





[image: Image result for university of wales trinity saint david logo]



              
               A study to explore co-location of services across sectors and the impact this has on providing health and social care services for vulnerable adults


A Dissertation submitted for the
Masters of Business Administration (MBA) 2018
University Of Wales, Trinity Saint David
Submitted: May 2018


Student: Julie Boalch
Student Number: P148143
Supervisor: Dr Antje Cockrill

[bookmark: _Toc512189481]Declaration/Statements

This work has not previously been accepted in substance for any degree and is not being concurrently submitted in candidature for any degree.	


Signed ...................................................................... (candidate)	

Date ........................................................................	


STATEMENT 1	

This work is the result of my own investigations, except where otherwise stated. Other sources are acknowledged by giving explicit references.  A bibliography is appended.


Signed ..................................................................... (candidate)	

Date ........................................................................	


STATEMENT 2	

I hereby give consent for my work, if accepted, to be available for photocopying and for inter-library loan, and for the title and summary to be made available to outside organisations.	


Signed ..................................................................... (candidate)	

Date ........................................................................






[bookmark: _Toc512189482]Acknowledgements
Undertaking this MBA has been a significant personal challenge; one which has not only strengthened my academic abilities but also taught me more about the person I am and what I am capable of.

I owe my complete gratitude to my Dissertation Supervisor, Dr Antje Cockrill, firstly for her belief in me and secondly for her enthusiasm for my idea which gave me the courage to bring it to life. Her expert advice, straight talking and continuous support have been invaluable in guiding me through every step of this journey. 

To Keith Cox, Board Secretary at the Welsh Ambulance Services NHS Trust, for championing me and whose support, time and perspective I am truly grateful for. Special thanks to Anna Bird, Head of Strategic Partnership Development at Hywel Dda University Health Board, for inspiring me towards independence.

Thanks to Nikki Harvey whose introductions and professional backing gave me credibility and set my primary research in motion. I am indebted to Louise Poley whose unfailing ability to put into words exactly how I felt at any given moment brought both laughter and momentum to the whole process. 

My deepest appreciation goes to my family, friends and prayer warriors at Liberty Church for their unwavering support, understanding and encouragement.

I dedicate this Dissertation to my husband, Phil, who constantly inspires me towards greater things.
[bookmark: _Toc512189483]Abbreviations
ATC - Alcohol Treatment Centres 
CPD – Continuing Professional Development
CSP – Community Safety Partnerships
DACC – Domestic Abuse Conference Calls
IFSS – Integrated Family Support Services
ISP – Information Sharing Protocol
MAPPA – Multi-Agency Public Protection Arrangements
MARAC – Multi-Agency Risk Assessment Conference
MASH – Multi-Agency Safeguarding Hub
PSB – Public Service Boards
SSWBWA – Social Services & Wellbeing (Wales) Act 2014
WASPI – Wales Accord on the Sharing of Personal Information
WCVA – Wales Council for Voluntary Action 
WFGA – Wellbeing of Future Generations (Wales) Act 2015
YOT – Youth Offending Teams

[bookmark: _Toc512189484]Abstract 
The purpose of the research was to identify a radically different way of delivering services to vulnerable adults, who present with complex health and social care needs. The rationale for the study is based on the societal complexities of the world today which are inextricably linked and not unilaterally resolved by any one professional, agency or sector. Such issues include poverty, health inequalities and mental health conditions.

This was to be achieved by critically examining the benefits and challenges of establishing a one-stop Health and Social Care shop which sees statutory, independent and voluntary organisations co-located together. The importance of the ethical, political and structural issues for organisations surrounding such collaborative arrangements is to be explored.

Design and Methodology

A phenomenological research philosophy was adopted and a research strategy developed which would critically explore assumptions using a qualitative paradigm. The paradigm is grounded in an interpretivist theoretical perspective. Such an inductive and explorative approach allowed for flexibility in the research and potentially laid the foundations for future research by formulating a theory and creating a hypothesis to be tested. The chosen sample included a heterogeneous, cross sectional representation of organisations operating within the Health and Social Care sector. Nine expert interviews were conducted with Senior Managers to explore their experience of working with the vulnerable adult demographic and of managing multiagency teams. The data was analysed using a selective and axial coding approach which provided validity to the study. 

Findings
 
Conclusively, the study has discovered that the desire and necessity for an integrated or co-located system for vulnerable adults exists and that this is congruent to existing theory in this area. However, despite forty years of governmental legislation and incentives, ring fenced funding and policy making; successful models of co-location and integration are not widespread. This is largely attributed to well documented, unchanging and parallel issues that beset such partnerships. This is in addition to a lack of strategic vision, leadership and practical support available to develop and implement the necessary strategy to drive such large scale initiatives forward. 
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The societal complexities of the world today are exhibited through issues that include poverty, health inequalities and mental health conditions. Such issues often result in homelessness, criminal behaviour, alcohol and drug addictions, social exclusion and domestic violence; however, this is not an exhaustive list. Williams and Sullivan (2007) recognise that these problems, which are inextricably linked, are not unilaterally resolved by any one professional, agency or sector.  

[bookmark: _Toc512189488]Rationale
Whilst the above statement is widely accepted, from the Welsh Government through to front line Practitioners and across the Health and Social Care sector (Carnwell and Buchanan, 2009, Ablard et al, 2017 and National Audit Office 2017), there is little empirical evidence available to evaluate the impact of co-located or integrated models of care on services users, professionals or the organisations as a whole.

Organisations, and the professionals within, recognise that a collaborative, multidisciplinary intervention is necessary to effectively resolve or reduce the impact societal issues have on vulnerable adults, their families and the wider society.

Decades of legislative drivers and consecutive governmental initiatives have seen countless studies undertaken which argue that collaboration, partnerships and joint approaches are the way to improve outcomes for service users. 

The question remains to be answered as to the reasons why there are few examples of successful models to evaluate and why there is a system wide, organisational or professional inability to succeed when this is a well-documented way forward. 

There is a collective agreement that collaborative working arrangements and an integrated service delivery is the paradigm upon which the population of Wales should receive public services (Williams and Sullivan, 2007).
	
[bookmark: _Toc512189489]Aims and Objectives
This dissertation seeks to critically analyse a radically different way of delivering services to vulnerable adults who present with complex needs through a unique, co-located model of care. The study will address and explore the following research objectives:
1. Critically evaluate the challenges and benefits of pooling resources across organisational boundaries whilst considering the ethical and political issues associated with such partnership arrangements.

2. Analyse how a co-located, multidisciplinary model of service delivery can maximise the long term benefits for the service user and their families through implementing an integrated approach to well-being.

3. Explore the potential for Health and Social Care agencies working collaboratively from one location to streamline the coordination of a single assessment and the provision of care as well as improve information sharing between agencies.
[bookmark: _Toc512189490]Research Paradigm and Method
The phenomenological approach (Silverman, 2016) proved suitable for this study as problems were not clearly defined and hence the data sample would assist in the discovery and exploration of the abstract for refinement in order to articulate a description of the phenomena grounded in said data sample.

Based on the chosen paradigm and theoretical perspective, the researcher selected a qualitative method of data collection which lends itself to an inductive approach (Trochim, 2006). The proposed research requires human experiences and perspectives to be explored and this method would enable the research to be conducted in the places where the subjects are based and work (Kawulich, 2012).

The theoretical frameworks that this dissertation is based upon are change management business models designed by Kurt Lewin (1947) and John Kotter (1996).

The dissertation has been structured into five chapters. The purpose of chapter one is to provide the background to the research problem, including the aims and objectives of the research. 

Chapter two critically analyses the available literature and secondary research data relating to the key principles of co-location and their impact on organisations. In addition, the review critically evaluates the available evidence and theory which underpins the primary research of this study. The review has been organised into several distinct themes which evaluate the concept of co-location and co-creation within the context of partnership arrangements spanning statutory, independent and third sector agencies.

Chapter three identifies an appropriate methodology and justifies the associated research paradigm required to collect and analyse primary data. This is against the backdrop of secondary research in the context of perceptions of a co-located model of care. This chapter examines the methodology and research design.

Chapter Four sets out the key findings from the primary research, brigaded into four distinct themes. These findings were analysed in accordance with the secondary evidence outlined in the Literature Review in Chapter Two. This was to understand whether any new information has been discovered or whether the findings support current discourse on the subject. 

[bookmark: _GoBack]Finally, chapter five draws out the conclusions of the key findings set out in chapter four which are synthesised against the evidence discovered in chapter two. In addition, this chapter identifies recommendations based on the findings. The purpose of the recommendations is to address considerations for policy makers, health and social care leaders and professionals to assimilate when designing co-located services in the future.

The following chapter critically analyses the available literature and secondary research data relating to the key principles of co-location which underpins the primary research of this study. 
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This purpose of this chapter is to critically analyse the available literature and secondary research data relating to the key principles of co-location. The literature review evaluates and reviews textbooks, academic journals, case studies, government publications, articles and research papers; however, this is not an exhaustive list. This review critically evaluates the available evidence and theory which underpins the primary research of this study. 

Specific consideration is given to existing co-located models, multi-agency teams and partnership arrangements spanning sectors within the health and social care system. The research aims to understand the correlation between such arrangements and the impact on organisations, their staff and, most importantly, service users.

Comparative research relating to smaller scale collaborations such as those characteristic of virtual collaborations, pilot bases, multi-agency hubs or multidisciplinary teams is analysed in order to evaluate whether physical location is necessary to deliver an improved, integrated and exemplar offering that meets the holistic needs of the most vulnerable in society. 

[bookmark: _Toc512189494]A Thematic Review
Due to the significant amount of literature available, this review has been organised into several distinct themes. These critically evaluate the concept of co-location and co-creation within the context of partnership arrangements spanning statutory, independent and third sector agencies. This is in addition to a critical examination of multi-disciplinary or multi-agency approaches within the context of shared governance arrangements, organisational processes and change management. The purpose of which is to evaluate the impact of such arrangements on organisations and their culture, relationships and ultimately the success of service delivery for the benefit of service users.

[bookmark: _Toc512189495]Legislative Drivers
This research comprehensively illustrates that local and central government increasingly recognise the need for collaborative working arrangements in Wales and across the UK and describe integrated service delivery as the paradigm upon which to deliver public services (Williams and Sullivan, 2007; PWC, 2007). The last 30 years particularly has seen consecutive governments urging agencies to be more authentic in their commitment and vision to work together to provide a high quality adult service. 

Priest (2012) and McKenna and Dunn (2015) provide a thorough historic analysis of integration and legislative drivers. The researcher encapsulated those pertinent to this review into below; these are from both a UK and Welsh perspective. 

Table 1 – UK Legislation and Papers
	Title
	Date
	Initiator
	Implication

	Health Act
	1999
	New Labour
	Statutory agencies could pool budgets, jointly commission and deliver services.

To dismantle organisational barriers and achieve a more structured integration.

	Our Health, Our Care, Our Say

	2006
	Labour Government
	Emphasis of service user needs in service improvement.  

	Putting People First 

	2007
	Labour Government
	To improve partnerships and the effectiveness of relationships between statutory, third and private sector agencies.

	High Quality Care for All 

	2008
	Labour Government
	To improve coordination of fragmented services to support person centred care.

	Additional £1bn a year, ring fenced funding
	2010
	Coalition Government
	To enhance health and social care partnerships.

	Health and Social Care Act
	2012
	Coalition Government
	“Controversial” proposals for a market based, consumerist approach to improve the quality of care. 

