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1. INTRODUCTION

The UK government’s drive towards modernisation has brought substantial changes to the infrastructure of UK society, and the welfare state is now a prime focus for reform. The role of public services in particular has been re-examined with a view to whether they offer best value, and what changes are required to make services genuinely responsive. Within this strategy, there has been particular concern about quality and variation – whether the current balance between regulation and professional discretion is the right one to ensure high quality services, whether the workforce has the skills and knowledge to deliver the kind of quality required, and whether there are remedies to the significant variations in services that cannot be justified by local circumstances.

In 1998, Modernising Social Services (Department of Health, 1998) announced a new structure for regulating standards of care (the National Care Standards Commission – NCSC), for training (the Training Organisation for the Personal Social Services – TOPSS) and for registering and setting standards for the social care workforce (the General Social Care Council – GSCC). In children’s services, a special initiative called Quality Protects is raising standards, and the whole scheme was underpinned by an extra £1.3bn investment in social services over the three years from 1998-2001. In relation to the workforce, the policy outlined the need to improve the commitment of staff and highlighted the need to improve interdisciplinary training to underpin better collaboration between health and social care staff.

This was shortly followed by A Quality Strategy for Social Care, a detailed examination of how to enhance the quality of social services (Department of Health, 2000). This policy document established a new Social Care Institute for Excellence – SCIE – as the major means by which quality and excellence would be defined, it set in place a framework within which local service providers and commissioners would be expected to ensure quality, it conferred a major responsibility on the local Director of Social Services to secure quality, and it reformed social work education and workforce planning. National Service Frameworks would provide models of joint service provision by health and social care and agreed ways of measuring their impact. 

SCIE was established in October 2001 as a government-funded, but independent body,

dedicated to raising standards of practice across the social care sector, through the better use of knowledge and research. It will be based on a vision of social care which empowers users and promotes the independence of the individual. Building on the Government’s concern with knowledge and quality, it will review research and practice, and the views, experience and expertise of users and carers; will use the results of this assessment to create guides for social care practitioners; and will disseminate these across the social care field. (SCIE Prospectus, Department of Health, 2001).
Seeking to highlight the particular role of SCIE in the new set of agencies for social care, the then Social Services Minister John Hutton described it in late 2000 as ‘the motor in the engine’. It was therefore designed from the outset to be the key source of evidence-based policy for other agencies to employ in their work, a touchstone and a reference point in a social care arena lacking authoritative bodies of knowledge. This inevitably casts SCIE in a mediating role between different stakeholders in social care, and with a key function to make working relationships with a wide range of organisations offering views of what constitutes the knowledge base. I will return to this theme later.

At the practical level, the Department of Health established SCIE in collaboration with the National Institute for Social Work (NISW), which contributed much of the thinking and practical experience of providing evidence-based policy and practice. SCIE is a small organisation, with a core staff of 35, grouped into four sections covering institutional infrastructure, research reviews, information provision and knowledge management, and quality improvement (including the development of practice guides). A 12-strong board of governors is chaired by Jane Campbell, a leading advocate from the service user movement, whose appointment signals some of the important issues SCIE will have to address, including how to incorporate the views, values and expertise of service users and how to mesh the agendas of a wide range of stakeholders. SCIE will also have a Partners’ Council, involving a wide range of stakeholders in SCIE’s work. 

SCIE was set up to serve England and Wales, with a grant of £2.3m in 2000-01, and £3.4m in 2002-03. SCIE’s work is due to extend to Northern Ireland during 2002-03, and it is likely that there will be links with policy developments in the Republic of Ireland. Scotland has a different structure for ensuring quality in social care, including a network of regional centres: it will, however, continue to support and benefit from the development of electronic access to social care knowledge (www.researchweb.org.uk, www.elsc.org.uk).
2. SOCIAL CARE KNOWLEDGE AND KNOWLEDGE PRODUCTION

As its prospectus makes clear, SCIE has the initial job of identifying and reviewing material that constitutes the knowledge base in social care. This raises far-reaching questions about the nature of social care knowledge and about ways of assessing its quality, questions to which I will turn later. In the first instance, however, it raises questions about whether the infrastructure is in place to deliver the knowledge that SCIE will evaluate.

Although SCIE’s reference points to sister organisations are evolving, during the initial planning there was a clear parallel with the recently established National Institute for Clinical Excellence – a special Health Authority established in 1999 to produce guidance in health care. This parallel was used for instance to evidence the need to ensure that SCIE commissioned its research externally, rather than possessing a fully fledged research capacity in its own right, in order to ensure full independence of its review function. This in turn means that such bodies are designed to operate as ‘intelligent customers’ of research.

NICE‘s planned expenditure in 2000/01 was £10.7m, or almost 5 times SCIE’s initial budget. Although its staff complement is similar, it spent almost £8m on clinical development, i.e. on developing exactly the kind of infrastructure lacking in social care. This allowed it to mount a programme (in 2000/01) of 26 appraisals, and 10 guides. This is evidence that NICE possesses a very different infrastructure for the supply of knowledge from that available in social care. For example, the NHS generates system-wide priorities for R&D through its largely centralised research policy-making, based on identified priorities for the health of the nation, and operates an R&D levy that generates over £450m p.a. for health research. This allows the development of coherent and reliable bodies of research, which in turn feeds a well-established review and synthesis industry, including the Centre for Reviews and Dissemination at the University of York and the 40+ review groups working under the methodological aegis of the Cochrane Collaboration. 

In contrast, there is no centralised framework for organising coherent and cumulative knowledge production in social care. Funding for social work research in the university sector is small-scale: for example, the sum of £3.5m was allocated to English universities in 2001, equivalent to under £10K per head per annum for the research active staff in English universities. Moreover, it is distributed through the Higher Education Funding Councils directly to universities as part of their basic funding, not to support specific programmes of research. The Department of Health invests around £30m p.a. into a policy research programme designed primarily to inform central government policy-makers. Within this, it funds and coordinates research programmes on specific issues, such as the Outcomes in Social Care (OSCA) programme. The Economic and Social Research Council (ESRC) has a responsive programme, which recognises social policy but not (yet) social work as a disciplinary subject: its major commissioned programmes are not specifically targeted at social work or social care, although elements of the recent initiatives on Growing Older and on Evidence-based Policy and Practice do contain relevant research (see www.evidencenetwork.org). Substantial funding amounting to around £20m p.a. is directed towards social care research by the charitable foundations (such the Joseph Rowntree and the Nuffield Foundations.) Criteria for funding clearly reflect issues of national importance, and foundations do liaise to ensure complementary rather than competitive priorities: however, funding must primarily reflect the purposes of the charitable foundations and it is difficult to conceive of such funding as comprising a clear and coordinated national programme.

