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MRC/ESRC Research Programme 

‘Developing methods for evidencing social enterprise as a public health intervention’

Notes of Knowledge Exchange Forum

Friday 12th December 2014, Friends Meeting House, Edinburgh

The aim of this document is to summarise the contributions made by the wide group of delegates to the Knowledge Exchange Forum of the above 5-year research programme.

A list of delegates is contained in Appendix 1 of this document, and the programme for the day is contained in Appendix 2. More-formal aspects, such as slides from presentations and the posters presented are available on the Programme Website – www.commonhealth.uk (to be launched early February).

Readers should please bear in mind that the contents of this document are merely notes. They are not intended to be comprehensive and answers will not be provided (within the document) to issues raised. However, the content will inform the research going forward and also future deliberations of the Forum.

Initial talks
Cam Donaldson gave an update on the research programme as a whole, highlights of which were:

· We now have three of the eight projects up and running.
· Since the first Forum, we have since held one (a mini-version of the first) in Inverness, and will likely do this annually. Hence, we have also stopped numbering the events (1st, 2nd etc). We also presented at the launch of WEvolution (the subject of study of one of our projects – ‘Passage from India’) in Dundee. Both of these events took place in November 2014.
· There is interest further afield in our work – with a small number of us co-organising an event at Salford University in January 2015 and your co-organisation (with the Canadian Institutes of Health Research) of a research workshop in Toronto in February 2015.
· Likely every second Forum we will focus more on the research, with intervening events focussed on a related topic of interest to the group.
The substance of the day then commenced with a session on ‘Assets, deficits and health: the place of social enterprise’. Our keynote for this event was Professor Carol Tannahill, Director of the Glasgow Centre for Population Health and leading exponent of research on assets-based approaches to health. The slides from Carol’s talk ‘Setting the scene: research on assets-based approaches at GCPH’ is available at www.commonhealth.uk. However, the main point to come out of it was the congruence between our vision for social enterprise and what assets-based approaches are also trying to achieve, and, to an extent, have been shown to achieve. It is important to remember that Pete Seaman, from GCPH, and Antony Morgan, co-appointed to GCU London and the National Institute for Health and Care Excellence (commonly known as ‘NICE’) and one of the originators of assets-based thinking in public health, are co-investigators in our research programme.  

We the heard brief responses to Carol’s talk from Aidan Pia (Executive Director, Senscot), Neil McLean (CEO, Social Enterprise Academy) and Clementine Hill O’Connor (Research Fellow on MRC/ESRC Programme at GCU). Aidan and Neil reinforced Carol’s presentation by illustrating the common purposes and common research agendas of social enterprise in the public health role and of assets-based approaches, which Clemmie then illustrated with an example from her PhD studies on the ‘Passage from India’ project (WEvolution) assessing the impact of self-reliance groups in local areas around Glasgow. Clemmie’s slides are also available on the CommonHealth website www.commonhealth.uk. We then moved to small group discussions in response to a set of four questions, summarised on each of the following four pages.

1. What are your views on the health and well-being perspective offered by Carol?

Generally, Forum participants thought that Carol’s presentation provided useful context and a starting point for discussion. Some indicated that the data presented would be extremely helpful to link into as an evidence base for their own projects. For some, any project or social enterprise which focuses on community regeneration or multiple deprivation could lead to improved health and wellbeing. What organisations do could all be seen in health terms, or any other terms, it just depends on who your audience is and what language you are using. What does set health apart is that it impacts upon everyone so it may receive more interest or buy-in from other sectors. This may be due to the potential positive impacts but also due to the perception of the potential for the privatisation of the NHS. Participants emphasised that dialogue was important in asset based approaches to health. For example in the context of treatment offered to cancer patients –what do patients value? More specific points were made as follows:

· More conceptually:
· Participants commented that the examination of upstream factors involved in health and well-being may allow for a more accurate and rounded discussion around ways to measure impact i.e. long term and context specific.
· There was agreement that an assets based approach could help to address funding ‘cold spots’ in areas previously overlooked because they did not merit funding under a needs based approach i.e. because they were not the ‘most deprived’ areas.

