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EXECUTIVE SUMMARY
OVERVIEW

This report documents the summative

evaluation of Haringey elocated welfare
advice services in healthcare settings, the
WK S| f (i Fhe évalpatidrseda mixed
methods approach and wasrried out
between December 2015 and December
2016 To our knowledge this is the first
methodologically robust controlled study of
co-located welfare advice services in
healthcare setting in the UK.

The evaluatiorassessed the impact of
receiving advice on mental health and well
being, financial strain and heleeking
behaviours It alsofurthers our understanding
of howco-located adviceservices can support
general practice workContusions and
recommendations from the evaluation pertain
to service model delivery changes whaie
proposed willincrease the effectiveness of
service provisiono meet desired outcomes

BACKGROUND

%ciprocal links between social deprivation,

mental and ysical health are well
documented(1). Thoseexperiencingpoor
mental healthare more likely to suffer social
stressors such as indebtedness, unstable
housing and difficulties in navigating the
welfare benefit system. They are also more
likely to have difficulties accessing support
and advice fothese and other welfare issues
(2-5). The relationship between low income
unemploymentand psychological distress
may bepartly mediated byexposure to
stressors associated with living on low and
unstable incomesuch as perceivefinancial

strain. Financial straihas been found to
predictboth onset and duration of common
mental disorderg6, 7) and, to predict future
chronic physical ilineg8, 9)

Austerity and welfare reform has led to cuts

to a rarge of support services in the UK. Such
changes are likely to exert additional strain on
GPs, particularly those in deprived areas, and
to exacerbate health inequalitieamong
patients(10, 11) General PractitioneréGPs)
areinvolved with avariety of social issues
independentof direct clinical worK12).
tFGASYd RS YbrnyKRS | Fvarkk Qa dzO K
has beeridentified asa contributing factorto
increa®d general practicgpressureg13-15).
Individuals and practices in deprived areas are
likely to face the greatest pressures linked to
austerity and welfare reform, and to lack
resources to cop€lO0).

In the contextof ongoing welfare reforms
from 2013Haringey Council piloted docated
welfare advice serviean five healthcee
settings in more deprived areas of the
borough Services ran weekbt the Laurels
Healthy Living Centre, Tynemouth Road
Medical Practice, Bounds Green Group
Practice, Queenswood Medical Practice, and
Broadwater Farm Health Centre

The aims of the seiee were: toreduce
symptoms of anxiety, depression and stress
associated with adverse social circumstances;
increase incomeandincrea® the

accessibility of advicéims for practices
included:reduced GP consultations for social
welfare/legal issues dor anxiety and stress
linked to such issueseduced practice time
pressure{GPs and other practice stafgnd,
eenhancedstaff confidencein raisng and
addressing patient welfare issues.



STUDY DESIGN

The evaluation was carried out in

collaboration vith Haringey Citizens Advice
(CA) and with the support of severaical
community-based organisations.

Qualitative interviews with 24 general
practitioners(GPs) practice managers,
reception staff and Citizens Advisers were
conducted Data were analysedsing
thematic analysis with a modified realist
evaluation theoretical framework16-18).
lyrfeasSa FAYSR G2
i KS2 NE Q -lotatey WeKayeZdvice2
activiies to practice outcomes.

We idenified key underlying mechanisms
through which cedocated welfare advice
services could reduce strain on General
Practice work. We also examined important
influences on whether or not these
mechanisms could impact upon General
Practice outcomes. These indrithe actions
stakeholders take (or do not take) in response
to service provision, the way in which services
are delivered, and prexisting local and
national contextual factors which promote
0§KS Dt o 2004 S ARIF D

The quantitative studyncluded 278

individuals accessing the servizeross all
sitesbetween December 2015 and July 2016,
andagain ¥ 2 y (i K &
A comparison group (n=633) was recruited via
9 GP practices in Haringey and Camden
without co-located services, vidomes for
Haringey, and community sampling. The
comparison group was propensity score
weighted to adjust for measured differences
between the two groups.

We compared changes in mental health
(sympioms of common mental disorders,

f1FGSNI 6oGKS

measured by the 1-#em General Health
Questionnaire (GHQ2)) (19); well-being
(measured with the ISortened Warwick and
Edinburgh Mental Health Scale (SWEMWBS)
(20), and3-month GP consultation frequency
between the two groupsWe also compared
changes in financiairain; help-seeking for
financial problems and for thieealth impact
of such problemsand, selfreported
improvementsin social circumstancesnce
receiving advice.

Lastly, we compared the costs of funding the
service to the financial gains incurred by

RSOS fn@viduals re%M%Paéﬂ/iHél YYS

RESULTS

Quialitative findings
Supporting practices

er findings suggest that the potential for

co-located advice services to improve practice
outcomes is underecognised. This includes
supporting general practice work, redugin
practice pressures, and producing better
outcomes for patients navigating the health
related welfare system.

Individuals access GP servicesdiogct
support(e.g., appointments for help
navigating an aspect of the welfare system);
and,indirectsuppot (e.g.,where ill health $
trigtlerBdPmainidined it BxdzelBateP by
underlying social situation(s)).

Appointments for direct support were
perceived to increase waiting times and
reduce capacity to support patients with
medical needs. Supporting patienihose
mental and/or physical health was affecting or
affected by their social situation was
perceived as an important part of their role,
however, there was often frustration at their



inability to support patients with some of the

term gckness/disability). Nearly three

WgARSNI RSHOSAMNAY I yiaQ 2 Guarkers reported a longerm health

Interviewees felt thathe GPwas perceived
by patientsand external agenciessthe Ho-
to-locatiomQFBctorgpromoting the viewof

condition, illness or disability of which a

third reported a long term mental health
condition.Compared to individuals accessing
all other Haringey Citizens Advice services,

GKS Dttof ZOWER2Y Q Ay Ot dRIR acteé’si%l'tﬁe heaftRubs were older

characteristics such as housing deprivation,
language barriers andsial isolationWider
structural factors included the role of GP as
coordinator and gateway to a range of social
support services; and, cuts to other
community services available as an alternative
to patients.