The absence of a nationally coordinated programme and of agreed national priorities, is compounded by the absence of any agreed system of reviewing and synthesising knowledge. The sister to the Cochrane Collaboration, known as the Campbell Collaboration, held its inaugural plenary in February 2001 and addresses criminal justice and education as well as social care. It has a single group overseeing all work in social work and social care, although this group will draw on members of two methods groups, and there may be some overlap with the other groups in education and criminal justice. In social care, there is no equivalent to the Centre for Reviews and Dissemination at the University of York. Several research-into-practice organisations offer access to research reviews and to practice improvement, but these are either subscription-based and therefore limited to subscribers, based on a specific service user group (e.g. Research Into Practice – RIP – focusing on services to children and families) or service a specific region (e.g. the Centre for Evidence-Based Social Services – CEBSS). While the largest group, RIP, has over 40 member agencies and can make some claim to national salience, the lack of coordination between these groups and, critically, the lack of free access to the knowledge base they have developed, means they do not constitute a nationally coordinated programme.

The problems of coordination that distinguish social from health care research are overshadowed, however, by the differences in sheer volume. As indicated above, social care R&D spending is probably between 1/8 and 1/10 that of health care (with several caveats about the distinctions between social and health care and what gets counted). The effect is that in social care there are fewer research groups, with fewer staff, and fewer centres of national excellence. Table 1 uses data from the 1996 and 2001 Research Assessment Exercises to show the differences between the health and social care research workforce. Although there are difficulties in mapping social care or health research directly onto Higher Education Funding Councils (HEFC) subject areas, the table gives a rough estimate of size differences, and some indications of differences in quality.

Table 1: Volume and quality of university-based R&D in health and social care, RAE 1996/2001

	Unit of Assessment
	No. Units
	No. Staff
	% 5 or 4
	Average size

	
	1996
	2001
	1996
	2001
	1996
	2001
	1996
	2001

	Clinical laboratory
	32
	25
	1097
	1107
	53
	88
	34
	44

	Community-based clinical
	35
	31
	1213
	1177
	37
	77
	35
	38

	Hospital-based clinical
	34
	31
	2814
	2473
	56
	81
	83
	80

	Nursing
	35
	43
	397
	575
	8
	23
	11
	13

	Other – allied to medicine
	68
	75
	661
	1016
	24
	37
	10
	14

	Total
	205
	205
	6812
	6348
	

	Social Work
	32
	30
	354
	383
	34
	43
	11
	13

	Social Policy
	46
	47
	642
	958
	41
	54
	14
	20

	Total
	78
	77
	996
	1341
	


Note 1: a full list of university research centres in social work and social policy appears in the Appendix.
The data show that there are roughly 2.7 times as many research centres in health as in social care, and roughly 4.7 times as many research-active staff. The table uses the RAE rating of 4, 5 or 5* as a measure of the presence of substantial, nationally and internationally relevant research in a centre’s work, and this indicates that there is generally a higher proportion and a greater absolute number of centres of research excellence in health care. As a subject area, social work possesses 13 centres of national excellence, while there are 25 in social policy. The 13 social work research centres returned 196.1 research staff (average 15) while the social policy centres returned 588.7(average 24). Size of staff group is important in terms of continuity of excellence, the interdisciplinarity necessary to explore complex social phenomena, and the ability to respond to short-term demands (such as urgent systematic reviews). 

Thus the knowledge industry supporting SCIE is very different from that supporting the development of excellence in health care. There are fewer suppliers, fewer centres of excellence, with fewer staff and less flexibility. Critically, the field lacks cumulative and programmatic research designed to throw concentrated light on specific fields. Moreover, social care research often lacks tested theoretical frameworks and reliable and validated research tools. For technical reasons concerning confidence in the results, social care R&D directed at testing interventions needs to be replicated using such theoretical frameworks and tools in cumulative bodies of research. 

In other words, it is not just that the main source of social care R&D – the universities – have much less capacity than their health care counterparts to supply the material for which SCIE would be a customer, it is also that technical confidence in social care R&D as a basis for national policy-making requires coordinated and cumulative research programmes, within an agreed national framework, that the field currently lacks. This points to the need for SCIE to operate differently from its health care counterparts, and in particular to the need to consider a role for SCIE in coordinating and sponsoring social care R&D. There are three main reasons to pursue this.

First, there is no other mechanism for achieving the degree of national coordination required if social care R&D is to serve as the basis for national policy-making, and the modest resources for R&D in this field means that it is all the more critical that it should yield maximum benefit. SCIE should thus act as a focus for generating an overview of the social care R&D agenda, working with the central government, service user and provider organisations, regulatory agencies, with Higher Education, and with independent funders, to identify capacity and gaps, to prioritise research topics and to establish the programme specifications that would lead to a cumulative, programmatic approach. This work resembles that undertaken by ESRC when it establishes a programme of research: it involves commissioning acknowledged experts or expert groups in particular fields, but retaining an overview of the overall framework under development. It is vital to underline the term a degree of national coordination: just as in the case of ESRC, the strategic outline developed by SCIE should not dictate the subsequent work undertaken, but rather should provide a framework within which the social care R&D community can respond in a coordinated and cumulative way. In section 3 of this paper I address some of the issues in identifying and accessing the knowledge base for social care, and, in the conclusions to this paper, I will return to SCIE’s role in sponsoring a national research agenda.