· Some participants worried that there was too much emphasis on the NHS as a basis for public health delivery, rather than exploring other options. They suggested that while the NHS is good at addressing clinical health, it does not address wellbeing (lacks the expertise in this area). For these participants what more organisations are needed, working as part of the social economy, rather than the NHS approach of ‘fixing folk’.

· In the analysis of the framework proposed by Carol, social enterprise seems to cover 3 of the 4 quadrants. Analysis of the importance of creating partnership and analysis of definition of corporate social responsibility are required.
· More in terms of critique (not necessarily of Carol or assets-based approaches):
· For those from a social enterprise background there was a sense of ‘we know this’ (the social enterprise sector has been ‘doing assets’ long before people started to talk about it in this way. However, on the ground (NHS/public services) thinking is still based around deficit model. This is perhaps because of the backgrounds of senior staff (e.g. CEOs, in finance) and the legacy of deficit thinking. In a time of spending cuts it is more difficult to sell a ‘dual model’, which sounds innovative but lacks an acceptable evidence base. 
· The critical assessment of the assets based approach was welcomed – participants generally agreeing that initiatives should expand solutions rather than replace services, adding that:
· In seeking funding an ‘assets’ based approach should not be prioritised over a ‘needs’ based approach –but that both approaches merited funding. One participant commented that motivations for new approaches are frequently based on the need to appear novel to secure research funding. 
· There was some concerns raised that there is a tension between council/governmental responsibility for services and community action –the latter shouldn’t be a way for the health service to save money.

· There is a tension between asset based approaches that encourage a ‘sense of place’ and funding that encourages a target based approach (Big Lottery). Likewise there is also a need to take into account rural and urban dynamics in understanding the relationship between community action and public service provision. 

· The point was raised that if the goal is to take a holistic approach to health does using an assets based approach to delivery undermine this broader goal? There may be some contradictions in valuing a holistic approach, but at the same time seeking to continually measure impact? In that case perhaps the assets based approach needs to be more transparent?

Examples highlighted: 

The Vibrant communities initiative in East Ayrshire:
 http://www.east-ayrshire.gov.uk/CouncilAndGovernment/About-the-Council/Our-departments/NeighbourhoodServices/VibrantCommunities.aspx
Bromley-by-Bow: http://www.bbbco.co.uk/
2. How might social enterprise play a role in ‘actioning’ this perspective?
Participants commented that social enterprises can be more flexible than the NHS in terms of reduced requirements for form-filling and administration which allows them to get on with doing what they are meant to be doing. Furthermore, it was suggested that trust could be built stronger and quicker between social enterprise staff and service users and represented the main strength as compared to other forms. What was most important for social enterprises in this arena was to maintain legitimacy, accountability and transparency, ensure a high quality of service through undertaking impact evaluations, and interacting regularly with customers and policy-makers to ensure that these standards are being met.

There was some discussion over the defining of social enterprise, suggesting that we should not get ‘hung up’ on legal structure and definition but to focus on value and action; to see social enterprise as an approach rather than a legal definition. One participant suggested that they would prioritise working with people of integrity over whether they came from the public or private sectors.  
Connected to discussions of the role social enterprise might play were comments on the idea of leadership in social enterprise. It was noted that exceptional individuals have made a great difference in their communities, but how do we create an environment where we do not need exceptional individuals in order to improve health/wellbeing? Some participants suggested there has been too much focus on entrepreneurial leaders; although there are good examples of leaderless initiatives we need more emphasis on different kinds of frameworks. Other participants countered that there are different forms of leadership. 

There was some suggestion that political support was behind social enterprise, and that this was important since although civil servants looked to implement initiatives by evidence politicians could be motivated by compelling anecdotes – thus perhaps there is a need to capture the imagination of key people who can make change happen. John Swinney was quoted as having said ‘pilots are the vaccination against change’. 

Other specific advantages of social enterprises that were mentioned included: 

· Engaging with hard-to-reach demographics and disenfranchised groups. 

· Capacity building and empowerment of local communities – link directly to local people; use of local knowledge and highly contextual and personalised service.

· Concepts of ‘voice’ and ‘choice’ – it was felt that by engaging stakeholders in their own health and well-being it may enable more control to be placed in the hands of local people.