We identified key barriers and enablers to
these outcomesFactorsinfluencing service
awarenesgvere key facilitatorand are
amenable to change; they encouraged
collaborative working, signposting, and
change irpatient helpseeking behaviour.
Service promotionvas associated with
improved servicawareness through
proactive engagement, communication,
regular reminders and feedback between
advice staff, practice managers and funders.
Other important facilitators were not limiting
access to GP referral; offering booked
appointments and advice on adader range
of issues responsive to local nedey

barriers includegre-existing sociecultura

and organisationaiules and norms largely
outside of the control of service
implementers, which maintained perceptions
oftheGP & (i Kt6f ARGA2Y Q

Quantitative findings
Who uses the service?

The welfare advice groupere defined by

very low incoms, beingpredominantly

female and Black and Ethnic Minority (BAME),
low educational attainment, andeing

outside of the labour force (mainly for long

and twice as likely to have a long term health
condition.

Advice group participants were frequent
attendersat their GP practice. The mean
number of consultations reported in the past
year was 13.1 (compared to 8.6 among
controls)

Is celocation important?

In the light of two recent UK GP surveys
which (particularly inner city) GPs reported
patient health, GP workload and practice staff
time demands had been adversely affected by
greater patient financial hardship amthanges
to welfare provision; our findings suggest that
the reductions in financial strain coutdduce
practice burden

Cur findingsalsosuggestdthat colocation in
health settings can target individuals less able
to selfmanage and/or more likely tturn to

their GP for support. Specifically, nearly half
of advice service users reported that had the
service not been at the GP practice they
would have gone to their GP for advice or
would have not had sought advice at all. The
vast majority of servicesers indicated a
preference to access advice at their GP
practice, most commonly for reasons linked to
physical and psychological accessibility.
Additionally, a large proportion had already
spoken to their GP about the issue they were
seeing the adviseabout, most commonly



because it had been affecting therental
health or was otherwise healtrelated

Impact of advice

Health hubs users reported that their financial
circumstances were adversely affecting their

KSIfGKQY FyR I ljdzr NISNJ NB1L
GKSANI WYSy il f-upftel €t G KQd I i
majority of advice group participants reported
improvements in sociaircumstances and

well-being as a result of receiving advice.

azal O2yYyYzyfeée GKAA AyOf dzR¢
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Box1 The impact of advicekey quantitative findings.

A The majority of advice group members reported improvemenscircumstances as a result o

A

A

A

receiving advice, particularly in stress, income, housing circumstances and confidence.

There was an improvement in mental health (measured by GHZ) over time in both the
advice and comparison group$hisimprovementwas greateramong those receiving advice
there was a positive impact of receiving advice on mental health.

Overall there was a 43% bigger improvement among advice recipients than comparisol
group members thougkhis wasnot statistically significant.

Theimpact of welfare advicen mental healthvas most pronouncecdand statistically
significantamong those experiencing a positive outcome of advice, females, and
Black/Black British participan{§5%, 63% and 91% bigdemprovementsrespectively.

Therewas a positive impact of advicen well-beingamong thosewho experienced a positive
outcomefrom their advicesession(s)

There wasncreaseover timein weltbeing scores (measured by SWEMWBS) that was or
average 1.29 points greater among the advicsugrrelative to the comparison group.

There was a reduction in the proportion of individuals reporting their financial situation as
WRAFTFAOdzZ Gk ISNE RAFFAOdZE GQ 20SNJ GAYS | Y2
membersc there was a positivémpact of advice on financial strain.

Thereduction in financial strain was 58% bigger for advice group than comparison grou
members overall, 67% bigger among female advice recipients, and 70% among advice
recipients with longerm conditions). These eve all significant differences.

There was no impact of advice on threaonth consultation frequency.

There was a positive impact of advice on reported use of credit card/overdraft if income di
not cover costs.

Advice group members became more likely report not knowing where to seek advice for
financial problems over timdrelative to controls) comparison group members became mort
likely to report asking their GP for suppo(telative to advice group members)

Advice group members received £15 pét invested by funders. This excludes ndirectly
financial gains.



Controlled comparisons

The proportion of individuals meeting critar
for a level of mental ill health that warrants
further treatment (defined by a GHIR score
of 4 or more) declined in both the advice
group and the comparison groapver time
(representing an improvement in mental
health) This was more pronounced amgn
those receiving advicethere was a positive
impact of receiving advice on mental health.

The improvemenin mental health over time
was 43% bigger in the advice group than in
the comparison groupverall Among those
who experienced a positive outconoé
advice, the improvement was 55% greater;
among femaleshe improvement was 63%
greater;and, among Black/Black British
participants, the improvement was 91%
greater among advice group members relative
to that seen for controlsThis difference
reached satistical significance for females
and Black/Black British participants.

Relative to controls, @sitive wellbeing scores
improved significantly amonadvice
recipientswho were recorded with, or who
selfreported improvements in housing,
employment or itome since receiving advice
In this group, there was increase over time in
well-being scores (measured by SWEMWBS)
that was on average 1.29 points greater
among the advice group relative to the
comparison group.

The strongest finding was for a signifidgnt
greater reduction in perceived financial strain
among advice recipients relative to controls.

Further, our findings supported our
hypothesis that any link between advice and
improved mental health may be partly
mediated by changes in financial straam f
some individuals. Advice services needing to
feedback to funders may consider monitoring
changes irfiinancial strain or perceived stress

as more feasible and acceptable measures to
collect on a routine basis from clients.

There was no evidence for anfiange in
consultation frequency over the followp
period. This was assessed for the three
months prior and three months after seeking
advice so findings should be taken with
caution. Longer term followap for a sub
group of the advice and comparison gps is
planned one year after the last person was
recruited into the study (July 2017).

There was a significant reduction in the
proportion ofadvice recipientseporting that
they would use their credit card or overdraft if
their income did not cover thecosts,
compared to controls.

Advice recipients were also less likely than
controls to turn to their GP with the health
impact of financial strains over time.
However, there was also an increase in the
proportion of recipients who reported not
knowing wtere to turn to for support with
financial issues over time. Thefsadingsmay
reflect corcurrentchanges in the way advice
services were delivered in the area, with
closures to high street services.

