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Abstract 
Complexity research is a relatively new discipline that has developed from advances in 
biology, physics, computer science, and the social sciences. Organizations providing social 
care can be seen as complex systems, and the new perspective of complexity may give 
insights that will enable policy-makers and managers to make the provision of social care 
more effective. The paper presents data from a survey of social care that has a ‘Zipf-type’ 
distribution, characteristic of complex systems. The paper also considers the ontology of 
social care organizations, and the relevance of this in complexity research.  
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Introduction  
 
There are many definitions of complex 
systems: Johnson (2006) notes that one 
source identifies 31 definitions of the term. 
In brief, complex systems are those with a 
massive number of elements that interact in 
a dynamic manner. Examples include 
business organizations, the internet, ant 
colonies, and the human brain. Typically, 
complex systems have emergent properties - 
for instance, the human brain produces a 
property of consciousness (many would 
argue). Consciousness is also a phenomenon 
that emerges from other attributes of the 
system (that is, in some way, that we do not 
fully understand, from the biochemistry of 
the brain). 
 
If we consider an organization (e.g. a local 
authority working in partnership with other 
agencies), one of whose functions is to 
provide social care, as a complex system, it 
can be argued that complexity provides a 
new perspective to enhance our 
understanding of how and why the 
organization behaves in a certain way, and 
eventually may help us to manage the 
organization better. 
 

Complexity may also provide a new 
perspective in research, since it is different 
from the predominantly statistical models 
currently used to study social care. Such 
models tend to use techniques based on 
regression (whether logistic regression, 
multi-level modelling, or multiple 
regression) for predictive and explanatory 
modelling of social care.  
 
One may also consider a management 
information system (MIS) as an example of 
a complex system. Social care organizations 
typically collect information about their 
clients, the services provided, cost of 
services, key events that clients experience, 
and more, in corporate IT systems. In a 
sense, IT systems are a representation of 
‘reality’; to some extent, MISs provide the 
raw data analysed in research (of course 
they might not include information collected 
specifically for research projects, such as 
that resulting from questionnaire surveys).  
In addition, it can be argued, they are not 
intended to hold data on every variable that 
would be relevant in research (they hold 
only all the data needed for the range of 
corporate functions they support). 
Nevertheless, even with these limitations, 
they, too, are a kind of model of the 
complex system they represent. 
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Applications of complexity in social care 
 
One can distinguish between what may be 
called qualitative and quantitative 
applications of complexity.  In qualitative 
applications, concepts from complexity are 
introduced to give fresh insights into the 
phenomena in question (e.g. in social care), 
but data are not collected nor analysed by 
means of quantifiable variables (nor is a 
simulation usually created). This more 
qualitative application of complexity has 
been popular in strategic management and 
organizational change. There are many ideas 
from complexity that have been used in this 
way.  For instance, the idea of ‘agents’ as 
originated in complexity research has 
inspired a new perspective in understanding 
how organizations function.  The concept of 
agents is also associated with its meaning in 
computer science, where it refers to a 
specialised program that is self-activating, 
for example, on the internet those that 
inform website customers of new products 
when they are launched (see Antoniou & 
van Harmelen, 2004). Axelrod and Cohen 
(1999) discuss the idea of an agent (a 
person, a team, or any element in a system 
that is a coherent whole, interacts with other 
elements, and has purposeful behaviour) as 
a useful concept in considering 
organizational change. In passing, they give 
the example of placing children for foster 
care as a process involving many agents: a 
child, the foster carers, the professional 
arranging the placement, a manager who 
develops placement policies, the team 
responsible for foster care, all are agents. 
Interactions between these agents are part of 
the dynamics of the system.  
 
In general, there is little published literature 
on applications of complexity in social care. 
An exception is Pinnock’s (2004) discussion 
of complexity and the influence of 
metaphors we use in conceptualising 
organizations. By contrast, there are several 
published reports on applications in health 
care (e.g. Sweeney & Cassidy, 2001; 
Zimmerman et al., 2001; Plsek, 2003). A 

thorough critical review of complexity and 
strategic management can be found in 
Stacey (2003). 
 
Quantitative applications are those that 
involve collection and analysis of data using 
a systematic method specifically associated 
with complexity research, or simulations 
intended to investigate theories of 
complexity. There does not appear to be any 
published research on quantitative 
applications of complexity in social care. 
On complexity in general, there is an 
extensive literature and accessible 
introductions (see Barabasi, 2002; Watts, 
2003). 
 
Connectivity 
 
One of the most important ideas in 
complexity is connectivity. Complex 
systems typically consist of many elements 
with massive connections between them. 
One can think of complex systems as, in 
part, multiple interconnected networks, 
where a network is a set of well-defined 
‘things’ connected via some well-defined 
relation. Social networks are those where 
the ‘things’ are people, and the relation is 
(for example) one of social affiliation (i.e. a 
person knows the other person to whom 
they are connected).  There are many 
applications of complexity where 
connectivity is a central concern. One that is 
often discussed is the internet. The internet 
consists of information distributed across 
thousands of interconnected computers, and 
its physical architecture (the way computers 
in the network are connected) is, in part, 
designed to be resistant to attack and failure 
of individual computers or parts of the 
network. By contrast, social systems, and in 
particular business and services 
organizations, are in most respects far more 
complex than computer networks. 
Organizations depend on the connectivity 
between component elements. For instance, 
a partnership of organizations providing 
social care will probably have contracts, 
agreements and understandings about how 
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they will operate. To work in this way will 
involve coordination of people (e.g. 
employees, consultants, contractors, 
volunteers), plans, policies, services, and 
information. Imagine the same organization 
without any connections between elements: 
for instance, what would happen if there 
were a plan, but nobody was aware of it: of 
course, it would have no effect.  In fact, it is 
impossible to imagine an element of an 
organization that is not connected to 
anything else in the organization - it is a 
paradox, because by definition an element 
can only be part of an organization by virtue 
of its connection to some other element. 
Disconnections do occur, and sometimes 
this can cause problems, for example if two 
employees take some action that mutually 
conflicts and fail to talk to each other. In 
fact, organizations tend to be very resilient 
in many situations, in that they continue to 
function even with many disconnections. In 
other circumstances, though, disconnections 
can, of course, lead to catastrophic failure. 
 
Information is of pivotal interest since large 
organizations generally have to manage 
great volumes of information in order to 
function effectively (indeed, failure to do so 
can have serious consequences in some 
cases). Most organizations now depend on 
management information systems (i.e. 
computer systems) for many management 
functions, such as finance, marketing, 
customer information, planning, and project 
management. In many cases, such IT 
systems will be based on relational 
databases that in a sense, are designed to 
create a model of the real world phenomena 
they represent. In particular, relational 
databases consist of tables and joins, where 
a table represents a type of entity, and a join 
represents a relation between two tables 
(e.g. a customer table is joined to an orders 
table). Information flows are very important 
for how organizations work together. An 
illustration of this principle is the high-
profile case of Victoria Climbié, where 
several agencies (police, social services, and 
others) had information that indicated the 

serious risk she faced, but poor 
communication between agencies 
contributed to the failure to prevent her 
abuse and eventual murder (Laming, 2003). 
 
Zipf distributions 
 
There are many ways to explore how 
complexity applies to organizations 
providing social care. Let us start by 
exploring a ‘quantitative’ application. Often 
there are occasions in managing social care 
when one has to interpret a set of values: 
e.g. in managing a budget for foster care 
provision, a manager may be presented with 
a report showing 1,000 cases and their cost 
for the latest quarter. When analysing such 
data, it is usual to examine their distribution, 
which may follow one of several patterns. 
Each case may have a similar cost (thus 
producing a uniform distribution). Or the 
data may follow a normal distribution, 
(looking like a bell-shaped curve when 
charted), where there are a few low cost 
cases, a few high cost, and most fall in the 
middle region. 
 
An example of data from one local authority 
participating in a recent England-wide 
survey of social care spend is illustrated in 
Figure 1. In this survey, all local authorities 
that provide social care collected detailed 
data on services to children and families 
during a one week period. Services included 
those for children in care (looked-after 
children), fostering, services associated with 
clients on the Child Protection Register 
(children at risk of serious harm), and 
services provided to support families 
experiencing problems in caring for their 
own children. Data were collected on the 
amount of time spent by practitioners (social 
workers and others) in direct contact with 
children (e.g. therapeutic work), in 
travelling, administrative work, meetings, 
on the cost of services, demographic 
characteristics of clients, and a variety of 
other variables.  Figure 1 shows the 
distribution of spend for cases in a large 
Borough Council. Spend is comprised of 
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direct spend (e.g. on residential 
accommodation), one-off payments (e.g. for 
clothing or furniture), the cost of 
practitioners’ time, and all other costs to the 
organization. The distribution is highly 
positively skewed, that is, there are many 
relatively low-value cases, and a few high-
cost cases. Analysis of both a different local 
authority and the larger national survey 
dataset (c. 250,000 cases), showed a similar 
distribution. In other words, the pattern does 
not seem to be a peculiarity of the authority 
in Figure 1 but is quite general. Thus the 
distribution of spend on social care is 
characteristic of measures associated with 
complex systems.  
 
The distribution in Figure 1 is similar to the 
family of distributions known as Zipf 
distributions, often encountered in complex 
systems. A Zipf distribution is a type of 
frequency distribution that has a precise 
mathematical specification (in outline, one 
that follows an inverse power curve) and in 
essence, has a few high-value cases and 
many low-value cases (for details of the 
exact mathematical specification of such 
distributions see Downs & Johnson, 2006). 
We see such distributions in word frequency 
(in English there are a few words that occur 
very frequently, e.g. ‘and’, ‘the’, and many 
that are infrequent, e.g. ‘disinter’, 
‘opprobrium’). Such distributions are also 
seen in city populations and in the internet. 
As far as city population is concerned, there 
are a limited number of cities and towns in 
the world with huge populations, and 
thousands with relatively small populations. 
In regard to the internet there are a few sites, 
such as Google, that get a massive number 
of visits, while there are thousands that 
receive only a few. For example, Figure 2 

shows the distribution of downloads from 
the Rhapsody music site over a one month 
period. A few tracks are downloaded 
thousands of times, while there are many 
that are downloaded only a few times 
(hence the long tail of the distribution made 
famous in the book of that name). 
 
Simulation 
 
Simulation has often been used in 
complexity to investigate how complex 
systems develop and change.  In some 
cases, this involves applying simple rules to 
a computer simulation to see if this can 
generate complex behaviour. An example is 
the study of ‘boids’ - a computer simulation 
of birds. In this research (Reynolds, 2007) 
the rules were designed to apply to 
individual birds.  When the rules were 
applied in a simulation with many 
individuals, the complex behaviour seen in 
flocks, where the birds manage to 
synchronise with each other, and avoid 
collision, was reproduced.  
 
Simulation, in some situations, proceeds by 
building a detailed computer model of the 
system being studied. One notable example 
is the TRANSIMS model developed at the 
Los Alamos National Laboratory (see 
Johnson, 2006, p. 35), a simulation of the 
transportation network of Los Angeles. The 
model holds information on households, 
family members, trips made, the 
transportation network, and many other 
variables, derived from population census 
data, surveys, and other sources.  
TRANSIMS has been used to examine the 
effect of introducing changes in the 
network, e.g. the effect of building a new 
highway.
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Figure 1  Zipf-type distribution of social care case spend in 2005 Children in Need Survey 
(English Borough Council) 
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Figure 2  Rhapsody: music downloads Dec. 2005 (top 25,000 tracks) 
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Chart adopted from “The Long Tail”, Chris Anderson, 2006. 
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Simulation has also been used to model the 
development of Zipf distributions in city 
growth, simulating the development of a 
Zipf distribution of city size (population) as 
a result of the interaction between urban and 
rural centres (Pumain, 2004). Given that we 
see Zipf-type distributions in the social care 
domain, we might discover more about how 
and why they occur, by applying simulation 
to model their development.  It may be of 
benefit to understand these mechanisms 
better. Managers and policy-makers will 
want to control spend in social care, and if 
(as the above survey suggests) a large 
portion of spend is determined by a few 
high-cost cases, then if one can understand 
why these cases become so costly, this may 
help to control spend better. 
 
Simulation and social care 
 
We have suggested that it may be of benefit 
to managers and policy-makers to 
understand mechanisms that underlie the 
development of Zipf-type distributions in 
social care. We also know that the study of 
distributions in complexity is associated 
with connectivity. Some aspects of 
connectivity in the social care domain may 
be associated with the development of Zipf 
distributions. Social networks have been 
researched a great deal, in particular in 
complexity research, and thus this appears 

to be one possibility worth exploring. Social 
networks as a field of study is concerned 
with relationships between people (and in 
other species) and how such relationships 
develop and change over time. Often, 
studies of social networks of people are 
concerned with friendship or other social 
affiliations. In the 1950s the mathematician 
Rapoport developed a theory of how social 
networks develop, and his theory has been 
of interest in complexity research. As Watts 
(2003, p. 56) describes, Rapoport suggested 
the following mechanism by which social 
networks develop. Imagine four people A, 
B, C, and D. (Figure 3). A is a friend of B, 
B a friend of C, and C a friend of D. If A 
forms a new friendship, is the new friend 
more likely to be C or D? Rapoport suggests 
that A is more likely to make friends with C, 
since C is a friend of a friend (C is a friend 
of B, and B is a friend of A). If D then 
forms a new friendship, who is most likely 
to be the new friend? Perhaps there is a 
random factor at work as well, so D may 
form a friendship with A. Thus the theory 
suggests that two mechanisms operate in the 
way social networks develop - one a bias to 
form new relationships with friends of a 
friend, the other a random effect. Hence 
Rapoport’s use of the term ‘random biased 
nets’ to conceptualise the way that networks 
might develop. 
 

 
 
Figure 3  Rapoport’s random biased nets and the development of social networks 
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(adapted from Watts, D. (2003) Six Degrees: The Science of a Connected Age, p. 61) 
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As Watts (2003) explains, Rapoport’s 
theory has proved of interest since it defines 
simple principles which can be built into 
computer models; one can then study the 
effect of those principles in large datasets 
through simulation in computer models.  
With the recent, huge advances in 
computing power, it is now possible to test a 
simulation, by writing a program to 
implement the principle or rule in question, 
and applying the principle to a large dataset. 
The idea of social networks can be 
expanded in the social care domain. While 
Rapoport’s original theory concerned 
friendship relationships, one could extend 
this to a network, centred around a child 
(receiving social care), where the 
relationships include not only the child’s 
friends, but also their family relationships, 
relationships with professionals (teacher, 
medical practitioner, etc.), and other 
personal relationships. The network could 
then be further extended to other entities. 
For instance, with the current interest in 
social exclusion, there is a focus on why 
children become looked after (taken into 
care). In the vocabulary of networks and 
connectivity, this question can be framed as: 
how is it that a connection with a new node 
(the event of becoming looked after) arises? 
In searching for an answer it would be 
valuable to first identify connections to 
intermediate nodes that typically come 
about before being taken into care (in other 
words, events that precede that situation, or 
relationships with other people that precede 
it). By analogy with Rapoport’s notion of 
bias it may be that connections with some 
nodes predispose (bias) later connection to 
becoming looked after. 
 
Multiple node and multiple relation types 
 
In the previous section, it was suggested that 
there is a limitation with Rapoport’s theory, 
in that a social network has only one type of 
node (person) and one relation (social 
affiliation). Indeed, most examples in the 
complexity literature are of this type (one 
node type and one relation type). In 

contrast, most complex systems in the social 
domain have many types of node and 
relation.  As Searle (1995) observes, the 
ontology (in the sense of trying to identify 
exactly what range of things exist in social 
phenomena) of social reality is staggering in 
its complexity. To illustrate this point, 
Searle examines a relatively simple 
scenario, where an American citizen orders 
a beer in a bar in Paris. He outlines the 
ontology involved - there are many layers:  
the customer  has an American passport and 
is legally entitled to be in France, the bar 
has to display a tariff of the price of drinks, 
the waiter does not own the beer he serves, 
the bar owner is bound by numerous rules 
and regulations. Consider then the ontology 
of organizations. They consist not only of 
tangible elements such as computers, 
buildings, products, and people, but a vast 
array of abstract, social, and psychological 
entities such as services, values, 
information, policies, rules, objectives, 
roles, legal duties, strategic plans, budgets, 
beliefs, feelings, knowledge, understanding, 
concepts, and added-value (see Table 1).  
 