· Decision-making being devolved to the local level – link to power and agency: e.g. Budgeting at community level – Community Benefit money (in rural areas); participatory budgeting (local Credit Unions).
· Offer integrated services – crossing traditional public sector boundaries, linking up services and offering better value for money: e.g. A drop in centre/café - run as a social enterprise - with space for community groups, health and well-being clinic, support services etc

· Offer more than just service provision based on price alone

· Sports clubs were specifically mentioned as an example of a viable form of social enterprise which could potentially have a large role to play in its application as a health initiative.

· Collective/democratic aspirations within social enterprise greater opportunity for people to feel ownership over the initiatives they are involved in.

· Social enterprise represents a knowledge asset.

· Analysis of the scalability topic and understanding that it is not so important the dimension but the way you do. In scalability how it is possible to reduce the tension between commercial and social results.

· Social enterprise seems to be better embedded in the community (e.g. Polanyi theory)

· Asset based approach such as social enterprise seems to support individual

· Discussion about the definition of social enterprise and the differences with voluntary organisation and profit organisation (discussion about policy framework, governance issue, asset lock)

Concerns mentioned included: 

· ‘mission drift’ in social enterprises could have negative impacts on health and well-being services – the group felt that governance structures and local accountability could help to negate this.
· Difficulties in mapping and measuring impact. There were also concerns over how to construct effective indicators; as outcomes become less tangible how can we validate them?
· perspectives coming from large organisations rather than community organisations. Budget cuts are harming community services, but so is a focus on process rather than mission. Also there are difficulties in providing innovation. This is stifled because you cannot prove it is better than the status quo, but evidence is inherently concerned with the past and replication (and not future-thinking and flexibility). 

Examples highlighted: 
Voluntary toenail cutting services (part of Voluntary Health Scotland) uses volunteers to cut the toenails of people who have difficulty reaching their own toes. It is a simple initiative, but one that has a great impact on people’s lives through increased mobility, reduced accidents and visits to A&E: http://www.toptoes.org.uk/ 
Healthy n Happy:  http://www.healthynhappy.org.uk/
Wooden Spoon Catering Company part of the Dundee International Women’s Centre: http://www.diwc.co.uk/
3. What are the implications for research investigating the links between social enterprise and health/wellbeing?

The following points were cited as potential areas for future research or consideration:

· Whether the effectiveness of social enterprises are correlated with failures within the NHS

· How well social enterprises are integrating service users, especially considering the ‘person-centred’ nature of the research

· How the social or health impacts of social enterprises can be evaluated and evidenced

· On this point it was noted that any impacts should be fed back into policy-making and considered by a variety of sectors as ‘savings to society’, rather than specifically to each individual department.

· The only such method of impact evaluation discussed was SROI. The method was seen as being useful for the organisation in terms of self-reflection and adding a degree of validity and legitimacy to the organisation’s activities. On the other hand, despite speaking in a language which everyone can understand (money), experience suggested that it did not result in additional funding streams, perhaps due to the cited inability to place a financial proxy on every social return.

· Evidence base needed to investigate best service model for health/wellbeing - group was highly supportive of research aiding the development of this.

· It was felt that there needed to be a strong and clear focus on the social missions of social enterprises within the research – link to definition of social enterprise. 

· Need for measurement tools – group felt that SROI and other measures currently in use often missed the mark in terms of accounting for the long term impacts of an initiative, especially those involved in health and wellbeing. 

· Timescale was a theme that emerged strongly from the group discussions – it was felt that social enterprises would enable more flexible timescales for measurement than public sector initiatives which may have to prove their impact within 1 – 5 years. 

· It was felt this research could enable greater linkages to be built between local communities and health and wellbeing initiatives – with a base of sound research to draw on to demonstrate the value of social enterprises within the health sector. 

· The group also highlighted that it may be important in this research – or in future projects – to examine this question across the rural/urban divide to draw out commonalities and divergences: e.g. The role of a social enterprise providing health and wellbeing services may be viewed differently in rural areas when compared to their urban counterparts – issues of confidentially, potential loss of NHS services and ‘creeping privatisation’ were all given as examples that may apply in a rural context but may not necessarily be a concern in urban areas.