Emphasis on service users taking control over their health and social care choices as well as increased involvement in decisions affecting their care. 

The Government were accused of attempting to privatise the NHS. 

	£5.3bn Better Care Fund
	2013
	HM Treasury
	Specific, pooled funding stream for the improvement of collaborative, local area working for the benefit of older and disabled people.


[bookmark: _Toc512185550]Table 1: UK Legislation

The focus of this review is centred on service provision in Wales where integration is described as being a priority on the health and social care Agenda (Hickley, 2008). Evidence to support this is outlined in several public sector reviews such as those described in the table below along with legislation to support this. 

Table 2 – Welsh Legislation and Public Sector Reviews
	Title
	Date
	Initiator
	Implication


	Beyond Boundaries: 

	2006
	Welsh Assembly Government

	Review of Local Service Delivery for Wales.

	Sustainable Social Services for Wales: A Framework for Action 
	2011
	Welsh Government
	Partnership working must become the norm.  

Wales to ensure single ways of working become a thing of the past.

	NHS Five Year Forward View Strategy
	2012
	Developed by health and care organisations.
	A strategic, shared vision of the future based on new models of preventative care. 

Partnerships established with local authorities and their local communities.

	Social Services and Wellbeing (Wales) Act (SSWBWA)
	2014
	Welsh Government
	A framework to improve the wellbeing of people and carers who need care and support.

	Wellbeing of Future Generations (Wales) Act (WFGA)
	2015
	Welsh Government
	Sustainable development for the future.

	Prosperity for All

	 2017
	Welsh Government
	New national strategy to promote wellbeing, provide opportunities and grow the economy.

	Parliamentary Review of Health and Social Care in Wales
	2018
	Welsh Government
	Recommendations on meeting challenges on the current NHS and Social Care system.


[bookmark: _Toc512185551]Table 2: Welsh Legislation and Papers


Many health and social care agencies are developing joint working principles, frameworks, and governance and accountability arrangements across sectors which are largely underpinned by these legislative drivers. However, the history evaluated in this review suggests that cross sector services do not traditionally work well together and that partnership arrangements consistently break down (Kara, 2014). Despite this there is more urgency than ever to deliver an integrated system to support those in most need (Cameron et al, 2015).

There is an evidential rising demand for services and percentages of people presenting with complex needs; a fact which has been the consistent driver over the last 70 years of policy making. This is acknowledged within the Parliamentary Review of Health and Social Care in Wales (2018) which seeks to address the expectations and demands on public services within the context and challenge of ever changing societal needs. The report acknowledges that current service provision will not meet future needs and new approaches to service delivery are necessary in order to meet growth in demand and provide a different system of care in Wales. 

Furthermore, the National Audit Office (2017) claims that after almost 30 years of governmental initiatives there is no evidence that any of them have led to a system wide integrated service. 

It is worth noting that since the 1990’s Northern Ireland has modelled a fully integrated health and social service which has seen the two sectors structurally joined together and delivering services through health and care trusts (Cameron et al, 2015). Scotland also legislated in 2016 to establish a single, integrated health and social care system (Scottish Government, accessed 30/03/18).

[bookmark: _Toc512189496]Co-location and Co-creation
This section of the review focuses on the wider implications of integrated health and social care as a concept which impacts on organisations and the management structures within. The purpose of this is to explore the benefits and challenges of co-location as a form of service delivery. 

The Business Dictionary describes integration as “The process of attaining close and seamless coordination between several departments, groups, organisations and systems”. Co-location is described as “the act of placing multiple (sometimes related) entities within a single location” or “to be located jointly or together, as two or more groups; to share a location or facility with someone (or something) else”. 

The question remains as to whether co-location should follow the integration of organisations as an innovative and successful means of providing an exemplar offering to vulnerable adults.

Integration has primarily focussed on provider organisations that come together from within the same sector (horizontal integration), for example Mental Health and Learning Disabilities or Health Visiting and Midwifery in the health care sector. This concept has rarely been seen across sectors (vertical integration) despite exhortation from Government to do so (Kaehne and Catherall, 2012; Glasby and Dickenson, 2014). 

A 2011 study conducted by Hudson for the International Journal of Integrated Care claims a paucity of successful examples of cross sector working and joint commissioning arrangements, for the bringing together of organisations, despite there being no shortage of policy rhetoric over the last four decades. The study argued there are a small number of examples of cross sector working between Primary Care Trusts and the local councils; however, the study purported that such joint arrangements were not widespread. 

Whilst the evidence suggests that cross sector organisations do not traditionally integrate well together (Hudson, 2011; Kaehne and Catherall, 2012; Glasby and Dickenson, 2014, National Audit Office, 2017), it is evident that partnership working between provider organisations is seen as the way forward (Glasby and Dickenson, 2014).

The Social Care Institute for Excellence also holds the view that the most effective way to improve outcomes for people is teams being together and having open dialogue about the way in which they can be most effective (Hardy, 2015).

The evidence shows that both professionals and agencies are attempting to overcome certain organisational boundaries and barriers, with the objective of forming multi-disciplinary teams or services with the purpose of delivering the best possible care to service users; both at the right time and in the right place (McKenna and Dunn 2015).

Recent examples of partnership models in Wales have emerged in the form of the Youth Offending Teams (YOT), Multi-Agency Safeguarding Hubs (MASH), Public Service Boards (PSB), Integrated Family Support Service (IFSS), Community Safety Partnerships (CSP) and Domestic Abuse Conference Calls (DACC). The intention of such models is to improve service delivery and outcomes for service users through the pooling of local resources and the bringing together of partners across sectors such as Health, Education, Social Care, Fire, Police, Independent and Voluntary organisation to serve the most vulnerable in society.

These examples demonstrate a willingness of professionals to join together to secure the best possible outcomes for their service users. Dickenson and Glasby (2008) argue that partnership working is becoming on increasingly popular concept that enables the delivery of seamless and holistic services to service users who present with increasingly complex needs. The authors concede that there is little empirical evidence to support the benefits of such a widely varied approach; however, argue that there are implicit assumptions that a joined up approach is a positive one.

It is widely recognised that third sector agencies have a significant role in the delivery of public services (Kara, 2014; Williams, 2014) and is seen as an essential partner; particularly since the turn of the 21st century (Huxham and Vangen, 2000: 772 cited in Kara, 2014). However, the differentiation between the three sectors is stark and an assumption is that the third sector is often less competent or amateur compared to the public or private sectors (Kara, 2014). The relationships and partnerships are blighted by mistrust resulting from the remuneration of third sector directors and heavy criticism of the way in which they raise funds (BGI, 2016). On the other hand, the third sector is commended for their ability to work closely with service users (Williams, 2014). The third sector gains the trust of service users through consistency and empathy, in addition to their invaluable insight and ability to discover innovative solutions. (FOSS, 2008; BGI, 2016).

The Beecham (2006) report contends that there is a need for much wider collaboration between statutory organisations and the voluntary and independent sector organisations. This wider interface needs to be adequately reflected in any new partnership arrangements (Blaenau Gwent CBC and LHB, 2015).

[bookmark: _Toc512189497]Improved Outcomes
This review includes a significant number of academic articles demonstrating the concept of service integration; however, the research clearly shows that there is a significant lack of empirical research, evidence base or evaluation to conclude whether multi-disciplinary, cross sector models do improve outcomes for service users (Kaehne and Catherall, 2012; Cameron et al, 2015). 

This view is supported by the National Audit Office who concluded in their 2017 report into Health and Social Care Integration that that there is a lack of robust evidence purporting that integration or co-location will lead to improved outcomes for service users.

Despite the lack of empirical evidence, Carnwell and Buchanan (2009) argue that it is widely recognised that a collaborative, professional and multidisciplinary approach across organisations is needed. If organisations are to be effective in resolving or reducing the impact of issues such as homelessness, criminal behaviour, alcohol and drug addictions, social exclusion and domestic violence on vulnerable adults, their families and society as a whole, they need to work together in partnership. However, such an approach to organisational cooperation is not without challenges.

The Department of Health agree that service users are most likely to benefit from co-ordinated care across health and social care settings which see professionals bringing together all the “different elements of care that a person needs”. However, if this is the case then it is curious as to why co-location has not become a traditional, well embedded and successful type model of health and social care delivery to date. Hudson (2011) claims that there has been a failure across the board in recognising the genuine significance of partnership working.

The 2015 research briefing Factors That Promote and Hinder Joint and Integrated Working between Health and Social Care Services identifies an urgent need for large scale studies to be undertaken to analyse the outcomes of joint working on these societal issues not on the economy alone but on service users and their families.

Co-location as a concept is frequently described and defined in literature in terms of cost advantages and cost effectiveness, for example in CIPFA (2010), Deloitte LLP (2009) and Atkinison (2009). Literature from a range of fields points to co-location as a benefit to organisations in terms of building costs, overheads, resource efficiencies, financial savings and cost reductions (Clow, 2013; Christie Commission, 2011 and Kearney, 2005). 

The National Audit Office (2017) argue; however, that is a lack of compelling evidence to even suggest that integration leads to significant reductions in the cost of care or sustainable financial savings. 

Cameron et al (2015) and Hardy (2015) argue that the fundamental purpose of delivering health and social care services that achieve better outcomes for service users is described as being at risk when co-location is based solely on the purpose of reducing costs; an issue that is becoming particularly prevalent in an era where delivering more for less is somewhat of a public sector mantra. Memon and Kinder (2017), Rylan (2016) and Mathieson (2011) all agree that the benefits of co-location for the service user far out way those to the organisation. 

The review highlights that there are some inconsistencies in the purpose of co-location as well as the expected outcomes that organisations seek to achieve through the integration of health and social care. 

The question remains to be answered as to the reasons for a system wide or organisational inability to succeed when well documented legislation and countless studies suggest this has to be the way forward. 

[bookmark: _Toc512189498]Organisational Structures
The British Medical Association (BMA) study into the Integration of Health and Social Care (Priest, 2012) argues that it is not particularly necessary to merge organisational structures to yield successful partnership working. Instead, the research suggests that the focus should be on the importance of effective cross sector and professional relationships if effective information sharing and communication is to be facilitated as being of a significant benefit to the service user.

Livsey cited in Hardy (2015) agrees with this theory and argues that structural reorganisations and system reform make the whole process too complicated. Livsey states that interpersonal relationships coupled with the joint vision of partner organisations are the only essential ingredients to successful integration; being that the simplicity of this is what makes it work.

An alternative view described by Miller et al (2014) in the American Psychologist Journal is that in order to successfully integrate co-location is essential and an absolute prerequisite.

Dr Abrams agrees with this view as explained in the 2015 Urgent Health UK study; The Benefits of Primary Care Co-locating with A&E in that if clinicians have any chance of meeting the increasing demand for services then co-location has to be part of the solution. The report highlights that the Royal College of Emergency Medicine recognises that despite an uptake of the 111 telephone triage service, an increasing number of patients who should be managed by their General Practitioner or in a Primary Care setting continue to attend emergency A&E departments for care. This in turn puts a strain on already limited resources that could be provided elsewhere. The author argues that by co-locating General Practice in A&E departments it would be possible to allocate resources more effectively. This would ensure a more targeted approach is delivered to patients who would not only benefit from professionals having straightforward access to records and diagnostics but also from receiving the right care, in the right place at the right time.