The second reason for SCIE adopting a coordinating and sponsoring role is that social care R&D lacks capacity in specific, vital fields. Particularly scarce is research on the social care workforce and on knowledge utilisation. Existing research on the social care workforce is fragmented and unable to generate convincing research-based findings to underpin training and education strategies required for empirically-based practice. Current cross-sectional survey work needs to be aligned with strategic longitudinal and qualitative studies in order to provide this foundation. In the area of knowledge utilisation, important strands of work on knowledge mapping, critical thinking, the development of expertise, and on methods of integrating guidance into professional practice need to be woven together into a strategy to inform the work of social care training and education policy-makers and providers. Section 4 of this paper outlines some of the factors SCIE will take into account in promoting R&D into professional change.

Thirdly, there is no simple parallel in social care to the Cochrane-developed hierarchy of research-based knowledge. Four different approaches – evidence-based practice, knowledge-based practice, realistic evaluation and pluralistic evaluation – highlight the difficulty for SCIE in assembling and filtering knowledge without a working consensus. Developments within the Campbell Collaboration will provide another perspective, although key aspects of the social science debate in the UK appear to be underplayed in current Campbell materials (such as the role of user-defined outcomes, the question of the durability of outcomes and issues in achieving professional change). In the absence of academic consensus on the question of quality, SCIE has commissioned important studies of the classification and quality rating of social science knowledge, in order to offer users a quality guide to accompany the knowledge base. This work draws on existing approaches from various organisations, but divisions within the social care R&D community mean that it is vital that SCIE promote its own approach, with sufficient authority and credibility to achieve a working consensus.

3. IDENTIFYING AND ACCESSING SOCIAL CARE KNOWLEDGE

It follows from the argument so far that, in many fields, social care knowledge will inevitably lack coherence and comprehensiveness. In order to develop reliable and relevant guidance, social care requires developed bodies of knowledge, rather than a succession of individual studies (however well executed). Pre-requisites for such bodies of knowledge are concerted, intensive effort in well-defined fields of investigation, with cumulative, long-term planned research programmes, incorporating a degree of replication, the capacity to test theoretical frameworks and to undertake the methodological development of reliable tools. 

The development of such bodies of knowledge will be characterised by tensions between breadth and depth. The funding system for social care research will not permit the progression of all the required fields simultaneously, and the need to ensure the development of agreed national standards for research requires methodological consensus about the tools for reviewing and synthesising knowledge. This tension between breadth and depth is well illustrated in the balance SCIE must seek between producing research reviews, and resolving the questions about what counts as reliable knowledge. For example, one approach to defining empirically grounded therapeutic interventions requires evidence of statistical superiority and moderate effect size favouring the intervention from at least two randomised controlled comparisons (Chambless and Hollon, 1998). To this it might be added that SCIE will give significant attention to users’ and carers’ views, so that the question is not merely what works, but what is acceptable to and wanted by service users and carers: gaining such perspectives, and designing and executing research with user and carer involvement as a permeating principle, demands time and resources, and adds complexity to the analysis. Such approaches in turn tax the policies of funding bodies, where demands for large scale work, for genuine user involvement and for replication in order to produce nationally reliable knowledge compete with demands for research in new fields. SCIE must therefore work, initially at least, with very imperfect tools. In this context, the use within RIP of the phrase ‘best available evidence’ constitutes an important recognition of the state of the knowledge base to support practice.

In another sense, the question whether appropriate research is available is a test of the relationship between research producers and key stakeholders in social care. Funders can obtain the research they want, within the constraints of the skills and availability of researchers. The charitable foundations and the ESRC increasingly require evidence of utility to the end-users of research before funding studies, although there are varying definitions of what is meant by end-users. Only foundations such as Rowntree and Nuffield require evidence of involvement by service users in proposals: other funders may see users primarily in terms of the academic, policymaking and commercial sectors. There is thus a key question whether research production currently takes account of the interests of service users. Increasingly, service user groups are demanding involvement in research production, and in the UK the disability movement has led the critique of research that fails to address the need for change in the social circumstances of disabled people and that fails to involve disabled users (see e.g. Oliver, 1992; Zarb, 1992; Lindow and Morris, 1995; Barnes and Mercer, 1997). Out of this grew the demand for emancipatory research, that is, research aligned from the outset with the views of service users about their priorities and with a clear goal to increase the power of service users to enhance their quality of life.

The call for a new kind of relationship between researchers and service users extends beyond the disability field. For example, the Shaping Our Lives group is a user-led organisation working on user-defined outcomes of different kinds of community care, while the Toronto Group is an alliance of users and researchers established to encourage and support user involvement in research generally. The group Consumers in NHS Research is funded by the NHS to act as a stimulus for user involvement in health care research, and its brief has recently been extended to the social care and public health research funded through the Department of Health’s Policy Research Programme.

In one sense social care research cannot progress at all without some involvement of service users, but it should be clear that the concept of emancipatory research goes well beyond mere participation. SCIE is founded on the concept that users should be involved in all stages of reviewing the knowledge base for social care, and this includes a role in setting the research agenda that generates knowledge in the first place. There are now examples of research led throughout by service users (Beresford and Turner, 1997; Beresford and Wallcroft, 1997; Evans and Fisher, 1999b; Evans and Fisher, 1999a), and at least a theoretical case that user-controlled research can enhance research quality (Fisher, 2002).