‘Information’ as an entity has a unique place 
in the ontology: it is itself a kind of 
ontology, since it represents many of the 
other elements in the system and the 
relationships between them. Information is 
evident in many guises - in organizational 
charts, in the conversations employees have 
about their work, in reports and far more. 
But information in the form of a MIS has a 
special role, since an MIS is intended to be a 
model (an ontology?) of many aspects of the 
organization and many things external to it. 
 
If there are many elements in the ontology 
and they are all connected, then there are 
multiple relationships between them.  For 
instance, all clients are connected to one or 
more services (e.g. a child receiving social 
care may be in care (looked-after) and also 
on the Child Protection Register); clients are 
connected to practitioners; clients are 
connected to their data in information 
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systems, and so on. These relationships 
constitute the connectivity in the system. 
 
Table 1  Entities of an organizational ontology 
 
ENTITIES 
Budgets 
Objectives 
Plans 
Knowledge 
Skills 
Conversations 
Office locations (sites) 
Procurement 
Expense claims 
Legal duties 
Objectives 
Reports 
Feelings 
Beliefs 
Values (to guide action) 
Added-value (produced by services provided) 
Performance indicators 
Employee professional qualifications 
Employee educational qualifications 
Schedules 
Projects 
Programmes of work 
Contracts 
Negotiations 
Marketing campaigns 
Subcontractors 
Employees 
Desks 
Chairs 
Computer hardware 
Computer software 
Information 
Databases 
Clients 
Services 
Complaints 
Teams 
Stakeholders 
Partner organizations 
Meetings 
Conferences 
Policies 

 
 
 

Datasets for testing the idea of random 
biased nets and complexity in social care 
 
We have proposed that it may be of benefit 
to apply the idea of random biased nets to 
the social care domain, and also that there 
are many kinds of entity in the 
organizational structures that provide social 
care. It has also been argued that the 
connectivities between entities are an 
essential aspect of organizational structures. 
To examine whether these ideas can be 
usefully applied in social care research, one 
will need suitable data to test.  
 
There is data available that could be 
analysed and that would save having to 
undertake an extensive data collection 
exercise.  For instance, data collected via 
the SSDA9031 statutory return in England 
provides a large dataset. It consists of a 
broad range of information about looked-
after children, including demographic 
details, episodes of care, reason for 
becoming looked after, educational 
attainment, adoption procedures, whether in 
education, employment, or training, type of 
accommodation (e.g. fostering, residential 
homes, secure units), etc.  This data has 
been collected for 150 local authorities for 3 
years (on full data) and for further years for 
a 33% sample.  Furthermore, the data is 
thought to be of good quality since, when 
uploaded to the central government website, 
it is subject to automated validation and 
correction. Thus, it seems that a suitable 
dataset available for testing this theory is, in 
principle, available. 
 
Conclusions 
 
In this paper, I have tried to outline 
complexity research and why it is relevant 
to organizations with responsibility for 
social care. An example - applying a 
technique of quantitative analysis from 
complexity to social care data was described 
and the results suggest that Zipf 
distributions associated with complex 
systems also occur in the social care 
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domain.  One may conclude from this that it 
is worthwhile to explore further the 
mechanisms that cause these distributions.  
 
Complexity research makes us think about 
the ontology of organizations - in other 
words, what things organizations consist of, 
and what structures connect the component 
parts. Organizations are composed of a 
surprising diversity of things – tangible, 
abstract, social, and psychological. This is 
true to an even greater extent for 
organizations that work together in 
partnerships. Appreciation of the complex 
relationships between elements in the 
system is an example of a ‘qualitative’ 
insight that complexity gives us. 
 
Exploring complexity in social care may be 
beneficial not only in research, but also in 
the day-to-day management of social care 
organizations. Corporate IT systems used to 
manage our social care services and policies 
are a kind of model of reality. If such 
systems are designed to more accurately 
reflect the complexity of services and 
clients, we may be able to manage these 
services more effectively. Complexity is in 
its infancy, but many people predict that, in 
the future, tools developed in complexity 
will become commonplace - as routine as 
spreadsheets and word processor documents 
are today.  
 
Note: This paper is adapted from part of a 
presentation to the SSRG Annual 
Conference Joining up locally: Partnerships 
for better practice held at Stamford Hall, 
University of Leicester, 16-18 April 2007. 
An earlier version of the discussion of Zipf 
distributions and social care survey data can 
be found in Downs & Johnson (2006); see 
also Pinnock (2004). The SSRG Workshop 
was a joint presentation by Mike Pinnock 
and Clive Downs. 
 
 
 
 
 

Acknowledgments 
 
I am most grateful to Mike Pinnock for the 
opportunity to co-present with him some 
ideas of complexity at the 2007 SSRG 
Annual workshop, and also for his 
agreement that I would write this paper 
following the workshop itself. Of course, 
the ideas in this paper are those of the 
author. Also I am very grateful to David 
Henderson for first suggesting the 
presentation. 
 
Endnote 
 
1 the SSDA903 statutory return is the main 
annual collection of data on looked-after 
children used to provide official statistics 
for England. Results are published annually, 
for instance in Children Looked After in 
England (including Adoption and Care 
Leavers (2005-2006,) downloaded June 5 
2007 from: 
http://www.everychildmatters.gov.uk/social
care/lookedafterchildren/research/. 
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Abstract 
The White Paper, ‘Our Health, Our Care, Our Say’ suggests eight key steps that 
commissioners of care services need to achieve.  Whilst few would disagree with any of the 
individual steps suggested, as a whole they potentially add up to a considerable change to 
commissioning and contracting as currently configured.  This paper considers the 
implications of those changes, outlines a demand and supply driven model for considering 
future activities and suggests a number of key changes that need to be made to the roles of 
those commissioning public care. 
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Introduction 
 
In March 2007, the Department of Health 
published its Commissioning Framework for 
Health and Well-Being, following from the 
White Paper Our Health, Our Care, Our 
Say. It outlined eight steps for the delivery 
of effective commissioning: 
 

• Putting people at the centre of 
commissioning; 

• Understanding the needs of 
populations and individuals; 

• Sharing and using information more 
effectively; 

• Assuring high-quality providers for all 
services; 

• Recognising the interdependence 
between work, health and well-being; 

• Developing incentives for 
commissioning for health and well-
being; 

• Making it happen – accountability; 
• Making it happen – capability and 

leadership. 
 
Few in social care would disagree with the 
steps or the values that underpin them, yet 
the guidance potentially symbolises a 
watershed in the way that social care is 
purchased and delivered.  
 

The case for change 
 
As the Commission for Social Care 
Inspection (CSCI, 2006) notes: 
 

An assessment of councils’ approaches to 
commissioning has highlighted very 
mixed practice in analysing needs, 
demand and supply;  in relationships 
with stakeholders; in market 
development; and in ‘commissioning for 
quality’ with involvement of local people. 
(p. 45) 

 
The same report goes on to state: 
 

Commissioning for many older people’s 
services was primarily based upon 
historic patterns of service delivery and 
most councils were commissioning as 
single agencies and not in partnership 
with health, housing, independent and 
voluntary sector partners. (p. 63) 

 
The Health Policy Forum (HPF, 2006) 
clearly believed that little was different 
within the health service when they argued: 
 

NHS commissioning is starting from a 
low base in relation to designing and 
purchasing services in a way that 
properly takes account of people’s needs 
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and demands. It seems that needs 
assessment in NHS commissioning has to 
‘move beyond public health’. That is not 
to say that epidemiological data analysis 
is not vital as part of health planning and 
commissioning but it is clearly no longer 
sufficient as the sole basis for making 
decisions about how priorities will be set 
and resources allocated through 
procurement and contracting. (pp. 21-2) 

 
If Local Authorities (LAs) and Primary Care 
Trusts (PCTs) are to embrace the new 
approach desired by government then they 
do so at a time when commissioning and 
contracting is about to become much more 
complex. For example: 

 
• The scale of demographic change that 

is about to occur for some authorities 
will mean their current configuration 
of services will be neither affordable 
nor sufficient to meet need. This is not 
only relevant in terms of a greater 
number of older people but is also true 
for physical and learning disability as 
increased longevity and longer 
survival of individuals with complex 
health and care needs has an impact. 

• Service users in general and older 
people in particular, have been a 
relatively powerless voice in the past, 
given a culture that historically has 
emphasised being grateful for what 
you receive. The growth of equity and 
wealth amongst older people together 
with a desire for choice and improved 
quality is likely to drive demand for 
improved service provision. Some of 
this finds expression in the moves 
towards self directed care. However, 
whilst this has already had an impact 
in physical and learning disability in 
terms of older people it is not easy to 
interpret what impact this may have. 

• Control over provision has also rapidly 
changed over the last twenty years 
from being LA dominated to being 
predominantly in the private sector. 
Some sectors of the market now exist 

entirely outside LA care purchasing. 
There is also a gradual recognition that 
services contracted for by cost and 
volume do not necessarily deliver the 
outcomes that are needed. 

• The impact that practice-based 
commissioning in health care may 
have has also yet to emerge. Clearly 
there will be a need to balance a desire 
for locally-based decisions as against 
the strategic role of the PCT and the 
need to achieve economies of scale. 

• Social care in the past has spent 
comparatively little time focussing on 
understanding the ‘whole system’ in 
which it operates, whether it is 
understanding what needs are to be 
met, or what supply is to be put in 
place. This is in contrast to the private 
sector where companies often invest 
considerable amounts of time and 
money in understanding their 
customers and competition. If they do 
not, their product range becomes out 
of date, they cease to be competitive, 
shareholders lose confidence and 
eventually their business is 
jeopardised. 

• Finally, with LAs no longer being 
major providers the managerial task 
has not only changed but, 
increasingly, knowledge of services is 
likely to be lost as well. In the future, 
provider relationships cannot be based 
solely on arms length contractual and 
legalistic arrangements, but will of 
necessity, be driven by commissioners 
requiring the very knowledge that 
providers will possess to effectively 
purchase services. 

 
Many of the above issues are not new, yet 
the challenge for managers rests not in 
addressing them individually but in 
understanding what shape they collectively 
imply for the management of public care in 
the future. This paper offers a model based 
around a better understanding of supply and 
demand; an approach which activates the 
shift from being providers of services to 
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being enablers and facilitators across a 
much wider range of provision.  
 
Overall, the task is more complex than the 
old production line approach to 
management, i.e. how do we manage the 
queue of potential service recipients or that 
particular service. The new approach to 
commissioning poses questions such as: 
how do we interpret and understand the 
demands of the public? What are the key 
decision points along the care pathway 
where people may potentially be diverted 
from long term-dependency? What needs to 
be the new relationship between service 
users/carers and commissioners? On the 
supply side, it is about how we influence, 
shape and grow care provision to match the 
demands of the community and what 
partnerships and arrangements are required 
in order to secure sufficiency of supply as 
against demand. Such changes clearly call 
for the development of new skills and 
thinking by those who act as commissioners 
of public care, together with changes to 
information systems in order to reflect the 
questions those managers will be asking.   
 
The need for strategic thinking to drive 
commissioning 
 
Traditionally, planning in the public sector 
has been on a year by year basis or at best 
on a three year cycle. Strategic 
commissioning calls for managers to take a 
much longer view. This should facilitate 
planning for demographic change, to enable 
commissioners to signal long-term 
intentions to the market, and to free-up 
thinking outside the constraints of existing 
service provision. This commissioning 
question - how is public funding to be best 
spent to ensure that supply is available at an 
affordable price to meet the needs of all of 

the population can, in essence, be described 
through two activities: 
 

• Understanding Demand – what are the 
desired goals for the population to be 
served and what is the rationale that 
underpins those goals and needs? 
These essentially are the outcomes 
that commissioners wish to see 
achieved. 

• Understanding Supply – what services 
need to be in place to deliver the 
outcomes and what is the evidence 
that these services will deliver the 
desired effects? These are the outputs 
that need to be delivered or made 
available to meet the outcomes. 

 
What is not clear from these statements is 
how these wider commissioning tasks fit 
with the individual provision of a service, 
particularly in an environment where an 
increasing number of service users may 
purchase their own services. The diagram 
below attempts to illustrate this relationship 
by showing how individual goals and 
services relate to strategic outcomes and 
outputs. 
 
Figure 1 can be read in a number of 
different ways, either top down in relating 
strategic commissioning to individual 
requirements or bottom up in terms of 
individual needs and goals driving strategic 
aspirations and decision-making. Therefore, 
the bottom row could represent a direct 
payment or individual budget route to 
provision or a service that is contracted for, 
on an individual’s behalf, by a local 
authority or PCT. Regardless of the 
purchasing mechanism, what resource is 
individually or collectively received, will be 
influenced by what outcomes it is expected 
the service should achieve and a knowledge 
of what does or does not work.  

 
 
 
 
 

 



106    Andrew Kerslake 

Figure 1  Relating individual contracting to strategic commissioning 
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For example, in exploring the relationship 
between individual goals and research, our 
expectations of recovery from a condition or 
illness are in part influenced by how 
knowledge and research have informed 
professional and public opinion alike. This 
in turn may be influenced by research which 
explores the impact that different treatment 
regimes have. As the diagram shows, some 
of the influences and processes are two-
way, e.g. ‘service configuration and 
resource allocation’ both influences and is 
influenced by ‘what methodology works’. 
Whereas ‘what methodology works’ should 
affect how commissioners influence the 
market but not vice versa. Essentially, what 
is being suggested here are two key factors: 
 

1. That research, knowledge, and 
evidence act as the ‘jam in the 
commissioning sandwich’ driving 
individual and organisational 
aspirations; 

2. That effective commissioning and 
contracting needs to move from 
defining a set of organisational outputs 
(how many beds, places, etc.), to 
focussing on agreed outcomes (what 
can be achieved by the service 
provision, does the person get better?). 

 

So, if services are to be purchased 
successfully and achieve outcomes desired 
by agencies and individuals, the key to 
success lies in the quality of ‘the jam’ or the 
knowledge available to us and our analysis 
of that information. This entails shifting 
commissioning away from changing 
existing service provision to a better 
understanding of demand and supply and 
how that knowledge gets used to develop 
appropriateness and quality within the 
market. 
 
Understanding demand 
 
The importance of predicting demand is 
heavily emphasised by the Commissioning 
Framework for Health and Well-Being 
(DoH 2007) which sees Strategic Needs 
Assessment as involving three main 
activities: 
 

• A joint analysis of current and 
predicted health and well-being 
outcomes; 

• An account of what people in the local 
community want from their services; 

• A view of the future, predicting and 
anticipating potential new or unmet 
need.  (p. 28) 
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Figure 2  The four activities of Strategic Needs Assessment 
 

 
 

 
Some of the prediction of strategic needs 
can be delivered through effective analysis 
of population-based data. However, this 
does not translate into who comes to a 
Social Services Department (SSD) or a GP 
surgery. Predicting future demand requires a 
range of activities including assessing the 
views of current service users, carers and 
the wider population. There is also a benefit 
in reviewing the relationship between 
demand, service supplied and outcomes in 
those instances where it looks as if needs are 
being met and a service supplied but where, 
for a variety of reasons, the outcomes for 
the service user remain poor. Figure 2 
illustrates these four elements of demand 
forecasting.  
 
Population profiling 
 
As indicated above, population profiling 
does not necessarily tell commissioners who 
will come forward for a service, but it does 
form a valuable backdrop for:  

• Indicating the prevalence of conditions 
which may inevitably predict a social 
care response, e.g., dementia in people 
aged over 85; 

• Understanding changing patterns of 
prevalence within a known population, 

e.g. adults with a learning disability 
living longer and being subject to 
early onset of a number of old age 
conditions; 

• Understanding strike rate, i.e. the 
numbers of people in particular 
circumstances or with particular 
conditions encountered by social care/ 
health care/housing as compared to 
their prevalence within the population; 

• Identifying general pressures that may 
exist in the future if current service 
provision is extrapolated based on 
population change; 

• Exploring the relationship between 
where populations are located as 
compared to services and community 
facilities, e.g. drop kerbs for 
wheelchairs, shops, banks, etc; 

• Helping to identify how many people 
there may be within particular target 
populations that a LA should contact if 
it is attempting to move from a 
reactive to a proactive service, e.g. 
number of carers, offering more than 
50 hours care per week, where the 
carer is aged over 75. 
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To identify the above data requires the 
undertaking of five activities (re. older 
people, see CSIP, 2007): 
 

• Identifying the current baseline 
population; 

• Projecting that population forward; 
• Identifying key characteristics within 

the population now and their potential 
prevalence in the future, where those 
characteristics may have a bearing on 
the likelihood of people requiring 
social care services, e.g. number of 
people who live alone aged over 85; 

• Using estimates of prevalence from 
research studies and surveys to 
estimate the likely numbers of people 
within a population who may have a 
particular condition, e.g. dementia;  

• Comparing populations to known 
service users and other performance 
data. 

