability to use it in a way that fits with
their style of assessment, is appropriate to the
service user and proportionate.




To date we have made the following available
to practitioners:










introductory text explaining the
purpose of the questions
a ‘Frequently Asked Questions’
document
definitions of ASCOT domains and
explanatory text
an easy-read version of ASCOT (with
and without pictures)
presentational material providing
contextual information about ASCOT
and how it might work as a tool in the
assessment and review cycle (see
Figure 1)
anonymised good practice case
examples
video
clips
of
practitioners’
experiences of using the tool in
practice
a video of service user experience of
health and social care support.

These resources have been well received by
practitioners.
The project also confirms the importance of
good change management and the effects of
the extended periods of uncertainty, and
political and strategic direction changes on
the social care workforce and on practice.
With the benefit of hindsight we would have:





tried to ensure the timing of training
and implementation was better
aligned;
revisited the cultural shift to outcomes
focused assessment again when the
redesigned assessment and review
process was implemented;
involved practitioners more fully in
the entire process: from choosing the
tool and redesigning of the assessment
and review process to implementation;

included service users more fully, and
from the beginning, so their views
were heard at an earlier stage to
strengthen the argument for change;
and,
produced written and audio visual
materials at an earlier stage so that
practitioners were better informed.

What has emerged strongly is that using
ASCOT has the potential to reinforce
professional social work values that focus on
the individual and their desired outcomes.
There is still work to be done to ensure we
embed the use of ASCOT via the learning
from this project across the organisation but
many of our practitioners who have used the
tool have commented that it allowed them to
find out how a person feels and so draw up a
more personalised support plan – bringing to
light aspects of quality of life that may not
have arisen using the previous, more
functional and less outcome focused
assessment. Some practitioners commented
that they collected outcomes and quality of
life information as part of the existing
assessment process.
As a result of the evaluation, Cumbria ASC
have decided to continue to use ASCOT and
to continue to support practitioners to use the
tool. Numbers of ASCOT questionnaires
completed in assessments and reviews are
increasing steadily and we have begun to
extract and analyse the data. Agreement has
been reached to share anonymised data with
PSSRU so that they can undertake more
detailed analysis which may helpfully inform
policy and practice in the long term.
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Abstract
The previous issue of Research, Policy and Planning (Vol 30(2), 2013) carried a paper by
Clifford et al. that made the case for the Resource Allocation System (RAS). It challenged the
conclusions of a paper by us published in an earlier issue (Slasberg et al., 2012) that came to
the opposite conclusion. We believe our findings and conclusions have been further
strengthened by increasing evidence we have published in the same issue as the Clifford et al.
paper (Slasberg et al., 2013). However, we think it is important to directly address some of the
key positions that underpin the view of Clifford et al. These are:






an ‘indicative budget’ is an important part of the support planning process
it is possible to standardise social care needs
it is necessary to standardise social care needs
the FACE ‘modelling’ approach to the RAS results in greater accuracy
the new Care Act will place personal budgets on a statutory footing.

Keywords: personalisation, personal budgets, self-directed support, evidence
Is the ‘indicative budget’ an important
part of the process?
Clifford et al. express the view that the
‘indicative budget’ process is important to
enable personalised support planning. They
compare it to buying a meal, holiday, a home,
home improvements or a car where having a
‘budget in mind’ (p.117) is key to supporting
the choice process. We think the comparison
with purchasing decisions made in these and
other retail settings is false for the following
reasons:
 Both the law and national policy are
very clear that a person should be
offered the amount of resource required
to meet eligible needs. The only way
that can be known is by identifying
individual needs, and making a decision
about how much resource is required to
meet each, derived from the most cost
effective means of meeting each need.