However, it is not only service users who have been marginalised in research production. The lack of a strategic framework for social care research has meant that practitioners have had almost no voice in determining the key questions that research should address. UK social work research in particular has a poor track record of collaborative knowledge building in partnership with practitioners (Fisher, 2001), and research-in-practice organisations such as RIP and Making Research Count (MRC) have had to invest substantial resources in creating a voice for the practitioner constituency in their subscriber agencies. Small groups such as the Social Work Research Association have tried to bridge the gap between the research and practice communities, but their impact has so far been small-scale. This necessarily raises questions about relevance to practice: since practice concerns have not hitherto informed the research agenda, there is unlikely to be research available on key issues. If research relevant to practice is not available, reviews and practice guidance cannot be entirely driven by research findings, and will have to draw on examples of best practice, and inspection and audit material.
This issue about the relationship between research production and marginalized stakeholders in social care is one that requires a long-term perspective. Of immediate concern, however, is the question whether SCIE can identify and access relevant existing research. This is usually achieved by searching cumulative literature databases, such as Medline, CINAHL or ASSIA. One of the first issues is that social work and social care are based on a multidisciplinary knowledge base (Fisher, 1998) and searching within databases designed to service other academic fields is highly problematic (Howard and Jenson, 1999a). Not only does the literature lie in several disciplines, but those disciplines in addition employ different concepts and conventions. A current expert review under way at Kings’ College, London, on social assessment of older people with mental health needs is a case in point: the literature stretches across the medical and nursing literature as well as the social sciences (Moriarty, 2001). Attempting to focus on more closely defined aspects, such as empowering or participative approaches to assessment, it becomes quickly apparent that, although some concepts may be shared with other disciplines, the specific descriptive terms are often not. Moreover, the reporting conventions, and adherence to them, will differ between disciplines: a relatively well-developed system of structured abstracts in health care literature assists searching (which is often, at the initial stage, undertaken on abstracts or keywords alone), but, despite over a decade of use, authors’ adherence to criteria for structured abstracts remains patchy (Sheldon et al., 2001). Abstracting conventions in disciplines outside health care are different or remain to be developed. Searching across disciplines is therefore fundamentally problematic.

The UK has no database that is capable of indexing the vast range of interdisciplinary knowledge required in social care. The SCIE CareData database perhaps comes closest, but is inevitably selective in the fields covered, has not employed a quality filter for inclusion, and does not resolve the question of a universal, structured abstract that would ensure reliable retrieval. The future probably lies in creating translators that take search terms in one database and convert them to the corresponding terms in others.

Even within narrowly defined fields, searching can be unreliable. For example, Dickersin et al. explored whether Medline could identify a particular kind of scientific review known as meta-analysis (where data is pooled from various studies and reanalysed to generate more reliable findings). Using handsearching and citation tracking, the research group’s knowledge of the field permitted them to identify 119 such studies: a Medline search found just 57 of these, missing over half (Dickersin et al., 1990). Although this problem has since been addressed within Medline, it illustrates the general point that searching using keywords works only if the keywords are used consistently and reliably, both by authors and by information scientists creating and maintaining the databases.

Searching such databases is potentially undermined by publication bias, meaning both the question whether all the relevant studies have been published in indexed journals, and whether there is any systematic bias towards publishing particular kinds of reports. In the social care field, much R&D is not published in the ‘official’ literature, and there is no central research register against which published reports may be checked. Since much R&D goes unreported, basing a review of any given field on the published literature risks ignoring important and relevant work. A more complex problem is that publication tends to favour ‘successful’ studies, that is, those that report results in favour of the intervention under scrutiny. Simes’ groundbreaking study of cancer treatment showed that taking unpublished studies into account removed the statistical significance of patient benefits reported in the published studies (Simes, 1986). Another investigation into the publication of randomised controlled trials (RCTs) compared the reporting of statistically significant favourable outcomes in published and unpublished studies: 55% of the published trials contained favourable outcomes, compared with 15% of unpublished trials (Dickersin, 1997). Clearly, if we want to know whether research supports the use of particular interventions, we need to access all the reports, whether published or not. This in turn requires the establishment of a register of all research into particular fields, so that reviewers can check whether all studies have been reported in whatever form. It also places an ethical obligation on researchers to make available to the public record reports of all outcome studies.

In the social care field, this creates particular problems for the durability of any research review. The difficulties in accessing social care knowledge mean that any review is likely to be unable to draw on all the knowledge that is – theoretically – available. It is common for health care reviews to be reviewed every 4-5 years, largely because of the volume and pace of new work. In social care, reviews may have a shorter ‘shelf-life’ simply because they surface knowledge that has hitherto been inaccessible.

Lastly, research is fraught with epistemological and methodological complexity. All studies have flaws of varying importance and different claims to offer valid and reliable accounts. The question whether the research supports the use of particular interventions therefore requires a scientific assessment of the methodological quality of the work. This raises two distinct questions – whether the report contains the methodological detail required to assess scientific quality, and what kind of measure of quality is to be used.

Most authors are familiar with the problem that publishers encourage abbreviation of methodological detail. Although this may reduce the volume of a given report and enhance its chances of being read, it also risks removing precisely the material that would allow the reviewer to evaluate the findings. Two recent methodological studies of reviews in the social sciences illustrate the issue (Long et al., 2000; Sheldon et al., 2001): both contain examples of reviewed studies where elements of the methodological evaluation are either missing or inconclusive. We do not know from such summaries whether the methodological quality was lacking or whether the report simply did not contain the material to permit an assessment. SCIE’s development of this aspect of research reviews will need to incorporate two refinements: to distinguish reports where key aspects of methodological quality have not been observed from those where the methodological material is simply omitted; and in the longer term to establish minimum reporting criteria for methodological detail.

Measures of quality concern not only what kind of rating system is to be used but also whether different kinds of research require different systems. The Cochrane and Campbell Collaborations offer a clear perspective of methods of evaluating experimental studies of the effects of interventions, and promise valuable rigour and consistency. However, there are several problems in prioritising this approach above all others. First, experimental designs require a well-developed existing knowledge base about feasible interventions and ways of measuring their outcomes, and a considerable investment in time and funds. A recent review of studies of changing professional behaviour advises caution, for example, in designing expensive experimental evaluations when there may be little a priori reason to consider that the interventions under investigation are likely to effect change (Freemantle et al., 1999). This is one of the reasons why experimental studies remain relatively rare in social care research. This, in turn, raises key questions about the development of systematic methods of synthesising qualitative studies, on which systematic reviews in social care will often depend.