Furthermore, the report suggests that the majority of members of the Royal College of Emergency Medicine support the concept of co-location as being of significant importance in successfully integrating organisations with other agencies; not just with other health care agencies but those based within social care and in the community as well. That notwithstanding, the acknowledged workforce issues associated with such partnership arrangements; a view explained by Bazigos et al (2016) that engaging the workforce is paramount.

[bookmark: _Toc512189499]Capacity and Resources
It is well documented that staff and skill shortages exist in the public sector (Glasby and Dickenson, 2014; Welsh NHS Confederation (2017) and that funding is a hot topic on the political agenda (Wales Online, 2017, BBC 2018).

In addition, Beecham (2006) points out that there is a shortage of negotiating, communication and persuasive skills which are crucial to the success of partnership models. 

The research suggests, therefore, that it is imperative for organisations to rise to the challenge of pooling resources and expertise to be in a position to deliver the best possible care. This is a view outlined by Bryden et al in the 2007 Scottish Executive study into one stop shops in a rural setting. The theorists argue that there is also a necessity for longer term capital funding (top down) to be made available to sustain the provision of such a model. 

[bookmark: _Toc512189500]Co-location Arrangements
Chief Executive of the National Development Team for Inclusion, Rob Greig, questions how organisations will decide on who’s model of accountability should be implemented as part of co-location; for example, the NHS or Social Services (Hardy, 2015). This issue is consistently highlighted throughout the research which clearly highlights that each organisation holds differing views, opinions, experiences, visions and as such there is no clear evidence available to consistently model a one best way approach.

Beecham (2006), Kaehne and Catherall (2012), Hardy (2015), Memom and Kinder (2017) and the Parliamentary Review Team (2018) all acknowledge this in addition to the significant barriers that exist to service change and developing innovative models of care.

These barriers are identified by Greig (2015) highlighted in Hardy (2015) as issues such as culture and leadership, in house and organisational division and a lack of shared vision and trust between organisations. Equally, political motivation is prevalent to ‘protect’ certain institutions for them to remain structured/funded as they are. Kaehne and Catherall (2012) agree that a failure to integrate budgets and governance and management practices successfully hinders co-location in addition to performance targets and county boundaries which also act as inhibitors. 

Abrams (2015) concurs that barriers to successful integration and co-location, in reality, are borne out of shared governance issues, different working practices, increasing case loads and a culture clash. Abrams argues that such collaboration can be hindered when one organisation overlooks elements of joint working that are seen as being important by another. 

Rylan (2016) agrees that there are some ambiguities in what the best way forward particularly is in terms of information governance, information sharing and communication barriers. The need to ensure that all service user information is treated with confidentiality and respect as set out by the Caldicot Principles is essential; however, this has also been identified as significant barrier to achieving the success of a co-located model of service delivery. This theory is found in the National Audit Office 2014 report, Adult Social Care in England, which concludes that information technology and information governance are constraints and barriers to successful health and social care integration. 

WASPI Information Sharing Protocols (ISP) are routinely drawn up to facilitate joint working arrangements between organisations; however, the National Audit Office Report (2017) identified that poor information sharing is still one of the most significant barriers to integration between health and social care agencies. 

[bookmark: _Toc512189501]Communication
The Beecham Review (2006), Glasby and Dickenson, 2014 and Ablard et al (2017) highlight communication as another significant barrier to successful partnership working; an issue that is not only prevalent in the way local and central government communicate within sectors but also the way in which organisations communicate internally across departments and with other organisations. 

On the other hand Ablard et al (2017), Rylan (2016) and Bryden et al (2007) argue that if the layout and environment is considered as a key factor then this will ultimately contribute to the success of co-location. Rylan (2016) argues that space, design and the way in which desks are situated are significant factors which encourage openness in communication, information sharing and interaction with other agencies.

Checkley (2015), Rylan (2016) and Ablard (2017) argue that if agencies take the time to better understand the roles and skills of other professionals within the partnership then this will also help to break down communication barriers. In addition this will enhance the opportunity to build relationships and get the best/make the best of the skill set, experience and unique backgrounds of the professionals in the group.

[bookmark: _Toc512189502]Professionals and Agencies
The 2010 report into the Primary Care Foundation (Carson, Clay and Stern) cited in Abrams (Pg 16, 2015) acknowledges that when agencies come together through co-location they bring with them a range of skills and expertise which must be respected and recognised by each agency if success is to be achieved.

The Kaehne and Catherall (2012) study argues that significant benefits are evident for professionals which only come when they are co-locating and working together. A view shared by Bryden et al (2007). Such benefits include a specific dynamism between professionals, a sharing of skill sets, experience and knowledge. The theorists describe it as “a once in a generation opportunity” to be co-located in a purpose built building where practice related issues become a learning point and a greater understanding of the type of heavy workloads that their professional colleagues carry (Ablard et al, 2017).

This theory is echoed by Hickley (2008) who argues that co-location can only be achieved by developing strong working relationships based on a shared mutual respect for what each expert brings to the team. Hickley stated that this was achieved by sharing of several posts between organisations. This acted as an enabler for developing good working relationships incorporating shared values, goals and ideals and ones that were based on a mutual understanding of the benefits to the population. 

An alternative view; however, found by the Local Government Group (2011) report into shared services is that new working practices presented significant challenges in addition to the challenges of reconciling employment terms and conditions of separate organisations and management structures. 

Abrams (2015), Hardy (2015) and Bryden et al (2007) argue; however, that successful co-location results from an openness to try new things and for agencies and professionals to learn from each other. Building up trust within relationships and empowering professionals to make the necessary decisions is essential for success outweighs the challenges presented through structural issues. This theory is echoed within the Local Government Report (2011) which found that trust, goodwill and commitment from all staff and members involved was essential in securing the success of co-location. 

Bazigos et al (2016) argue that those in power are not necessarily responsible for influencing the change and that the workforce need to be engaged; however, this may not be successful through a top down approach. 

This theory is echoed by Cameron et al (2015) who identify the need for professionals to be educated to understand the joint aims and outcomes of any potential partnership to be able to facilitate and promote the change. This is outlined in Step 3 and 4 of Kotter’s 8 Step Model for delivering and leading change (1995) in the figure below. 

Kotter’s 8 Step Process for Change
[image: https://www.healthcatalyst.com/wp-content/uploads/2014/12/Kotter-8-step.png]
[bookmark: _Toc512185552]	Figure 1: Kotter International – 8 Step Process for Leading Change

Greig (2015) cited in Hardy (2015) concur that partner organisations must first acknowledge that what they want to achieve together cannot be done independently before embarking on a joint project. 

The theorists such as Hardy (2015) and Bryden et al (2007) argue that it is essential to agree what matters most to service users in a way which is consistent with a bottom up approach; a way which involves service users in the design, care planning and care options available to them. This theory is in line with the legislative drivers described earlier in this review.

[bookmark: _Toc512189503]Service Design
Designing the service with the Service User in mind is the starting point; building the service around their goals is what the Chief Executive of Age UK in Cornwall and the Isles of Scilly deems good practice and from experience. A theory echoed by Mermon and Kinder (2017), Hardy (2015) and Bryden et al (2007)

Prior research, messages from the local and central government, appeals from providers and citizens themselves all indicate the need to ensure that commissioning decisions, structure and service provision itself are made with the citizen in mind. Vale of Glamorgan Local Health Board urges providers to think less about the bricks and mortar and shift their focus to a modernised way in which care is provided including other locations. 

This theory is echoed by Beecham (2006) who describes how the government can be quite precious about building space. Bryden et al (2007) and the Local Government Group Report (2011) found that attention to detail as to where the building is sited along with the interior set up contributes to the success of a co-located model. 

[bookmark: _Toc512189504]Single Assessment and Point of Access
Another issue to mention is that a single assessment process was introduced by New Labour in the 1990’s to streamline processes for professionals in at the coal face of health and social care. Hickley (2008), Mathieson (2011), Kaehne and Catherall (2012) and Cameron et al (2015) each describe how duplication and avoidance of unnecessary delays can be avoided with only one form to fill out that contains all the relevant service user details. This provides assurance to the service user and improves relationships with the professionals as they do not have to routinely repeat the same information at multiple touch points.

The study conducted by Kaehne and Catherall in 2012 examined the potential benefits to professionals through the co-location of two learning and disability services in Wales. The research showed merit in establishing a single point of entry system as well as a single assessment approach contributed to by a multi-agency care team who were able to arrange care plans together.

Process through pathways need to catch up to practice according to Rylan (2016) who acknowledges the need for flexibility in the system and a common sense approach to referral handling. It appears that the bureaucracy of form filling, systems and rules of partnership are all identified as barriers to successful integration and co-location.

On the other hand, co-location is described as a missed opportunity by Kaehne and Catherall (2012) attributed, in the main, to organisational issues and failings surrounding management and staffing practicalities. Whether the setup is under one management structure or separate ones; the theorists argue that problems ensue when attempting to change the ways in which people have traditionally worked and in attempting to merge cultures of different organisations. 

[bookmark: _Toc512189505]Organisational Culture
Hardy’s 2015 article agrees with this theory and highlights concerns around the cultural impact of when two organisations partner together to deliver a service; a theory that is echoed by Beecham (2006) and the Local Government Group (2011) report into shared services within local councils. 

Petch (2014) agrees in the IRISS Insight that integration of agencies is not successful by structural change alone and that organisations simply coming together will not improve outcomes for service users and the wider society. Petch argues that equal attention must be given to a number of other key factors to drive forward successful change. 

For example, mutual agreement is needed in terms of shared expectations of outcomes, priorities through a bottom up approach to influencing those in power to make decisions and shape the infrastructure.

On the other hand, literature suggests that a fundamental, challenging, whole system (top down) approach is required to facilitate an effective culture change across organisational boundaries (Kotter, 2007, Katzenbach et al, 2012; Cancialosi, 2017). Such a change would need to subsume the entire care system from government level to front line professionals. 

The diagram below describes a successful model of implementing a whole system culture change starting at the highest level of an organisation.


[image: ]
[bookmark: _Toc512185553]Figure 2: Embedding a Culture Change; Mick Giannasi CBE and Tracy Myhill CEO


The diagram below explains the elements that Petch (2014) is referring to as summarised within earlier reviews around the Public Bodies (Joint Working) Scotland Bill. These elements, according to Petch, should be modelled using successful examples from elsewhere and provide the cornerstone of joint service delivery. 








Inter-related Dimensions of Successful Integration
[image: G:\Dissertation\Chapters\6 Bibliography\Outcomes Image.png]
[bookmark: _Toc512185554]Figure 3: Delivering Integrated, Outcome Focussed Care

This theory is echoed by Torbay Care Trust, established in 2005, who agree that a variety of components are essential to integrating health and social care services; many of which are further components of Kotter’s 8 Step Model for delivering change (1995). Examples of these components include establishing a shared culture, communicating the vision and the need for total organisational buy in; this is in addition to acquiring new systems rather than attempting to merge existing set ups. 

The App Business tested several models during 2015 and developed a flexible set of six principles which give co-location the best chance of succeeding; however, the company are clear that some models have been more successful than others and that the approach must be flexible rather than a rigid set of rules (Checkley, 2015).