· Difficult to evaluate the impact on health and well-being: for example it is necessary to be aware of time issue

· It is necessary to create a conceptual framework for evaluating long-term well-being impact as well as the short term one

· It is important to understand microlevel impact 

· In MRC usually you don’t hear about social enterprises (in terms of concepts) 

· Organisations might be acting on health but don’t articulate it. They are busy ‘doing’ and respond to funders’ requirements in describing their activities (eg, ‘Wellbeing’ is not a charitable purpose, but health is). However must consider the complexities in wellbeing leading to health and vice versa –direction of effect.

· There was support for an action research approach. Helping SEs to think from the start about impact and impact measurement. 

4. Any other comments on the CommonHealth research project?

There was some discussion of how the research project could influence policy, and a suggestion that there may be a tension between policy makers and the focus of government initiatives: How can the research programme effect policy? Are policy makers coming to KEF?

More generally it was suggested that the research programme needed to be credible and meaningful; providing social enterprises with a way to talk about the value of what they are doing, while also convincing policy makers that they need to change what they are looking for in terms of impact –both sides need to realise value on the same terms. 

In one group the discussion focused on the heterogeneous forms, agendas and umbrella organisations which all claim to represent social enterprises, and the effect that that lack of consistency has on the vision and objectives of social enterprises themselves. It was suggested that if there became one common driver and object then the whole sector could achieve more and could rid itself of the apparent apathy which currently exists within the social enterprise sector in Scotland. A contributing factor to this inconsistency was seen as the changing political climate which prevented policy continuity. This however was also seen as a potential solution, if government policy could combine the different factions and present a coherent policy and support for organisations and umbrella groups.

Other specific points included: 

· Communication is key – group felt that this research needed to be accessible for as wide a range of audience as possible. Dissemination of research findings and involvement of local actors and stakeholders in meeting (such as the KEF) would be a vital element in efforts to break down boundaries between ‘public’ and ‘professional’ audiences.

· Link between community or participatory budgeting and health and wellbeing i.e. are people involved in community saving schemes (such as Credit Unions) ‘healthier’?

· Rural/Urban roles of social enterprises in health and wellbeing services.

· Need for a mixed methods comparison between public provision and social enterprise interventions in the field of health and wellbeing – especially in the collaborative space between the two. 

· The project should provide a critique of what is currently sought in terms of outcomes and outputs from social enterprises.

· Project needs to use the evidence base form social enterprises who ‘know what works’, but needs to provide an intelligent message that answers how and why social enterprises work.
· Project could also provide insight into replication in social enterprise: How do we do it? Why does it often fail?

· Thinking about the history of social enterprise: are we just renaming things that have already been done?

· What is the role of the NHS in relation to wellness?

· Find a way to challenge procurement culture and quantitative outcomes

· Consider the use of technologies to collect data e.g. MIITUU digital film snippets?

· How will SEs access the research findings? Suggestion of including/ working through funders of SEs and seeing them as a bridge e.g. Robertson Trust, Voluntary action trust, local authorities 
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MRC/ESRC Research Programme on

Developing methods for evidencing social enterprise as a community health initiative

Knowledge Exchange Forum

Friday 12th December 2014, Friends Meeting House, Edinburgh

Programme

9:00-9:30 
Registration and tea/coffee

9:30-9:35 
Welcome and introduction – Alan Kay

9:35-10:00 
Programme update – Cam Donaldson

10:00-11:00 
Assets, deficits and health: the place of social enterprise

Setting the scene: research on assets-based at Glasgow Centre

for Population Health – Carol Tannahill, Director of GCPH

Responses from Aidan Pia (Executive Director, Senscot), Neil McLean (CEO, Social Enterprise Academy) and Clementine Hill O’Connor (Research Fellow on MRC Programme)

11:00-11:15 
Break to re-charge coffee/tea and network

11:15-12:15 
Group work with one ‘open’ question and 2 other questions (45 minutes)

Feedback - 2 points from each group (15 minutes)

12:15-12:30 
Action plan and future Forums
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12:30-13:30 
Lunch
1
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