A second problem in the prioritisation of experimental methods is that these studies often fail to generate relevant knowledge, that is, knowledge that can be used in practice. Problems include whether the intervention is replicable in day to day practice, whether eligibility criteria exclude people from the experimental intervention who are nevertheless eligible for a service, and lack of attention to the views of service users on what counts as good outcomes (Fisher, 1998). A related point is made by critics from a realist evaluation perspective, who caution that much experimental research underplays the context in which an intervention takes place: instead of identifying ‘what works’, we should aim to know what ‘works for whom in what specifiable conditions and given what contextual features’ (Smith, 2000). A recent experimental study of health promotion concluded that the method was not best suited to testing interventions that require active participation of the respondents in achieving change (contrasted with the passive mode of patients receiving treatment), and the numbers required for secure analysis were beyond the likely reach of sample recruitment strategies (Barlow et al., 2001). Although experimental methods offer, in the right circumstances, with the right safeguards and with the right sophistication, the best way of assessing the effects of intervention, it is rare that such studies are currently available and unlikely that their widespread adoption would be viable within the resources in social care research. 
This suggests that the development of a system for assessing the quality of social care knowledge will need a more subtle and inclusive approach than a simple hierarchy in which findings from experimental studies take precedence. At a very basic level, the lack of experimental evidence, and the difficulties in applying experimental approaches in social care evaluation, forces us to look at the issues in synthesising knowledge from different types of studies. In doing so, it will be necessary to take careful account of applicability to day to day practice, acceptability to service users, and – perhaps most importantly – to take account of different criteria for different kinds of knowledge.

4. PROMOTING PROFESSIONAL CHANGE

SCIE will deliver useful knowledge to practitioners and to their organisations. Whether change subsequently ensues, will depend in part on the individual motivation for self-improvement, influenced by organisation structures, but also in part on new bodies such as the Commission for Social Care Inspection (that will require those commissioning services to take account of best practice) and new functions, such as the quality control role of local directors of social services. This means that SCIE will need to address questions about how organisations are structured to facilitate learning (the so-called ‘learning organisation’), and about how organisations elicit, codify and maintain the knowledge held by their members (‘knowledge management’). 

In developing this field, SCIE will need to take careful account of the nature of practice knowledge and on the potential impact of guides for practice. The next section draws on current debates about the concept of tacit or implicit knowledge as part of professional practice; on the literature concerning the reasoning of practitioners, and on the differences between novices and experts in their approach to reasoning; on debates about the epistemological status of guides and how they are viewed by practitioners; and on reports from health care about the adoption of guides and of evidence more broadly.

Tacit or implicit knowledge

Collins defines tacit knowledge as referring to ‘those things that we know how to do but are unable to explain to someone else’ (Collins, 2000). Bicycle riding is the most commonly used example: few know the rules of physics involved in bicycle riding, and even if they could be stated it is highly unlikely that this would help many learn to ride. Bicycle riding thus requires the acquisition and use of tacit knowledge. 

The opposite of tacit or implicit knowledge is explicit knowledge: tacit knowledge is closer to learning from experience while explicit knowledge approximates to propositional knowledge (sometimes called knowledge about rather than know-how). Organisational theorists, concerned to maximise the organisational benefit of knowledge held by staff, express great regret over the divorce between these two kinds of knowledge (Senge, 1990), and it is sometimes held that the former strength of the Japanese economy was founded on knowledge creation that overcame this dualism (Nonaka and Takeuchi, 1998).

In social care, Zeira and Rosen suggest that ‘tacit knowledge, often referred to as intuition, common sense, or practice wisdom, is the implicit store of knowledge used in practice’ (Zeira and Rosen, 2000: 104). This concept is important in social care because there is a widespread assumption that practitioners either know very little or have the wrong kind of knowledge. Often this is based on surveys that request practitioners to name the knowledge they possess, on the assumption that the ability to name knowledge equates with the possession of that knowledge (and that the inability to name knowledge equates with ignorance) (Sinclair and Jacobs, 1994; Sheldon and Chilvers, 2001). 

It is undeniable that the social care knowledge of many practitioners may be extremely thin, and that many practitioners are under-trained and lacking access to research-based knowledge or to well-developed ways of using it. However, the assumptions underpinning this kind of survey endanger the process of introducing new knowledge, because they ignore the potential to link new information to existing knowledge, and because they mask the extent to which practitioners may resist new approaches which seem ‘old hat’ to them in the light of their tacit knowledge. The approach also conveys a sense of ‘academics know best’, that is directly contrary to most thinking on collaborative knowledge development for social care (McCartt-Hess and Mullen, 1995).

Although it is fashionable to contrast the randomness of practice wisdom with the (potentially) systematic approach of evidence-based practice, those who have researched the use of tacit knowledge in social care suggest it provides a rational foundation for selecting interventions, and a way of maximising the fit between practice and the desired outcomes (e.g. Zeira and Rosen, 2000). Another study found that 75% of decisions were supported by a recognisable rationale, and argued that inarticulacy amongst practitioners should not be mistaken for an atheoretical stance or for an absence of research-based knowledge (Rosen et al., 1995). Practice is probably more coherent and ordered than initial impressions would indicate, and therefore SCIE’s approach to practice development must recognise and build on this, rather than view existing practice as best swept away. 

Furthermore, knowledge transfer can be undermined by lack of attention to tacit knowledge. Even where there are well-established conventions for knowledge transfer (such as in the reporting of scientific experiments), there remains the possibility of omitting essential knowledge. Collins describes a circuit diagram for a laser that left the position of a component to the discretion of the scientist, whereas (unknown to the original author) the success of the experiment actually required a specific configuration. This is one reason why scientific experiments sometimes prove difficult to repeat (Collins, 2000: 109).

The study of expertise and of decision-making suggests that all practitioners employ forms of tacit knowledge, which can be made explicit to varying degrees (Fook et al., 1997; Fook et al., 2000; Sheppard et al., 2000a; Sheppard et al., 2000b). The lack of a fully developed research tradition, of training and (sometimes) of basic literacy probably means that practitioners in social care are less adept at specifying such knowledge than in other fields. This often leads to an assertion by practitioners either that good practice is too difficult to define or that all you need is common sense.