App Business’s Six Principles of Effective Co-location
[image: C:\Users\Julie\Documents\Dissertation\six-principles-of-good-colocation-1-638.jpg]
[bookmark: _Toc512185555]Figure 4: Six Principles of Effective Co-Location

[bookmark: _Toc512189506]Conclusion
The literature review has clearly identified the breadth of complexity, uniqueness and individuality of health and social care partnership arrangements. It is evidential in that current service provision will not meet future needs and that new approaches to service delivery are necessary in order to meet the growth in demand and provide a different system of care in Wales

The following chapter three will discuss the research methodology and chosen paradigm selected for the study. The rational for the selection will be addressed in addition to the chosen methods of data collection and analysis utilised. The limitations of the study will be highlighted.
[bookmark: _Toc512189507]
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[bookmark: _Toc512189509]Introduction
This chapter identifies an appropriate methodology and justifies the associated research paradigm required to collect and analyse primary data against the backdrop of secondary research in the context of perceptions of a co-located model of care.

The primary data gathered has been analysed to understand the correlation between inconsistencies in theory and the first hand experiences of those taking part in the study (Saunders et al, 2012).

The researcher has a personal interest in the study having worked in organisations which seek to address the issues vulnerable adults face in society. 

[bookmark: _Toc512189510]Research Aims and Objectives
The incentive for this research was to identify a radically different way of delivering services to vulnerable adults, who present with complex health and social care needs. 

By critically examining the benefits and challenges of establishing a one-stop health and social care shop, the researcher seeks to understand the ethical, political and structural issues surrounding such collaborative, business arrangements in addition to the complexities of pooling resources across boundaries and organisations.

The secondary research discovered that the concept of co-location is largely argued from a financial benefit perspective (Clow, 2013; Christie Commission, 2011 and Kearney, 2005). However theorists such as Memon and Kinder (2017); Rylan (2016) and Mathieson (2011) strongly disagree and argue that co-location should be pursued for the benefit of the service users.  

There is a significant lack of empirical research specific to the improvements in the quality of service and delivery. This is in addition to a lack of evidence relating to the nonfinancial benefits of a co-located offering on service users, professionals and the agencies involved. On this basis, further exploration was warranted to address the gap in current literature. 

Despite many successful examples of multi-agency and partnership working in the health and care sector, the concept of co-location is relatively new. However, the secondary research clearly identified common trends which have traditionally beset successful integration and co-located models of care (Hudson, 2011; Kaehne and Catherall, 2012; Glasby and Dickenson, 2014). The trends or barriers relating to people, culture, and governance have all had a negative impact on the pursuit of co-location. This is despite a general willingness and implicit assumptions that the approach is a positive one (Dickenson and Glasby, 2008). These trends are not universally overcome and hence there are few, established models to evaluate.

[bookmark: _Toc512189511]Research Approach
To construct the research, the most appropriate philosophy had to be decided upon (Collis and Hussey, 2013). To do this, the researcher used an analysis of paradigms conducted by Patel (2015) which was based on sources such as Crotty (1998) and Scotland (2012) as well as Saunder’s work (2012).  

Previous research identified that co-location is largely concerned with the behaviours and experiences of staff, managers and respective agencies. Evidence was uncovered to suggest that cultural issues and factors relating to change were areas that ultimately determine the success or failure of such endeavours (Hudson, 2011; Kaehne and Catherall, 2012; Glasby and Dickenson, 2014, Memon and Kinder, 2017). These were in addition to apparent difficulties in sharing tangible resources such as finances, buildings and IT. 

Based on this information, the nature of the research warrants exploration of the subject’s personal experiences and first-hand knowledge in order to gain a deeper understanding of the correlation between the primary and secondary research. An appropriate paradigm will be essential to the success of the study. 

Crotty (1998) stated that Epistemology is the study of knowledge, defining “how we know what we know”; being the perceived relationship between the researcher (knower) and what is to be known or discovered as opposed to being concerned with a single truth, reality or laws of nature being Ontology and Axiology (expand this). Epistemology underpins the research process and is concerned with the limitations, sources of knowledge as well as the values and theory of knowledge (Dudovsky, 2018) and directs the chosen theoretical perspective and methodology (Kawulich, 2012).

The phenomenological approach (Silverman, 2016) proved suitable for this study as problems were not clearly defined and hence the data sample would assist in the discovery and exploration of the abstract for refinement in order to articulate a description of the phenomena grounded in said data sample.

This approach lends itself to an interpretivist theoretical perspective (Cresswell, 2013) which would enable the researcher to investigate and gain an insight into the subjective reality within the social phenomena (Dudovskiy, 2018). It was identified as the most appropriate means of exploring and uncovering new information that expanded and enhanced previous research on this subject (De Villiers, 2005).

[bookmark: _Toc512189512]Research Methods
Collis and Hussey, 2003 argue that researchers are faced with two distinct paradigms; quantitative (grounded in the positivist paradigm) and qualitative (grounded in the interpretivist paradigm) when undertaking primary research. These two data collection methods are also known as positivistic or phenomenological (Antwi and Kasim, 2015). 

The positivistic philosophy was rejected as the subjects are not inanimate and are completely unique to one another; this study does not aim for an exact representation of reality (De Villiers, 2012). A statistical, hypothesis testing would; however, negate any bias that may be present as a result of the researcher’s personal opinion of the issues being studied and subsequent interpretation of the results. A positivist approach should enable the study to be replicable by other researchers; however, it does not address the need for empirical evidence (De Villiers, 2012). The quantitative approach would not derive the type of nascent or fluid material necessary to adequately address the research question posed (Sahay, 2016). 

Based on the chosen paradigm and theoretical perspective, the researcher selected a qualitative method of data collection which lends itself to an inductive approach (Trochim, 2006). The proposed research requires human experiences and perspectives to be explored and this method would enable the research to be conducted in the places where the subjects are based and work (Kawulich, 2012). This suggests an exploratory approach to research, which means that the researcher would have the ability to pursue new directions of enquiry based on the discovery of insights and new data. This type of research should provide a deeper understanding to the problem rather than conclusive solutions (Dudovskiy, 2018).

There are distinct negatives associated with the qualitative method particularly the difficulty of interpreting and analysing the data and the significant time required to complete this (Dudovskiy, 2018).

The researcher evaluated and rejected a number of research methods in the form of questionnaires and focus groups. Application of these methods would not yield a depth of meaning in the responses of each individual and removed the opportunity for in depth, face to face questioning. Observational interviewing was deemed impractical within the time constraints of the study; however, without such constraints the researcher may have pursued a focus group or stakeholder workshop to further enhance individual interviews and develop a more objective viewpoint.

Semi structured, in depth interviews were selected as the primary data collection method to explore the potential of previously undiscovered information. In addition, this method would afford the researcher opportunities to observe body language, nuances and request further information based on the responses given. This type of exploratory, inductive research allows for flexibility in the interview and potentially lays the foundations for future research by formulating a theory and creating a hypothesis to be tested (Prof. Liamputtong, 2003). 

By using this type of semi structured approach, the researcher would have the flexibility to explore lines of enquiry using open ended questions to draw out responses and allow fluidity of discussion. The intention of this approach was to elicit true answers and enable to interview to flow. Rigidity in questioning may eliminate emotive or personal reflection that could otherwise add flavour to the response (Kawulich, 2012). It was important that trust could be built between the researcher and respondent which was possible using well-constructed interview questions. 

The researcher used judgement in selecting a suitable methodology for the study to enable each data set to be become part of the analysis framework and congruent to the study (Huberman and Miles (1994) quoted in Denzin and Lincoln (2000).

[bookmark: _Toc512189513]Research Design
According to Crotty (1998) there are four elements within the research design process. These provide structure to conducting primary research; these are epistemology, theoretical perspective, methodology and methods. 

A key element to undertaking qualitative research, according to Firebaugh (2008) social research is to not set out with preconceived ideas regarding the outcome of the study, rather to look for the surprise evidence to the contrary. On this basis, the researcher designed a set of open ended, exploratory questions to address the objectives of the study; however, this semi structured approach would afford the researcher an opportunity to engage the subject through additional questions to draw out themes and more detailed answers (Kawulich, 2012). 

The questions were designed based on the findings of the secondary research in terms of the challenges or benefits of co-location on service users, professionals and their respective agencies. 
	
Each participant was provided with a brief presentation explaining the purpose and objectives of the study prior to commencement of the fieldwork. One practice interview was conducted; however, the transcript is not included for analysis. Seven expert interviews were conducted face to face in addition to two that were conducted via telephone. 

Upon concluding the eighth interview it became apparent that the process had reached saturation point and whilst individual perspectives and opinions flavoured the data set, no new data was being collected. 

Each interview was recorded with permission and later transcribed in full. A full analysis of responses was subsequently undertaken. 

The researcher would have preferred to undertake a data verification exercise to test the validity of the data collected, particularly given the subjectivity of the analysis (Auerbach and Silverstein, 2003); however, the time constraints of the study did not allow for such. 
The researcher considered Seedhouse’s Ethical Grid (2008) designed as a tool for use in a health care setting, to provide a coherent and a structured approach to the research. Ethical considerations were recorded at the beginning of each interview and the participants were aware of their right to terminate the interview at any time. It was agreed that each respondent would remain anonymous and receive a unique identifier. In addition, each respondent were at liberty to receive a copy of the full transcript if required. Each participant recorded their informed consent to take part in the study. 

[bookmark: _Toc512189514]Sample Area
Newport, Gwent was selected as the sample area for the study. According to Welsh Indices of Multiple Deprivation, Newport is ranked the tenth most deprived area in Wales based on poverty figures, an aging population, teenage pregnancies, suicide and hospital admissions due to drug and alcohol related illnesses. In 2016 the Office for National Statistics reported 320 suicides. 

[bookmark: _Toc512189515]Profile of the Sample
The characteristics of the sample included a heterogeneous, cross sectional representation of organisations operating within the Health and Social Care sector. Ten senior professionals were selected based on their experience working with the vulnerable adult demographic, including those that have experience in managing teams of multiagency staff.

Qualitative research data collection methods are more time consuming than quantitative studies (Corbin & Strauss, 2008; Silverman, 2016). On this basis, the sample was limited to ten respondents due to the time constraints of the study and the timeframe available to collate and analyse the data. 

The ten professionals who agreed to take part in the study occupy senior management positions within their agencies and professional areas of work. Of the ten interviews conducted, one was used as a practice interview. In researching and selecting the sample, the decision was made to focus on senior managers as opposed to frontline practitioners to benefit from the extensive experience in their chosen field; in particular to the participation in and contribution to the set up and management of multiagency teams. The majority of the sample had progressed from front line practitioners to senior managers within their professional careers and area of expertise. The level of seniority is described in table 3 below.

	ID
	Role of Respondents

	Practice
	Charity Director

	R1
	Safeguarding Service Manager

	R2
	Clinical Team Manager / Lead Therapist

	R3
	Head of Safeguarding

	R4
	Charity Director 

	R5
	Senior Manager

	R6
	Regional Independent Domestic Violence Advisor

	R7
	Divisional Nurse

	R8
	Regional Manager

	R9
	Head of Local Delivery Unit


[bookmark: _Toc511826179][bookmark: _Toc512185556]Table 3: Role of Respondents

Senior managers were specifically targeted in the expectation that members of a this demographic would yield significant and higher level responses on the basis that each of the respondents would have previous experience in discussing and presenting challenges and successes within their organisations and areas of work given the nature of their managerial roles. The researcher would benefit from a wealth of knowledge and interest in addition to a variation across sectors.

The majority of respondents were female with only one male participant. This reflects the nature of the workforce in the sector.

Seven public sector organisations and three third sector organisations were included in the sample. No private sector organisations were approached based due to the nature of the study. The ten organisations sit within four types of public and third sector agencies represented within the NHS, Newport Local Authority, the Ministry of Justice and Local Charities, as described in the chart below.





