 
Anticipating future need 
 
If the population data provides the baseline 
for Strategic Needs Assessment, then 
understanding current and future 
expectations amongst relevant groups 
provides definition or colour to that 
population data. However, engaging wider 
populations in making a contribution 
towards strategic commissioning is an 
activity often fraught with difficulties. In the 
past, for many authorities, consultation has 
centred on organisations or individuals with 
whom there is regular discussion about 
service provision. This has not always given 
a true picture of future need. 
Notwithstanding this problem, there is a 
wide range of potentially useful sources of 
information that may help in developing a 
picture of future need such as: 
 

• General estimates of demand, e.g. 
housing needs surveys; 

• MORI polls and other national surveys 
which explore attitudes towards health 
and social care; 

• Research which looks at general 
population perspectives on services or 
future provision. 

 
Ideally commissioners use a twin approach, 
supplementing findings from national 
research with locally-based work.  
 
The Care Services Efficiency Delivery 
Programme (forthcoming on CSED 
Website) takes the above material a step 
forward and suggests a specific approach 
utilising focus group techniques for 
consulting with wider populations of older 
people. This approach was based on 
populations immediately prior to statutory 
retirement age and used two hour group 
sessions divided into four topics for 
discussion: 
 

• To ask people to think fifteen to 
twenty years ahead and consider 
where they might be living, what 
financial resources they might have 
and what contact they may have with 
family, friends and neighbours; 

• To ask the same questions but after 
people had been read a description of 
physical incapacity that might happen 
to them; 

• To ask the same questions but after 
people had been read a description of 
moderate dementia that might happen 
to them; 

• Finally, to ask people to reflect on the 
different perspectives of their future 
lives that had been talked about and 
consider what kinds of services they 
might need to assist them in the above 
situations regardless of who paid for 
that provision. 

 
Service user profiling 
 
Profiling current service users entails three 
potential activities: 
 

• Quantitative profiling – who do we 
know, when do we know them, what 
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did they need and what did they 
receive, at what cost; 

• Mapping – can we numerically 
assemble who is known along a care 
pathway exploring the relationship 
between initial contact and who then 
goes on to receive more intensive 
provision (care homes, hospital, etc.), 
who leaves the pathway or who 
remains at the initial point of entry; 

• Qualitative profiling – what do current 
service users genuinely think of the 
service provided to them, did the 
service match their expectations, and 
what impact does it have on their 
quality of life. 

 
Each of these three activities potentially 
poses problems. For example: 
 

• Social Services Departments and 
Primary Care Trusts have a wealth of 
data about their service users/patients 
and yet most is in a format where 
extracting and analysing that data in 
order to help plan future 
commissioning is virtually impossible; 

• Whilst mapping care pathways may be 
possible, identifying key points where 
decisions are made that change the 
course of the pathway may be much 
harder; 

• Getting genuine feedback on service 
provision is not easy. For example, 
some people may be anxious that if 
they are critical of service provision 
then it may influence the way in which 
that service is delivered to them or 
limit its availability; some older 
people who have suffered falls or 
strokes may limit their own 
expectations of making a full recovery 
and consequently have lower 
perceptions of the volume or type of 
service required. Finally, users and 
carers are often aware of what services 
are around and consequently there 
may be a tendency to concentrate on 
quantitative demand and ‘cut to the 

chase’ of discussing services, rather 
than genuinely measuring need.  

 
Analysis of met, but unsatisfied demand 
 
This final element of demand forecasting is 
the most complex to describe yet, 
perversely, it may give rise to the biggest 
potentiality for change through improved 
commissioning leading to a reconfiguration 
of provision. It represents not just unmet 
need, i.e. where a need has been identified 
but a service has either not been provided or 
does not fully meet what is required, but a 
wider perspective of where need looks to 
have been met (indeed all parties may have 
been satisfied with what was provided) but 
it did not alter the outcome for the service 
user or carer or fully meet their potential for 
recovery or rehabilitation. To uncover this 
less overt need involves questioning 
whether people’s existing needs really are 
being met, or whether the volume, nature 
and type of current service is achieving the 
outcomes which a service user might desire 
or should expect. For example:  
 

• Are there needs being presented where 
targeted interventions could prevent 
worse outcomes but where this is not 
occurring, e.g. people coming into 
care homes where the provision of an 
alternative, community-based service 
could prevent this happening? 

• Is the intensity of the service provided 
sufficient to achieve the outcomes 
desired, e.g. in stroke services do we 
know what intensity of rehabilitation 
is required for a particular individual 
to achieve maximum potential 
recovery? 

• Are there unintended consequences to 
current service provision, e.g. does the 
provision of mobility aids, through 
encouraging dependency, actually 
acerbate diminishing immobility? 

• Is the point at which intervention 
occurs the point at which it is most 
likely to deliver the best outcomes, 
e.g. are eligibility criteria effective 
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rationing devices or do they debar 
people from provision at a time when 
it may have the greatest preventative 
impact.  

 
Answering the above questions is a crucial 
part of the analysis that needs to be 
undertaken in developing a commissioning 
strategy. It may involve challenging 
professional barriers and stereotypes, it is 
time consuming and often there is not the 
data against which such questions can be 
definitively answered. It may also have 
considerable inter-agency implications. For 
example, low levels of health service 
physiotherapy provision may negatively 
impact on a person’s capacity to recover 
from a stroke which, in turn, may lead to 
diminished mobility, which may eventually 
require considerably increased social care 
provision. Equally, the absence of an early 
social care intervention may impact on 
health services in requiring a costly hospital 
admission. Effective joint commissioning 
requires a strong evidence base and the 
capacity to track back through systems to 
establish cause and effect across 
organisational boundaries.  
 
Using the data 
 
So far, Demand Forecasting or Strategic 
Needs Assessment has been discussed in 
terms of the information to be captured. Its 
aim is essentially to discern three distinct 
populations: 
 

• Given populations - people the LA or 
the PCT are bound to know because 
those individuals and/or their carers 
require assistance either because of the 
nature of their condition or through 
their frailty; 

• Target populations - those populations 
an organisation should know now 
because they are at high risk and 
poorer outcomes could be prevented if 
interventions were to take place in the 
immediate future; 

• Vulnerable populations – populations 
where intervention now may be 
beneficial either in terms of future 
prevention or in terms of significantly 
improving the quality of an 
individual’s life. 

 
As has been illustrated by the range of 
activities, distinguishing between these 
three populations clearly takes time and 
effort by commissioners. Not all of the 
research necessary can be undertaken at one 
go and, in some instances, effectively 
recording and monitoring demand may 
require new processes for capturing and 
recording data.  
 
Understanding supply  
 
Commissioners and the market 
 
In recent years the phrase ‘Managing the 
Market’ has been much used although 
increasingly recognised as redundant. 
Opposition has come from those who 
suggest that if a market is managed then 
‘ipso facto’ it cannot be a true market, 
through to providers who argue with 
considerable vehemence, that they have no 
intention of being managed by the public 
sector especially as, in the case of older 
people, a large part of their income comes 
from those who fund their own care. As a 
consequence, increasingly, the phrase used 
has moved from ‘market management’ to 
‘market influencing or facilitating’ in order 
to describe the relationship that 
commissioners have with providers. The 
Department of Communities and Local 
Government (DCLG, 2006) goes one step 
further and describes three distinct areas of 
activity for modern commissioners: 
 

• Market intelligence refers to the 
accessibility at a local, regional and 
national level of market data covering 
areas such as current market activity, 
current and potential suppliers, and 
future opportunities, to inform 
strategic planning on both the supply 
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and demand sides, as well as market 
research for individual transactions; 

• Market dialogue refers specifically to 
the quality and frequency of 
interactions between stakeholders on 
the supply and demand sides, in 
interpreting and discussing this data, 
to better inform individual 
transactions and the medium and long 
term development of supply markets 
for local government services; 

• Market shaping refers to collaborative 
action by public sector organisations 
and the supply market as a whole to 
develop markets in ways that support 
the delivery of key policy objectives at 
both local and national level.  (p. 97) 

 
Whatever terminology is used, clearly future 
commissioning is moving beyond ‘what do 
we buy, at what price?’ Figure 3 below 
suggests that market intelligence entails 
covering four areas; conducting a 
quantitative and qualitative analysis of what 
is available now, mapping out what best 
practice would look like and evaluating 
what resources are currently available as a 
benchmark against which to judge future 
costs and charges. Although normally 
included within considerations of demand, it 
may also be useful to consider carers on the 
supply side, given those instances where if 
carers were not providing a service it would 

require a response from the LA or the health 
service. 
 
Quantitative analysis 
 
Nationally, the social care market is large 
and diverse. As the Audit Commission 
(2005) notes: 
 

In 2004, an estimated 410,000 older 
people lived in residential and nursing 
homes across the UK. There are about 
15,700 private, voluntary and LA care 
homes in the UK, providing care at an 
estimated annual value of more than £8 
billion per annum. (p. 1) 

 
The above is equally true of the third sector 
(IFF Research, 2007): 
 

An estimated 35,000 third sector 
organisations currently provide health 
and/or social care in England and a 
further 1600 plan to do so in the next 
three to five years. The total funding for 
these services amounts to £12bn over the 
last year. This is a sizeable amount 
compared to the government’s £87bn 
budget for health and social care in 
England in 2005/06. (p. 1) 

 
 

 
Figure 3  Mapping market intelligence 
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Although the above two reports describe the 
national volume of provision, the starting 
point for analysing local markets is about 
simply knowing what is available and where 
across the whole market, i.e. in-house 
services, voluntary and private sectors. It 
needs to identify shortfalls in provision and 
potential additional capacity. The data 
derived from this kind of review may be 
brought together and displayed in a number 
of ways. It may simply involve describing 
the name of providers or companies, what 
services they offer and how many places are 
available. Alternatively, the analysis could 
also provide type and size of service 
mapped geographically, like with like, 
services compared by price, levels of 
demand, comparison to what future types of 
service provision may be required.  
 
Building on the supply map, commissioners 
need to have a clear view of what are the 
future plans of provider organisations and 
avoid making statements about the private 
and voluntary sector that are based on 
supposition rather than evidence. 
Sometimes this can include assumptions 
about future capacity to undertake tasks, 
both in terms of a lack of capacity or in 
terms of misjudging the direction that those 
organisations may be working towards. 
Finally, it is important in mapping the 
volume of supply to identify those areas 
where there is an over-supply of provision, 
either through vacancies, or through 
premises being used for a wider purpose 
than was intended. Judgements need to be 
made about pressure points, caused through 
potentially higher demand now or in the 
future (using the demand forecasting 
material), too high a price, or declining 
supply.  
 
Qualitative analysis  
 
If building the quantitative picture of the 
market is time consuming, building a 
qualitative view is both time consuming and 
difficult. Whilst qualitative views and 
opinions abound, little of that information is 

assembled systematically or benchmarked 
against a set of standard criteria. Obvious 
sources for beginning this analysis are: 
 

• CSCI inspections; 
• Best value reviews; 
• Complaints and letters of support 

about individual services; 
• Anecdotal accounts from service 

users, carers and members of staff; 
• Local and national consultative 

research. 
 
Overall, the end product from this exercise 
should be a clear view of the qualitative 
aspects of current supply and on what this 
view is based. For each service this may 
mean making clear statements about what 
quality is to be expected, how has this 
quality standard been determined and how it 
is/was to be tested. Are there divergent 
views between commissioners, users/carers 
and providers? Are factors affecting quality 
temporary or permanent? Is there clarity 
about what the service is trying to achieve 
and is this based on outcomes or outputs? 
Both the quantitative and qualitative data 
could form part of the material that 
commissioners need to make available to 
the wider community as suggested by the 
Commissioning Framework for Health and 
Well-Being (DoH, 2007). It states that 
commissioners should enable: 
 

any citizen – whether self funding or paid 
for by the state - to obtain good 
information and advice about local 
health, social care and well-being 
services. This should include information 
about whether services meet a minimum 
level of quality, how services compare to 
others in the area and whether they 
deliver value for money. (p. 19) 

 
Mapping best practice for the future 
 
Few commissioners in compiling their 
strategic approach appear to conduct a 
rational review of the research and best 
practice literature in order to help determine 
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what portfolio of services may be offered in 
the future. Consequently, change tends to be 
incremental or driven by factors that are not 
necessarily synonymous with best practice. 
In addition, there seem to be few attempts to 
engage with providers in a way that they 
could safely reveal their long-term plans and 
intentions. The emphasis, in many areas, on 
an arms length engagement with suppliers, 
does not always help this. Therefore, the 
end product from this activity should be: 
 

• A model of good practice built on 
research and best practice examples, 
with a rationale as to how this 
provision would be better than that 
currently available; 

• The start of a match between provision 
and the needs of users and carers. 

 
Resource appraisal 
 
Underpinning market intelligence is the 
need to gain a good picture of the current 
allocation of resources and to estimate the 
costs and benefits of current provision. 
Again, for most commissioners, whilst it is 
possible to identify what is paid for 
externally provided services and some unit 
costs of internal provision it is much harder 
to determine whether those services offer 
value for money or whether alternative 
forms of provision or re-configurations 
might offer a better service at a lower price. 
Some of the information that commissioners 
might wish to pull together at this stage 
includes: 
 

• What is the financial range and mean 
for contracts for different service 
types? 

• What is the distribution of resources as 
against service recipients? 

• What are the cost differentials where 
services are commissioned as 
compared to being provided internally 
through a service level agreement? 
What is the explanation for these 
differences and does this deliver value 
for money? 

• Are there any identifiable links 
between funding and outcomes? 

• Are there providers that are financially 
vulnerable or markets that are under 
threat? 

 
Some of the above material will be 
snapshots at a given date. However, this is 
an area where there is a strong need to 
understand trends in the market place, such 
as in contract values and turnover of 
suppliers. The end product from this 
exercise should be a succinct statement of 
costs of provision, both purchased 
externally and provided internally, together 
with the costs of commissioning and 
contracting as an activity. The statement 
should include an assessment of market 
strengths and weaknesses, trends or patterns 
amongst supply and areas of financial 
performance that could be targets for 
improvement. 
 
Using the data 
 
The above material suggests how 
commissioners gain market intelligence in 
order to inform their market dialogue. 
Bringing this knowledge of the supply side 
together with that on demand will entail 
answering further questions: 
 

• What is the overview of the market in 
terms of who provides what and who 
pays or funds the use of that provision 
(remember this is the whole market 
not just that sector within which the 
LA or the PCT commissions)? 

• Is there an over- or under-supply of 
certain services and on what is this 
based? 

• What are the numerical trends in terms 
of volume and in terms of market 
share by key providers? 

• Are services located in the right place 
now and in the future? 

• What is the comparison between what 
is provided and what we know (from 
demand) about what people want? 
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• What are the costs, what are the trends 
in expenditure?  

 
The starting point for analysis is always to 
focus on ‘what is the data telling us?’ For 
example, it is fairly straightforward to 
complete a visual map of current services 
but the key questions could be, “why has 
this pattern of services emerged and are 
there any shortfalls in current provision as a 
result of this type of evolution? Is there a 
danger of monopolistic supply? Is the 
availability of provision equitable across the 
authority?” In conducting the supply side 
analysis, the intention is to get as close to 
being able to link cost with activity with 
outcome. In most authorities, this is 
notoriously difficult given that data is often 
held in different systems and stored under 
differing categorisation. Tackling this may 
become part of the change agenda the 
strategy outlines. 
 