This makes purchasing decisions in
relation to social care quite unlike
purchasing decisions made in a retail
context where the person merely
balances cost and quality according to
income, taste and preference. In
practice, whatever the rhetoric of
councils, the reality of decision making
renders the ‘upfront’ sum of money
irrelevant. Series and Clements (2013)
note that the RAS ‘neither reduces the
labour of social care assessment, nor
provides service users with enforceable
‘entitlements’, describing it as ‘like a
cog spinning within a machine with
which it does not engage’ (p.224).
 The task of the practitioner is to find the
most cost effective way of meeting
needs that have been deemed eligible.
Anything more by this reckoning is
either profligate use of public money,
dependency-inducing or both. Anything
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less will compromise the need to be
met. Being asked to also have some
notional budget in mind is a different,
second benchmark. This cannot be
anything other than confusing for the
practitioner and service user, needlessly
complicating an already complex task.

Is standardisation of needs possible?
A key concept within the prevailing model of
self-directed support (SDS) is that it is
possible to standardise needs to enable
comparability
between
people.
Standardisation offers the promise of
objectivity, fairness and consistency, all
worthy policy objectives. It is a concept that
pre-dates SDS and the RAS. The Single
Assessment Process ushered in a wave of
‘assessment tools’ consisting of batteries of
closed questions used as the basis for
assessment of need. The RAS is based on the
same underlying philosophy, and that people
with similar needs should have similar
amounts of money. The Clifford approach is
rooted in this view of social care, describing
the alternative as ‘subjective opinion’ (p.116).
It was described by Simon Duffy (1996),
acknowledged architect of the RAS, as the
‘professional gift’.
However, we believe this is a fundamentally
flawed concept. Social care needs are unique
to each person. They arise from the complex
interplay of the nature and severity of the
person’s impairment, how long they have
lived with it, their own attitude and response
to it, their physical living environment (both
accommodation and community), the support
and attitude of people in the person’s
informal network, the supports within the
local community and accessibility of
mainstream services. An accurate assessment
of need requires a process of skilled thought
to understand each person’s situation. It calls
for the service user and a practitioner, freed
from the oppressive requirement to tailor the
assessment to resources and so be personcentred, to work together. This is a far cry
from the ‘subjective opinion’ or ‘professional
gift’ notion.

When Duffy spoke of the ‘professional gift’,
he relied for evidence on the large variability
in the levels of resource given to service
users. However, what he failed to take into
account was that there were consistent
patterns of variation:
 older people got considerably less than
working age people within all councils;
 learning
disabled
people
got
consistently more than other working
age people within all councils;
 large variation between whole councils.
This clearly points to systemic issues being at
play, not the capriciousness of individual
judgements.
The drive toward standardisation through the
various ‘assessment tools’ over the past ten
years has had no impact on these variations in
resource levels between groups and councils.
Decisions about how much resource to give
to people are usually made by budget holders
– usually at senior level and often operating
through panels that are not accessible by
service users – charged with ensuring that
spend matches budget.
The evidence we have accumulated (Slasberg
et al., 2013) of the very large discrepancies
between the indicative budgets and actual
budgets is itself evidence that it is not
possible to standardise needs for social care.
We sought information from some 50
councils, that monitor the amounts, and none
were able to show consistency between the
two budgets. In fact we found that, on
average, one budget was between 2 and 3
times greater than the other. This is despite a
huge amount of time and resource invested
into trying to get a RAS that works, including
several iterations of the In Control model, a
common RAS created by the Association of
Directors of Adult Social Services and the
more complex modelling systems of FACE.
However, this should not be taken to suggest
the practices that preceded the era of the
assessment tools were successful in creating
accurate assessments of need as set out above.