Financial outcomes

Between December 2015 and July 2016,
£793,135 additional incoe was gained in
total over allindividuals who accessed the-co
located advice service (averaging £2689 per
capitg). This compares to £1,805,706 for all
other Citizens Advicelients during the study
period (n=7760), corresponding £232 per
capita Overall, 48% of enquiries at the health
hubs result in a financial outcome, compared
to 24% of enquiries at the wider (ojects.
This is due to the broader range of advice
issues covered at other CA projects, which



may not be directlfinanciatrelated (e.qg.,
housing issues).

Cost effectiveness

Dividing income gain by cosf the service to
fundersoverthe eight monthstudy
recruitment periodtranslates to £15 income
gain per £1 funder contributiohisexcluded
non-monetised benefi, e.g., from
improvements in mental health, weltleing
and stress, thus underestinetthe returns
associated wittto-located welfare advice
services.

CONCLUSIONS

Co-locating welfare advice services in GP

settings is an opportunity to support patients,
particularly those living in deprived areas, at a
location that they would normatively go to, to
seek helpCo-located welfare advice can
improve short term mental health, reduce
financial strain and generate considerable
returns for recipients.

This is nemall feat, given the extent of
multiple-disadvantagexperienced byhose
receiving advice-urther, the servicdelivers
considerable returngwith £15 gainedper
individualfor every £1 contributed by the
Clinical Commissioning Group (CCG) during
the stdy perida. This is an underestimate and
excludes social returns for advice clients.

It is likely that through Citizens Advice the
impact of acutely stressful experiences are
amelioratedg such as being faced with a cut

in benefits, increase in costs, IgsHi 2y Sa Q

home or not being rehoused. However, it is
also likely that many individuals continue to

be at risk of further future acutely stressful
experiences; e.g., uncertainty around changes
to benefis entitlement and eligibility.

Welfare adviceserviceshavethe (under
recognisedpotentialto help ease practice
burdenbut notif co-location is limitedo a
physical sharing of spacéhe majority of the
following recommendations outline
implementable service model delivery
changes. These reflect tho&adlitators
identified in the qualitative study to enable
co-located adviceo supportpractice
outcomes, including diverting consultation
time away from GPs and reducing practice
staff time spentdealing with norhealth
issues.

RECOMMENDATIONS

1. Target colocated advice services to
support those who would benefit

most and who would be most likely to

turn to their GP for support with
Wy KWSFHEGKQ AaadzSa

2. Proactively develop and maintain
communication channels between
practice managers, funders and
advice staf to promote service

awareness among staff. This includes

opportunities for regular feedback,
training/education, and frequent
service reminders.

3. Integrate colocated advice services,
W f 6K KdzoaQ Ayidz2
encourage mutual trust and respedf the
skills offered by Citizens Advisers.

4. Increase the range of advice issues
offered and be flexible to local need.

5. Promote coelocated Citizens Advice

LINF Ol A ¢

services as an alternative patient pathway

for direct support with healthrelated
aspects of the wdhre system.

6. Dedicate resources to encourage
changesin help-seeking behaviours

10



7. Formalise clear referral routes from
frontline practice staff to appropriate
Citizens Advice services.

8. Dedicate a proportion of health hubs
sessions to booked appointments.

INTRODUCTND

g

|ndividuals living in poamental and physical

health,thosewho are socially excluded
and/or thoseliving on a low income are at
greater risk of social welfare problemsg.,
difficulties navigatin@ccess to the welfare
benefit system long-term indebtednes$3-5);
and, adverse housing circumstancegy. They
are also more likely to have difficulty
accessingupport andadvice for suclissues
(21, 22)

Citizens Advice and other advice agencies
have been providing outreach iséces in
General Practice (GP) and other healthcare
settings to increase accessibility. 2008
review identified that velfare advice services
provided within NHS healthcare settingsre
widespreadn the UK-in 889 GP practices
though therehad beeran estimated 33%
decline in GP linked services since 2008 to
unstablefunding(23).

The potential bengt of such initiativegor
both patients and practicelsave long been
proposed Geheral practitioners and
community nurses are exceptionally well
placed to detect those who are suffering

9. Adopt anapproach to measuring the
outcomes of welfare advicevhich is
feasible and acceptable for advice
services to routinely monitor and
which are proxy measures for
improved mental health and weH
being (e.g., perceived stress, financial
strain).

genuine financial hardship but they are not
well equipped to givedvice about the
complex system of state social security
benefits. Imparting such advice in suitable
cases, particularly where the lack of it is
detrimental to health, might be regarded as a
proper function of generairactitioner and
health centres (24)(p.522.

General Practitioner@GPspare involved with
avariety of socialssuesndependentof direct
clinical work(12). Patient demand for such
WHonK S | fvarkdh&s beeridentified asa
contributing factorto increa®d general
practicepressureg13-15).

Austerity and welfare reform has led to cuts
to a range of support services in the UK. Such
changes are likely to exert additional strain on
GPs, particularly those in deprived areas, and
to exacerbate health inequalitiesmong
patients(10, 11) Individuals and practices in
deprived areas are likely to face the greatest
pressures linked to austerity aneelfare

reform, and to lack resources to cofiH).

In 204, two separateUK GP surveys found
that the majority of GPs (particularly inner
city) reported that patient health, GP
workload and pactice staff time demands had

11



allbeen adversely affected by greater patient
financial hardship and changes to welfare
provision(14, 15) These were reported to
contribute to decreased time available for
20KSN) LI GASyiGaQ KSIFfiOK
increased job stress and practice co&s).

The rationalaunderlyingco-located welfare
advicesin general practice (GREttingsis
thereforethreefold. First, there is #i-
directional link between health and adverse
social circumstance3hose in poor healthre
more likely to experience worsening social
situations (e.g. linked to employment, income
and social relationships). In turn, such
adversity precedes the onset of, and can both
maintain and exacerbate existing poor health

(1).

Thesecondis locationbased; mdividuals
accessing their GP aoften those who would
benefit from welfare advicéut do

not/cannot access such adviderior research
suggestghat advice services located in GP
practices are more accessible physically and

EXISTING RESEARCH

PATIENT OUTCOMES

E/aluations of the impact of these services

have focused mainly on patientittomes(29,
30) Previous work, including a formative
evaluation of the Haringey servi¢gl), has

psychologically for peoplexperiencing health
problems(21, 2628).