Where tacit knowledge can be made explicit, it can resemble the kind of rules that might be incorporated into guides. For example, to return to bicycle riding, a set of rules might be generated around riding in traffic. This kind of knowledge mapping has the potential to surface the ‘rules’ or implicit assumptions that can sometimes amount to a set of principles, and SCIE is likely to invest some resources into developing this field of inquiry. If, in addition to being explicitly stated, such principles can be subject to empirical testing, they are a source of guides directly deriving from practice (Zeira and Rosen, 2000). However, such rules always require improvisation (‘traffic sense’), because the range of circumstances varies too widely for rote adherence to rules (‘going by the book’). Again, it will be vital to balance emphasis on individual learning with recognition of the organisational factors influencing the application of learning to practice. For example, an Israeli project to improve child care services was based on the assumption that good practice means converting ‘the tacit knowledge of a professional community into actionable knowledge’ (Rosenfeld and Sabah, 1999). That the existence of tacit knowledge was acknowledged is vital, but conversion into ‘actionable’ knowledge (meaning with direct practice consequences) requires additional work addressing how the organisation can support and foster practice change.
SCIE’s work on practice guides is therefore designed to draw on studies that report the diversity of practice: for example, an intervention such as care management may vary widely in its implementation among different practitioners, and descriptions of the outcomes for groups of practitioners may conceal substantial variation within groups. SCIE will also examine examples of tacit knowledge amounting to practice-derived principles, and whether they have common characteristics. In addition, it is vital to examine descriptions of transfer of learning (in order to focus on the tacit element in practice that requires acquisition through means other than written material or direct influence), and to examine descriptions of practice improvisation (‘traffic sense’) that inevitably accompany the adoption of any guide.
Clinical reasoning

The evidence-based practice movement draws on a long tradition of studying practitioners’ reasoning. The main text here is Gambrill’s work on critical thinking (Gambrill, 1990), recently restated in the context of evidence-based practice (Macdonald and Sheldon, 1998; Gambrill, 1999). The concern here is to identify sources of error in the way practitioners think about their work (reasoning). Typical sources of error include 
· getting the facts wrong;
· assuming two things are connected when they are not;
· assuming one thing has caused another, when it has not;

· assuming one thing will cause another, when it will not (Gambrill, 1990: 2).

The connection with practice guides is two-fold: practitioners should have an explicit rationale for the choice of intervention (i.e. be able to reason a case for it) and guides may need to challenge accepted wisdom that contains faulty reasoning or has not been subject to logical scrutiny (for a good example of accepted wisdom in medicine about the relationship between salt and blood pressure, see Freedman and Pettiti, 2001). There is a further connection with evidence-based practice, in the sense that faulty reasoning may prevent adherence to the core definition of such practice as ‘the conscientious, explicit, and judicious use of current best evidence in making decisions about the care of individuals’ (Sackett et al., 1997: 2).
Lastly, the study of practitioners’ reasoning may give clues as to how to structure guides. At a very basic level, for example, guides may be constructed to challenge assumptions commonly held by practitioners. However, if we make a connection between the literature on clinical reasoning and on expertise, we can see several further dimensions affecting the construction of guides.
Gambrill connects the two issues by discussing the differences between novices and experts in their reasoning processes. She argues for example that experts are better at problem-solving and at reviewing their decision in the light of evidence (Gambrill, 1990: 14-15). Reviews of critical reasoning in medicine, nursing and occupational therapy suggest that what differentiates expert from non-expert practitioners is that they use some form of mental schemata or pattern recognition to reach conclusions – that is they draw on past experience to match the current problems with previous patterns they have observed. This fits Wakefield’s definition of expertise as

the ability to perceive holistic relations between the current problem and a vast array of previously experienced situations (Wakefield, 1990).

Eraut makes similar observations when he argues that 

progression from proficiency to expertise finally happens when the decision-making as well as the situational understanding becomes instinctive rather than analytic; and this requires significantly more experience (Eraut, 1994: 125-6). 

In a study of occupational therapists, Roberts argues that practitioners spend substantial time hypothesis-testing and cue-searching (Roberts, 1996). Studies of clinical assessment in medicine also show that hypothesis testing is a critical part of the reasoning process: typically assessment includes consideration of no more than 5 initial hypotheses, and one of these is likely to prove the ‘correct’ interpretation (Elstein et al., 1979). The more experienced the practitioner, the more rapid the cue-searching and hypothesis-testing, because it draws to a greater degree on mental schemata. In social work, Sheppard’s recent work on hypothesis-testing suggests a relationship between expertise and the depth and complexity of the hypotheses generated (Sheppard et al., 2000a; 2000b).

It would be a mistake, however, to suggest that experts would always agree about appropriate intervention, or all deliver it in exactly the same way. For example, Fook and her colleagues show that, among several experts, there were a variety of ways of performing the same tasks, and the authors suggest indeed that standardisation risks stultifying expertise (Fook et al., 1997: 412). 

There are several key implications for SCIE’s work on practice guides. Firstly, guides should offer different access points and presentation approaches to cater for the wide range of reasoning that will be in use among practitioners consulting the guides. For example, few practitioners with any experience are likely to welcome a step by step primer, whereas such an approach may be more appropriate in qualifying training. Secondly, guides should contain credible case examples (preferably from actual practice), since this will aid practitioner recognition of patterns or mental schemata. Thirdly, guides should name the range of possible hypotheses, and possible supporting cues, in order to assist the hypothesis-testing that is already part of practitioners’ reasoning. Lastly, guides should be clear where different forms of intervention are equally valid, and leave scope for practitioners to exercise their expertise in selecting and delivering services: the objective is to assist better decision-making, not to dictate what decision should be made.
Guides

More explicit attention to the role of guides in practice change is available from the US literature, particularly a special edition of Research in Practice, May 1999. In the US, the emphasis on guides increased as it became clear that other methods of enhancing the use of evidence were failing. The profession moved towards practice guides as a means of embedding research in advice without requiring practitioners to have access to the original research or competence in its interpretation (Howard and Jenson, 1999b). In contrast, guides development in the UK has a much stronger basis in the attempt to achieve managerial control over professional discretion (and of course, to the extent that such discretion produces unacceptable variation, this does underpin SCIE’s emphasis on guides). Although guides are used in the US to enforce standards of practice, including in litigation, this was not the primary reason for their development.

