COMMUNITY DEVELOPMENT ALLIANCE SCOTLAND

 ‘Advocacy services in the changing welfare state’ 
Note of discussion at members’ meeting, 20 November 2009

David Donnison, Emeritus Professor of Urban Studies, University of Glasgow gave a presentation 
He argued that, although community work tends to work long term with groups and advocacy mainly in the short term with individuals, they spring from the same history and motivations, enabling people excluded from the mainstream to contribute. 

Professor Donnison outlined some of the contents of his recent book, “Speaking to Power: Advocacy for health and social care”. Scotland is the only country that has created a statutory right to advocacy, in the Mental Health (Care and Treatment) (Scotland) Act 2003. The right applies to people affected by mental illness and learning disability. Health and Social Work services must commission independent local advocacy agencies which have no other role in service provision. They can however provide advocacy for other types of people if funded to do so – most help the frail elderly, some help looked after children or other young people, some help people receiving direct payments for social care and a few help other categories of people.  Many rely heavily on volunteer advocates. Some do a substantial amount of group work.

Professor Donnison traced the origin of this development to the roots of the welfare state. This involved a takeover by public service professions of power previously held by the local gentry who had controlled social services. This brought massive benefits, but some of the conflicts remained. This became clearer when the slow trend to increased equality was checked in the 70s and 80s. People on the rough end of the system could not rely on an alliance of skilled workers in Trade Unions and public service professionals to defend their interests. Welfare rights and campaign groups sprang up from the 60s onwards, some of them with an advocacy function, though a concern for people with mental health problems came late in the process. 

The development of community work was part of the same story, and it faced some of the same problems: the degree of independence allowed by funders, and conflicts within communities. 

A range of countervailing forces to professional power was continuing to develop including, in addition to advocacy and community work:

· Marketisation

· Target setting

· Consumer choice of services

· Direct payments and individual budgets

· Consultation with users and communities

· Changes in governance and ownership of services

· Human rights law

· Growth of litigation by aggrieved service users

· Initiatives by the professions themselves – e.g. Planning Aid.
Three interrelated questions should be asked about all such developments:

· Will it reinforce the ‘inverse care law’, by which those with the greater resources  and less needs get higher levels of service?

· Does it reinforce the assumption that the normal relationship is that between an individual customer and an expert provider in a competitive market, or does it strengthen people’s role as citizens?

· Does it strengthen ‘co-production’ of outcomes between service users and public service professions (and between professions), since this is essential to achieving education, health and welfare?

These suggest that advocacy must involve: outreach work with people having greatest needs; collective work with groups of service users who can press for improvements in the whole system; a capacity to reject clients well able to advocate for themselves; and good support for advocates who have to take these difficult decisions. All this is expensive in time, skill and money. Commissioners need to understand these things, recognising that the cheapest service provider is not necessarily the one providing best value. 

Professor Donnison then took part in a discussion.
Comments: 

I agree that community development is closer to advocacy than to conventional service delivery, being concerned with coproduction of outcomes and rebalancing of power relations.

Do we value community development for intrinsic reasons, or instrumentally, because of its input to services – we tend to try to prove its value that way?

We feel pressure to show that our own bit of the spectrum of approaches is best, but it is important to keep the whole spectrum in mind and make connections.

The Scottish Government’s Early Years Framework began as a radical shift towards the coproduction of outcomes, but vested interests watered it down.

 It seems ironical that we have to reconstruct ways of empowering people vis-à-vis social services that were supposed to empower them.

Could this be another new service that will be colonised by the middle classes?

Responses: 

It could potentially go that way and become another layer of bureaucracy. We need to be realistic about whether we are ever very effective in reaching the greatest needs – this was set out clearly in Dr Julian Tudor Hart’s ‘law of halves’: Whole-population studies show that only about half of the people with a particular illness have ever been diagnosed; only half of those have had serious treatment; and only half of those have benefited significantly
. Advocacy and other strategies for empowering people will always tend to focus on the people who have had some service. Hence the need for outreach work and group work. We must keep trying! 

Advocacy support can sometimes bring ‘therapeutic’ benefits which are as important as the direct benefits from resolving issues, just as community development can have spin-off benefits for the individuals involved and others. 

Comments:

There must also be value for the volunteers involved, raising their own understanding of life in their community. They in turn help to root advocacy and recognition of their clients’ needs and rights in their communities.

We need both collective initiatives and support for individual rights.

There is an issue within both approaches about when to be directive or non-directive, whether to speak for people or let them speak. 

Responses:

People like nurses sometimes say it is their job to speak up for their clients. I say to them, keep on doing that, but ultimately you have a different role and have to decide on the best interest of the patient. An advocate must not help people to break the law or make untrue statements, or seek action that would damage people; but, apart from those things, must communicates what their client wants, without judging their interests.  

The first wave of advocacy services picked up some remarkable staff and volunteers. Some had no qualifications but used their personal experience as a carer etc. South of the border there is a tendency to register individuals involved in such services. In Scotland, though people must follow the disclosure procedures appropriate to their client group, we look for evaluation of agencies, not individual workers, asking e.g. are service users and volunteers involved. 

Comment:

I would not want this to become an area requiring specialist skills isolated from wider community development skills

Response: 

Lots of people are able to do it. There are natural advocates in every Scottish community.
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� For another discussion of this by Professor Donnison, see: � HYPERLINK "http://www.gla.ac.uk/departments/generalpracticeprimarycare/events/whatthenshallwedo/welcometojuliantudorhart/" �http://www.gla.ac.uk/departments/generalpracticeprimarycare/events/whatthenshallwedo/welcometojuliantudorhart/� 