[bookmark: _Toc512185557]Figure 5: Number and type of organisations included in the study sample

Whilst the health and care sector organisations involved in the study are deemed considerable enough in size to protect the anonymity of the respondents, the researcher attributed a unique identifier to the subjects. This was due to certain data contained within the transcripts that may potentially identify agencies or individuals within the sector. 

The table below describes the professional field of work within each of the four types of agencies.
	Professional Areas of Work

	Safeguarding
	2

	Substance Misuse
	1

	Homelessness
	1

	Suicide Prevention
	1

	Food Bank
	1

	Domestic Abuse
	1

	Mental Health & Learning Disabilities
	1

	Criminal Justice
	1

	HM Prisons and Probation
	1

	Total
	10


[bookmark: _Toc511826181][bookmark: _Toc512185558]Table 4: Area of work within public and third sector

[bookmark: _Toc512189516]Data Analysis
The researcher selected a systematic, grounded theory approach, originated by Glaser and Strauss in 1967, as a means of analysing and interpreting the data sample. This iterative process enabled the researcher to construct emerging theories from the qualitative data by first cleansing, then coding and finally representing the data.

This type of reasoning afforded the researcher with an opportunity to study the research problem with a greater level of depth and detail (Dudovskiy, 2018) and by developing a ‘qualitative analytical attitude’ about the study was able to present it in an analytical narrative (Silverman, 2011, p.332).

The researcher redesigned a vast amount of data into emergent themes by first critiquing the raw data and applying a theoretical sensitivity to it during the transcribing process (Corbin and Strauss, 2008). Each transcript was first read and then re-read to purposefully reduce the amount of data for analysis. The researcher recorded memos and identified key prepositions in this first step of the analysis (Burnard et al, 2008).

Selective codes were subsequently developed based on the identification of reoccurring ideas and emergent themes. This rigorous thematic, coding analysis enabled the data samples to be critically examined for difference and commonality in addition to understanding the synergy and prominent relationships between them  (Gibson and Brown 2009). Axial codes related key categories and enabled prepositions to be formulated through testing and retesting the data until a theory began to emerge which answered the research aims and objectives (Dudovskiy, 2018).  

Four main issues were identified following analysis and appear in chapter four in more detail which brigade the key findings for the purposes of a deeper examination within the time constraints of the study. 

[bookmark: _Toc512189517]Research Limitations
The preferred interpretivist approach had notable limitations as to the validity and reliability of the data collected mainly attributed to the subjectivity of said approach. This is in contrast to a positivist method which, being diligently structured, is designed to afford a replicated study to achieve the same unbiased results (Saunders et al, 2012).

Limiting the sample area to Newport did not necessarily impact the quality and depth of data collected and is less relevant in a qualitative study than a statistical one (USCL, 2018). The researcher is confident that the cross sectional experiences of the respondents are representative of those throughout the health and care sector which ensures validity (Collis & Hussey, 2013) however, acknowledges that they do not represent the views of the whole health and social care sector. 

The researcher proceeded with caution so as not to subjectively affect the reliability of the study through personal bias, interest in the study or personal experiences (Brutus et al, 2013). 

The following chapter will set out the key findings from the primary research analysed in accordance with the secondary evidence uncovered in the Literature Review in Chapter Two.




[bookmark: _Toc512189518]Chapter Four – Data Analysis and Discussion
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[bookmark: _Toc512189520]Introduction
The aim of this research was to investigate a radically different approach to delivering health and social care services to vulnerable adults through a unique, co-located model of care; one which provides access to holistic support from statutory, independent and voluntary organisations in the same place at the same time. 

This chapter will determine whether the following research objectives have been addressed:

1. Critically evaluate the challenges and benefits of pooling resources across organisational boundaries whilst considering the ethical and political issues associated with such partnership arrangements.
2. Analyse how a co-located, multidisciplinary model of service delivery can maximise the long term benefits for the service user and their families through implementing an integrated approach to well-being.
3. Explore the potential for Health and Social Care agencies working collaboratively from one location to streamline the coordination of a single assessment and the provision of care as well as improve information sharing between agencies.

In order to expand previous research undertaken in this area, the findings from the primary research were analysed in accordance with the secondary evidence outlined in the Literature Review in Chapter Two. This was to understand whether any new information has been discovered or whether the findings support with current discourse on the subject.

[bookmark: _Toc512189521]Main Findings	
The fieldwork for this dissertation provided a very rich base of interview data. As a result, it was not feasible to explore and present all of the findings within the word limit of a postgraduate dissertation. 

Therefore, the dissertation concentrates on four main findings which most significantly address the gap in the literature and were highlighted as prominent issues by respondents throughout the data collection and subsequent analysis process.

These four distinct areas are:

1)	Benefits of a co-located model
2)	Challenges of a co-located model
3)	People and resources
4)	Sustainability 


It is intended that the remaining findings which focus on the wider elements of co-location will be published in a separate piece of work; these relate to:

1)	Innovation and service development
2)	IT Systems and databases
3)	Performance management and spend
4)	Organisation of model / front door
5)	Attraction and promotion

[bookmark: _Toc512189522]Benefits of a Co-located Model
Eight out of nine respondents agreed that a ‘one stop shop’ type model of care would significantly benefit vulnerable adults by providing them with more holistic care through a range of services working in partnership and all under one roof.

This confirms the theory by Williams and Sullivan (2007) who maintain that societal problems are inextricably linked and not unilaterally resolved by any one organisation or professional. This is in line with the governmental policy and legislative drivers that direct services to a more joined up approach (Memon and Kinder, 2017; Rylan, 2016 and Mathieson, 2011).

However, Kaehne and Catherall (2012), Cameron et al (2015) and the National Audit Office Report (2017) argue that there is no robust evidence to support the theory that co-location will in fact lead to better outcomes for service users.

The consensus was that individuals would benefit from ease of travel and simpler access to services typically spread across a city, in addition to new provision through proximity to other types of services.

“[...] there is recognition that it would be better for the citizen to go to one place instead of trying to navigate their way around twenty different offices” (R1).

“It would make it easier for the service user. A lot of them are vulnerable [...] so to have access to everything in one place is the way forward for them” (R3).

The findings are consistent with a Scottish Executive study conducted by Bryden et al (2007) evaluating one stop shop models that deliver services in a rural setting. The study agreed that accessibility and location were key factors for service users in addition to benefitting from access to new facilities. However, the authors conclude that a co-located model could also be disadvantageous to service users through the loss of services elsewhere.

An alternative view highlighted by R5 was that vulnerable people could be overwhelmed by the amount of information they receive in such a format and may need to process one thing at a time. 

“[...] I can’t see that they would want to go from one to the other to another [...] I think people may be overwhelmed with too many services” (R5).

This respondent did agree; however, that if organised properly it would be beneficial for service users who ordinarily find it stressful to travel to different locations as they may not have the mental strength to do it.  

[bookmark: _Toc512189523]People are Anonymous
Two respondents agreed that an unintended benefit is one of anonymity for the service user; relating to particular issues such as domestic violence. R6 acknowledged a person could visit a domestic abuse service without being labelled as a victim or stigmatised owing to the diversity of services co-located together. These service users could be seen in a safe environment given that there are individuals visiting the premises to pay their council tax or deal with a housing query. 

[bookmark: _Toc512189524]Speed of Intervention
R1 and R2 agreed that the speed of response is significantly improved within a co-located setting following an initial assessment of need. The consensus was that many issues could be dealt with there and then; however, the establishment of thresholds, clear pathways and referral processes were deemed essential to ensuring the most appropriate service was delivered and accessed. 

“[...] issues dealt with immediately can be as wide ranging as housing, benefits to domestic violence to accommodation to mental health” (R1).

This finding agrees with theories identified in chapter two that duplication and unnecessary delays if professionals only have one form to fill through a single assessment (Hickley, 2008; Kaehne and Catherall, 2012; Cameron et al, 2015).

In addition, the findings showed that opportunities for signposting were increased and could prevent service users from entering statutory services particularly with duty systems partnering in the model; respondents agreed that a more targeted and appropriate use of resources across the health and social care sector would follow collaborative working.

“This hub can look at referrals as to whether or not it is appropriate and if not, they can consider referring them somewhere else” (R3).


This agrees with Carnwell and Buchanan’s (2009) theory which argues that a collaborative, multidisciplinary intervention is necessary if the health and social care sector are to be effective in reducing the impact of issues such as homelessness, addiction, domestic violence and social exclusion for both the service user and the impact on the economy that such issues have on the wider social system.

That said, the National Audit Office (2017) argue that there is still too little robust evidence to support this theory.

[bookmark: _Toc512189525]Knowledge and Expertise 
The respondents explained how a co-located model would provide people with a greater wealth of knowledge and assist them in looking after themselves better.

This is in line with the NHS Five Year Forward Plan (2012) and foundations of the Social Services and Wellbeing (Wales) Act 2014 (SSWBWA) and Wellbeing of Future Generations (Wales) Act 2015 (WFGA) which aims to promote citizen’s self-care, independence and a stronger voice for the population.

“I think they have to jump through hoops currently to find out information. Substance misuse services, for example, are really complicated even when you work in that area. No wonder GPs and other people out there don’t really know who they are meant to refer to” (R2).


The consensus was that understanding the roles of other professionals and the sharing of knowledge not only benefits service users but agencies as well with quick decision making and an avoidance of doubt when conveying that knowledge face to face (Checkley, 2015; Rylan, 2016).

In addition, a number of respondents stated how a single referral or triaging and assessment system would quickly identify a person’s priority and risk and ensure they are placed with the right profession and receive the right intervention. Mathieson (2011) identified this as standard working practice across several teams interviewed in the Royal College of Nursing short project which reviewed integration in Scotland. Hickley (2008), Kaehne and Catherall (2012) and Cameron et al (2015) supported the theory that this is a key benefit of co-location. 

“For the client if done properly you will get a better service for them but also the staff in the team will have some real benefits as you can learn things from each other, pick things up, widen your own knowledge set. I don’t mean up-skilling everybody so you know each other’s jobs but you know enough so that you can get by” (R6).


This confirms the associated theory that when agencies take the time to better understand the roles and skills of other professionals, this will not only assist with communication barriers but enhance the opportunity to build successful working relationships and receive the best possible expertise from the professionals in the group which in turn would entirely benefit the service user (Bryden et al, 2007; Hickley, 2008; Kaehne and Catherall, 2012; Abrams, 2015; Rylan, 2016).