Third, for various reasonpatients often turn
to B8 af Jogsuppart i secjal
welfare/legal needs, whare neither
equippednor ableto support patients with
such needslue to expertise and time
constrairts (14, 15, 24, 25)

- a

The aims of cdéocating welfare advice
workers in general practidacludeboth
WL ASYyd 2dzi02YSaqQ
Patient outcomes includeedudion in
symptoms ofanxiety, depressio and stress
associated withadversesocial circumstances
increased incomeandincreasing accessibility
of advice Practice outcomes includeduced
GP consultations faocial welfare/legal
issues or for anxiety and stress linkedstach
issues reducedpractice time (GPs and other
practice staffpressuresand, eahanced staff
confidencein raishg and addressing patient
welfare issues

Iy R

indicated thatco-location increaseaccess for
those otherwise potentially uride or
unwilling to seek advicésuch as older and
disabled peopleandreducesstigma
associate with advice receip(26, 3234).

Co-located GP welfare advice serviéeshe
UKhave been found teffective in increasing
income and managindebts for those seeking
advice, withone-off and ongoing finacial
gains rangindgrom over £1000 to over £3000
addiional income per clientexceeding the
costs of funding the serviq@3, 30, 31, 34)

12
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The outcomes of advicare inconsistently
reported, with missing data for many clients
who are not able to be followed up b
advice service and for those whose outcomes
were still pending at the time of the
evaluation.Research exploring the impact of
additional income hasuggested thait tends

to be spent on fuel, food, educationatmsport
and recreation; and, thatlients benefitted
from increased social participation and better
living standard$33, 35)

There is some evidence thed-located advice
services improvemental weltbeing butlittle
or no evidence for improvements fghysical
health, which may be linked to limited follow
up periods(30, 35)

Qualitative studies generally report positive
perceptions of improvements for client
mental health and welbeing increased
ability to manage finances, personal control,
improved seHconfidenceand a reduction in
anxiety and stress, improved social
participation and improved family
relationshipg(21, 26, 30, 32)

However, gisting quantitativeresearch has
methodological limitationg30). Quch dudies
haveincluded small sample sizesithout a
robust control orcomparison group, and
suffered from considerable attrition. This is
due to difficulties in identifying and contacting
a comparison group; difficulties in following
up individuals who may lead chaotic lives and
be hesitant to respond to contact attempts
from unknown numbers; and, limited power
of studies evaluating a small number of
services.

Further, esearch which explores the
underlying pathways linking advice and health
outcomes is lackinfR9, 36)

PRACTICEUW COMES

Q,Jalitative studiegeporting practice

outcomes have identified a perceived
reduction inpractice staffvorkload,reduced
time spent dealing with notealth issue$26,
27, 32, 37)and increasedwarenessabout
entitlements and sources of suppaimong
practice saff (26, 32, 38)

There is also weak quantitative evidence for a
decline in consultation frequency following
advice(38-41). Krska et al(38)attempted to
guantify changes to health service use using
data from the medical records of 148/250
patients referred to advisors within the study
period six months prior to receiviraglvice

and the following six monthsThe findings
reveakd statistically significant declines in GP
appointments (though no significant
difference in mental health related
appointments), a 22% reduction in
antidepressant prescription and a 42%
reduction n hypnotic/anxiolytic prescriptions,
which was statistically significant.

However,as with studies examining patient
outcomes this studguffered from similar
methodological limitationgs described above
including small sample sizes and a lack of
robustcontrol or comparison grou(80).

PROCESS

The implementatia of colocated welfare

advice services differs acrosfelient
projects in the UKDerbyshire, Wales and
Liverpool have particularly well developed
systems ofZAprovision in GP practices, with
services having been rolled out across the
county of Derbykire in almost all GP

13



practicesjn practices covering dthcal
authority areas in Wales, and more recently,
in all of the 95GP practices across Liverpool.

While services differ in the range of advice
issues coveredhe majority of issues dealt
with by advice workers in GP surgeries are
linked to healthrelated welfare benetis and

to a lesser extent del34, 42) In genera)
referral to colocated advice could be from
any general practice staff member, staff from
another relevant agency, by seakferral or via
a combination of these. Some services
operate more formal eligibility critéa and
referral processes. The service may be open
to all patients registered at the host practice
or those participating in the project; or, there
may be screening to restrict eligibilispich as
to thosewith particularhealth conditions or

of a cerainage(34).

Previous evaluations provide limited process
information on the natue of the service
offered and on the characteristics of
individuals receiving advicEvaluations must
be explicit about the aspect of the
intervention they hypothesise to have an
effectand who is most likely to benefit from
serviceg43, 44) Another limitation of prior
evaluations is lack of theoretical
underpinning. Explicit assumptions about the
nature of the problems targeted by docated

Lastly, pior evaluations of céocated welfare
advice services took place before current and
recent changes in the famcial and welfare
policy context. There is therefore a need to
examine the implementation and
effectiveness of such services todand
whether current models of service delivery
are efficacious

NATIONAL AND LOCAQNCTEXT

Any impact of welfare advicerpvision must

take into consideration economic austerity
measures and welfare reform in the wider
context. The impact of such changes are
expected to increase health inequalities
overall, particularly in Londofi1).

Anyfinancial gains associated witbceiving
co-located welfare advicenay be balanced
against health damaging effects of reductions
in welfare spending overall and in the wider
influences of the economic recession on

I ROAOS AIKISRINBEDY | YR K 2dgnpifyfént and housing circumstances.

sewice might produce desired outcomes
OGLINRINFYYS GKS2NEBEO

Moreover, there is no evidence available for
providers of similar services to understand
how benefits might occur or be promoted
through celocation, orof which
organisational, @source and activity factors
influence outcomesUnderstanding these
issues could support stakeholders to
improving existing, or develop future similar
interventions(29, 45)

While welfare reforms such as the

K inb8uctiorfofl UnRepsal Eredrt kit & Rduce

complexty, many of the other elements of
reform are likely to increase barriers to
benefits uptake among entitled individuals
and householdsRecent and current reforms
include

A Transition from Incapacity Benefit to
Employment Support Allowance,

14



entitlement to which will require a work
capability assessment;

Transitionto Personal Independence
Payment from Disability Living Allowance,
involving tougher eligibility criteria and
medical reassessments;

Movement from council tax benefit to
local council support whh overall reduces
financial support available for council tax;
Introduction of the undefoccupancy rules
6GKS WOoOSRNR2Y
housing benefits available to working age
tenants who are identified as having a
superfluous number of rooms; dn
TKS WRAIAGEE o8
may reduce uptake among individuals
unable to access such resources.