The US debate highlights several key problems (Howard and Jenson, 1999b; Howard and Jenson, 1999a; Jackson, 1999; Kirk, 1999; Nurius et al., 1999; Richey and Roffman, 1999; Wambach et al., 1999), including

· the difficulty of building strong stakeholder communities in order to ensure guide development properly reflects different interests;

· the need for economic evaluation, particularly where guides indicate a number of viable interventions;

· the need for a viable literature base from which to derive research-based evidence, and problems in defining the appropriate literature to search;

· whether the published literature is representative of empirical knowledge about what does and does not work (Richey & Roffman cite evidence, supporting the earlier discussion in this paper, that studies reporting positive effects are more likely to be published);

· the difficulty of ensuring effective dissemination and effective access to the literature base for practitioners;

· the dangers of developing guides that are too long or too qualified to be helpful (Kirk illustrates with a guide relating to schizophrenia that is 63 pages long with 518 citations, and which hedges each key questions with reservations such that a practitioner could not possibly gain a clear direction for practice);

· lack of evidence of a positive relationship between the use of guides and better outcomes;

· the fact that implementation in the field requires adaptation (‘Implementing clinical guides in the field will always require some tinkering by practitioners who strive to incorporate unique client, agency and community factors’: Richey and Roffman, p.316), and that it becomes difficult to know when an intervention has been adapted to such a degree that it is not longer that recommended in the guide;

· the disjunction between the predominant emphasis in guides on individual behaviour in contrast to the potential for change via better use of community support systems;

· the need for guides, like practice, to be multidisciplinary;

· the need to link guides to fundamental value systems held by practitioners. 

Perhaps the best statement of guide requirements is by Proctor and Rosen (Proctor and Rosen, 2000), who define guides as ‘a set of systematically compiled and organized knowledge statements that are designed to enable practitioners to find, select and use the interventions that are most effective and appropriate.’ They call for guides to include

· targets for intervention, and for each target an array of alternative interventions;

· how to choose interventions, and to identify gaps and qualifications in the underpinning knowledge base.

· a positive orientation towards including outcomes that focus on harm reduction or maintenance of current well-being (contrasted with many health care guides that assume problem elimination is the goal). An example would be spouse abuse, which may well be best prevented by shelter placement than by attempting behavioural change in the abusing spouse;

· recognition that there will normally be a number of intermediate outcomes leading towards an outcome that requires long-term change;

· attention to what degree or intensity of intervention is required to achieve what degree of effect (‘dose’ effect);

· for each intervention, known factors affecting its efficacy should be mentioned (e.g. age);

· recognition that ‘practice guides are not immutable and infallible knowledge statements. On the contrary, such statements should make clear that in practically every situation, practitioners will encounter gaps in knowledge’  (p.16).
Evidence-based practice and the adoption of guides in health care

If SCIE is to profit from such lessons in the construction of guides, it may also learn from the work in the health care sector on the adoption of guides. This is all the more necessary given that the study of guides and professional change is under-developed in the UK: a Nuffield paper on the implementation of guides shows that only 14 of 91 studies examined were UK based (Nuffield Institute for Health et al., 1994). The potential in this field of study is demonstrated in the finding that 81 of the 87 studies on clinical process reported significant improvements, as did 12 of 17 studies of patient outcomes. However, as in other key fields, SCIE will need to promote and foster a systematic programme of UK-based studies of the adoption of research-based guides.

The starting point for this discussion is the increasing evidence that some interventions to change professional behaviour are so poorly conceptualised that it makes little sense to invest in carefully controlled studies to evaluate their effectiveness (Freemantle et al., 1999). This reinforces the need to undertake exploratory development work to test the plausibility of interventions before undertaking expensive controlled trials. This kind of R&D is most likely to require what are called non-equivalent group designs, in which the unit of analysis is the team, rather than the individual practitioner. Studies of health care professionals more widely confirm the importance of teams as the basis for learning (Hart and Fletcher, 1999). Non-equivalent group designs require large numbers of teams for study (in order to reflect the range of team characteristics and in statistical terms to minimise bias arising from unknown factors within teams), and sampling to achieve adequate representation of the conditions under which the intervention is to be tested. In addition, these designs require extensive pre- and post-intervention measures in order to assess whether observed changes have been influenced by pre-existing trends. The implications for SCIE are that (a) it will need to foster research characterised by long-term relationships with a wide range of teams, and (b) to ensure research covers the range of teams and their characteristics in order to achieve representative samples.

Professional change is most successful if promoted through a variety of methods: the printed word, coaching, consultation and educational outreach and so on (Freemantle et al., 1999). There is a graded effect, where single interventions (such as information transfer) are less often effective than single interventions plus feedback, which in turn are less effective than multiple interventions: ‘information transfer is probably always needed at some point in the process of implementing change, but more interventions are usually needed to achieve real changes in the practice routines of clinicians’ (Wensing et al., 1998). Similarly, education is less often cited as a factor in prompting change in clinical practice than organisational factors (Allery et al., 1997). In addition, intervention methods must be closely specified and controlled in order to be replicable, and they must be designed so as to be achievable in ordinary, everyday practice in social care (Fisher, 1998). 
Research in this field will also need to recognise that change effects are typically very small: it is not just that professional behaviour is difficult to change, it is that the evidence for any changes is likely to be marginal, and capable of different interpretation (see e.g. Cohen and Fisher, 1987). The solution is to replicate studies so that assessments may be made of the validity and reliability of small effect sizes. This means that SCIE will need to focus R&D effort on particular areas in order to build cumulative and reliable bodies of evidence. This is most likely to be achieved through a combination of in-house effort (in order to test designs and offer authoritative leadership) and focused, collaborative commissioning (in order to promote cumulative knowledge building in specific fields).

5. CONCLUSIONS

The reshaping of social care under the aegis of modernisation brings into focus key questions about what we mean by knowledge, and about its role in creating and maintaining high quality services. The establishment of a national institute with a mission to define, create and promote excellence inevitably raises questions about hubris and control: is it realistic, let alone possible, to reach for excellence, and will the effect be to control and regulate knowledge production and utilisation rather than to foster diversity and dynamism in the R&D community?