Tackling the issues 
 
The previous sections suggest activities to 
be undertaken by commissioners in order to 
map demand and supply in the social care 
market place. Mapping is not a one-off 
activity but a range of continuous 
knowledge acquisition tasks which, over 
time, build to inform commissioners’ 
understanding. The aim is to acquire the 
detailed knowledge necessary to influence 
the market to the benefit of actual and 
potential groups of users. Some of this will 
require commissioners developing new 
skills. This view has been recognised by the 
Department of Communities and Local 
Government (2006). They argue that: 
 

…developing staff capacity in 
procurement will clearly be an important 
factor in driving improvement in the 
operation of local government services 
markets. However, as the demands on 
local government change, alongside the 
changing aspirations for its role, 
improvements in procurement capacity 
and capability alone may not be 

sufficient to meet these demands. Other 
capacity constraints may also play a 
role, including: 

 
• The capacity for strategic 

commissioning as a core leadership 
discipline within local government; 

• The need for improvements in capacity 
in understanding, analysing and 
influencing supply chains and markets 
to secure local and national priorities; 

• The need for new ways of working and 
innovative strategy and delivery 
vehicles to support a strategic 
commissioning perspective.  (p. 97) 

 
Examples of the kinds of skills that may be 
useful to future public care commissioners 
include: 
 

• How to use local planning controls 
and mechanisms to influence access to 
land to promote or discourage the 
development of services; 

• Developing a range of techniques, e.g. 
focus groups, polls, sampling 
methods, consultation events in order 
to better understand demand from a 
wide range of perspectives; 

• The ability to develop local indicators 
of performance and the data sets that 
will provide commissioners with 
knowledge in the future that goes 
beyond who received what service, for 
how long, at what price; 

• How to use seed-corn funding as an 
investor in order to influence the 
development of new services or to 
protect vital but vulnerable providers.   

 
However, there are some dissenting views 
about the future role of commissioners and 
contractors. There is a suggestion that self-
directed care, via direct payments and 
individual budgets, will in effect, abolish the 
local authority contracting task. Individual 
needs will be assessed from which, if 
eligibility thresholds are crossed, people 
will be offered an actual or a notional 
budget to purchase services from whomever 
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they wish. Roles of assessment, advocacy 
and brokerage remain but the contracting 
role at an individual and at a collective level 
will go. In this environment, even the 
strategic role of commissioning as 
envisaged in the guidance, may gradually 
vanish if the view is taken that the market 
will itself regulate supply to meet demand.  
 
In reality, such a scenario seems unlikely. 
For example, many older people and carers 
want quality and choice but not additional 
responsibility on their part to achieve it, 
albeit that the scope of the service they 
receive is framed within a notional budget. 
Whilst some financial gains may be made 
through service users bringing new people 
to assist with care who were not previously 
in a carer role, such financial benefit is 
likely to be swiftly offset by higher costs 
through the inability of commissioners to 
block purchase services. Finally, whilst 
market forces may work well in other 
sectors in driving down costs, this may not 
be true in social care. For example, in the 
residential care of older people, where a 
private market has existed for a long time, 
there is little evidence that, through 
individuals purchasing their own care, the 
price has either been driven down or that the 
quality of care has been driven up. 
 
The greatest likelihood is for a continued 
mix of contracting, with a higher proportion 
of service users directly purchasing their 
care but, at the same time, joint contracting 
continuing for those who do not opt for, or 
who cannot manage, alternative 
arrangements. This twin approach to 
purchasing would then be set in a context 
where the commissioner’s task is to ensure 
that there are sufficient volumes of 
provision available at a high quality 
standard, whether individually or 
collectively purchased, and where such 
services deliver the outcomes that both users 
and commissioners desire. 
 
Given the above, this positions 
commissioning managers in the future as 

‘investors’ on behalf of the public. To 
achieve this, they will need to have 
authority to intervene at a senior level 
within organisations, to be able to negotiate 
with a wide range of providers, service users 
and carers, to have good analytical skills 
and to have a vision of the future, based on 
sound evidence, that they can drive 
forwards with a wide range of individuals 
and organisations.  
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In the know: Knowledge Transfer Partnerships – encouraging the development of an 
evidence-informed approach to practice through a successful partnership between a 
University and a Local Authority 
 
Jess McEwen, Wakefield MDC Family Services & Department of Social Policy and Social 
Work, University of York 
___________________________________________________________________________ 
 
Abstract 
Wakefield Metropolitan District Council Family Services and the University of York are 
taking part in a two year collaborative Knowledge Transfer Partnership (KTP) project, the 
aim of which is to encourage a culture of evidence-informed practice and continual 
improvement within Wakefield MDC’s Family Services as part of the Directorate’s 
performance management framework, and to ensure that the Research Governance 
Framework (RGF) in Health and Social Care (Department of Health, 2001 & 2005) is fully 
implemented.  
 
This paper will outline the key aims and objectives of the project, and explore the benefits of 
Knowledge Transfer Partnerships as a model for knowledge exchange. It will also describe 
the successful completion of the initial stages of the project, which included an RGF 
benchmarking project and the development of a communication and engagement strategy 
aimed at increasing awareness of the potential value of research and evidence-informed 
practice. The paper will also highlight examples of good practice which can be replicated in 
other Local Authorities.  
 
Keywords: Research, evidence-informed practice, knowledge transfer, research governance 
 
 
Introduction 
 
The expectation that social care, education 
and health practitioners will use the best 
available evidence to inform their practice 
has intensified in recent years, as is clear in 
the range of recent policy initiatives that 
have stressed the importance of developing 
a ‘sound evidence base’ in relation to 
service provision (Department of Health, 
2006). At the same time, there has been an 
increased emphasis on the effective 
governance of research, and in 2001 the 
Department of Health published the 
Research Governance Framework in Health 
and Social Care (RGF), which places a new 
requirement on Local Authorities to assess 
the quality and ethics of research before 
allowing access to service user and staff 
populations. 
 

Against this background, Wakefield 
Metropolitan District Council (Wakefield 
MDC) and the University of York have 
entered into a two-year Knowledge Transfer 
Partnership, the aim of which is to fully 
implement the RGF and to develop a culture 
of research and continual improvement 
across Wakefield MDC’s Family Services 
Directorate. The project has now been 
running for ten months, and this paper will 
highlight some of the key achievements and 
challenges from this period. 
 
Knowledge Transfer Partnership (KTP) 
 
Knowledge Transfer Partnership (KTP) is a 
UK-wide programme funded by 13 
Government organisations led by the 
Department of Trade and Industry (DTI). 
Each project is part funded by these 
Government organisations, with the balance 
of the costs coming from the ‘company’ 
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partner.  During 2007, the lead sponsor will 
change from the DTI to the Technology 
Strategy Board, and an additional 3 
sponsors will join the KTP Management 
Board, bringing the total to 16 (KTP 
Management Board, undated). 
 
Each partnership employs one or more 
graduates (‘associates’), who are employed 
by the ‘knowledge base’ organisation, and 
seconded to the ‘company’ partner on a 
fixed term contract. The primary aim of any 
KTP project is to transfer knowledge from 
the knowledge base partner into the 
company partner in order to meet specific 
business aims and priorities. However, in 
reality, the transfer of knowledge is 
effectively a two way process. 
 
This partnership is one of the very few 
examples of a public sector KTP, with the 
vast majority of KTPs taking place in 
private business and industry. However, the 
DTI are keen to reproduce the benefits of 
KTPs across the public sector, and this 
project may therefore provide valuable 
lessons and examples of good practice that 
can benefit future partnerships. In this sense, 
the value of this project lies not only in the 
potential benefits for those directly involved 
in it, but also the benefits it may offer to the 
wider sector.   
 
Benefits/disadvantages of KTPs 
 
In general, the benefits/disadvantages of 
Knowledge Transfer Partnerships can be 
categorised in relation to three areas: 
 

1. Benefits/disadvantages to the 
company; 

2. Benefits/disadvantages to the 
knowledge base; 

3. Benefits/disadvantages to the 
associate. 

 
1) Benefits/disadvantages to the company 
 
An obvious key benefit is the knowledge 
transfer and better links with universities 

and other educational institutions that the 
partnerships enable. In addition, many KTPs 
bring financial benefits to the company 
partner, and it is estimated that, on average, 
each partnership will result in over 
£200,000 increase in annual profits 
(Momenta, undated). However, this focus 
on the financial benefits of KTPs highlights 
one of the key disadvantages of the 
programme, which is that its language and 
structure are geared towards private profit-
based industries: an approach which doesn’t 
necessarily lend itself to public sector 
organisations. Whilst, undoubtedly, KTP 
projects may bring financial benefits to 
public sector organisations, the nature of 
these organisations means that the success 
of the project cannot be measured in 
monetary terms alone.  
 
This is particularly problematic in terms of 
applying for funding for a KTP, as the 
application form asks applicants to clearly 
state what the expected benefits are in terms 
of profit. With regard to public sector 
organisations, it is difficult to predict these 
benefits at the time of application, and the 
application process does not recognise the 
potential for any non-monetary benefits. 
However, public sector organisations can be 
creative in the way that they answer this 
question, as there is no requirement to 
provide proof of any profits or losses at the 
end of the project. 
 
A further potential disadvantage is that there 
is usually no extra funding available for 
KTPs, and thus if the project runs over 
schedule, it may place a financial strain on 
the company to complete it. Similarly, the 
sustainability of the project may also be 
affected due to a lack of any additional 
funding, and it is therefore vital to the 
success of any project that the issue of 
sustainability is carefully considered in the 
project plan. 
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2) Benefits/disadvantages to the knowledge 
base 
 
Some key benefits to the knowledge base 
include opportunities: to develop business/ 
practice-relevant teaching materials; 
identify new research themes and 
undergraduate and post-graduate projects; 
and publish high quality research papers, 
thus contributing to the Research 
Assessment Exercise (RAE) assessment and 
rating of their department (Momenta, 
undated).  
 
With specific reference to this project, a 
further key benefit is the links that have 
been made with Wakefield MDC’s Family 
Services Directorate (which includes the 
functions of adult and children’s social 
services and education), which have the 
potential to offer increased opportunities in 
relation to practice learning and access to 
research populations. 
 
3) Benefits/disadvantages to the associate 
 
Undertaking a KTP project gives associates 
the opportunity to manage, with support, a 
challenging project that is central to the 
strategic development of the organisation in 
which they are placed. Associates are also 
encouraged to undertake personal 
development activities, and are enabled to 
do so through the provision of an associate 
development budget, and free access to 
business management and leadership skills 
training and an NVQ level 4 in 
Management. Associates are also permitted 
to spend 10% of their time on personal 
development activities.  
 
A further key benefit is the triangular 
system of supervision, where associates 
receive academic and business related 
support through supervision with a 
representative of the company and of the 
knowledge base. However, this may also be 
a disadvantage if the company and 
knowledge base partners have competing 
priorities, as associates may be asked to 

carry out conflicting tasks or be given 
conflicting advice which will impact on 
their ability to successfully complete the 
project.  
 
Project outline 
 
The primary aims of this project are to build 
upon the interim arrangements already in 
place within Wakefield MDC to ensure that 
the Research Governance Framework 
(RGF) is implemented, and also to stimulate 
the development of new research activity to 
encourage a culture of evidence-informed 
practice and continual improvement 
throughout Wakefield MDC Family 
Services.  

 
The need for quality research has been 
reaffirmed through the publication of the 
Research Governance Framework 
(Department of Health, 2001 & 2005). The 
RGF requires health and social care services 
to register, approve and monitor all relevant 
research under a clear structure in relation to 
five key principles:  

 
• Ethics; 
• Science; 
• Information; 
• Health, safety and employment; 
• Finance and intellectual property.  

 
The main responsibility for Wakefield MDC 
is thus to assess the quality and ethics of any 
proposed research before allowing access to 
staff and service user populations.  

In addition to promoting and enabling the 
effective governance of research, there is 
also an increasing emphasis within policy 
on using research evidence (amongst other 
types of knowledge) to inform practice. As 
Nutley et al. (2002) argue, although there is 
“nothing new about the idea that policy and 
practice should be informed by the best 
available evidence” (p. 2), the ideas and 
themes surrounding evidence-informed 
practice have “risen to prominence over the 
past two decades” (p. 2). 
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Furthermore, Humphreys et al. (2003) 
suggest that the evidence-informed practice 
debate is now taking place in a much 
changed arena, and that the rise in demand 
for evidence-informed practice needs to “be 
understood alongside the rise in other 
practices which are currently dominating 
this area … in particular, the managerial 
agenda with its attention to performance 
targets, procedures, outcomes and value for 
money in a constricted resource 
environment” (p. 41). 

It is thus argued that the effective use of 
research is crucial at the levels of both 
individual practice, in terms of aiding 
understanding and decision-making and 
assisting with the management of change 
and innovation in agencies, and also at the 
level of performance management, in terms 
of ensuring that research is integral to the 
overall strategy of the organisation in order 
to ensure the continual improvement of 
services. The primary aim of the project is 
thus to develop a means of embedding 
research as part of the Family Services 
Directorate’s Performance Management 
Framework in order to ensure that service 
delivery is effective and efficient.  

The project also aims to incorporate an 
outcomes approach. Outcomes approaches 
usually focus solely on outcomes for service 
users. As Nicholas and Quereshi (2004) 
point out, a whole range of recent policy 
initiatives have “stressed the importance of 
maintaining a focus on outcomes when 
designing, delivering and evaluating social 
care” (p. 1). Outcomes approaches are also 
becoming increasingly integral to 
performance management, with the new 
performance assessment framework (CSCI, 
2006) being based on the seven outcomes 
identified in the White Paper Our Health, 
Our Care, Our Say (Department of Health, 
2006), and the five outcomes identified in 
Every Child Matters (Department for 
Education and Skills, 2003). In this sense, 
one aim of the project is to facilitate the 
increased and more efficient use of research 

in order to develop services that are able to 
achieve desired outcomes for service users.  
 
However, whilst the underlying aim of the 
project is to improve services, the direct 
impact of the project on services would be 
difficult to measure, and the impact of any 
service changes on outcomes for service 
users would be an even more challenging 
task. Thus, for the purposes of the project 
we will be focusing on outcomes for staff, 
as the project will aim to have a direct and 
measurable impact on the perceptions and 
skills of staff and the levels of research 
utilisation across the Directorate, and, 
correspondingly, outcomes for staff. The 
project also seeks to engage staff in 
developing these outcomes measures, in 
order to ensure that outcomes are relevant to 
both individual staff members and the 
organisation as a whole. 
 
A key challenge for the project lies in 
Wakefield MDC’s recent restructure. At the 
application stage, it was anticipated that the 
project would be embedded within the 
former Social Services and Health 
Directorate. However, during the 
application process, the new Family 
Services Directorate was formed, bringing 
education alongside adult and children’s 
services under one Corporate Director. 
There is little doubt that the education sector 
can, potentially, benefit from the 
development of a research culture in the 
same ways that the social care sector can 
(see, for instance, Simons et al., 2003). 
There has also been a recent drive within 
policy for “a more cumulative evidence base 
to inform decisions about policy and 
practice” in education (Sebba, 2004, p. 1), 
and it was therefore agreed that it would be 
logical and advantageous to roll out the 
project across the whole of the new 
Directorate in order to ensure a coherent and 
consistent approach to research. The full 
inclusion of education into the project does, 
however, pose a challenge that was not 
originally anticipated, and we will need to 
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ensure that we address this at each stage of 
the project. 
 
The next section will describe the successful 
completion of some of the initial stages of 
the project, which included an RGF 
benchmarking project and the development 
of a communication and engagement 
strategy aimed at increasing awareness of 
the potential value of research and evidence-
informed practice. 
 
RGF benchmarking project 
 
One of the first tasks of the project was to 
undertake an RGF benchmarking exercise. 
The aims of this were to: gather information 
about the RGF systems in place in a number 
of other Councils with Social Services 
Responsibilities (CSSRs); use this 
information to evaluate the current RGF 
systems in place within Wakefield MDC; 
and develop proposals for the improvement 
of Wakefield’s RGF systems – drawing on 
examples of good practice from the other 
CSSRs. 
 
Methods 
 
Information was gathered from each of the 
seven CSSRs involved by talking to relevant 
members of staff, including those 
responsible for implementing the RGF, and 
examining their written RGF policies, 
procedures and application forms. We also 
felt that it was important to assess 
Wakefield MDC’s RGF systems in relation 
to a wider, national picture of 
implementation, and we thus combined the 
information that we had received from the 
above CSSRs with information from the 
RGF literature, and information from the 
two national baseline surveys that were 
carried out in 2002 and 2005 (Pahl, 2003 & 
2006). From this, we were able to develop 
the following list of Benchmarks to assess 
Wakefield MDC’s and the other CSSRs’ 
RGF systems against: 
 

1. Systems to ensure that all staff are 
aware of the RGF; 

2. Ensuring that all research is recorded 
centrally; 

3. Independent ethics/methods reviews; 
4. Managing/monitoring research; 
5. Routinely notifying relevant staff 

about approved research; 
6. Ensuring that levels of scrutiny are 

proportionate to levels of risk; 
7. Systems to ensure that a sponsor is 

in place for all external research; 
8. Checking that arrangements are in 

place to seek informed consent; 
9. Checking that the research will meet 

the requirements of the Data 
Protection Act 1998; 

10. Checking that the research 
meaningfully involves users and 
carers, and that it takes account of 
diversity and the need for 
appropriate methods of obtaining 
and disseminating information; 

11. Checking that research applicants 
have examined existing sources of 
research evidence to ensure that their 
work will not duplicate that of 
others; 

12. Checking that information is 
provided on how the research will be 
disseminated; 

13. Checking that health and safety 
procedures will be observed, and 
that risks are minimised to both 
researchers and participants. 