Table 5 below summarises the respondent’s views on the benefits of a co-located model of care.
Table 5: Benefits of a One Stop Shop
	Service User
	Agencies / Professionals

	Ease of access - all services in one place / ease of travel
	Innovation and development opportunities between agencies/staff/volunteers – co-working to develop services, schemes, new projects - potential funding streams opening up

	Speed of intervention - services can be put in place there and then
	Enhance feelings of satisfaction and wellbeing  - helping people and knowing that the person has left with intervention in place through joint working

	Speed of communication
	Information sharing - improved and faster communication between agencies

	Prevention of entering statutory services
	Peer support - staff feeling more supported

	Greater wealth of knowledge - to enable people to look after themselves
	Face to face conversations - Interaction over coffee / talking over the desk is key

	Appropriate signposting - to relevant services
	Assess requests for referrals and understand if appropriate or signpost to the relevant service

	Speed of referrals - patients getting into treatment
	Clarifying issues when all services are in the same building

	Anonymity - a safe environment
	Breaking down organisational barriers - not operating in silos/gaining synergies

	More well-rounded delivery of care; fostering a team around a person
	Information about services provided to the person held in one place - savings in time  and effort

	Coordination and integration of appointments - Service users not ricocheting around the system 
	Sharing expertise and learning from each other

	Identifying risk much quicker
	Corridor conversations - the value of quicker responses / being able to ask questions in the same room

	Patient centred care
	Networking - developing and building relationships

	Information sharing
	Quicker approach to delivery and improved performance management outcomes

	Dealt with in a appropriate and friendly way - in a purpose built environment and building
	Breadth of knowledge of each other's services and ways of working - understanding other's barriers/ issues/ priorities

	Assessments - discovers layers of needs to signpost and make speedier decisions
	Understanding other's roles from a team building and trust perspective / joint training opportunities

	Targeted intervention and flexibility in the system to understand each person is different with different needs
	Better working relationships and a willingness to work together leads to immediate interventions
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[bookmark: _Toc512189526]Challenges – Factors That Affect the Success of a Co-located Model
The majority of respondents have all had direct or indirect experience of a multiagency or co-located model within their chosen fields and there are implicit assumptions that a joined up approach is a positive one. 

However, it was apparent throughout the data collection process that the concept of a co-located model was neither easily achievable nor one which was particularly sustainable. 

Dickenson and Glasby (2008) agree with these assumptions and argue that partnership models should be pursued for the benefit of the service user albeit there is little empirical evidence to support these assumptions; a theory echoed by the National Audit Office (2017).

On the other hand, there is a large swathe of discourse that identifies co-location as a means of reducing costs through shared overheads (Deloitte, 2009; CIPFA, 2010; Keaney, 2005 and Clow 2013 cited in Memon and Kinder, 2017) this is reflected in the Integrated Care Network; Thistlethwaite’s (2004) cost focussed approach which is based on organisational design rather than the delivery of quality services for clients. This theory is criticised as one which does not put the citizen at the heart of the model and is at odds with the ethos of a one stop shop model.

Mermon and Kinder (2017) and the National Audit Office (2017) argue that there is a lack of compelling evidence to suggest integration leads to significant reductions in the cost of care or sustainable financial savings.

If Thistlethwaite’s (2004) theory is accurate; however, then the researcher would have expected to have identified a significant number of co-located models from which to draw evidence for analysis. This is not unsurprising; however, as it is acknowledged that co-location is a challenging concept to establish and evaluate (Bryden et al, 2007; Dickenson and Glasby, 2008) and there were few established co-located models to assess.

Respondents identified a number of challenges, summarised in table four below. These are explored in more detail throughout this section of the findings. 

Table 6: Disadvantages of a One Stop Shop
	Potential Disadvantages of a One Stop Shop

	Tension between staff / agencies

	IT systems - different in each agency – not easily assimilated

	Number of staff available in the hub to do the job

	Cross boundary working and pressures from host organisations

	Staff / agencies can be territorial

	Finance - short term funding

	Confidentiality issues

	Information sharing

	Understanding key performance indicators across each agency

	Conflicting priorities, professional codes of practice

	Reporting arrangements for seconded staff

	Terms and conditions of seconded and substantive staff

	Safeguarding issues

	Accountability – who is accountable for what and to whom
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[bookmark: _Toc512189527]Information Sharing
Eight out of nine respondents expressed opinions about information sharing practices with the majority agreeing that information sharing is a barrier in current practice and whilst it is improved through multiagency working, it still presents difficulties between agencies and affects working relationships.

This confirms the findings of the National Audit Office (2017) who identified in the report regarding Health and Social Care Integration that information sharing remains as one of the most significant barriers to integration between agencies.

The respondents felt that barriers relating to information sharing could be broken down; however, by having agencies being based in the same place, by agreeing principles at the beginning of the partnership and by gaining consent from the service users involved. 

“Sometimes you haven’t got a client clue who is working with your client and it can take weeks and months to find out unless the client specifically says something as we haven’t got joint information systems to look this up [...]” (R6).


Kaehne and Catherall (2012) agree with this view that separate IT systems present a problem within an integrated model and there is agreement from respondents that much work is still to be done to successfully join health and social care systems. This theory is echoed by the Local Government Group (2011) report regarding the co-location of two councils.

“[...] the biggest barriers I identified and that I saw discussed time and time again was information sharing. Everybody is rightly so, quite precious about their information and what other agencies should have. So although they are all co-located, they all have their own databases [...] and nobody wanted to completely share information” (R3).


These findings are consistent with Rylan’s (2016) theory that Information Governance is a significant barrier which prevents full integration of services; attributed mainly to information sharing and an organisational need to treat information with confidentiality and respect. The National Audit Office (2014) concur that information governance along with IT systems are constraints and barriers to health and social care integration. Rylan identifies that there are some ambiguities in ascertaining the most appropriate way to overcome these issues. 

One respondent identified a significant impact of not sharing information in that it may result in death; adding that nobody has been taken to court because they have shared information rather it has traditionally been the other way around. 

“Every one of these [domestic homicides] started because of a lack of information sharing [...] if your gut says you should be sharing it then you should be sharing it. A lot of people don’t and that’s when we end up with deaths and god knows what else” (R6).

“[...] I used to get so annoyed with health professionals who wouldn’t share anything and we are talking about someone who is high risk. They would bring up Caldicott Guardian but they are missing the point – you actually Caldicott what you are saying” (R6).


Information about people and their care is protected under the Data Protection Act (1988) however; the Houses of Parliament Post Note 532 (2016) identified how contradictory guidance on this subject has proved problematic for integration of health and social care systems. 

A number of respondents felt that the sharing of information was certainly made easier when everyone is in the same room, not just in the same building as they have knowledge about their clients and synergies are gained between professionals through talking, in addition to forming a shared purpose to protect and care for their clients.

Whilst professionals acknowledge the barriers, there was a consensus describing the importance of having the right people around the table in the first instance; those that have a vision to overcome such barriers for the benefit of all involved and to successfully deliver the right care whilst safeguarding and protecting vulnerable clients and their families. 

“[...] there is a barrier if you are in a different building or you are doing things via email; people are a little more reluctant to share information; it does happen much better when you are face to face” (R2).


One respondent gave an example of this working in practice observed in local Multi-Agency Risk Assessment Conferences (MARAC) where all agencies were fully engaged for the benefit of their clients.

“I’ve been pleasantly surprised going in to certain arenas with mental health and drug services all very well engaged; they have their case notes and are telling everybody everything about client’s mental health conditions because it matters if someone has come off their meds as this will affect their behaviours [...]” (R6).


One respondent felt that whilst information sharing is important, there are drawbacks and there was a need to be sensitive to the communities that professionals work in; being particularly mindful that they may be working with the families of colleagues and the potential issues around child protection. 

Two respondents stated that by gaining consent from the service user in the first place would help to overcome the barriers of information sharing. 

“[...] Get consent from the client so that everybody in the hub will share information with each other [...] the person who comes in is aware that their information is going to be shared – not about their past but to enable professionals to look at it and determine which services to put in” (R3).


[bookmark: _Toc512189528]Governance and Co-location
All of the respondents attributed governance and staffing issues as reasons why co-location of agencies is not widely successful and expressed the importance of getting this right prior to embarking on a co-location project.

This confirms the theory identified by Kaehne and Catherall (2012) who argue that co-location is a missed opportunity as organisations fail to overcome the organisational issues and management practicalities necessary to establish an integrated service. 

This theory concurs with Abrams (2015) findings that failures are borne out of shared governance issues, case loads, working practices and cultural problems.

R7 highlighted that in addition to setting up governance arrangements in advance of co-location, it would be important to build in a further governance review to address any emergent issues as they arose over time. 

R6’s experience of bringing agencies together through a statutory requirement worked well. This respondent stated how joint Boards were quickly established and that the process was made easier given that it was a statutory merger and common problems which beset such partnerships had to be overcome.

“[...] we had no choice; there were some interesting conversations at Board because whilst the Board merged we had loads of subgroups that all had to be merged as well. It was very hard to make sure that one agenda wasn’t seen as more important than the other [...] there was a lot of jostling by agencies and senior managers and political stuff going on making sure that their organisation was still important” (R6).


Torbay Care Trust’s evaluation of two integrated services demonstrated how the sharing of several joint posts and a mutual understanding of the advantages such a model would have on the population meant a successful formation of two organisations into one (Hickley, 2008). Ablard et al (2017) on the other hand, contend that a vertical integration between acute and primary care was beset with problems even within the same sector and health professionals supposedly with the same goal in mind to care for patients.

A key consideration expressed by R7 was the management arrangements for a co-located model identifying concerns as to how one agency may potentially have the dominant voice; a theory echoed by Grieg (2015). Based on their experience of co-location; the respondent identified the need for a fair and equitable process to decide which agency would lead and that it should be open to any of the organisations. 

“If I had an opportunity to set something up like that again I would have an overarching structure with a dedicated lead; one agency and one person on the project board with an equal voice [...] for each agency to set the parameters of what their agency will deliver” (R7).


R3 expressed similar views that agencies became fixated on who would be in charge rather than having a focus on achieving the best possible outcomes for the service user. R6 agreed that agencies and practitioners need to remain focused on their purpose to support the public.

“[...] I think it is really easy to lose sight of at times [...] you are there for the needs of that client [...] and it is about the victim and not about us and what our agencies do. It’s about what we can all bring to the table to support that person (R6).


By exploring this further it became clear that certain agencies or professionals could become territorial when establishing this type of multi-agency hub.

 “[...] the initial discussions were around basing it in the police station. Then you get the sorts of things like “why them” people become very territorial about who should host it” (R3).


A further drawback expressed by R7 was that the voice of health had been lost due to the weighting against numbers of staff seconded into the project and that whilst the host organisation had significant challenges to meet demand and targets, it was unreasonable to expect health to simply become an addition to help meet that demand rather than fulfilling their specific health function. 

“[…] the whole intention was that they would bring a range of expertise so you would have a multiagency perspective but in reality what happened was that the YOT had expectations of what these post holders would do which often wasn’t aligned to their professional practice. So an example of that might be undertaking generic duties [...]” (R7).


It was clear from the discussion with R7 that tensions occurred when the agencies came together and that a high level mechanism and suitable arrangements need to be put in place to successfully overcome such tensions. 

Valios (2011) agrees that there is work to be done to overcome governance and communication issues as well as problems associated with different professional ways of working in order to deliver care through a successful partnership approach.

[bookmark: _Toc512189529]People and Resources
Funding
The research identified a number of bespoke multiagency models such as the Multi-agency Safeguarding Hubs (MASH), the Multi-Agency Risk Assessment Conferences (MARAC) and the Youth Offending Teams (YOTs) which have all been set up as a result of Government directives and legislation. The study showed that these models have not been exempt from common problems relating to staffing, governance and resources.

There are implicit assumptions; however, that they have survived on the basis that statutory funding was invested and they were bound by a government directive to progress and sustain the model. 

On the other hand, Pomerantz et al (2010) argue that the White River Model of Co-located Collaborative Care, institutionalised in the United States as one which signifies sustainability has survived, in large part, due to the absence of external funding during its early days. 

Furthermore, the authors identified a “discouragingly high number” of integrated models of care which disappear once their funding runs out. 

This confirms the opinions expressed in this study which showed that several respondents are against the Third Sector being involved in multi-agency models as it is felt that they disappear once they no longer have a funding allocation.