Moreover, increases in housing costs and
changes to housing policy such as the move
FNRY a20Alf K2dzaAy3
NB y i &ikely td dédpound prolems for

low income householdyarticularly in London

).

Haringeyencompassehigh levels of
deprivation.Although levels of deprivation
vary across the borough, it has one of the
highest proportion of low pai workers in
London andn 2015 it was thesth most
deprivedLondon boroughThe influence of
welfare reforms and austerity measures may
therefore be particularlyfelt in Haringey,
where 22,696 (20%) of Haringey households
are affected by the cumulativiempact of
welfare reform(46).

Those living in the private rental sector, large
and lone parent families, single, andvirork
householdshave been disproportionately
affected, while future welfare reforms are
likely to affect outof-work families.

Moreover, nearly all households lack
resources to cope with expected significant
falls in income, with little or no saving46).

G EQO X

RSTlIdA 6Q LINRPINF YYSE

Alongside wider impdiations of economic
recession lhiese changesiean that the
demand for welfare advice is likely to rise in
Haringey.

6 KA OK

GSyryOASa G2 WFFF2NRIFIoOfES
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AIMS AND OBJECTIVES

The evaluation was designed &ssess the following main questioredating to the receipt of co

located welfare advice

Tablel Primary and secondary evaluation questions

Evaluation questions \

Is thereany impact on:
U Patient mental health and welbeing?

U GP consultation frequency?

U Perceived financial strain, confidence in managing financial problems and subjective
empowerment?

U Knowledge/awareness of support services and future supporting seekingaveburs?

i How do practice and advice staff perceive the service, are there any barriers and facilitat
to implementation?

U What factors are likely to influence the outcome of the primary questions?

METHODS

Thisstudywas carried out between DecemberZ®and December 2018he evaluation used

guasiexperimental beforeand-after desigrwith anembedded qualitative studylo further inform
the qualitative findings, data were collected from four practices in Camden which hosts a similar
service but withdiffering implementation practices.

Box2 Quasiexperimental study desian

A Quasiexperimentaldesigns include an intervention and a comparison group but individuals
not randomised into groups.

A Comparison group members are selected to be as similar as possible to those receiving a
(this is further enhanced through statistical approachearnalyses).

A This comparison helps us to understand what changes would have occurred over the stuc
period anyway, without having received advice.

A This gives us confidence about whether changes observed among those receiving advice

likely to be as a rest of receiving that advice.



SERVICE DESCRIPTION

The characteristics of the elocated welfare advice services in the twaddities are corpared in

Table 2 Colocated services in Haringey provide specialist casework advice on welfare benefits and

debt (but will advocate on behalf of and signpost clients to other support services for other issues

such as housing), offer a walky” %omafERaEIS NISRQ ASNBAOS YR Aa 2LISy
Co-located services i@amderprovide casework advice on a broader range of issues (e.g., housing,
immigration and employment), offer booked appointments, and are only available to individuals

registered with host practices.

Table2 Comparison of ctocated welfare advice services offered in the two Localities

Haringey Camden
\Ualeisie | 5 practices/health centres 12 practices
of

locations
e=llnA Weekly sessions, 6 clients per sessit Weekly/brweekly sessions, 6 clients per sessit
30 minues/client 30 minutes/client

Advice Specialist welfare benefits and debt Wide range of issues including welfare benefi

issues including ongoing casework and debt, employment and housing (including
covered on-going casework)

GP referralseltreferral but GPRreferral/selfreferral but predominantly GP
route predominantly sekreferral referral

Walkin, firstcomefirst served Timed appointments booked with GP receptiol
system

Reach All borough residents regardless Only patients registered at the host practice
iffwhere registered wih GP

17



QUALITATIVE STUDYTMI®DS

The qualitative study aimed to describe how

social issues are perceived by primary care
staff to contribute to increased practice

DATA COLLECTION

Semi-structured qualitative interviews were
carriedout by two members of the research
teamin personat a location of interviewee
choice or by telephonelhe topic guidduilt

pressures; developrainitial ¥ LIN2 3 NJ Y Y S on existing literature and a formative

0 KS2NEQ T2 Nonkfxdocdied S
advice addresses this in relation to specific
practice outcomes; anddentify barriers and
facilitators to effective implementation.

A programme theory explair®w an
intervention is thought to contribute to a
pathway of changes that pduce the actual
or desiredimpacts of the interventionit also
indicates other factors contributing to
producing such impacts, suel the local and
wider context.The practice outcomes
investigated were:

1. Reduction in GP consultations for
non-health isswes or for anxiety and
stress linked to norhealth issues.

2. Reduced practice time (GPs and
other practice staff) spent dealing
with non-health issues.

3. Enhanced practice staff confidence
in raising and addressing patient
welfare issues

RECRUITMENT

GPs, pratice managers, GP receptionists and
advice staffvereinvited to take part via €
mail/letter and throughpersonal
communication during the set up and running
of the evaluationParticipation was open to
staff from practices offering clmcated advice
in Haringey and Camdeand those in the
GO2YLI NRa2Yyeé | NY 27F
from locality 1. Individuals were given an
information sheet and signed a consent form
prior to the interviews.

LINE2V@liation of the Haringey servi¢gl). It

covered experiences, attitudes and
expectations of the cdocated advice service
(seeappendixp64). Interviews were audio
recorded and transcribed, removing
identifiable information.