Response to Clifford et al.
Practice dominated by the requirement to
define ‘need’ by affordability has led to
practice that is restrictive and inflexible, as
described by the Commission for Social Care
Inspection (2008).
Is standardisation of needs necessary?
If it is not possible to standardise social care
needs, where does this leave the argument
that it is necessary to achieve consistency and
fairness? It is an issue that would not arise in
an environment where the level of resource
required to meet all needs that require public
funding was guaranteed. However, that is
neither the case now, nor is there any
prospect of it being the case in the foreseeable
future. This means that decisions have to be
made about which needs will be met and
which will not. Policy and practice based on
trying to standardise and objectify need has
failed to deliver either fairness or consistency.
We believe an approach must be found that
enables fair and consistent decisions that does
not compromise on the uniqueness of
individual need. Fundamental to that will be
the separation of the assessment and support
planning process from the resource allocation
process. This will free the practitioner from
the oppressive requirement to restrict and
shape the assessment to available resources.
Can the modelling approach get more
accurate results?
The above arguments make redundant the
issue of whether one system is relatively
more accurate than others. Even if, as
Clifford et al. claim, the FACE ‘modelling’
system is relatively more accurate than the
‘pounds for points’ system, there would still
need to be a proper and accurate assessment
of individual need to make decisions about
resource allocation to ensure both legal and
financial imperatives are met. Even in the
most optimistic FACE scenario, there remain
at least some cases where the difference
between the actual and indicative budgets is
two-fold.
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Nonetheless, we think it is important to make
clear that we do think there are reasons to be
cautious in accepting the claims of greater
accuracy. Clifford et al. were not correct in
saying that our studies only involved councils
using ‘pounds for points’ systems. We did not
ask councils what systems they used.
However, we now know, based on a list of
councils using the FACE system provided to
us by FACE, that one of the councils in our
earlier paper and two of the councils in the
London study (London Self-directed Support
Forum, 2013) did use the FACE system.
These councils did not fare any better than
those using a ‘pounds for points’ system. The
London report (2013) came to the view that
higher correlations created by FACE under
system developmental conditions appeared
not to be replicated in roll out. The three
studies referred to by Clifford et al. appear to
relate to work under such conditions.
It may also be important to bear in mind that
the FACE modelling system, based on
complex algorithms, puts paid to notions of
greater transparency that was one of the early
reasons advocated for the RAS. Series and
Clements note that FACE acknowledge as
much themselves, quoting a report from
FACE that ‘it would not be possible for an
individual to assess the validity or otherwise
of the algorithm since its validity can only be
tested across many individuals’ (p.213).
The new Care Act
Clifford et al. make the point that an upfront
allocation is not just an essential component
of personalised decision making but also
suggest that the new law will require it. We
strongly contest that view. The concept of a
personal budget is indeed introduced in the
Bill. However, the Bill defines it as no more
than the financial value of the cost of meeting
eligible needs. There is now broad acceptance
that can only be known after support planning
– hence the upfront allocation can only ever
be indicative. The Bill makes no mention of
upfront allocations. Whilst there may be an
argument that this is not a proper use of the
word ‘budget’ – which usually means an
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amount of money is known before spending
decisions are made – what the Bill’s approach
to a personal budget will do is embed the
notion of flexibility. The currency of support
planning should be cash and no longer a
menu of services. If this is the impact, it is
one we will welcome.
Conclusions
In our 2012 paper, we expressed the view that
the only way to make an upfront allocation
meaningful would be a change in primary
legislation so that funding for social care is
made into an authentic financial entitlement,
arrived at through fixed rules, as is the case
for other financial benefits. Service users may
well have grounds to fear the abandonment of
the current individual needs based system,
notwithstanding its current faults, that this
would entail. However, if it were ever to
happen, the RAS modelling work that FACE
have carried out may well prove the least
damaging method to apply. But given that no
such change in legislation has taken place or
is planned, social care is in desperate need of
acknowledging the folly of the ‘indicative
budget’ concept, bringing it to an end and
embarking on the work needed to make the
individual needs based system fit for purpose.
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Whatever its limitations, the drive to improve
the impact of research and the use of evidence
in policy and practice is very positive, so a
systematic review of the evidence base for the
Adult Social Care Outcomes Framework
(ASCOF) is very much to be welcomed.
Nonetheless, it is widely accepted that the
evidence base in social care is very limited
(http://www.theguardian.com/social-carenetwork/2014/mar/13/pressure-social-carebuild-evidence-base), so the key finding of
this review that there was ‘a large evidence
base’, with 43 reviews being identified, was
somewhat of a surprise.
This review is a systematic ‘review of
reviews’ (those published in English from
2000 onwards), so only covers the results of
those studies that have been around long
enough to have been completed, published
and included in a subsequent review – so we
might have expected there to be very little
evidence indeed. But what we count as
evidence here depends critically on what we
mean by social care. The authors took a very
broad definition, with the ambitious aim to
systematically review evidence on ‘the
effectiveness of interventions across the
entire spectrum of social care’. Interventions
were defined as social care by their relation to
health care interventions. So they were: ‘led
by or completely provided by someone other