“[...] there are many third sector children’s organisations and they do come and go and have interests in different aspects at different times. A lot of it is to do with commissioning and lottery funding and that sort of thing......” (R7).


Wales Online reported in 2012 (accessed 17/02/18) that the Information Station in Newport was set up to transform the way in which services had traditionally been delivered through a “complex and perplexing array of front offices” by becoming a customer focussed, one stop shop environment. 

Set up at a time of heightened political will, with an injection of capital funding and through a collaborative effort; it was designed to holistically meet the needs of the vulnerable adult demographic and is now set to close due to well publicised strains on statutory funding. When asked to describe the motivating factors behind the closure, one respondent said:

“100% that it is financially. It meant that they can save money which is consistently [happening] in the NHS and other statutory services” (R1).


Bryden et al (2007) found that one stop shops are expensive to set up and maintain whilst R9 commented that setting up of multiagency hubs cannot be reliant on new money and cash spend. The respondent stated that it is a case of creatively repurposing what is currently in play through organisational systems and the sharing of resources such as IT, people and skills. 

Another respondent said about the Information Station:

“I think they have been made a very good offer for the building. And the Local Authorities need to be mindful of their pennies don’t they?” (R6).


This calls into question the arguments identified earlier in the findings that some respondents do not believe the Third Sector should be invited to the table as they are unreliable and are not sustainable (Kara, 2014; BGI, 2016). In the case of the Information Station a statutory organisation is removing the building from a fully working model of integration and this is not attributed to the loss of Third Sector funding. 

One Senior Manager from a statutory organisation justified the need to mitigate pressures elsewhere during times of austerity due to changing priorities. 

“Today that multiagency team is a priority but tomorrow’s horizon scanning shows there might be something else that needs funding” (R7).  


This demonstrated a lack of long term commitment to such integration even though the Welsh government set up an Intermediate Care Fund in 2013 to support the people of Wales. The fund totalled £60 million in 2016/17. This theory concurs with Bryden et al (2007) who found that longer term capital funding is required if such models are to be sustainable.

R7 conceded that in order to achieve results there does need to be a longer term commitment and suggested that there should be sign up for at least three years at a time.

According to R1, the disbanding of the purpose built Information Station which includes specific suites for victims, their children and families of domestic abuse could see statutory and third sector services separated again and several agencies re-situated back in antiquated council and town hall type offices. It was acknowledged that types of set ups are not user friendly certainly from a vulnerable adult perspective (Bryden et al, 2007).

In addition, this appears to be a distinct move away from the governmental integrated care mandate laid down in the SSWBWA (2014) which requires agencies to work together to support the health and wellbeing of the population of Wales. There were no suggestions in the findings that these agencies would not work together in the future; however, it raises the question as to why a purpose built, fully refurbished building and integrated model is now under threat of closure. 

A number of agencies involved such relinquished their premises to collocate in the Information Station; an additional consequence may be the potential for them to be left without premises to operate from which could contribute to their future demise. 

Staffing
A further challenge identified by R7 was the calibre of staff attracted to multi-agency posts and suggested, in their experience, that these people would not be “shining stars” or necessarily innovators.

“[...] the people who are attracted to that post aren’t really going anywhere else in that organisation. I mean; our shining stars were not attracted to being isolated as practitioners away from the support of their profession. They weren’t perhaps the most robust or boundaried individuals either” (R7).


R5, R7 and R8 all agreed that there are difficulties when seconding staff into multiagency, co-located models; however, this was in relation to governance perspectives as opposed to the skills or character of the individuals involved.

These findings are consistent with Carson, Clay and Stern’s Primary Care Foundation (2010) report cited in Abrams (pg16, 2015) which acknowledges that each co-located agency brings a range of skills and expertise that must be respected and recognised if the model is to be successful.

Isolation of practitioners was a common theme discussed by several respondents and the health respondent had particular concerns about practitioners “going native” describing issues around confidentiality, clinical supervision and record keeping. 

The study showed that tighter governance was needed to manage these issues in a more robust way given that individuals were usually seconded in and potentially reporting to two organisations. 

“[...] I think we should have been clearer what the role and function should be and set the parameters, boundaries and period for review to protect our clinicians [...] they can be quite vulnerable places to be if you’re an isolated practitioner working in an alien culture” (R7).


R9 considered the need for further research into the impact co-location has on practitioners in this type of hub; particularly how they feel and whether the processes fully support them. This highlighted a further gap in the literature.

R7 spoke further of past experiences and described the difficulties of maintaining professional specialities and felt that these became “watered down” by being forced to take on workloads which would normally be attributed to other specialists within the team.

This theory was confirmed by Ablard et al (2017) who found during the study into locating primary care services in Emergency Departments that General Practitioners (GPs) were taking on certain responsibilities that were outside of their normal scope of practice; simply being seen as “an extra pair of hands”. The report found that it is key to maintaining specialities and offering a distinct service.

This view was shared with other respondents and the impact this has on relationships within the team.

“[…] she is put upon by social services because they can get her to do stuff that they should be doing [...] and then she is overworked and overstretched and her manager starts complaining at her” (R5).

“[...] it is important for social workers to have good links back into their profession and supervision because their value is that they are social workers and not health practitioners” (R7). 

“The seconding agency does have a responsibility to maintain supervision; these things [isolation] usually happen when the seconding agency forgets that they have seconded the person” (R8).


The findings confirm the theory in Checkley’s 2015 report regarding the principles of co-location which pinpoints how knowledge sharing between the seconding agency and their staff is declining and becomes “less organic” over time.

R7 discussed the need to set joint objectives between the host organisation and the seconding organisation to avoid this as well as ensuring they have access to any training provided by their own organisation. 

“You must do as much as you can to ensure that you are contributing to their CPD” (R7).


The findings confirm the theory expounded by Rylan (2016) that a failure to overcome the bureaucracy and rules of partnership will prevent co-location from being a successful model of working. 

[bookmark: _Toc512189530]Relationships between Sectors, Agencies and Professionals
Carson, Clay and Stern’s Primary Care Foundation (2010) report cited in Abrams (pg16, 2015) acknowledges that strong working relationships, based on a shared mutual respect are the drivers for success. The majority of respondents agreed that mutual trust, closer joint working and building relationships is more easily achieved through full co-location and an open plan arrangement. Hardy’s 2015 article on health and social care integration communicates expert’s views who agree that effective interpersonal relationships are pivotal to successful integration.

“Even just being in the same building you have got to make a bit of an effort still as there are natural barriers of walls and doors. In an open plan office, you talk, you share things, ideas and actually it does generate solutions and new projects. It is so important” (R6).


The findings are consistent with Checkley (2015) and Ablard et al (2017) that space is of optimum consideration and contributes to the success of a co-located model.

“Key partners are recognising that none of us can do everything on our own and we are reliant on one another. To build relationships, it is beneficial to be co-located” (R1).


The findings show that whilst respondents agree that co-location is a benefit to both the service user and partner agencies involved; throughout the data collection process several respondents continued to return to the tangible divide between statutory and third sector agencies.
“We are all working together and in partnership but I still think there is a divide between statutory and voluntary agencies; although they rely very heavily on the voluntary sector and actually couldn’t do the work they do without them. I think a lot of it is, and always will be, the preciousness around information sharing” (R3).


Hickley (2008) argues that it is essential that good working relationships are developed prior to embarking on such a co-located model and there is a wealth of empirical evidence to demonstrate that excellent partnership working exists with the Third Sector; however, whilst a clear divide remains there is recognition this needs to be overcome for future success (Kara, 2014; BGI, 2016). 

“I would like to think it is only a matter of time before they [Third Sector] would be included within the MASH but I know that a lot of people are very jittery about that because of safeguarding and information sharing” (R1).

“I think the Third Sector Agencies have to be there because how can you manage? One, they are a resource after people finish statutory involvement and two, we just can’t be everything for all people” (R9).

[bookmark: _Toc512189531]Sustainability
The primary research shows that whilst there is a willingness to integrate and work together for the benefit of the service user, it is clear that this type of organisational change is difficult and has predominately become a stumbling block to radically transforming the way in which services are traditionally delivered to the most vulnerable in our society.

The evidence showed that there is no set formula or blue print available to either establish such a model or, indeed, to sustain it (Cameron et al, 2012; Ablard et al, 2017). Respondents were clear that leadership, cultural and change management issues are significant factors that affect the success or future sustainability of a co-located model of service delivery.

A number of respondents agreed there were barriers to change which have prevented the successful implementation of co-located or multiagency type models in the past.

“[...] it is cultural stuff, financial barriers, the performance barriers; this is what I’ve always done barriers, why should I change barriers” (R6).
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The majority of respondents touched on the complexities of organisational culture and the components thereof that need to be considered particularly the difficulties of bringing different cultures together in one setting. 

“Co-location is crossing organisational boundaries and bringing a culture together within that model; we all have our cultural differences” (R3).


R7 echoed the need to create new shared values and a new shared culture in such a model as practitioners are “wedded to the cultural values of their own organisations”.  

The responses confirm Hardy’s (2015) theory relating to the concerns around the obvious cultural impact of two organisations partnering together in this way. This supports the findings in Kaehne and Catherall’s (2012) research into co-location in Wales which found that success would largely depend on internal factors such as culture and leadership.

Whilst these barriers appear to be embedded across traditional health and care set ups, Katzenbach et al (2012) argue that over time, by changing one life at a time and a few behaviours at a time, it is possible to change deeply entrenched cultures. This is achieved though “targeted and integrated cultural interventions”.

The evidence highlights that Health and Social Care leaders are making progress with multi-agency models such as the MASH, MARAC and Alcohol Treatment Centres (ATC); however, the findings are consistent with literature in that a change of this magnitude will require transformational leadership to take it forward (Giannasi and Myhill, 2017). 
“I am trying to coach my managers to understand change management and project management frameworks. A lot of the frustrations are the way a project is set up and the change process” (R9).


One respondent said that in order to be successful at setting up something new they have to support their staff to overcome their frustrations. 

“[...] some team members didn’t want to go and were actually very negative about the new model [...] People were certainly looking forward but they didn’t want change or to be working with people they didn’t know; you had to build on that” (R3).
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Burnes (2004) argues that Lewin’s change model has become the framework for most change process; however, whilst there is wide ranging criticism of it. If Lewin’s (1947) Three Step Model was used as the framework for a change of this scale then Welsh Government could potentially be identified as the catalyst for changing the status quo. However; R3 pointed out that the status quo is already changing without their help because the world and the population is changing. 

“From a leadership perspective, it might make sense to start at the top in Welsh Government as they would have more of an overarching view of setting it up” (R2).


The findings appear to show that there is a lack of visionary leadership within the health and care sector to achieve what so many people believe to be positive way forward. Whilst there are drivers in place such as “Make Every Contact Count” which show a willingness to come together, R1 stated that people just don’t know how to do it because of the scale of such a big project. 

This view is supported by the recent Parliamentary Review of Health and Social Care in Wales (2018) which states that there is a distinct lack of clarity of strategic vision to manage such large scale initiatives with little practical ways of supporting them.

Several respondents agreed that those in power need to listen to the frontline professionals as to what is required and what actually works on the ground if change is to be successful. 

“The policy is not aligned at the top [...] if they can’t do it then how on earth can they expect people to do it on the ground” (R7).