 
Recommendations 
 
On the basis of this analysis, the following 
recommendations were made: 
 

• Amending/developing Wakefield’s 
RGF application form to ensure that 
it asks for information about: 

o The experience/skills of the lead 
researcher/their supervisor; 

o CRB checks; 
o How the project will conform to 

the requirements of the Data 
Protection Act 1998; 
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o Details of insurance cover; 
o Service user/carer involvement in 

the research process and/or design 
of the research proposal and/or the 
process of analysing and 
disseminating the research 
findings; 

o Issues of diversity and equal 
opportunities, including 
accessibility of the research 
methods and research findings. 
How will service users be enabled 
to participate in meaningful ways? 
How will they be compensated for 
their time? How will the research 
findings be presented to them?; 

o Informed consent, and how it will 
be achieved and maintained 
throughout the project. 

• Developing a communication and 
engagement strategy to ensure that all 
staff are aware of the RGF, and to 
ensure that staff are routinely notified 
about approved research; 

• Establishing better links with the 
Corporate Research Team, and 
developing systems to transfer records 
to the SCIE National Research 
Register once it has been launched; 

• Developing systems for independent 
ethics/methods review to include 
front-line staff, service users, carers, 
representatives from adult, children’s 
and education service areas, and 
representatives from a University to 
provide specialist knowledge on 
research methods. Exploring 
opportunities to develop links with 
health in this area; 

• Designing and implementing systems 
to ensure that research is monitored 
throughout the project. 

 
Summary 
 
The extent to which the RGF has been 
implemented across the CSSRs in this study 
mirrored, to a large extent, the national 
picture of implementation as illustrated by 
the two national baseline surveys (Pahl, 

2003 & 2006). Thus, both locally and 
nationally, the vast majority of CSSRs have 
taken steps to ensure that the RGF is 
implemented to some extent (Pahl, 2006, p. 
15). Wakefield MDC’s RGF systems and 
structures also seem to be on a par with 
those of the other CSSRs in the study. 
Although the present RGF system has some 
weaknesses (robust systems for independent 
ethical and methodological review need 
more development), in other areas it seems 
to be ahead, for instance in terms of 
recording research centrally.  
 
Once the recommendations from this study 
have been implemented, Wakefield’s 
system will incorporate national and local 
examples of good practice, and will be well 
placed to achieve comparability with some 
of the more robust RGF systems that 
already exist. However, all the CSSRs’ RGF 
systems had strengths and weaknesses, and 
many attributed these weaknesses to “lack 
of resources and time … lack of support and 
information from DH, lack of specialised 
research staff within departments and 
problems in getting staff interested in the 
RGF” (Pahl, 2006, p. 3), again mirroring 
issues expressed by CSSRs in the 2005 
national baseline survey (Pahl, 2006). Pahl 
(2006) recommends that in order to resolve 
these issues and improve RGF systems, 
there needs to be the development of 
national, centrally controlled measures 
which focus on financial support for RGF, a 
national lead for social care ethics review 
and provision of further training and 
information. Until this happens, 
implementation may therefore remain 
patchy in some areas, even in those CSSRs 
that have made a great effort to implement 
the RGF fully. 
 
Communication and engagement strategy 
 
The aims of the communication and 
engagement strategy are to: increase 
awareness of and knowledge about the 
RGF, and ensure that all staff are aware of 
their responsibilities under it; increase 
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awareness of the potential value of 
evidence-informed practice; develop 
strategies which aim to overcome barriers to 
research and give staff the skills, knowledge 
and ability to carry out and/or utilise 
research more effectively; increase the 
utilisation of research; and increase 
organisational commitment to the 
development of a research culture.  
 
In addition, it is hoped that by engaging key 
stakeholders and securing their support at an 
early stage in the project, any resistance to 
the embedding of a research culture can be 
ameliorated. For instance, as Slovin 
(undated) suggests, successful changes in 
organisations are “predicated on all 
members of a team being active 
participants” in the change, and that 
therefore “every person must have a voice 
in support of progress, or changes will be 
resisted”.  
 
The strategy identified, from the literature1, 
the following key barriers to utilising or 
undertaking research in social care, 
education and health settings: 
 

Lack of awareness of 
the RGF 
 

Lack of training 

Lack of time/ 
workload pressures 
 

Agency culture 

Lack of resources 
 

Lack of motivation 

Lack of accessible 
research findings 

Lack of awareness of 
the value of utilising/ 
undertaking research 
 

Lack of 
skills/confidence 

Lack of organisational/ 
managerial 
commitment 

 
For each of these identified barriers, the 
strategy then outlined a number of proposed 
remedial approaches, which included: 
 

1. Undertaking a staff research survey; 
2. Holding a research and evidence-

informed practice conference; 

3. Developing an information pack to 
link research and evidence-informed 
practice with the General Social Care 
Council requirements for re-
registration of qualified Social 
Workers; 

4. Continuing to link research and 
evidence-informed practice with the 
Directorate’s performance 
management framework. 

 
1) Staff research survey 
 
The aims of the survey were to: 
 

• Determine the proportion of staff that 
currently undertake and/or use 
research; 

• See if there are variations in research 
use across different areas of the 
Directorate; 

• Provide a baseline measurement of 
research use so that the survey can be 
repeated towards the end of the project 
as a means of measuring its impact; 

• Determine what staff consider to be 
the barriers and enablers to using 
and/or undertaking research, in order 
to develop further strategies to 
overcome these barriers; 

• Engage staff in developing outcomes 
measures; 

• Begin to engage staff as part of the 
communication and engagement 
strategy. 

 
219 questionnaires were sent out to staff, 
and 105 were retuned – a response rate of 
48%. This high response rate is likely to be 
partly due to the fact that the survey was 
anonymous. However, even when this is 
taken into account, the large number of 
completed surveys received is encouraging, 
and may indicate a good level of interest in 
research and evidence-informed practice.  
 
The staff in the sample were selected 
purposively so that all relevant service areas 
were reflected in the sample 
(Commissioning, Performance and 
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Partnerships; Adults; Physical Disabilities 
and Older People; Safeguarding and Family 
Support; and Schools and Lifelong 
Learning). They were also chosen with 
regard to the following inclusion criteria: 
 

• staff who have direct contact with 
service users; 

• and/or staff who are involved in 
research; 

• and/or staff who are involved in 
service planning. 

 
These staff represent the area of the 
workforce that the organisation would wish 
to target for the development of an 
evidence-informed practice approach.  
 
The results from the survey indicated that a 
high number of staff do already engage with 
research. For instance, 60% of the 
respondents said that they had taken part in 
research, 47% said that they had undertaken 
research, and 85% said that research helps 
to inform or shape their practice. However, 
the results may not be truly representative of 
the population, in that those who had taken 
part in research may be more likely to have 
a current interest in research, and may, 
therefore, be more likely to take the time to 
complete and return their questionnaires.  
 
Nonetheless, even when this is taken into 
account, the high numbers of people 
reporting that they have taken part in 
research appears inconsistent with the fact 
that a relatively small amount of research 
activity has been recorded in WMDC’s 
corporate research database, or brought to 
the attention of those responsible for 
performance management and those 
responsible for planning and developing 
services. This would therefore indicate that 
a significant amount of research is taking 
place, but that staff are under-reporting their 
research or the systems in place for 
recording and sharing information from this 
research are inadequate. 
 

In order to address this, a number of 
strategies have been recommended, for 
instance: 
 

• Continuing to implement the RGF, 
which places an obligation on all 
CSSRs to identify research activity to 
ensure that research is not undertaken 
without being assessed against the 
RGF criteria. This will be achieved by 
continuing to advertise and promote 
the RGF to all staff. 

• The RGF also requires CSSRs to 
maintain records of all research 
activity undertaken, and this will be 
achieved by maintaining a database 
for Family Services research, as well 
as submitting details of all research 
undertaken to WMDC’s corporate 
research database and a national 
research database maintained by 
SCIE. 

• Working with the Staff Development 
team to develop a system for the 
recording and sharing of information 
collated as part of a qualification/ 
learning activity. For instance, 
establishing a ‘library’ for literature 
reviews that can be accessed by 
practitioners, and holding regular 
workshops where practitioners can 
talk to others about any research that 
they have carried out as part of their 
qualification/learning activity. 

 
The results from the survey are also useful 
in identifying gaps in research resources and 
training. For instance, the resource that is 
available to the least amount of people is 
opportunities to work with researchers, and 
this was also something that was identified 
as a key resource that staff would like to be 
available. To some extent, this is likely to be 
addressed by full implementation of the 
RGF, as researchers will be obliged to share 
the findings of research with those involved 
(Department of Health, 2001 & 2005). In 
addition, a research conference is being 
organised (see below), which will give staff 
the opportunity to engage directly with 
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research staff from Universities, as well as 
colleagues who have experience of 
undertaking research. We will also be 
looking at the possibility of some members 
of staff being seconded to Universities for a 
short period of time, which could enable 
them to learn new research related skills and 
possibly take part in some research. 
 
2) Research conference 
 
Nutley et al. (2002) argue that one of the 
key requirements for improving evidence-
informed practice is the “effective 
dissemination of evidence to where it is 
most needed and the development of 
effective means of providing wide access to 
knowledge” (p. 1). A conference which 
combines information about research with 
relevant examples of research will therefore 
allow us to promote evidence-informed 
practice and the RGF to a wide audience, 
whilst at the same time disseminate research 
findings to staff at all levels of the 
organisation. Some of the research examples 
will be presented by researchers, which will 
also provide an opportunity to develop 
“better, ongoing interaction between 
evidence providers and evidence users”, 
which Nutley et al. (2002) argue will also 
help to improve the uptake of research 
evidence (p. 9). 
 
In addition, the conference will further 
demonstrate an organisational commitment 
to research, particularly as the Corporate 
Director of Family Services will be in 
attendance. 
 
3) General Social Care Council (GSCC) re-
registration information pack 
 
The GSCC requires Social Workers to 
complete 90 hours or 15 days of study 
during their period of registration (3 years), 
and states that any failure to meet this 
condition may be considered misconduct, 
which would have implications for re-
registering after this period. This study can 
include undertaking research that is related 

to their practice, negotiating protected time 
to research latest policy and good practice 
developments in their field of practice, and 
reading a research article, report or 
document that leads to new insight or 
learning (GSCC, 2006). 
 
Drawing on these requirements may 
therefore be an effective way of promoting 
and encouraging the use of research 
amongst social work qualified staff. It may 
also be an effective way of engaging 
qualified staff, as it is highlighting activities 
that they are already required to undertake, 
rather than asking them to undertake new 
activities in a climate of workload pressures 
and perceived lack of time for new 
initiatives. 
 
In partnership with the Staff Development 
and Practice Learning Unit, we have 
therefore developed an information pack, 
which includes an outline of the GSCC 
requirements, recommendations on how to 
use research to contribute towards Post 
Registration Training and Learning (PRTL) 
requirements, and a log for staff to record 
their PRTL hours. The pack also includes 
fact sheets which offer information and 
advice to staff in the following areas: 
evidence-informed practice; sources of 
research; useful internet resources; tips for 
critically appraising research; tips for 
internet research; and the RGF.  
 
4) Performance management 
 
Locating the project within the Directorate’s 
performance management framework will 
also help us to ensure that research is fully 
embedded within the organisation. For 
instance, there is a requirement for each 
individual team to produce a team plan, 
indicating key performance targets and 
areas for development/improvement. We 
have amended the team planning template to 
include a section asking teams to outline 
any research they have undertaken, any 
research that they plan to undertake in the 
next financial year, and any research that 
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they have used to develop their services. 
This will help us to further promote the 
RGF and evidence-informed practice, as 
well as providing a forum for staff to begin 
to think about research and how it impacts 
on the services they provide. 
 
Summary and what happens next? 
 
Although the survey indicated a clear 
interest in research, and considerable levels 
of current engagement with research, the 
recommendations and strategies outlined 
above will help to further improve this, and 
ensure that the systems and structures are in 
place to facilitate a clear, consistent and 
comprehensive approach to research. This 
will be further enhanced by subsequent 
stages of the project, which will include 
further review and development of the RGF, 
including establishing an ethics panel, and 
developing a system of research mentors to 
champion research and evidence-informed 
practice across the Directorate. 
 
The success of the project also depends, to a 
large extent, on research activity continuing 
to flourish beyond the lifetime of the 
project.  The above strategies therefore aim 
to help ensure that the project is sustainable, 
and one of the key means by which this will 
be achieved is to ensure that change occurs 
at an organisational level, as well as at an 
individual practitioner level. 
 
As Walter et al. (2004) suggest, there are 
three models for research use in social care, 
and the most effective means of enhancing 
and sustaining research activity may be to 
develop a ‘whole systems’ approach which 
incorporates aspects of all three models. 
 
The three models are:  
 

 The research-based practitioner 
model, in which it is the responsibility 
of the individual practitioner to keep 
up to date with research and apply it to 
their practice; 

 The embedded research model, in 
which research is embedded in the 
systems and processes of social care, 
such as standards, policies, procedures 
and tools; and  

 The organisational excellence model, 
in which research use is supported by 
developing a research minded culture 
across the whole organisation. 

 
This article therefore acknowledges that a 
focus on individual practitioners is 
important, but insufficient in itself, and that 
it needs to be combined with an approach 
that also recognises that “the key to 
successful research use lies with … delivery 
organisations: their leadership, management 
and organisation” (Walter et al., 2004, 
p.xvii). Thus, as well as measures aimed at 
individual practitioners, there are also 
measures that seek to have an impact at an 
organisational level. 
 
Endnote: 
 
1Sources used: Cooke et al.  (2002), 
McCaughan et al. (2002), Nutley et al. 
(2002), Research Mindedness in Social 
Work and Social Care (2002), Rycroft-
Malone et al. (2004), Small (2005), 
Thompson et al. (2005) and Walter et al. 
(2004). 
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Abstract 
It is estimated that between one in three and one in four women experience domestic violence at 
some point in their lives, and there is some evidence to suggest that disabled women are likely to 
experience longer periods of violence than non-disabled women.  Given shifting government 
policies and professional arenas in the UK, it seems likely that disabled women and social 
workers will interconnect around domestic violence more often in future.  Based on findings from 
a small local study (which aimed to identify the appropriateness and accessibility of disability and 
domestic violence services for women), this paper shows some of the difficulties as well as the 
potential for social workers working with disabled adults. It provides an overview of the literature 
on the identification of barriers facing disabled women accessing domestic violence services, then 
goes on to present some of the findings from the disability agencies and services.  Addressing these 
dilemmas in a discourse which recognises domestic violence as a crime, this paper offers some 
opportunities for changing relationships between disabled women, domestic violence services and 
social workers. 
 
Keywords: Domestic violence, disability, relationships 
 
 
Introduction 

 
It is estimated that in the UK between one in 
three and one in four women experience 
domestic violence at some point in their 
lives (Home Office, 2000 & 2003) and 
publicity about this issue continues to grow 
(Home Office, 2006).  Domestic violence is 
about “men’s violence against women 
within existing relationships and 
postseparation” (Hester, 2000, p. 150). 
British Crime Survey findings indicate that 
women who report that they are in ‘poor 
health’ have suffered more than twice the 
rate of domestic violence than those that 
report that they are in good health (Walby & 
Allen, 2004) and that disabled women 
experience more incidents of domestic 
violence than non-disabled women.  It is 
likely that many of these women (particularly 
those with children) will have had contact with 

social services or known social workers 
(Fawcett, 2000) and been involved in 
assessments (Preston-Shoot, 2003).  
Furthermore, given that social workers’ focus 
of work is increasingly to ‘help’ disabled 
people ‘live at home’ (Department of Health, 
2003 & 2004), it seems likely that disabled 
women and social workers will interconnect 
around domestic violence more often in 
future. 
 