than a health professional, and have the aim
of supporting activities of daily living, or
preventing an increased need for services,
rather than treating a condition’. Support for
carers was explicitly excluded as there had
been a recent review by Parker and
colleagues (2010).
Perhaps unsurprisingly, given this definition
and the nature of the evidence base, many of
the 14 interventions included are those which
can also fall under the auspices of health
service or public health provision: for
example, physical activity, hip protectors,
specific equipment such as an eye drop
device, home hazard assessment and
alternative therapies. The domination of
health research also means that the population
groups addressed in the reviews do not
always correspond with the approaches used
by those concerned with commissioning and
providing social care. For example, the
review includes people with long term
conditions, including cancer. Such groups are
relevant to social care in principle, but as they
are specific sections of populations that social
care is unlikely to target as such, and often
have relatively high levels of ability,
questions are raised about how relevant/
effective in practice the intervention would be
for social care.
Nevertheless, and despite the arguable
solutions that the authors have come up with
to address some of the many challenges of the
exercise (see below), this review represents a
helpful contribution to the translation of
research evidence into policy and practice.
For a start, despite its length (231 pages), the
report is clearly laid out, with substantive
findings presented in part 1, details of
methods described in part 2 and technical
details provided in appendices. In reporting
the findings the authors make clear the
distinctions between evidence for, no
evidence for, inconclusive evidence and
(importantly) evidence of harm. Effectiveness
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findings are helpfully summarized in tables,
allowing the reader to identify the type of
intervention and broad conclusions before
following up in the text where there are
mixed messages. This allows the reader to
identify whether the intervention looks
promising with respect to the outcomes that
s/he is interested in. Where there is evidence
for effectiveness, the authors also discuss the
scale of impact, something rarely addressed
in social care research.
The search and the findings were structured
around the four ASCOF outcomes: quality of
life,
prevention,
satisfaction
and
safeguarding. ‘Quality of life’ (QoL)
outcomes predominated, with 34 reviews
reported as including a QoL measure of some
sort. However, as the authors report in their
conclusion, there was a dearth of studies
reviewed that used a measure of ‘social care
related quality of life’ (SCRQoL) as it is
defined in ASCOF. There were, however,
some reviews and studies that addressed
specific aspects of SCRQoL, such as social
participation, control and dignity. Not
unexpectedly, nevertheless, given their
provenance, most studies used outcome
measures such as ‘health related quality of
life’ (HRQoL). The review discusses function
and disability, measures of which are often
used as outcomes, and includes such evidence
as a ‘sub-component of quality of life activities of daily living’ (ADLs). In
justifying this, the authors note that studies
which include ADLs as QoL outcomes:
... often drew on World Health
Organisation definitions of quality of life
as emphasising the importance of people’s
independence and ability to engage in
productive occupations and social
activities. (WHOQOL Group, 1998)
While it is undeniably the case that such
abilities are important aspects of people’s
quality of life, in the social care context, even
more frequently we might expect such
measures to be indicators of need for services
– thus linking more directly to enablement or
prevention policies.