THEORETICAL FRAMEWOR

The mechanisms brought about by a
programme are embedded within, but distinct
from, pre-existing social (contextual)
mechanisms. Pawson & Ti(ly8)
conceptualised mechanisms brought about by

' LINPINFYYS & I O2Yo0Ayl G2

(e.g., information, skills, support, materials)
provided by the activity being evaluated and

AYRAGARIZ £ aQ WNBFaA2yAy3Q

beliefs) in response. Howevat has been
argued that the operationalisation of these

ARSIa Ayld2 GKS wO2yGSEID
2dzi02YSQ 6/ balho F2N¥Ydzf |

principle for Realist Evaluation is problematic
in three main ways, which has led to
difficulties in distinguishingantext and
mechanismg16, 17, 47)

First, Porte(16)argues that the C+M=0

F2NXYdz I Y2@0Sa | gF& FTNRY

that context encompasses pexisting social
mechanisms into which programmes are
embedded and produces a categorical

distinctionbetwss y WO2y G SEGQ Yy
IKYYSOREMNAEHODdZ $A A¢z3ISa 0
W/ 2y G0 SEGdzr £ a S Odistiigh & Y &

social mechanisms within which (and as a
result of) programmes are designed, from

18
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Wt NB INJ YYS ahe précksges & Y a Q mechanisms. Taken together, Porter argues

introduced which are designed t@enteract for a revised formula: Contextual Mechanisms
the (contextual) status quo. + Programme MechanismsAgency =

. . . A Outcome (p 247).
{SO2yRY GKSNB Aa | O2yFifl A2y 2F WNBaz2da2NDSaQ
YR WNBFaz2yAy3aQ ¢AdKAY WékSthisiappiddch tB Yededdterhypatiedes ¢
Dalkinet al. (48)suggest this causes a about how celocated welfare advice is
tendency to emphasise either element while proposed to lead to outcomes (through which
neglecting the other, and argue for a Programme Mechanisms). We explore how

RAal3aNBaFdAz2y 27T WwWYS O Kdthyhtlividdalrespofise®to these (Agency)
WNBEAGEAMN) | YR WNBI a2y Ay 3 andpreexi§ifigtoNdikidns (Contextual

interpretation. Porter goes further, saying Mechanisms) influence the capacity for

that combining the two into a single term Programme Mechanisms to elicit change. It is
O2yGNI RAOGA tFgazy | yR hopedthat&itie d&orkindyNdstrandieding Q 0
beliefs about the interdependence (but this initial programme theory in different
duality) of structure and agencyeading to situations.

anWS2 K aAT a0 NHO({pi2n3s H¢ y R | 3Sy 0eQ
instead proposes that human agency should DATA ANALYSIS
be distinguished from the mechanisms

brought about by a programme to After familiarisation (listening toecorded

acknowledge the role of interpretation and interviews, reading and reeading

behaviour by human agents in bringing about transcripts), interview transcripts were

change. descriptively coded. Codes werealissed
between two researcherand data were input

Third, aml related, the notion of favourable into NVivo10(49). Data werefurther coded

O2yaSEildAd t O2yRAGAZYA  Wdhhiferhdid AbiybiddAd rdaSsEkda ¥t & Y&
in order to produce outcomes is contested as relevance tocontext, agency, programme

dzy RSNNAYAY3 UKS NE®S 2 fechationt ald ottédrmebidvdhttdndes,

2 NJ Wi (363 WhieeDalkiret al. suggest providinga frameworkfor further coding and
O2YAARSNAY3I WO2Yy{AYdzzy ﬂata%é;[egén%ﬁbﬁpel cb'dmgg-fﬁérf?ew&ll-‘]q) pu X

t 2NISNJ) adza3Sada NBY2OA ¥rd an‘gly'\éﬁvér@ef:{gr%e?ﬂ Yst-ShsisteNeRvith 0dKS
dzYo NBt I 2 F ndexplcdyK | y A "j‘ Y {h& experiences of a member of the research

AyOf dzZRAy3 WwW!I 3Sy0eQ | a ke¥m a%cpdmgltﬂﬁe& ’)\\zvﬁo)éupﬁ)f'teﬁYsyu AY

its own right. Agency refers to individual guantitative data collection at the athe
interpretations and responses to programme practices
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Table3 Contextial Mechanisms, Programme Mechanismgercy- adapted from Porte(16)

Term Description

Contexual 1
Mechanism

(&)

Programme i
Mechanism

service is embedded.

(PM) T
embedded within.
1 May be atent.
Agency (A) i
Outcome i
1

QUANTITATIVE STUDETNMHODS

|RECRUITMENT

Advice groupAll individuals aged 18+ years

accessing ctocated welfare advice services in
eight sites during the recruitment period were
eligible. Individuals werapproached by the
researcher after requesting to see an adviser
or prior to a booked appointment. Individuals
were informed about the study by the

research team and given time to ask questions
before deciding whether to participate. Those
whose English as insufficient to understand
the information sheet and consent form were
excluded (3.2% of those approachelt)line

with recommendations from prior reviews of
NB ONXzA G Y Sy i

NBI OKQ 3 NHndiidudls wéretH = Mo U

offered £15supermarket vouchers per survey.
Sample size

As advice group numbers were limited by
available slots per sessi and duration of
study period we aimed to recruit a larger

Preexisting sociecultural and organisational situation (rules, norms,
values and interrelationships) in which the-lozcated welfare advice

Aspects or features of the service ttae designed (or likely) to
counterbalance the status quo within the prevailing context.
Transitive, influenced by social context and amenable to alteration by
human action, thus also able to influence the social context they are

Responses to or behavioural changes as a result of service provisior
which influence mechanisms and are relevant to the outcomes.
Consequences of the service being implemented.

These may be Intended or desired as well as unitéel or unanticipated
influences of the service.

comparison group to increase the power of
analysesThe sample size calculation was
based on a: significance levelhaf0.05 (two
tailed); allocation ratio of 1:2
(intervention:control); within GP practice
intra-class correlation of 0.10 and a Variance
Inflation Factor for adjusting for confounders
of 1.33 (assuming a correlation of 0.§0,
51)and a retention rate of 75% (based on
advice from an experienced contract research
company). To detect a moderate effect size
(d) of 0.4 (based on previous evaluation work
in the field(30)with 90% power, we required

a sample size of 816 (204:612 intervention:
control). This sample size would also be more
than sufficient to detect smaller effect sizes
(d=0.35) with 80% power.