Disabled women who were actively 
involved in the feminist activism against 
domestic violence - leading marches, setting 
up refuges, writing and other work in the 
1970s and early 1980s - were not always 
‘identified’ as such (and many found it 
liberating to be accepted as women in their 
own right, not being called ‘disabled’).  
However, Morris (l996) has claimed that 
non-disabled feminist academics’ exclusion 
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of disabled women’s experiences from 
research on domestic violence has often 
been based on prejudice and discrimination, 
and argues that this is also reflected in 
agency approaches.  This paper attempts to 
address these points.  It is based on a report 
from a pilot study, commissioned by 
Middlesbrough Domestic Violence Forum 
(MDVF), which aimed to identify the 
appropriateness and accessibility of 
disability and domestic violence services 
(including any gaps in current provision) for 
women in the area (Radford et al., 2005).  
An additional reason for the study related to 
a local incident, the domestic murder of a 
disabled woman in Middlesbrough in 2002. 
During the investigation of this crime, it 
came to light that the murdered woman had 
not been in contact with any local domestic 
violence agencies (Radford, 2002).   
 
The paper begins with an overview of the 
literature on the identification of barriers 
facing disabled women accessing domestic 
violence services and then provides a brief 
search of the literature around social work, 
disability and domestic violence.  The paper 
then goes on to present a small section of 
the results from the pilot study1, focussing 
on some of the data from disability agencies 
and services.   Adding this local knowledge 
to the national and international research 
highlights some of the difficulties in 
balancing workers’ desires to maintain 
clients’ independence and privacy with their 
concerns about adequate protection.  
Addressing these dilemmas in a discourse 
which recognises domestic violence as a 
crime, offers a crucial starting point for 
social workers – one which could herald a 
changing pattern of relationships between 
them, disabled women and domestic 
violence services. 
 
Given the relative lack of UK research 
literature in this area, this review draws 
primarily on studies from North America 
and Australia, where more research has 
been undertaken with disabled women and 
on investigating barriers to services.  Whilst 

it is understood that the legal and ‘welfare’ 
systems in North America and Australia are 
organised differently from those in the UK, 
and therefore statistical and interpretative 
parallels cannot be made directly, there are a 
number of useful concepts and relevant 
issues to draw on.  In line with feminist 
approaches to the study of domestic 
violence and the social model of disability, 
this literature review focuses on recent 
studies and practice-based literature which 
take a less victim-blaming approach and put 
the voices and experiences of disabled 
women in the foreground. 
 
Disabled women’s experiences and the 
impacts of violence 
 
In relation to domestic violence, in common 
with non-disabled women, the literature 
indicates an overall pattern of power and 
control, which escalates over time. 
However, disabled women often find that 
their disabilities are used against them by 
non, or less, disabled violent men as a 
further means of control and 
dehumanisation.  The research indicates 
violent men use prejudices about people 
with disabilities combined with patriarchal 
assumptions and ideologies to humiliate 
their partners and destroy their sense of self-
worth, which may already be low as a 
consequence of previous disabling life 
experiences, such as social isolation (Erwin, 
2000).  
 
Sexist and heterosexist normative ideologies 
combined with disablist attitudes and 
assumptions are illustrated in accounts from 
disabled women in a study from Western 
Australia, (Cockram, 2003).  This study 
showed that, in common with non-disabled 
women, disabled women’s accounts 
illustrate that they may make several 
attempts to escape the violence and get 
protection. As with other women, the 
decision to leave can be triggered by 
increasing episodes of life-threatening 
violence and/or recognising its impacts on 
children.  Strategies used by the abuser to 
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increase their social isolation and deny them 
access to money, transport or 
communication with others, as well as 
locking them in the home, can make 
escaping even harder (Cockram, 2003).   
  
Disabled women’s accounts also indicate 
that they frequently face institutional and 
social barriers when trying to get away. For 
example, women may be in contact with 
professionals who fail to ask about domestic 
violence, making it difficult for women to 
seek help (Lapidus et al., 2002). Further, 
disbelief from others including family 
members, neighbours and agencies such as 
the police, may be a key factor that prevents 
women from escaping the violence (Helfich 
& Simpson, 2006).  Saxton et al. (2001) 
found that where women had to rely on 
partners for personal care, this increased the 
difficulties women had in leaving an abusive 
relationship.   Other barriers were the 
inadequacy of domestic violence and 
disability services in providing the 
appropriate care and support that women 
may need once they have escaped from the 
violence, and the focus by agencies on a 
woman’s disabilities rather than on the 
violence they have experienced from a 
partner (Erwin, 2000; Nosek et al. 2001; 
Cockram, 2003).   
  
The Leeds Inter-Agency Project (LIAP) 
found that when disabled women did 
approach domestic violence services: 
 

they were viewed first and foremost as 
disabled women. The fact that they were 
experiencing violence was not seen as a 
priority. (LIAP, 2005, p. 16) 

 
LIAP also found that disabled women 
believed that these services would not be 
accessible to them as disabled women 
(LIAP, 2005) and that women “who 
disclosed violence and abuse to disability 
services were often told that they could not 
be helped, as that was not the organisation’s 
expertise” (p. 16). They also experienced 
‘patronising and negative attitudes from the 

professionals’ who ‘took over’ and denied 
them choices and decision-making. Further, 
some women did not feel able to disclose 
experiences of violence because they felt it 
would not be treated ‘confidentially’.  
 
Most women in the consultation organised 
by Women with Disabilities, Australia 
(WWDA) (2004) had many similar 
concerns.   WWDA has also contributed to 
the debate around ‘neglect’ as a form of 
domestic violence, which is often omitted 
from many mainstream domestic violence 
definitions.  WWDA defines neglect:  
 

Neglect refers to the harm caused by 
failure to provide adequate support, 
food, shelter, clothing or hygienic living 
conditions. It also includes failure to 
provide adequate information and 
education in the use of poisons, alcohol, 
drugs. For women with disabilities 
neglect may include leaving a woman in 
soiled clothes for ‘punishment’, or 
leaving her for extended periods in 
bathtubs or beds, or forcing her to eat at 
a pace that exceeds her ability and 
comfort. (WWDA, 2004, p. 8) 

 
But as WWDA (2004) point out, the 
pervasiveness of neglect, in this context, 
makes its inclusion in definitions of 
violence difficult.  It may be useful for 
social workers to think of neglect as another 
form of controlling behaviour in an overall 
pattern of domestic violence where physical 
violence or threats are used.  It is also 
crucial for social workers to be aware of 
their own potential to compound the 
problems for disabled women by 
misinterpreting, minimising or dismissing 
their experiences, or by patronising them or 
making decisions for them.  Morris (l996) 
draws parallels between the ways society 
takes power and choice from disabled 
women and domestic violence survivors. 
She argues that like domestic violence 
survivors, disabled women are not passive 
victims to be pitied, but survivors who cope, 
struggle and resist oppression. 
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In relation to learning disability services in 
the UK, McCarthy and Thompson, (l996 & 
l997; McCarthy, 1999; Thompson, 2000) 
identified a number of failings in relation to 
residential community provision, 
particularly in relation to a tolerance of 
sexual violence against learning disabled 
women.  Whilst recent changes in the law in 
relation to sexual offences in the UK, should 
make it easier to prosecute rape and sexual 
assault against women with learning 
disabilities2, these are aimed at dealing with 
offences from staff and therefore do not deal 
with the main problem of women with 
learning disabilities being assaulted by their 
male partners or ‘boyfriends’ with learning 
difficulties.  Furthermore, in the UK, 
attrition studies on rape and sexual assault 
have shown that complaints made by 
women with learning disabilities or mental 
health problems are least likely to be 
investigated by the police (Kelly et al., 
2005). 
 
Social work, disability and domestic 
violence in the UK 
 
Outside the UK there seems to be a 
reasonable record of addressing domestic 
violence issues in social work (for example 
Solokoff, 2005; Buzawa et al., 2007; 
Eastman & Bunch, 2007), and more recent 
studies do occasionally address disability 
issues (Milberger et al., 2003; Baldry et al., 
2006; Brownridge, 2006; Olsvik, 2006).  
This does not seem to be the case in British 
social work literature.  Research about 
social work and domestic violence in 
relation to disabled women (or children) 
seems to continue to be negligible in 
volume.  There are a few examples of social 
work research and practice in relation to 
domestic violence but, with the exception of 
this work (Radford et al., 2006), very little 
has been published relating directly to 
disability or ‘impairment’ and domestic 
violence since Mullender’s work on social 
work ‘in health and adult care settings’ 
(1996, p. 107).   It is even more difficult to 
find information about domestic violence 

and disability in official policy or practice 
guidelines.  A recent3 search of four of the 
UK’s social work websites4 (whose roles are 
to develop knowledge about good practice, 
promote high quality learning and provide 
invaluable routine professional support and 
advice) led either to material about children 
and young people and adjacent issues, or to 
North American sites about domestic 
violence.   
 
It is not surprising therefore, that there is 
little information about disability and 
domestic violence in British social work 
practice or research.  Mullender and Hague 
(2005), in their paper on service user 
groups, draw out the parallels between 
attitudes to disabled people and domestic 
violence survivors, with tendencies to pity 
and protect rather than involve and 
empower.  However, more social work texts 
are including sections or chapters on 
domestic violence and do occasionally refer 
to health or disability.  For example Taylor-
Browne’s chapter (2005) helpfully points 
out that ‘health professionals’ find it 
difficult to ask women about domestic 
violence (p. 95), but does not discuss 
services for, or needs of, disabled women. 
 
As indicated earlier, it is assumed that social 
workers’ growing involvement with many 
disabled people and their carers in their 
assessment and other work, might bring 
them into contact with these agencies and 
might place them in a position of influence.  
Social workers’ most common role in 
current British practice is as assessors and 
regulators of services, and this is likely to be 
particularly so in the emerging multi-
disciplinary and inter-agency settings.  
Currently in England, inter-agency, multi-
agency and multi-disciplinary working is 
developing in relation to services for adults 
and services for children (Department of 
Health 1998; Department for Education and 
Skills, 2003) and the Home Office has 
encouraged similar initiatives in relation to 
domestic violence since 19905 (Hague & 
Malos, 1998).  These developments could 
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place social workers in a key position to 
influence disability services, and improve 
the experiences of disabled women who 
experience domestic violence.  However, 
although government policies continue to 
encourage improvements and develop 
strategies to address domestic violence as 
“core business – not an optional extra” 
(Local Government Association, 2006, p. 
5), the involvement and role of social 
workers remains undefined.  The only 
potential area for social work, currently 
defined as being primarily the responsibility 
of “the director and lead member for 
children’s services and Local Safeguarding 
Children’s Boards” (p. 7) is related to child 
protection work.  
 
In contrast to these local and national 
strategies and policies, which appear to 
overlook or side-line social work, there are 
examples of research and practice that place 
social workers in key positions.  A number 
of recent studies that have adopted a closer 
and more detailed approach to research and 
practice with women who have experienced 
domestic violence, suggest a variety of 
potential social work roles.  Cavanagh 
(2003) clearly demonstrates women’s 
responses to abuse and violence as dynamic, 
involving a ‘repertoire of responses’ to 
survive, reduce and resist men’s attacks.  
Humphrey’s et al. (2005) explore more 
complex analyses and responses to domestic 
violence and substance use and Hester 
(2005) highlights other problematical 
professional and policy discourses which 
social workers might address in: 
 

• seeing as separate issues violence by 
men towards women and violence by 
men towards children; 

• construing a gap between ‘violent 
men’ and ‘fathers’ so that violent 
fathers become invisible; 

• blaming mothers for lack of contact 
between children and fathers; and 

• not incorporating children’s voices 
and perspectives. (p. 176) 

 

Enosh and Buchbinder (2005) explore 
auotobiographical methods for research and 
practice with women in constructing 
memories and narratives of violent 
experiences and Hague et al. (2003) 
demonstrate the crucial position of 
‘domestic violence survivors’ as service 
users, to be “both heard and heeded … in 
service planning, provision and delivery” (p. 
2).   
 
On the whole, however, the literature 
suggests that neither policy makers, service 
providers, professionals nor disabled 
women themselves have a great deal of 
confidence in the appropriateness of 
services for disabled women experiencing 
domestic violence.  This raised a number of 
questions that the study attempted to address 
and results showed some contrasting 
evidence, including the improved 
accessibility of Middlesbrough Refuge 
(Radford et al., 2005).    
 
Methodology 

 
Ethical approval was obtained and the study 
was undertaken at the beginning of 2005.  
Representatives of member agencies of 
MDVF and Cleveland Disability Forum 
(CDF) were contacted by phone and email, 
and invited to participate in the survey.  
Twenty out of the 25 members of CDF 
participated, most had charitable status and 
many relied almost entirely on voluntary 
workers and funding.  Those providing 
information were offering services to 
between 40 and 10,000 clients.  They had 
different practice responsibilities and policy 
experiences, and adopted a variety of 
approaches.   For example, the WRVS has 
over 60 years’ experience, whereas the 
Shaw Trust was established in 1982, during 
the International Year for Disabled Persons.  
One of the participants in the research, and a 
key player in this area, was the Cleveland 
Disability Forum which co-operates and 
consults with the voluntary sector, Local 
Authority, statutory bodies and all who plan 
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and provide services/facilities to those with 
disabilities. 
 
Using semi-structured, telephone-
interviews, 20 participants, representing 
disability services and agencies were 
interviewed, using a semi-structured 
framework.  Of the 20 participants, twelve 
were from voluntary agencies and eight 
were from statutory agencies (health and 
social services).  Most of the twelve 
voluntary agencies offered a range of 
services.  One provided crisis and financial 
help, two offered advocacy and information 
services, three provided counselling, two 
provided training and nine offered various 
kinds of day facilities or domiciliary 
support. The eight statutory agencies 
included six multi-disciplinary teams, four 
of which included social workers.  They 
focussed mostly on assessments with day 
facilities or domiciliary support, though one 
also provided adaptations and two provided 
residential facilities.  The individuals who 
took part in the telephone interviews were 
mostly paid workers (13), two of whom 
were social workers, but one student and 
four volunteers also participated.  
 
Results 

 
The results reported here relate to the 20 
disability agencies’ understandings about 
domestic violence and to their policies, 
procedures and training provisions in this 
regard. 
 
Definitions and estimates 

 
On the whole, participants from the 
disability agencies were confident about 
defining disability and willing to estimate 
numbers or percentages of different forms 
of disabilities.  Their client base (as a whole, 
not referring to clients disclosing domestic 
violence) was varied, and included deaf and 
hearing-disabled people, blind and partially-
sighted people, wheel chair users, mentally 
ill and learning disabled people6.  
Participants were less confident about 

defining or estimating experiences of 
domestic violence but, despite none of the 
participants’ knowledge of any ‘official’ or 
‘agency’ definition of domestic violence, 
many of them seemed reasonably aware and 
had a general understanding of the issues.  
One or two felt their knowledge was poor or 
limited (and a small number included child 
abuse in their descriptions), but most of 
them were eager to seek help from 
elsewhere.   
 
Participants were not asked to calculate or 
estimate any correlations between different 
types of disability and domestic violence, 
nor make any other comparisons or 
analyses.  However, some participants 
offered their analyses and understandings.  
Only two people spoke of domestic violence 
as a gendered phenomenon within the 
context of patriarchal social relations, 
though most implied this awareness by 
referring to ‘mostly men’ as perpetrators 
and ‘mostly women’ as ‘victims’.  Almost 
all referred to the different and sometimes 
overlapping forms of abuse and many knew 
about shame, secrecy and silence: 
 

I have personal experience of domestic 
violence - it comes in many shapes and 
forms … People forget the mental 
attachment, for example non-verbal 
threat, fear, wondering about when it’s 
going to happen next, not knowing … 
 

As far as the participants were aware, none 
of the agencies kept statistics about 
domestic violence and only six of them 
were able to estimate what proportion of 
their women clients experienced domestic 
violence.  The estimates of these six 
participants varied considerably (from less 
than 1% to 60%), although it is not entirely 
clear whether they were estimating the 
number of clients disclosing domestic 
violence, or estimating the numbers they 
suspected were experiencing it.  Two 
participants gave the numbers they knew of 
saying, for example “two or three in eight 
years”, but most had “no idea” or “knew of 
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none”.  A few participants pointed out that 
they had never asked about domestic 
violence, and some conceded that although 
it probably did occur, it was too difficult for 
them to conjecture.  However, despite their 
admitting to having limited knowledge/ 
experience of domestic violence in their 
agency, some of them attempted to estimate 
specific forms of domestic violence in 
relation to their particular clients.   
 