Given the approach used to define QoL
outcomes and the nature of the literature, it is
important to read carefully around and
beyond the summaries of conclusions drawn
in this review. For example, it is dangerous,
on the basis of the discussion above, to
assume that summaries about QoL indicators
are important in addressing ASCOF relevant
quality of life outcomes, and that those
relating to ADLs are less so. Measures of
HRQoL, such as EQ-5D, have been classified
as general QoL indicators; but the nature of
such measures is such that absence of effect
on such indicators does not necessarily mean
there were no SCRQoL outcomes. On the
other hand, for Personal Assistance mixed
findings were related to ADL outcomes
(which we might expect); but in this instance
the ADL measure included ‘unmet needs’,
which would tend to be regarded as a social
care related QoL outcome.
Prevention outcomes were defined in this
review as prevention of need for health
services (illness events), support services and
institutional care. Again, a high proportion
(25 reviews) examined this type of outcome.
There was much less in the field of
satisfaction (four reviews) and safeguarding,
where only one review met all the quality and
relevance criteria. None of the reviews
reported finding usable evidence about costeffectiveness.
The nature of the QoL outcomes covered, the
distribution of the literature and the types of
population covered make this review
potentially very useful to councils and
providers who might be considering what
innovations they want to encourage or
support – possibly in collaboration with
Public Health. Prevention is an area of social
care where the dearth of evidence has often
been lamented and a lot of assumptions are
made. The limitations of the evidence for
interventions,
such as exercise-based
interventions on older people that might be
assumed to be effective, make instructive
reading. Indeed, it was only in the area of
physical exercise (Tai Chi) that there was any
evidence of harm, potentially important for
targeting and precisely tailoring such activity.

Reviews
In drawing its conclusions the review makes a
number of recommendations and identifies
that in terms of key social care policydirected interventions, such as personalisation
and direct payments, the evidence is in
practice very limited. Some social care
interventions, such as occupational therapy,
are supported by the review-level literature.
Large and medium effects, resulting from
integrated mental health and employment
services, are also suggested as underscoring
the value of complex social care
interventions. Nevertheless, lack of evidence
is severe in the field of safeguarding; and
systematic reviews are needed about the
effectiveness of social care interventions for
people with learning and physical disabilities.
So – as we might have anticipated – more
research needed!
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Anyone who spends even a short time
studying social policy in the UK will quickly
come across the work of Jonathan Bradshaw,
for 46 years a student, teacher and researcher
of the subject at the University of York. This
book, aimed at social policy students,
practitioners and policy makers and edited by
some of his university colleagues, marks his
‘retirement’ – although, as it points out, he
remains very active in the field. It includes
what they describe as ‘the best of his
contributions’ and is designed to serve ‘not
only as a celebration and recognition of a
lifetime’s achievement but also, and perhaps
more importantly, as an introduction to his
wide-ranging scholarship and thinking for
future generations of social policy students
and scholars, that could inform and hopefully
inspire them’ (pp.i-ii). It succeeds on all
counts.
Unsurprisingly, the task of selecting from
Bradshaw’s prolific output was ‘near
impossible’ (p.v); but the editors find 13
articles or book chapters covering topics as
diverse as legalism and discretion, energy
poverty, lone parents, absent fathers and, of
course, his most central and lasting
contributions, namely the study of poverty,
comparative
methodology
and
child
wellbeing. The cover blurb claims that the
book should be required reading for anyone
who wants to understand how and why
poverty and low child wellbeing persist in the
21st Century. It is hard to disagree.
I was familiar with much of the content,
notably
the
contributions
on
the
conceptualisation and measurement of need,
poverty and social exclusion, which I drew on
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heavily for my PhD. They include his now
classic paper on a ‘taxonomy of social need’,
one of his most cited pieces; and, incredibly,
written for his Masters dissertation. I recall
the joy of finding and reading these articles,
characterised by the elegant move from
careful definition to empirical analysis and
implications for policy that is the trademark
of Bradshaw’s work, and also how that
feeling was often tempered by the realisation
that my thinking and writing to that point
needed significant revision in the light of his
work!
Several of the papers in this collection
champion the budget standards approach for
setting rates of social security benefits. This
involves the method of using focus groups
comprising members of the public to inform
analysts what items of expenditure should
reasonably be included in a basket of goods
representing an adequate income in
contemporary society. Much of this work was
undertaken by the Family Budget Unit, which
Bradshaw set up (with others) in 1987. I
remember how compelling I found this
approach when I first encountered it, notably
the way it helped to democratise the
definition and measurement of poverty and
therefore challenged politicians to contest
what most members of the public considered
an acceptable living standard.
A cross-national comparative perspective
characterises much of Bradshaw’s work;
indeed the editors note that he has a ‘large
(and still growing) portfolio’ (p.vii) of such
studies, based on large international microdatasets. It is interesting to learn how his
early work in this area focused on child
benefit packages and was prompted by the
prospect in 1979 that the incoming
Conservative government would abolish
universal child benefit packages. They didn’t,
in the end, but Bradshaw’s willingness to
speak truth to power is an enduring theme in
this collection. This passion for social justice
was evident early in his career, when – in
what would today be called a ‘gap year’ – he
coordinated famine relief in Africa. Later, as
a young lecturer he organised a welfare rights