Comparison grouWwe identified. individuals
ng ElNV u 2

YR NBGSYyiGA?2 i

18+ years%rom wﬁi&l'toNg]é{nergte a
propensity score weighted comparison group
to reduce confounding due to differences
between advice recipients and comparison
group members linked ttheir likelihood of
accessing ctocated adviceThe propensity
score is an estimate of the probability that a
given individual will receive docated advice.

age

20



Calculation of the propensity score
summarises a range of variables associated
with receiving dvice into a single probability
value(Box3). Weighting reduces bias by
assigning more weight to comparison group
members whose propensity scores were more
similar to advice group members.

We contacted potentially eligible pactpants
using three methods to reach similar
individuals to those receiving advice. First, we
identified nine local GP practices which were
located in areas with similar levels of
deprivation to host practices (measured by
the 2015 Index of Multiple Depmtion (IMD
2015), but which did not host advice services.
NHS Primary Care Research Support Service
ran Practice list searches which stratified
patients by age group, ethnicity and gender.
They then randomly selected records within
each strata such thatibse selected were
representative of the profile of individuals
who used the cdocated advice service in the
12 months prior to study data collection
(using data from the CA IT platform).

Based on communication with primary care
research colleagues, waticipated a

response rate of 10% and therefore identified
500-700 patients from each practice (5419 in
total from the nine practices). Practices then
securely uploaded these contact details to a
secure print and mailing company which
posted recruitment paks to the individuals
identified.

We expected that those responding to the GP
contact attempts may be different to advice
group members. Therefore, we also worked
with a local housing association to contact
tenants similarly based on age group, gender
and ethnicity (n=49Q)Lastly, to further target
our sampling and to achieve the required
sample size, we worked with community
organisations to advertise the study locally,

particularly among Black African and Black
Caribbean individuals who were under
represented in the GPBased returns (Figure
1). No identifiable data were disclosed to the
research team before individuals had
provided informed consent.

DATA COLLECTION

We piloted the baseline survey with 40 CA
clients to check for acceptability and
understandability of all items, since we
anticipated that English would not be a first
language and/or that literacy levels may be
low for some participants.

We collected baseline data from advice
recipientsusing seHreport questionnairest

the GP practicesrjor to their advice session
and follow up data were collected three
months later (see discussion for rationale).
Those invited to participate in the comparison
group were posted or hand delivered
(community sampling) study information and
surveys at basile and follow up.

Recruitment packs included ppaid return
envelopes for the surveys. At baseline, a
separate envelope addressed to a different
location was provided for consent forms to
ensure survey responses were not linked to
personal informationQuestionnaires took
approximately 15 minutes to complete.

Anonymised data were also extracted from
the CA IT platform on demographic
characteristics for all individuals accessing co
located CA services in the area during the
recruitment period to determie whether the
study sample was reflective of 4ocated
advice service users overall.

Survey measures

Measures included:
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1 Socioceconomic and demogphic
characteristics

1 Mental health(12-item General Health
QuestionnaireGHQ12) (52)and welt
being(Shortened WarwickEdinburgh
Mental Weltbeing ScaleSWEMWBS (20);

1 Knhowledge of advice services and
confidence in managing finances;

1 <elf-report primary care health service use;

9 Goping and support seekg behaviours for
financial difficulties and advice

The follow up survey additionally asked about
any changes since receiving advieelfare
advice group only); anavhether individuals
had accessednywelfare adviceservices

since completing the firgurvey See
Appendices, B0 for more information on
survey measures.

DATA ANALYSIS

Overall, guantitative analysdsroadlyaimed
to:

a) Describe the welfare advice group at
baseline, includingsocicdemographis,
health and vellbeing, consultation
frequency, financial strain and help

Box3 Propensity Score weighting

seeking for healtlrelated financial
problems.

b) Compare the characteristics and advice
issues of thoseeenat the health hubs to
the wider Haringey Citizens Advice
services.

c) Assess the impact oéceiving welfare
advice at the health hubs bympating
changes in mental health, wdiking,
financial strainconsultation frequency and
help-seeking for healthrelated financial
problemsbetween baseline and followp
amongadvice and comparison groufsee
Box3).

Subgroup analyses

Toassess whether the impact of advice
differed by key demographics and advice
outcomes, we ragan analyses focertain
subgroups. Propensity scores were generated
separately by geret, ethnicityand longterm
conditions statusWe alsoevaluated a
subgroup ofndividuals were recorded with

or selfreported, improvements since

receiving advice in income, housing or
employment.

Further methodological details of the
statistical analyss are included ithe
Appendices (p61).

A Since individuals were not randomly assigned to the advice or comparison group, there may |
differencesm the characteristics of the two groups linked to their likelihood of accessing the cc
located advice service. These differences may also influence the outcome of interest, leading

WwiSt SOGA2Y O0Al&AQO®

A Matching each member of the advice group to one or encomparison individuals based on thos
characteristics linked to whether or not they received advice reduces this bias.
A Rather than matching on each individual characteristic separately, which limits the power of

statistical analyses, analyses can be&iii S R

08 WLINRPLISyairide a02N

A Thepropensity scores an estimate of the probability that a given individual will be in the advict
group. Calculation of the propensity score summarises a range of variables associated with

receiving advice into a single frability value.

A Comparison group members are assigned weights according to how similar their propensity s

are to advice aroun members.
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QUALITATIVE FINDINGS

22interviews were conducted with 24

participarts including practice staff, Gaff
and funders from the twdocalities Table4).

Table4 Characteristics of interview participants

Sample characteristics n %
Sex

Female 10 42

Male 14 58
Role

General Practitioner (GP) 9 38

Reception staff 4 17

Practice manager 3 13

Advicestaff 6 25

Funder 2 8
Area

Locality 1 11 46

Locality 2 13 54
Groupt

Advice 13 54

Comparison 3 13

n/a 6 25
Total 24 100

! Refers to GPs, practice managers and
reception staff onf

THE IMPACT OF PATC¢EN W bl hob!
ISSUES ORENERAL PRACTICES

The way in which participants described
LI A SKRB I WyiKy) A adadzsSa
practices is summarised irable5. Non-
health issuesvere brought to GP
consultationsn two ways: fordirect support
(e.g., appaitments for help navigating an
aspect of the welfare system); anddirect
support(e.g.,where ill health was triggered,
maintained or exacerbated by underlying
social situation(s)).