These are the major challenges that SCIE is tasked to confront. Modernisation may be construed as the attempt to undermine professional discretion and local judgement, rather than to provide better grounds for decision-making; and to dictate what counts as knowledge, rather than to create consensus and coherence in the epistemology of social care.

Only time will tell, but two factors suggest optimism. First, SCIE has no regulatory powers: its work must necessarily be based on persuasion and collaboration, and on winning ‘hearts and minds’. Only if practitioners, policy-makers, and users and carers are convinced, will change follow. Secondly, SCIE starts with an inclusive stance: there are no pre-existing ‘regimes of truth’ (Shaw and Gould, 2001) that seek to marginalize some voices and to prioritise others. SCIE’s initial work included a consultation exercise and commissioned work to seek a wide range of stakeholders’ views about what counts as knowledge and as best practice. Certainly, it will be necessary to bring coherence to the field, and to prioritise development in some fields over others, but this must be achieved through accountable, transparent decision-making, rather than through dogma or doctrine. As the prospectus cited in the introduction suggests, SCIE also recognises the knowledge and experience of service users and carers as a key source of change in social policy in recent years, and these voices are assured a prominent role in SCIE’s work. 

As a national organisation, SCIE must therefore operate according to inclusive principles, aiming to coordinate and foster, rather than to regulate and stifle. In providing a national focus for knowledge production, dissemination and implementation, SCIE’s approach must be aimed at providing a framework, rather than a straitjacket, for research, development and practice in social care.
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APPENDIX: RAE results in Social Policy and Social Work, UK, 1992, 1996, 2001
	
	SOCIAL WORK
	SOCIAL POLICY

	
	1992
	1996
	2001
	1992
	1996
	2001

	Anglia Polytechnic
	-
	2
	3a
	
	
	

	Bath
	2
	3a
	-
	5
	5
	5

	Birmingham
	3
	3a
	-
	4
	4
	4 (PP)

4(SP/SW)

	Bolton
	
	
	
	-
	-
	2

	Bradford
	3
	3a
	-
	
	
	4

	Brighton
	
	
	
	2
	3b
	3b

	Bristol
	3
	4
	5*
	3
	5
	5

	Brunel College
	2
	3b
	3a
	4
	4
	-

	Central Lancashire
	-
	-
	3a
	
	
	

	Buckinghamshire
	
	
	-
	-
	3b
	3b

	Cheltenham & Glos
	
	
	-
	-
	2
	

	Chichester
	
	
	
	-
	-
	2

	City
	
	
	
	-
	-
	3a

	Coventry
	-
	-
	3b
	
	
	

	De Montfort
	1
	2
	3a
	
	
	

	Durham
	-
	-
	4
	
	
	

	East Anglia
	5
	5
	5
	
	
	

	East London
	-
	-
	3b
	
	
	

	Edge Hill
	
	
	
	-
	3b
	3b

	Exeter
	2
	3b
	4
	
	
	

	Goldsmiths
	2
	2
	-
	3
	3a
	4

	Hertfordshire
	-
	-
	3b
	
	
	

	Huddersfield
	2
	4
	5
	
	
	

	Hull
	4
	3a
	3a
	3
	4
	4

	Keele 
	3
	4 
	-
	-
	4
	5

	Kent 
	3
	3b
	4
	5
	5
	5*

	Lancaster
	4
	5
	5
	
	
	

	Leeds
	
	
	
	
	
	5

	Leeds Met
	
	
	
	3
	3b
	

	Leicester
	3
	4 
	-
	-
	3a
	3a

	Lincs/Humberside
	
	
	
	1
	3b
	3a

	Liverpool
	1
	3a
	-
	
	
	4

	Liverpool JM
	-
	2
	3b
	-
	3b
	3b

	LSE
	
	
	
	5
	5*
	5*

	London Guildhall
	
	
	
	-
	2
	

	Luton
	-
	3b
	3a
	-
	2
	

	Manchester
	
	
	
	-
	4
	5

	Manchester Met.
	-
	2
	3a
	
	
	

	Middlesex
	2
	3b
	-
	-
	4
	4

	Newcastle
	
	
	
	2
	3a
	4

	North London
	
	
	
	2
	2
	3a

	Northumbria
	
	
	
	2
	3b
	3a

	Nottingham
	-
	-
	3b
	
	
	4

	Nottingham Trent
	
	
	
	
	
	3a

	Open
	
	
	
	3
	4
	3a

	Oxford
	
	
	
	-
	3a
	4

	Portsmouth
	
	
	
	2
	3b
	

	Plymouth
	
	
	
	
	
	4

	Reading
	-
	-
	3b
	
	
	

	Royal Holloway
	
	
	
	3
	3a
	4

	St Martins
	
	
	
	-
	1
	

	Sheffield
	
	
	
	4
	4
	5

	Sheffield Hallam
	
	
	
	2
	3b
	3a

	Southampton
	3
	3a
	3a
	
	
	5

	South Bank
	
	
	
	3
	4
	4

	Staffordshire 
	-
	2
	3b
	
	
	

	Sunderland
	
	
	
	2
	2
	3a

	Sussex
	
	
	
	2
	3a
	-

	Thames Valley
	
	
	
	2
	3b
	3a

	Warwick
	3
	5
	5
	
	
	

	Westminster
	
	
	
	
	
	3a

	York
	3
	5
	5
	5
	5
	5

	Dundee
	3
	3a
	4
	
	
	

	Edinburgh
	3
	4 
	-
	3
	4
	4

	Glasgow
	
	
	
	
	4
	4

	Glasgow Caledonian
	
	
	
	-
	2
	

	Paisley
	
	
	
	-
	-
	3a

	Stirling
	5
	5*
	5
	
	
	

	Glamorgan
	
	
	
	-
	3b
	3a

	Bangor/UCNW
	
	
	
	3
	4
	3a

	NE Wales Institute
	-
	2
	2
	
	
	

	Wales, Newport
	
	
	
	-
	1
	

	Swansea/UCS
	2
	4
	5 
	
	
	3a

	Queen's Belfast
	2
	3a
	4
	-
	3b
	

	Ulster
	-
	3b
	3b
	4
	4
	4


(Source: HEFCs)
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