stall in York city centre market with his
friend and fellow researcher Malcom Wicks
(eventually a Labour MP and Minister).
Latterly, Bradshaw has pioneered the
development of multidimensional measures
of child wellbeing. His work in this area has
undoubtedly contributed to governments not
only acknowledging
‘happiness’
and
‘wellbeing’ as valid concepts, but also
investing considerable resources in measuring
them. This interest came together with his
comparative perspective in a landmark report
he produced for UNICEF in 2007 charting
child wellbeing across 21 OECD countries.
The study, summarised in one of the papers
here, showed that the UK was at the bottom
of the league; it received widespread media
coverage and prompted much soul-searching
nationally. It subsequently came to be used as
a benchmark against which to judge the
future impact of policy on children and
families.
All of the papers in this collection bear the
hallmarks of Bradshaw’s research: in
particular the systematic analysis of large
datasets to produce ‘robust evidence of social
inequalities in clear, accessible outputs that
demand to be taken seriously’ (p.ix). The
editors rightly place him in the long tradition
of influential social researchers beginning
with Charles Booth and Seebohm Rowntree,
and warn that we should ‘Expect to hear more
from him in his retirement’ (p.x). If there was
ever a time we needed this, it is now.
Nick Axford
Senior Researcher
Social Research Unit at Dartington
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Partnership working in health and social
care. What is integrated care and how can
we deliver it?
Glasby, J. & Dickinson, H.
Bristol: Policy Press, 2014, 2nd edition, pp.
128
ISBN: 978-1-44731-281-9, £9.99 (pbk.)
This book, a revised version of the original
2008 publication, is packed with ideas and
persuasively argued. It is also succinct; the
120 page format is ideally suited to busy
managers or front line staff. But almost more
important is its clarity. Glasby and Dickinson
are academics, but this book, and indeed the
series, although written with scholarly
discipline, avoids the drab, wordy exclusivity
which infects so much academic material.
The clarity is demonstrated early on with a
good review of types of partnership (p.xiv)
and persuasive definitions (p.5). Glasby and
Dickinson then get into their stride, showing
again and again (more precisely on p.55 and
p.66) that evidence of the effectiveness of
partnerships in health and social care is not
strong – indeed much literature about
partnerships, they say, is ‘aspirational’ rather
than practical; and partnerships are often
entered into more with hope than evidenced
confidence. In fact the whole tone of the
publication is cautionary. Caveat emptor, it
seems to murmur on every page: buy into
partnerships with care and do not expect
transformational improvements.
Glasby and Dickinson make strong points
about several features of partnership. They
are clear, for instance, that in times of
difficulty or innovation the easy resort to a
‘restructure’ is not necessarily the most
effective way of introducing changed
behaviour (p.54). And the proposal that
partners should consider evidence of ‘what
does not work’ as much as what does, is
particularly significant. The authors also
encourage partners to seek evidence of
effectiveness beyond the normal clinical
territory of big number statistics and
randomized control trials. Inverting the
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normal mantra they promote the idea of
capturing evidence directly from practice:
‘practice-based evidence’.
Any book which has to go through the
frustrating bureaucracy of publication, is
always running to catch up, so can never
wrestle directly with the hot topics of the day.
As I write (March 2014), Better Care Fund
(BCF) bids have gripped the attention of
partnerships for the last six months –
although as soon as the bids are submitted no
doubt the Secretary of State will announce
another daunting initiative for the sector to
chew on. I don’t think this delay matters
much with this book, as it is the principles
which underpin the arguments that pack the
punch: the punch is that this is one of those
texts which make you think. It encourages
readers to look under familiar stones and ask
difficult questions, especially, in my view,
about the basis of the glittery eyed optimism
on which so many partnership initiatives
seem to be based. BCF plans can epitomise
much of this book’s critique of overambitious,
untested
approaches
to
partnership. Some of the plans I have seen
follow the Christopher Columbus model –
they set off in search of the Indies in convoy,
with high hopes, but with no map guiding
them towards where they want to go. Well,
of course, Columbus got somewhere. He even
called the islands he found the Indies, but...
This rule of optimism, possibly a laudable
characteristic in itself, lies behind a tendency
to ‘plan in hope’; but is there a limit to its
practicality? Or are we, like the knight in
Monty Python and the Holy Grail, shouting
defiance as each limb is lopped off?
I only have a couple of picky points of
criticism of the book. On page 35, after a
good example of what a wide-ranging
partnership in Somerset did and the impact of
that, there is an analysis of the impact of
Torbay’s partnership initiatives - but no
description of what Torbay actually did.
Secondly, the narrative is strong enough to
make any reader think, so I am not sure what
the apparently student-oriented exercises at
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the end of each chapter add. (The very sight
of the questions made me turn the page; my
normal response to the banal questions
implicit in any ‘Toolkit’.)
Of more moment, though, are two admittedly
tangential points. First of all, the brevity of
the format means that the narrative is tight,
but offers no space for broader considerations
of partnership. One of the notable things
about social care literature, in particular, is its
narrow focus, i.e. examples from the wider
world are seldom used. And the real world
partnership comparisons offered by Glasby
and Dickinson are all of ‘one offs’: building
bridges for instance, where partners come
together for a single time-limited purpose.
NHS and Local Authority partnerships, to be
effective, have to be marriages: deploying
resources to offer better outcomes to people,
but also building in the ability to adapt to
constantly changing circumstances. Does the
history of the EU from 1958 have anything to
teach us about working in partnership with an
increasing number of disparate partner states?
How have longer term creative partnerships
worked: Lerner and Loewe, Lennon and
McCartney, the Coen brothers and so on?
These pairings all had different, fluid
relationships over a long period of time. Who
led, who was dominant, who challenged, how
was labour divided and how were conflicts
resolved? This sort of thing may seem a long
way from what Glasby and Dickinson are
considering, but sometimes thinking ‘round
the corner’ offers odd insights. Related to this
point, as I read Glasby and Dickinson, I was
thirsting for more comment about the human
behaviours which underpin how partnerships
succeed or fail. For instance, how bounded is
people’s imagination by context and
organisational tradition? What differences are
there in partnerships where staff are obliged
to change their behaviours in one go,
compared with those which develop over
time? Glasby and Dickinson mention
‘mandated collaboration’ but do not explore
its ramifications. And what of those
seemingly
contradictory
human
characteristics-organisational
inertia
(in
which we carry on doing what we have