GPs and practice managers reported that
appointments for direct suppolncreased
waiting times and reduced capacity to support
patients with medical needs, often
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considering this outside their clinical role. In

contrast they felt that supporting patients
whosemental and/or physical health was

affectingor affected by theirsocial situation

was part of their role. However, there was

frustration or dissatisfaction at their inability

G2 adzZlll2 NI LI GASyda ¢6A0K
RSOUSNNAYLYyGAaQ 2F KSIHEGK®

Participants across all job roles identified the
immediate cause of the pldem to be the
perception of theGPasthe ‘fo-to-locationQ ®
For indirect support, this perception was
because of the inherent link between social
circumstances and health. For direct support,
it was linked to the GP role as advocate or
gateway to socialigpport and to the view of
the GP practice as a trusted and familiar
support service. Interviewees identified both
local factors and the wider structural
environment as promoting the view of the GP
F dotf32 OL.GA2Y Q

Localarea characteristics includetie extent

of temporary or social housing in the area
increasing the proportion of patients requiring
medical opinion letters; language barriers and
social deprivation reducing the level of
confidence to selmanage or seek help
elsewhere; and, sociaolation due to limited

i 2 sogiaysupaltdsiv@Es. Wider structural

factors included Gihvolvement in welfare
systemdecisionmaking; GRole as
coordinator and gateway to social support
services; and, cuts to other community
services

The next section deeribes how (through
which Programme Mechanisms)-tarated
welfare advice services could counteract the
status quo described above to influence
practice outcomes. Key Contextual
Mechanisms, Agency and also
implementation factors are describedgble6
& Figurel).

O\¢



Table5 Summary of how participants perceived patient 'Ale@alth’ issues to influence practice pressurasgd underlying Contextual Mechanisms

Non-health issues and practice work

lllustrative quote

Demands on GP consultations and practice stafétin
linked to norhealth issues:

- Direct support(e.g., appointmentgor help
navigating the welfare system)

- Indirect support(e.qg.,ill health triggered, maintained
or exacerbated by underlying social situation(s))

t S21LX S O02YS (2 dz&a 6AGK |y F3ISyRI NB3IFINRAYS3
they want to appeal benefits decisions, they have been told doctors' letters would help them. Ar
there are also the social issues where people are suffering from stress from work or housing. [5
locality 2, advice group]

Increased waiting timeseduced capacity to support
medical needs

Lack of expertise and time to support wider
determinants of health

Reduced staff job/role satisfaction

It ends up in quite a high wastage of appointments, when we would rather be seeing patients fg
strictly medcal issues. [96, GP, locality 1, advice group]

,2dz 2F0Sy ¥SSt |jdAGS RA&AAIGAAFASR Ay 6KI G
crux of a lot of patients, the reason why they come in. So we can talk to them about medication
coun§tftAy3 o6dzi oX0 y2 FY2dzyd 2F a2NlAy3a GKIG
GP, locality 1, comparison group]

Dt LISNOSA@SR 2108 GWRY Q

Patients are using the GP as a way of accessing services outside of what a GP ¢steedair&o
other than clinical assistance, they do want help with housing for example. [73, Practice manag
locality 1, advice group]

L R2 384 I 24 2F LIHGASyda aleAiry3a GKFG LI
them to come bek to see the GP to get things like letters. [13, GP, locality 1, comparison group]

Local area and population characteristics; e.g., acce
to housing, social isolation, language barriers,
deprivation.

Wider structuralwelfare related environment; e.g.,
cuts to local support services, involvement of

GP/medical evidence in welfare system, changes to
benefits system

There are lots of issues with the accommodation that patients are in and so a lot of consultation
even if it may not be the first thing th#ttey present with, it is there in the background. [13, GP,
locality 1, comparison group]

¢tKSe8 GKAyYyl GKS Dt KFra Y2NB LRgSNE 3IAQS | f
because most of the CAB offices are closed anyway. [159]

[PlaceK & + o0A3 GdzNYy2@OSNJ 2F LI GASyiGaxaz2 LI GAS
FYR R2Yy Qi 1y26 ¢KIFIGQa F@FAtFotS (2 GKSY® ({

the GP they assume has the answers to everything. [73, Rratinager, locality 1, advice group]
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Figurel lllustration of the Programme Mechanisms (PM) through whiclocated welfareadvice services could influence practice outcomes |
Key Contextual Mechanisms (CM), Agency (A) and programme implementation characteristics (I) acting as barriergeasd enab

Practice P
Commissioning .
characteristics environment Referrall route Appointment
(CM) ) (1) system (1)
Opportunities Providing a Reducing.
| | for formal/ | | | signposting bureaucratic R
informal option for staff pressure (PM)
interaction (PM) (PM)
Promoting
Co-located service Signposting . Reducing
welfare awareness (A) and service - Reducmg. GP practice staff
advice | | promotion (A) *| consultations time spent on
service () non-health
1 issues (O)
1
v
Providing
alternative Patient
option for ~| consultation
patients (PM) behaviour (A)
Addressing
underlying
issues (PM)
Local area Structural
characteristics environment
(cm) (cm)
GP as go-to Rf:mg_e of
location (CM) advice issues
(1)
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Table6 Contexual MehanismsAgency, and implementation factonsfluencingProgramme Mchanisms and practice outcomes

Outcomes relevant to:

KeyProgramme
Mechanisms

KeyAgency factors

BARRIERS |

ENABLERS

(CM=Contextual Mechanisms, A=Agency)

Reducing/diverting Providing an alternative | Promoting service 1 Lack of service reminders and feedback (A] 9§ Proactive enggement by Practice Managers
consultatons away from | option for patients awareness 1 High staff turnover (&) Citizens Advicand funders (A)
GPs 1 Large practice/numbers of staff O 1 Regular feedback on activifi)

Providing a signposting | Signposting and service | ¢  Physical separation of docated services 1 Regular service reminders (A)
Reducing time spent on | option for staff promotion (e.g. on a different floor) (@) Staff education/training on support offered
non-health issues 1 Fequent turnover of services/short term by advisers (A)

Opportunities for commissioning (&) 1 Advertising/marketing service within and

?nforma_l/formal Engaging in collaborative | 