Participants were asked about clients’ 
experiences of physical, emotional and 
sexual violence and financial abuse, and 
also about withholding medication/aids (a 
form of domestic violence identified in the 
literature).  Ten participants thought that 
“some” clients experienced physical 
violence and one person estimated that this 
might be as many as 50% of clients; 
however, five participants thought that none 
of their clients experienced physical 
violence.  With regard to emotional violence 
or mental cruelty, eighteen participants 
thought that this was “likely in many 
families” and two people thought that 
around 80% of clients experienced it.  Six 
participants thought clients commonly 
experienced sexual violence.  There were 
marked differences between participants’ 
estimates relating to experiences of financial 
abuse.  Four people thought this was 
common, including one participant who said 
this was “the most common form” and 
another who estimated that over 60% of 
their clients experienced this.  However, 
five participants felt that this did not occur.  
Participants also thought that the 
withholding of medication or aids was 
uncommon and only one person estimated 
that around 20% of clients experienced this.  
It is impossible to know whether the large 
differences between respondents’ estimates 
reflect personal or societal myths and 
stereotypes about disability, or are indeed 
based on workers’ practice wisdom and 
considered calculations about particular 
service users and specific disabilities. 
 

Agencies were also asked about disclosures, 
and about when or where this might happen.  
Although ten representatives confirmed that 
this had never happened (as far as they were 
aware), others said domestic violence was 
frequently disclosed either during the 
admission/initial interview stage, or later, as 
relationships with staff built up over time, 
often in the context of ‘life history’ work.   
One participant said that domestic violence 
was occasionally reported by telephone (as 
part of their ‘safe and well check’ 
procedure), and another participant 
explained that their clients participated in 
training about violence and personal safety, 
which includes domestic violence, and was 
a regular point for disclosures.  This was a 
significant finding and led into discussion of 
how disability agencies responded to 
disclosures (whether this information was 
just noted in people’s files or reported as 
‘crime’) by asking about policies and 
procedures.  
 
Domestic Violence Policies and Training 

 
Only two agencies screened their clients for 
domestic violence (as part of a risk 
assessment during the admissions process) 
and none collated information about 
disclosures or incidents (though some 
recorded such information individually on 
clients’ files).  Only seven agencies had 
some kind of domestic violence policy in 
place, for example ‘referring on’ to another 
agency, and only two had specific policies. 
Most incorporated domestic violence under 
more wide-ranging policies, for example 
relating to ‘Vulnerable Adults’, National 
Care Standards, bullying and harassment 
policies.  In order to identify how these 
policies might work, participants were asked 
what support services were offered.  Most 
agencies (13) talked about referrals (mostly 
to social services), but generally they 
revealed a wide range of good and less good 
policies and practices.   
 
Only seven participants said that they or 
their colleagues had undertaken domestic 
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violence training, and some of that was as 
part of other training programmes, for 
example child protection training.  One or 
two of these few agencies had had a range 
of training, but on the whole the training 
was non accredited, provided in house or by 
the National Health Service (NHS) or a 
local government department.   Twelve 
agencies reported that they had no training 
at all about domestic violence and two 
participants were doubtful about the 
relevance of domestic violence training and 
one representative said: 
 

it wouldn’t benefit me in any way, shape 
or form.  

 
Although only one view, it serves to 
highlight the importance of professional 
accredited training for all agencies, one of 
the key recommendations of the study’s 
final report (Radford et al., 2005). 
 
Discussion 

 
Although the respondents were able to define 
disability and readily able to estimate (if not 
quote) numbers and ‘categories’ of disabled 
people in their groups or agencies, they were 
less experienced and confident about their 
knowledge of domestic violence and most 
agreed that domestic violence training would 
be beneficial.  Similarly, although many were 
enthusiastic about the subject and willing to 
acknowledge their own and their agencies 
shortcomings in this area, on the whole they 
had no knowledge (and certainly no consistent 
record) of the extent of domestic violence and 
were unable to identify domestic violence 
policies or facilities.   
 
Overall, the experiences of disabilities 
agencies were very mixed. Some reported that 
they never received domestic violence 
disclosures from clients and others reported 
“very few”. In contrast one agency estimated 
that as many as 50% of clients had 
experienced physical violence and 80% 
cruelty, neglect or emotional violence, though 
it is unclear whether these figures refer to 

disclosures or to cases where staff suspected 
domestic violence.   It is important to note that 
agencies which undertook screening and kept 
statistics about domestic violence reported 
higher figures than agencies which estimated 
numbers. 
 
Unfortunately the population of women 
with disabilities remains undefined and this 
is particularly problematic in relation to 
vulnerability and risk. For example, the 
risks faced by women with mobility 
problems are likely to be different in kind to 
those faced by women with mental health 
problems; the vulnerability of women with 
learning disabilities might be very different 
from those who are blind or who have 
communication difficulties.  It seems likely 
that the type of domestic violence, and the 
appropriate interventions, may also reflect 
these factors.  Any offer of help or support 
should take the different dependence needs 
into account, especially around issues of 
neglect and abuse.  On the whole, disability 
agencies seemed to describe emotional 
abuse and controlling care as “neglect”, 
rather than framing it in the prevention, 
protection, justice and support discourses of 
domestic violence. This highlights a tension 
between the welfarism of the medical model 
of disability and the human rights 
approaches of domestic violence discourses.  
 
It is important not to stereotype disabled 
women as being all the same, nor as 
helpless victims of men's violence, and to 
avoid concentrating on discussions around 
dependency and vulnerability. One way to 
do this is to focus on disabled women's 
experiences, and particularly on what they 
say in relation to agencies and to their 
‘carers’7.  This might be particularly 
revealing in relation to the very different 
estimates by agencies about disabled 
women’s experiences shown earlier.  
Disabled women do not want services based 
on ‘guesstimates’, nor to be treated as 
special ‘tragic cases’, they want equal 
treatment and inclusion in adequately 
provided and appropriate services.  Whilst 
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power and control tactics may operate 
differently in certain contexts and there may 
be a wider range of perpetrators for disabled 
women, social workers should be stressing 
the commonality of their experiences with 
non-disabled women in relation to domestic 
violence and building our relationships 
around such allegiances. 
 
This research is one of the few recent 
studies to engage with this issue, and 
although local, its findings are of national 
significance.  It has shown that little is 
known about the prevalence of domestic 
violence among disabled women, nor about 
their carers, and suggests that although 
training would be welcomed by most, it 
might not address all of the political and 
personal complexities that are involved.  
As social workers become more involved 
with disabled adults they need to shift their 
relationships away from a pattern of 
ambivalence – on one hand desiring to 
maintain clients’ independence and privacy 
whilst on the other intervening and 
protecting their ‘vulnerabilities’.  Social 
workers must work within the domestic 
violence discourse, recognising it as a crime 
and distinguishing between perpetrators 
(who need criminal interventions) and 
survivors/victims (who need support) 
(Home Office, 2006). Social workers must 
move away from the ‘family violence’, 
‘dysfunctional families’ and couple 
counselling discourses of the past and 
replace their qualifying education, on-going 
training and current practice with models 
that emphasise gender relations, disablism 
and poverty (Mays, 2006), allowing them to 
make new relationships with their clients 
that are built on genuine consultation with 
disabled women and with women who have 
experienced domestic violence. 
 
Endnotes: 
 
1 The pilot study consisted of two parallel 
surveys of member agencies of (i) 
Middlesbrough Domestic Violence Forum 
(MDVF) and (ii) Cleveland Disability 

Forum (CDF), offering support services in 
the fields of domestic violence and 
disabilities respectively). By surveying 
agencies affiliated to both forums, it drew 
together insights and experiences of 
agencies that have operated alongside each 
other for a number of years, but with only 
limited interaction between them. 
 
2 The Sexual Offences Act (2003) provides 
a clearer and more comprehensive 
framework (and guidelines) for different 
agencies and professionals, for example 
clarifying issues surrounding consent in 
rape and sexual assault cases. The 
government has also introduced guidelines 
on procedures for protecting ‘vulnerable’ 
adults (Department of Health, 2000). 
 
3 Summer, 2006. 
 
4 Social Care Institute for Excellence 
(SCIE), Higher Education Academy - Social 
Policy and Social Work (SWAP), British 
Association of Social Work (BASW), 
Association of Directors of Social Services 
(ADSS). 
 
5 Multi-agency working has been in place in 
the Middlesbrough area since 1992. 
 
6 Other disabilities were also referred to in 
smaller numbers: autism, cerebral palsy, 
Downe’s syndrome, Angelman’s syndrome, 
epilepsy, global developmental delay, 
ADHD, Arthritis, Parkinson’s disease, M.S., 
epilepsy, dyslexia, brain injuries, stroke, 
Huntington’s disease, HIV, amputees, deep 
vein thrombosis, hepatitis, disfigurement, 
old age, infirmity, elderly, dementia/ 
confused, Alzheimer’s disease, diabetes, 
fractured femur. 
 
7 An area that was beyond the remit of this 
pilot study, but hopefully to be part of a 
second stage. 
 
 
 
 

 



164    Joy Trotter et al. 

References 
 

Baldry, E., Bratel, J. & Breckenridge, J. 
(2006) ‘Domestic violence and children 
with disabilities: working towards 
enhancing social work practice’, Australian 
Social Work, 59(2), pp. 185-97. 
 
Brownridge, D. (2006) ‘Partner violence 
against women with disabilities: prevalence, 
risk, and explanations’, Violence Against 
Women, 12(9), pp. 805-22. 
 
Buzawa, E., Hotaling, G.T. & Byrne, J. 
(2007) ‘Understanding the impact of prior 
abuse and prior victimization on the 
decision to forego criminal justice 
assistance in domestic violence incidents: a 
life-course perspective’, Brief Treatment 
and Crisis Intervention, 7(1), pp. 55-76. 
 
Cavanagh, K. (2003) ‘Understanding 
women’s responses to domestic violence’, 
Qualitative Social Work, 2(3), pp. 229-49. 
 
Cockram, J. (2003) Silent Voices: Women 
with Disabilities and Family and Domestic 
Violence, Perth: Edith Cowan University 
Centre for Social Research, available at 
www.wwda.org.au/silent4. 
 
Department for Education and Skills (2003) 
Every Child Matters, London: The 
Stationery Office. 
 
Department of Health (1998) Modernising 
Social Services: Promoting Independence, 
Improving Protection, Raising Standards, 
London: The Stationery Office. 
 
Department of Health (2000) No Secrets: 
Guidance on Developing and Implementing 
Multi-agency Policies and Procedures to 
Protect Vulnerable Adults from Abuse, 
available at 
www.doh.gov.uk/scg/nosecrets.htm.  
 
Department of Health (2003) Independence 
Matters: An Overview of the Performance of 
Social Care Services for Physically and 

Sensory Disabled People, London: 
Department of Health, Social Services 
Inspectorate. 
 
Department of Health (2004) Treated as 
People: An Overview of Mental Health 
Services from a Social Care Perspective 
2002 – 2004, London: Department of 
Health, Social Services Inspectorate. 
 
Eastman, B. & Bunch, S.G. (2007) 
‘Providing services to survivors of domestic 
violence: a comparison of rural and urban 
service provider perceptions’, Journal of 
Interpersonal Violence, 22(3), pp. 465-73. 
 
Enosh, G. & Buchbinder, E. (2005) 
‘Strategies of distancing from emotional 
experience: making memories of domestic 
violence’, Qualitative Social Work, 4(1), pp. 
9-32. 
 
Erwin, P. (2000) Intimate and Caregiver 
Violence against Women with Disabilities, 
available at 
www.bwjp.org/documents/Erwin-
diswomenformatted1.htm. 
 
Fawcett, B. (2000) Feminist Perspectives on  
Disability, London: Pearson Education. 
 
Hague, G. & Malos, E. (1998) ‘Inter-agency 
approaches to domestic violence and the 
role of social services’, British Journal of 
Social Work, 28(3), pp. 369-86. 
 
Hague, G., Mullender, A. & Aris, R. (2003) 
Is Anyone Listening?  Accountability and 
Women Survivors of Domestic Violence, 
London: Routledge. 
 
Helfich, C.A. & Simpson, E.K. (2006) 
‘Improving services for lesbian clients: what 
do domestic violence agencies need to do?’, 
Health Care for Women International, 
27(4), pp. 344-61. 
 
 
 
 

 

http://www.wwda.org.au/silent4
http://www.bwjp.org/documents/Erwin-diswomenformatted1.htm
http://www.bwjp.org/documents/Erwin-diswomenformatted1.htm


Changing relationships     165 

Hester, M. (2000) ‘Domestic Violence in 
China’, in Radford, J., Friedberg, M. & 
Harne, L. (eds.), Women, Violence and 
Strategies for Action, Buckingham: Open 
University Press, pp. 149-66. 
 
Hester, M. (2005) ‘Tackling Men’s 
Violence in Families: Lessons for the UK’, 
in Eriksson, M., Hester, M., Keskinen, S. & 
Pringle, K. (eds.), Tackling Men’s Violence 
in Families: Nordic Issues and Dilemmas, 
Bristol: Policy Press. 
 
Home Office (2000) Break the Chain: 
Multi-Agency Guidance for Addressing 
Domestic Violence, London: HMSO. 
 
Home Office (2003) Safety and Justice: The 
Government’s Proposals on Domestic 
Violence, London: HMSO. 
 
Home Office (2006) ‘Get help or get 
arrested: new domestic violence awareness 
campaign targets abusers’, available at 
http://www.crimereduction.gov.uk/domestic
violence57.htm. 
 
Humphreys, C., Regan, L., River, D. & 
Thiara, R.K. (2005) ‘Domestic violence and 
substance use: tackling complexity’, British 
Journal of Social Work, 35(8), pp. 1303-20. 
 
Kelly, L., Lovett, J. & Regan, L. (2005) A 
Gap or a Chasm: Attrition in Reported Rape 
Cases, London: Home Office. 
 
Lapidus, G., Cooke, M.B., Gelven E., 
Sherman, K., Duncan, M. & Banco, L. 
(2002) ‘A statewide survey of domestic 
violence screening behaviors among 
pediatricians and family physicians’, 
Archives of Pediatrics and Adolescent 
Medicine, 156(4), pp. 332–6. 
 
Leeds Inter-Agency Project (LIAP) (2005) 
Disabled Women Experiencing Violence 
from Men they Know: Leeds Inter-Agency 
Project Working with Disabled Women 
l996-2003, Leeds: Leeds Inter-Agency 
Project. 

Local Government Association (2006) 
Local Government’s Role in Tackling 
Domestic Violence, London: Home Office. 
 
Mays, J.M. (2006) ‘Feminist disability 
theory: domestic violence against women 
with a disability’, Disability and Society, 
21(2), pp. 147-58. 
 
McCarthy, M. (l999) Sexuality and Women 
with Learning Disabilities, London: Jessica 
Kingsley. 
 
McCarthy, M. & Thompson, D. (1996) 
‘Sexual abuse by design: an examination of 
the issues in learning disability services’, 
Disability and Society, 11(2), pp. 205-17. 
 
McCarthy, M. & Thompson, D. (1997) ‘A 
prevalence study of sexual abuse of adults 
with intellectual disabilities referred for sex 
education’, Journal of Applied Research in 
Intellectual Disability, 10(2), pp. 105-24. 
 
Milberger, S., Israel, N., LeRoy, B., Martin, 
A., Potter, L., & Patchak-Schuster, P. 
(2003) ‘Violence against women with 
physical disabilities’ Violence and Victims, 
18(5), 581-91. 
 
Morris, J. (l996) ‘Introduction’, in Morris, J. 
(ed.), Encounters with Strangers: Feminism 
and Disability, London: Women’s Press, pp. 
1-16 
 
Mullender, A. (1996) Rethinking Domestic 
Violence: The Social Work and Probation 
Response, London: Routledge. 
 
Mullender, A. & Hague, G. (2005) ‘Giving 
a voice to women survivors of domestic 
violence through recognition as a service 
user group’, British Journal of Social Work, 
35(8), pp. 1321-41.  
 
Nosek, M., Howland, C. & Hughes, R. 
(2001) ‘The investigation of abuse and 
women with disabilities: going beyond 
assumptions’, Violence against Women, 
7(4), pp. 477-99. 