always done until forcibly obliged to do
something else) and the recency effect
(people taking the latest priority more
seriously than earlier priorities). And a focus
on the latest innovation, in my view, often
leads to a tunnel focus, in which other
priorities are downgraded or ignored.
But this is asking for more than was
promised. This book is immensely useful and
stimulating.
David Burnham
Analyst in Adult Social Care

Partnership working in public health
Hunter, D.J. & Perkins, N.
Bristol: Policy Press, 2014, pp.224
ISBN: 978-1-44730-131-8, £24.99 (pbk.)
Does partnership working in public health
actually result in better outcomes? That is the
question that this book explores, by means of
reviewing the theoretical and historical
context, evidence from the literature, and the
testimonies
of
people
working
in
partnerships. The authors challenge the
established view that partnership working is
an effective way to tackle complex public
health problems.
This book is the third in a series entitled
‘Evidence for Public Health practice’, which
deals with the organisation and delivery of
public health in the UK. Previous volumes
have focused on the organisation of the public
health system, and on the role of citizens in
public health. This volume presents the
results of a project funded through the
National Institute of Health Research Service
Delivery and Organisation programme.
Partnerships and public health seem almost
synonymous these days. ‘Leadership and
collaborative working’ is one of the nine key
areas of the Faculty of Public Health’s
training curriculum. The authors, however,
present partnership working in public health