The respondents all agreed that a strong leader needs to be the driving force behind a change on this scale; one whom  is able to share the vision, live the behaviours, demonstrate core values and inspire others to take the journey onto a successfully performing model.  It was acknowledged that those in power are not necessarily responsible for influencing the change and that a top down approach may not be the best way to engage the workforce (Bazigos et al, 2016). 

“Leadership issues would need to be overcome to get this right. It has been on the cards for such a long time and people are doing it in piecemeal in different places but it has never felt like anything really coordinated. Somebody who has the right vision to put it together, budgets, culture and resources needs to be able to take hold of it and run with it” (R2).
	

Kaehne and Catherall’s 2012 study concurs with the findings of this study that a commitment is still required from the top through Service Managers and Directors to deliver and sustain the change and ensure the success of co-location.

“From a front line perspective, we feel that that it would need to be somebody who has got enough clout to lead a project like this, particularly around what everybody is paying for different facilities and things. We also need third sector buy in” (R2).  


This agrees with the evaluation into co-location of early childhood and education commissioned by the Victoria State Government, Department of Education and Training (2015) which cites leadership as a fundamental component to successful co-location through which to drive forward and implement change.

In addition, the findings are in line with the third step of Kotter’s Eight Step Model for Change (1996 cited in Kotter 2012) which encourages leaders to communicate a compelling vision story that appeals to both individuals and the group dynamic they belong to as shown in Step Four. That said, if leaders of a co-located model of change were to adopt Kotter’s change framework then they would need to consider the disadvantages which may present themselves if every step is not fulfilled and followed in a structured way as this may cause serious issues and potentially derail the whole process 

Leaders are encouraged to empower people to act on the vision in Kotter’s fifth step and in accordance with the findings; this is a vital component expressed by several respondents. This is in line with the change management publication of the Scottish Social Services Council (accessed 18/02/18) which encourages middle managers as change agents to translate change both “downward and upward”.

R3, R5 and R6 further acknowledged that the people involved with such models have the ability to make or break a multiagency arrangement and prevent them from being successful; however, but agreed that these issues can be overcome with the right leadership and engagement. A theory found in Ablard et al’s (2017) report which argues that as the workforce expands there may not be the ability to maintain the same proactive professionals on the team who all share the same goal and vision.
“[...] winning people around who are not engaging because it is not going to work if there are people who don’t agree with it or don’t want to do it. It is about getting people on board when they are not willing participants” (R3).

“It can be difficult to overcome resistance to change [...] but it is very difficult to be the only negative one when everybody else around you is on board, you tend to get swept along” (R3).


The findings are consistent with Lewin’s 1947 change theory publicised in the World Health Organisation guidance (2001) which argues that, in order for a change such as a business merger, co-located model or integration of services to occur, the complexity of employee behaviour should be mapped to understand the group dynamics and the individuals therein. Lewin argues that this is critical if the forces for change are to be augmented or those against it diminished (Burnes, 2014; Cameron and Green, 2015).
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The research and study has shown that financial issues affect longevity and a financial commitment is required to ensure sustainability of such a model (Bryden et al, 2007).

The findings agreed with secondary research that horizon scanning is a vital component to the success of a co-located model. R9 explained that the future profile of clients and what the societal landscape may look like in ten years’ time were key considerations as to whether to pursue a co-located offering. There is an element of understanding what the short and medium term benefits will be and the need for criticality in what it is hoped the model will achieve. 

If a transformational change were to take place then leaders should be looking to the future with a 5-10 year plan. This is consistent with the opinions of health and social care experts who are in the process of leading a change of this nature (Giannasi and Myhill, 2017).

One respondent conveyed the need to weigh up the client profile of today against the backdrop of potential challenges in years to come if there is to be confidence in whether the initiative could support demand for services in a changing landscape through multi-agency working.  

“[...] when we look at who we are all spending a lot of time managing; they tend to be the same people” (R9).


This is consistent with the findings in the Department of Education and Training Report, (Victoria State Government, 2015) which based success on an understanding of what the local community and area looks like.

R9 concluded that success of co-location is based on a number of factors that are not easily quantifiable or articulated on paper; the softer issues such as partnerships, relationships and people’s motivation. Fostering cultures that encourage learning and not blaming in order to understand when things are not working as well as demonstrating a commitment to the hopes of what is to be achieved. A theory shared by Bryden et al (2007), Abrams (2015), Hardy (2015) and Ablard et al (2017).

[...] if it was that easy it would have been done [...] the test of it will be if they are still there in 5 or 10 years’ time” (R9).


These findings are consistent with Cameron et al’s (2015) theory that there is a fine line between factors that either hinder or promote integration and ultimately affect the success or failure of a collated model.

[bookmark: _Toc512189535]Conclusion
This chapter has brought together the main findings and discussed the key issues and complexities of co-locating statutory, independent and third sector agencies. The evidence suggests that there are significant benefits to service users, practitioners and agencies that do outweigh the difficulties associated with achieving integration; albeit, there must be a long term, visionary commitment to overcoming such obstacles for success.

The following chapter will draw conclusions from the key findings examined in chapter four synthesised against the evidence discovered in chapter two. Recommendations based on the findings will be made to address future considerations for policy makers, health and social care leaders and professionals to assimilate.
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This dissertation sought to critically analyse a radically different approach to delivering services to vulnerable adults who present with complex needs through a unique, co-located model of care. This is based on decades of legislative drivers, consecutive governmental initiatives and countless studies which argue that collaboration, partnerships and joint approaches are the way to improve outcomes for service users. 

The study critically evaluated findings from a heterogeneous, cross sectional representation of organisations operating within the health and social care sector synthesised against the backdrop of secondary research in this area. 

Following analysis of the data, this chapter draws conclusions from the key findings of the study. Recommendations based on the conclusions are made that policy makers, health and social care leaders and professionals should assimilate in consideration of how co-located or integrated services are designed in the future. The purpose of which is to ensure such models become the paradigm upon which standards of excellent care are delivered to the most vulnerable in our society.

The findings provide clear evidence that co-location is not one single paradigm and that it is a complex set of relationships and strategies, which incorporate intricately woven governance structures and cultural incongruities. Co-location is not possible to achieve through the development of a one size fits all strategy (Ginsburg, 2008). 

Despite Governmental exhortation over the last four decades, which has manifested in policy rhetoric, it is clear that there is an inability to facilitate the whole system change necessary to successfully deliver services through a more joined up approach. The Parliamentary Review of Health and Social Care in Wales (2018) acknowledges the historic and current limitations of developing a shared, strategic vision which is needed to drive forward such a large scale change initiative, in addition to a lack of practical support available to achieve it.

This study agrees with existing theory that the need for an integrated system of delivering care for vulnerable adults exists; however, despite the last forty years of governmental legislation, incentives, ring fenced funding and policy, successful models of co-location and integration are not widespread. This is largely attributed to well documented, unchanging and comparable issues that beset such partnerships. 

The findings are clear that a wide and established divide remains between sectors and particular agencies within. The third sector, whilst acknowledged as being fundamental to the delivery of care, are often excluded or dismissed by the public sector as a result of mistrust, accountability and factors relating to the sustainability and longevity of funding and programmes. This was an unsurprising discovery and implies that change management processes are critical if cultures are to be bound together through integration. It is recommended; therefore, that if barriers are to be overcome, cross sector training is undertaken involving all three sectors. The intention would be to build closer and more substantial relationships that forge a deeper level of trust. This should result in a more sustainable and holistic approach to working with hard to reach communities and the most vulnerable in society. 

The research was congruent with a transformational process incorporating participative change management frameworks. If longevity and sustainability are to be achieved then transformational leadership would be required to cultivate new cultures within a co-located model which also provides an arena for learning and continuous change and growth.

This study is inconclusive; however, as to whether a merger or hub type approach is the most appropriate way forward or whether a completely new structure should be realised. The Youth Offending Team model is widely acknowledged as being an example of cross sector integration that works well; however, this model is not without common issues pertaining to the workforce, governance and professional development. It is recommended that this model should be investigated further to analyse best practice and apply experience and learning. 

Another key finding of this study attributes information sharing, communication between staff and agencies, working practices, governance, physical space, caseloads and terms and conditions as the primary reasons why co-location and integration fail. Willingness exists from front line professionals to integrate and work together towards the best outcomes for service users; however, there is significant cross over in terms of information sharing, workloads and professional accountability. This is a critical source of global frustration that should be recognised.  Therefore, a recommendation is that arrangements are agreed and discussed in advance of embarking on a co-located project. Boundaries, roles and responsibilities must be established with accountability frameworks put in place, maintained and reviewed on a consistent basis. 

The researcher acknowledges that the study could potentially have benefitted from semi structured interviews with policy makers responsible for initiatives such as the MASH, MAPPA and MARACs. The researcher does not believe; however, that this limited the study in any way and that saturation of salient issues was reached. However, it is recommended that further research be undertaken in this area to widen the knowledge base including their experiences, how difficulties were overcome and what would be done differently if such models were to be established again.  

Additionally, the findings were clear regarding the importance of maintaining professional specialties and concerns were raised that these become watered down when staff are seconded or employed within a co-located model. Such concerns regarding the isolation of practitioners from their substantive organisations, professional practice and registrations were widespread. The consensus is that unless this is acknowledged as a significant factor when designing future models then there is little benefit to be gained by having multi- specialists in one setting.  Consequently, any future co-location model should include good access to speciality training in addition to regular peer supervision both within the host and originating organisation. 

A strong indication within the findings is that personalities and team ethos play a major role in determining the success of a co-located model and it is vital that consideration be given to team composition. It is recommended that this is both prior to embarking on such integrations, at the point of staff rotation, turnover and future secondments into the model.

 A key stumbling block currently is concerns relating to funding for co-location projects. Funding is rarely considered long term and what may be one organisation’s priority today is likely to change through system pressures and continuous horizon scanning. Therefore, unless co-located services receive long term funding or capital, it will not be possible to successfully implement policy or thoroughly embed integration. However, with the current financial climate and whole system pressures evident across the NHS and Social Care, critically, it may be impossible to predict how such arrangements may manifest in the future.

Further research is needed to substantiate the impact of co-location arrangements on professionals, agencies and on service users. Whilst the political vision is evident and there are assumptions that co-location or integration is a positive one for patients, staff and agencies, there is currently little empirical evidence that co-location or integration provides better outcomes or realises financial benefits for organisations (National Audit Office, 2017). This can be attributed to the fact that a programme of successful integration is not widespread and there are few examples to evaluate. This current study addresses some of this gap; however, is not exhaustive. 

Consideration should be given to the future planning and sustainability of co-located models, particularly as a large number of agencies are dealing with the same or similar service users. There is a view that if organisations partner together to forecast societal trends over the next five to ten years then it will be possible to design and plan successful models of integration as opposed to ‘firefighting’ current caseloads. 

The research has shown that there are real pockets of successful work taking place in many areas; and despite the desire, they are just not widespread enough to find the exemplar upon which to build and base the vision on for the future. The researcher believes that there are significant benefits to be realised by bringing the third sector closer to the table and an accountability framework would achieve this. It is vital that there is recognition from the public sector regarding the value that they bring to delivering care.

This body of research is important to future researchers and practitioners as it enhances the current discourse on the topic and highlights significant gaps in the literature pertaining to the impact of co-location on both service users, professionals and the economy as a whole. The research provides a valuable insight into considerations relating to the future success of health and social care delivery. 

It is evident from the research that new ways of working are desired and that the respondents are all part of, or been part of, models that break with tradition and cross organisational boundaries to deliver services; some of which have experienced more success than others. 
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