 



166    Joy Trotter et al. 

Olsvik, V. M. (2006) ‘Vulnerable, exposed 
and invisible: a study of violence and abuse 
against women with physical disabilities’, 
Scandinavian Journal of Disability 
Research, 8(2&3), pp. 85-98. 
 
Preston-Shoot, M. (2003) ‘Only connect: 
client, carer and professional perspectives 
on community care assessment processes’, 
Research, Policy and Planning, 21(3), pp. 
23-35. 
 
Radford, J. (2002) Domestic Violence and 
Disability, report for Cleveland Police, 
unpublished. 
 
Radford, J., Harne, L. & Trotter, J. (2005) 
Good Intentions - Disabling Realities: 
Disabled Women Experiencing Domestic 
Violence, Middlesbrough: Middlesbrough 
Domestic Violence Forum. 
 
Radford, J., Harne, L. & Trotter, J. (2006) 
‘Disabled women and domestic violence as 
violent crime’, Practice, 18(4), pp. 233-46. 
 
Saxton, M., Curry, M., Powers, L., Maley, 
S., Eckel, S. & Gross, J. (2001) ‘“Bring my 
scooter so I can leave you”: a study of 
disabled women handling abuse from 
personal assistance providers’, Violence 
Against Women, 7(4), pp. 393-417. 
 
Solokoff, N.L. (2005). ‘Domestic violence 
at the intersections of race, class, and 
gender: challenges and contributions to 
understanding violence against marginalized 
women in diverse communities’, Violence 
Against Women, 11(1), pp. 38-64. 
 
Taylor-Browne, J. (2005) ‘Domestic 
Violence: Evidence-led Policy – Ignorance-
led Practice?’, in Smith, D. (ed.), Social 
Work and Evidence-Based Practice, 
London: Jessica Kingsley, pp. 87-105. 
 
Thompson, D. (2000) ‘Vulnerability, 
dangerousness and risk: the case of men 
with learning disabilities who sexually 

abuse’, Health, Risk and Society, 2(1), pp. 
33-46. 
 
Walby, S. & Allen, J. (2004) Domestic 
Violence, Sexual Assault and Stalking: 
Findings from the British Crime Survey, 
London: Home Office Research Study 276. 
 
Women with Disabilities Australia 
(WWDA) (2004) Valuing South Australia’s 
Women: Towards a Women’s Safety 
Strategy for South Australia, submission to 
the South Australian Government’s 
Discussion Paper, available at 
www.wwda.org.au/saviolsub.htm.  
 
Notes on Contributors: 
 
All three authors are researchers with strong 
records of research and publication in the 
fields of domestic and sexual violence.  All 
have histories in feminism and are actively 
involved in promoting justice and protection 
for women and children and challenging 
gender violence in their practice. 
 
Address for Correspondence: 
 
Dr. Joy Trotter 
Reader in Social Work 
School of Health 
University of Teesside 
Middlesbrough 
TS1 3BA 
 
Email: j.trotter@tees.ac.uk 
 

 

http://www.wwda.org.au/saviolsub.htm
mailto:j.trotter@tees.ac.uk


Research, Policy and Planning (2007) 25(2/3), 167-70 
 

Book Reviews 
 
 
Costs and Outcomes in Children’s Social 
Care: Messages from Research 
Jennifer Beecham and Ian Sinclair  
London, Jessica Kingsley, 2007, pp. 144, 
ISBN: 9781843104964, £16.99 (pbk.) 
 
In social care services, there is a continuing 
focus on measuring service volume, 
activity, quality and service outcomes, along 
with professional drivers for evidence based 
practice.  In this ‘evidenced–based’ 
environment, the knowledge derived from 
both research and participative practices can 
be used to assist professionals in their 
practice. Therefore, this collection of 
research reports provides a timely and 
accessible source of knowledge with 
particular relevance to services for children 
and families. 
 
The book has a focus on research that 
investigated planning and commissioning in 
children’s services. The authors draw upon 
14 research studies, 13 of which were part 
of a Department of Health research 
programme examining the Costs and 
Effectiveness of Services for Children in 
Need, which pre-dated the Every Child 
Matters initiative. Through analysis of the 
findings of these research studies, the 
authors examine the costs of service 
provision and consider how far services are 
effective in improving outcomes for 
children.  
 
The book is made up of seven chapters, the 
first of which offers a broad introduction 
and includes the national policy context for 
the studies and the core questions that were 
addressed.  Thus whilst each of the research 
studies was different, the core concerns 
were closely related; with key questions 
focussing on what money is spent on and 
what makes a service ‘work’.  The second 
chapter is particularly helpful in enabling 
the reader to appraise the research methods 
for themselves, as it details the research 

design and how some of the complex issues 
of assessing costs and making economic 
evaluations were addressed.  Thereafter, 
chapters three through to six use the 
knowledge gained from the research studies 
to explore particular aspects of costs and 
outcomes in children’s social care.  For 
example, ‘the ideal and the reality’ of 
service delivery; service costs and variations 
in cost, early intervention and preventative 
services; and services for children who may 
need care, are in the care system, or are care 
leavers. In the concluding chapter the 
authors summarise the book and the studies 
reported therein, suggesting that there are 
some key questions that arise from this 
work.  In particular they recommend further 
development in the forms and quality of 
future research and inquiry.  They also raise 
questions about different aspects of the 
efficacy of preventative, early and late 
intervention services.  Finally the authors 
discuss the ‘operating challenges’. Whilst 
conceding that more evidence is needed, 
they stress the importance of promoting 
quality of provision above structural change. 
 
This large size, soft-back book is written 
and structured in a very clear and accessible 
manner.  Within the chapters, there are 
helpful ‘summary boxes’ that not only 
provide summaries at the end of each 
chapter, but also highlight important 
aspects. Whilst the ‘messages’ are aimed at 
a wide audience, they are particularly 
relevant for local policy-makers, 
commissioners and managers in social care 
services for children. That said, practitioners 
and students will also find this book useful 
as one element of the knowledge base that 
can support and evidence the development 
of good practice with children and their 
families.  
 
Karin Crawford 
Senior Lecturer 
University of Lincoln 
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Social Work: a Companion to Learning 
Mark Lymbery and Karen Postle (eds.) 
London, Sage Publications, 2007, pp. 320 
ISBN 9781412920025, £20.99 (pbk.) 
 
Like much of the public sector, social work 
seems to have been subject to a relentless 
process of regulation and reform in recent 
times and this looks set to continue for the 
foreseeable future.  Of course, practitioners 
on the ground welcome changes which will 
improve conditions for professionals and 
outcomes for service users and their 
families.  However, at times, the 
phenomenal rate of upheaval can make 
practising social workers feel unsure as to 
their role and can make social work seem 
daunting to those seeking to join the 
profession.  Re-configurations, cross-sector 
working arrangements and new 
management and performance regimes have 
all had to be absorbed by practitioners, 
leaving many confused as how to maximise 
the contribution they make.  In this edited 
volume, the contributors set out to assist the 
trainee and practising social worker to make 
sense of the changing shape of British social 
work. 
 
In keeping with the strong sociological basis 
of social work practice, the book begins by 
mapping important aspects of the context of 
social work. For example, Jordan describes 
the ‘external forces’ which shape the 
interaction between service user and service 
provider, and the importance of practitioners 
actively engaging in the political 
dimensions effecting experiences.  This 
chapter sets a critical tone which is 
sustained throughout much of the book.  
The authors attempt not just to inform but 
also to challenge the reader.  So, for 
example, Hugman’s account of the 
underpinning values of social work is at 
pains to emphasize the need for ongoing 
critical engagement with complex moral 
questions.  The opening section proceeds 
with discussions of the roles of ‘sense of 
self’, user involvement and research in 
practice. The rise of interprofessional 

education is also presented and critiqued.  
Finally, an argument for greater 
international learning is presented. 
 
Part three looks at the social work 
profession’s legal basis.  It details some of 
the skills and responsibilities required of 
practitioners.  Although overall I 
appreciated the book’s concise approach, I 
felt an exception might have been made for 
some of this section.  Certainly the twelve 
pages on ‘assessment, planning, intervention 
and review’ would need to be augmented by 
further reading by any social work student.   
Despite this, I felt that section two provided 
a reasonable plea for ongoing good practice 
whilst acknowledging the constraints on 
practitioners.  The discussions of 
partnership and practice-learning present 
important but familiar material.  However, I 
found Rafferty & Steyaert’s discussion of 
the role of technology raised new and 
important questions. 
 
Part four begins with a discussion of the 
organisational context of social work and 
the importance of continual professional 
development.  Although the distinctiveness 
of the book’s substantive sections started to 
seem a bit tenuous by this point (perhaps 
inevitably) I enjoyed the user perspectives 
on partnership working and the slightly 
controversial suggestion that social work 
supervision borrow from models developed 
in the health sector.  Key concepts such as 
‘managerialism’ are then discussed and the 
volume finishes with both a glimpse into the 
future and a re-statement of the importance 
of seeing the service user at the centre. 
 
Overall, there is no doubt that this book will 
contribute to the learning and reflections of 
students and practitioners alike.  Indeed, 
many of the issues raised and discussed 
have a relevance to those working in the 
‘caring professions’ more generally.  At the 
same time, much of the content feels like a 
starting point rather than a definitive guide.  
This is not surprising given the constraints 
of word length and the breadth of material 
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covered.  Overall this volume has much to 
recommend it. 
 
Julie Willis 
Community Advice Team 
Kings Norton New Deal for Communities 
Birmingham 
 
 
Intervention and Support for Parents and 
Carers of Children and Young People on 
the Autism Spectrum: A Resource for 
Trainers 
Barry Wright and Chris Williams  
London: Jessica Kingsley, 2007, pp. 256, 
ISBN: 9781843105480, £29.99 (pbk) 
 
The number of children identified as having 
an Autism Spectrum Condition (ASC) has 
increased dramatically over the last couple 
of decades. It is now estimated that between 
0.7-1% of children in the UK have a 
condition on the spectrum and this has led to 
increasing demand on services to provide 
assessment, post-diagnostic support and 
advice to parents.  
 
The Autism Spectrum, its complex 
diagnostic classifications and myriad 
behavioural manifestations can be confusing 
even to experienced practitioners - so 
providing clear, concise and useful 
information to parents and carers is a 
challenge.  Yet helping parents through the 
initial shock and confusion in the post-
diagnostic period can help them to develop 
their own confidence and skills to manage 
the challenge of bringing up a child with an 
ASC. 
 
This book aims to provide an ‘off the shelf’ 
manual for practitioners intending to run 
post-diagnostic groups for parents and 
carers of recently diagnosed school-age 
children with Autism, Asperger Syndrome 
and related conditions. 
 
The authors assume that group facilitators 
will have significant experience and 
knowledge of the autism spectrum. For 

those who feel they need additional 
background reading they suggest that the 
manual should be read in conjunction with 
their previous publication How to Live with 
Autism and Asperger Syndrome: Practical 
Strategies for Parents and Professionals 
and the relevant sections of this sister 
publication are referenced frequently 
throughout the book. 
 
The book describes in detail how to set up 
and deliver the group programme. The 
course consists of 11 sessions. The initial 
sessions cover the characteristics of children 
with autism spectrum conditions, how they 
perceive the world and how problem 
behaviours may relate to particular autistic 
characteristics. The final sessions aim to 
help parents develop a problem solving 
approach to managing these behaviours. The 
authors suggest group sizes of 5 to 20 
participants with 12 to 15 being their ideal 
group numbers.  
 
The authors suggest that with minor 
adjustments the programme could also be 
used to train educational staff or care 
workers who are providing support to 
children with autism spectrum conditions. 
 
Each chapter deals with one session and 
includes all the resources needed to run the 
session. There are figures for overhead 
projector acetates, handouts and suggested 
homework activities.  The early sessions 
have more emphasis on information 
delivery but also include activities for the 
participants to consolidate learning points: 
so, for example, in the session on language 
and communication, participants are invited 
to mime various activities in small groups 
and then consider how much non-verbal 
communication aids comprehension in 
typically developing children (and adults).   
 
The last 3 sessions of the course are the 
most ambitious and, I suspect, the most 
appreciated by the course participants. They 
focus on specific behavioural strategies that 
can be useful in managing problematic 
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behaviours and include desensitisation, 
reinforcement schedules, externalising, 
distraction, consistency, time out, traffic 
lights and visual timetables. There is also a 
session devoted to the use of visual guides 
and social stories, two particularly helpful 
approaches for children with social-
communication disorders. These latter 
sessions on behavioural management do call 
for additional therapists to work with 
individual families on developing their own 
profile of useful strategies. 
 
The manual ends with the obligatory ‘pre-’ 
and ‘post-’ group evaluation forms and the 
results of evaluation of their own groups 
which have been running since 1999. 
 
Running parent groups is a time consuming 
but rewarding activity and this manual will 
be extremely valuable to anyone planning 
their own group. The sessions are well 
structured, providing psycho education but 
also opportunities for parents to share 
experiences with other families who have 
faced similar difficulties. This latter aspect 
of group work is something that parents 
often particularly value.  
 
My only hesitations about the programme 
were its length, 11 sessions at 2 hours per 
time is a very significant commitment, and I 
also felt that some of the handout material 
was quite lengthy and might be off-putting 
to any parents with specific literacy 
difficulties. Having said that, the course is 
very comprehensive and the authors stress 
that it should be approached flexibly and 
sessions adjusted to meet the needs of each 
group. 
 
Having run similar groups in the past, I can 
only say I wish this resource had been 
available to me at the time - it would have 
saved a great deal of preparation time and 
provided a highly practical guide to a novice 
group facilitator. Therefore, if you are 
regularly involved in providing services to 
children with autism spectrum conditions 
and their families or are thinking of running 

a group for parents to help them understand 
and manage their children’s difficulties, 
then this book may be for you. 
 
Dr Joanne Holmes 
Consultant Child and Adolescent 
Psychiatrist 
Asperger Team, Cambridge 
 



 
 
 
 
What are SSRG's objectives? 
• to provide a network of mutual support and 

a forum for the exchange of ideas and 
information on social and health care 
services; 

• to promote high standards in social and 
health care services research, information, 
planning and evaluation; 

• to develop an informed body of opinion on 
social and health care services activities; 

• to provide a channel of communication for 
the collective views of the Group to central 
and local government, other professional 
bodies and the public; 

• to sponsor relevant research and identify 
neglected areas of research; 

• to encourage and, where appropriate, 
sponsor high quality training in research 
techniques. 

 
Who belongs? 
SSRG is open to anyone who subscribes to the 
objectives of the Group. Members are drawn 
from a wide range of professional groups and 
organisations sharing a common interest in the 
work of the caring services. 
 
How is it organised? 
SSRG operates at two levels, nationally and 
regionally. National SSRG comprises a 
committee of elected and selected officers, 
elected members, co-opted members and 
regional representatives whose principal tasks 
are to promote the objectives of the group at 
national level, and to co-ordinate its activities. 
Regional Groups, of which there are eleven, 
including Scotland, Northern Ireland and 
Wales, exist to provide a focus for members’ 
activities in their local area. 
 
 
 
 
 
    

 
 
 
 
What does it do? 
National SSRG publishes a Journal and a 
Newsletter which are distributed free to all 
members, and a wide range of other 
publications on issues in the social and health 
care services. It maintains working links with 
central government departments, the 
Association of Directors of Social Services and 
other professional bodies and organises an 
annual three day workshop on a topical theme 
in social and health care services research, and 
occasional day conferences, for which 
members receive generous discounts of fees. It 
also co-ordinates the work of Special Interest 
Groups which provide members with an 
opportunity to contribute to the formulation of 
SSRG responses to national policy initiatives 
and current issues in the social and health care 
services.  
 
Regional Groups organise regular meetings 
focusing on the research, planning and 
development of the social and health care 
services, seminars featuring guest speakers on 
important topics, and occasional day 
workshops. The Regional Groups also provide 
mutual support for members and a forum for 
the exchange of ideas and information. 
 
Equal Opportunities Policy 
It is the policy of SSRG that no SSRG member, 
job applicant, employee or any other person 
working with, or in contact with, the 
organisation receives less favourable treatment, 
nor is disadvantaged by conditions or 
requirements imposed, on the grounds of their 
age, colour, disability, gender, ethnic origin, 
marital status, nationality, race, religion, sexual 
orientation, responsibility for dependents, 
political affiliation or membership of a trade 
union. It is the aim of SSRG to actively 
promote this policy, and to ensure that the 
contribution of research, information, planning 
and evaluation in social, housing and health 
care services is sensitive to this issue. 
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