Reviews
as a paradox. It seems to be the only way of
working to address complex public health
problems
that
cross
organisational
boundaries. So many of the issues public
health is trying to address are affected by
factors beyond the control of a single
organisation; complex issues such as teenage
pregnancy, alcohol misuse and obesity. And
yet quite often partnership working is fraught
with difficulties and doesn’t seem to achieve
anything tangible.
Chapter two gives a brief history lesson of
public policy on partnerships to set the scene,
followed by an examination of various
theories and concepts; models of partnership
working, definitions, factors for success, such
as clear roles, and barriers faced, such as
power struggles. One of the key points made
is that there has been a tendency to focus on
processes and structures, such as setting up
membership and meetings, and a lack of
focus on outcomes. We are given an
interesting critique of the emphasis placed on
partnership working in public policy:
‘Administrative fiat cannot build goodwill,
trust, a culture of sharing best practice and the
willingness of organisations to go the extra
mile for each other’. The role of government
in allowing or constraining constructive
partnerships is discussed as a major influence.
Chapter three presents a systematic review of
the literature on public health partnerships
from 1997 until 2010, primarily focusing on
Health Action Zones (HAZs) and Health
Improvement Programmes (HImPs). The
literature disappointingly, but probably not
surprisingly, doesn’t provide a satisfactory
answer to the main question of whether
partnership working improves outcomes.
There is some evidence of marginal impact in
certain cases, but much of the literature is
focused on process factors, not dissimilar to
the partnerships themselves.
Chapters four and five consider the views of
people working in public health partnerships
between 2008 and 2010, both at strategic and
operational levels, as well as a small
contribution from service users. The
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interviews confirm, to a large extent, what the
previous chapters explored. The need for
clear roles and objectives, the importance of
goodwill and local champions, the fact that it
is hard to tell whether partnerships improve
outcomes, but that nearly everybody agrees
that they are necessary. The contribution from
service users is formed of data from focus
groups held in three areas, and has a
disappointingly narrow focus on referral
pathways, and therefore wavers on the edge
of feeling tokenistic.
Chapter six brings the reader up to date with a
description of the huge-scale NHS reforms
that have taken place over the last few years
since the interviews were conducted, and a
discussion of the opportunities and challenges
that the reforms present. The public health
reforms are understandably given more
attention, in particular the shift of Directors of
Public Health and their teams into local
authorities, and the formation of Health and
Wellbeing Boards. Are they making the same
mistakes
that
previous
partnership
arrangements have made, or is there any
evidence that they will break the pattern?
The advice given in conclusion is not that
partnership working is a bad thing in itself,
but rather the way that it is carried out can be
critical to its success. It is suggested that
people in partnerships need to avoid the
tendency to get bogged down in structures,
bureaucracy and process, in an attempt to try
and boil complex issues down into simple
linear issues by over-organising. Instead, the
authors advocate a more messy approach,
using systems thinking: embrace complexity,
be flexible, spend time establishing key
relationships and building trust, and try
something different. The authors’ conclusion
on partnership working in public health is:
‘culture eats structure for breakfast any day’.
Although the book takes a methodical
approach, the way the chapters are structured
means that you sometimes get a sense of déjà
vu, as the same questions are raised in
successive chapters from a slightly different
perspective. Parts of the book include a lot of
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detail about current UK structures, health
system changes, and policies, which may
limit its readership. But much of the analysis
draws general conclusions which will transfer
well across time and places. In fact, many of
the arguments this book makes are not
specific to public health and would be
interesting to practitioners and academics
from other fields including social care.

book. The authors take you on a winding path
through a critique of public policy, evidence,
case studies and back again, and prompt the
reader to consider a great array of factors that
will challenge your preconceptions in
considering a seemingly straightforward
question.

So should we believe that partnership
working is really the solution to all those
complex public health problems? Don’t
expect a straightforward answer from this

Specialty Registrar in Public Health
Health Services Management Centre
University of Birmingham
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