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This way of working has led to innovation and the extensive
integrated range of programmes that combine into what we
see being delivered today by the Bromley by Bow Centre and
the Bromley by Bow Health Partnership. It has also led to
an organisational character which has focused on creating
a place and culture that encourages human interaction and
elevates the things that enable people to have a purpose in
life, over the simple acts of delivering a series of services.
The model we have created and deliver has received
recognition, both nationally and internationally. Numerous
studies have been undertaken, with many articles written
about aspects of it and much data and information collected
for funders and partners. But it was not until 2015 that it
became clear that it may be possible to commission a new
long-term approach to researching the Bromley by Bow
model and its efficacy.
This new opportunity was initiated through stimulating
engagement with both Public Health England and the
Wellcome Trust and in 2016 they became our founding
partners on Unleashing Healthy Communities. Their
generosity was in terms of both financial underpinning and
major contributions to scoping the research. These initial
two partners were subsequently joined by the Health
Foundation and OCS, both of whom have provided
invaluable support to this project.
From the outset, the Bromley by Bow Centre engaged the
Bromley by Bow Health Partnership in this work in order
to ensure that the range of social and clinical elements
were fully recognised and analysed by the researchers.
An Academic Advisory Group of eminent thinkers and
researchers was established and they have given generously
of their time and added immeasurably to the study.
We were absolutely delighted to be able to appoint two first
class and complementary researchers to this project in Dr
Catherine-Rose Stocks-Rankin and Becky Seale. Their work
has delivered excellent and extensive outputs and the range
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of benefits is significantly greater than first envisaged. The
richness of their research means that there is major scope
to deliver significant additional outputs from the work done
over the last two years (in the form of peer-reviewed article
and other materials) and also prepare the ground for further
research. We always envisaged the first two years of Unleashing
Healthy Communities as being about laying the foundations for
longer term research and supporting the embedding of a series
of new organisational approaches, which range from improved
data collection to better storytelling.
Unleashing Healthy Communities began with some initial
reflections on the effectiveness of the holistic Bromley by
Bow model that had emerged in east London over many
years. At its heart, was the idea that the experience of the
Bromley by Bow Centre and its community could have wider
resonance and application in other places. It was recognised
that it was perhaps the most complex community health
model in the UK and that it firstly centres around addressing
the social determinants of health; but then has the additional
focus of delivering high quality clinical services.
The success of this first phase lies in this report. It testifies
to a robust approach to research and is laced with numerous
insightful and, in some cases, unexpected conclusions. We
already know it has a vital role in planning the future of our
work in east London over the next few years. We very much
hope it may have value to others way beyond the confines of
Bromley by Bow and help unleash more healthy communities.
significant additional outputs from the work done over the
last two years (in the form of peer-reviewed articles and
other materials) and also prepare the ground for further
research over the next three years.
The initial support from PHE enabled the Bromley by Bow
Centre to leverage additional funding from the Health
Foundation, the Wellcome Trust, and OCS. These additional
funds have been focused on bespoke projects which
enrich the academic research and include knowledge share
programmes, practical toolkits
for practitioners, historical narrative research, and an exciting
and innovative community research project, with a strong
focus on the creative arts.
Rob Trimble
BEM, Chief Executive,
the Bromley by Bow Centre

Ian Jackson
Director, Bromley by
Bow Health Partnership
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Introduction
Bromley by Bow – what
is it and what does it do?
Based in Tower Hamlets, East London, and with a history dating back to 1984,
the model is a partnership of two organisations – the Bromley by Bow Centre
(a community centre) and the Bromley by Bow Health Partnership (a set
of three GP practices). Their shared aim is improving the health and social
circumstances of the local population.

Research methods
In 2015 the Bromley by Bow Centre secured funding from Public Health
England and the Wellcome Trust – with additional support in 2017 from
the Health Foundation and OCS – to establish the foundations by which
the model might be evaluated, asking:
‘What is the Bromley by Bow model and how could it be measured?’
Between June 2016 and June 2018, researchers Becky Seale, Catherine-Rose
Stocks-Rankin, Naomi Mead, and a team of community researchers carried
out exploratory research producing: qualitative evidence which describes the
model and showcases the diversity of its story and a conceptual framework for
further evidencing the Bromley by Bow model. This framework proposes a set of
community and staff-valued outcomes as well as the mechanisms which can lead
to change for people.
The conceptual framework draws on:

Executive
Summary
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• Historical research: 44 narrative interviews focused
on telling the stories of the past;
• Organisational research: 36 workshops with staff teams, four whole
organisation ‘flashmobs’, two cross-organisational workshops, all focused
on the everyday work and practice wisdom of staff;
• Community-led participatory research: 22 interviews,
over 500 qualitative comments and 6 art-based workshops describing the
lives and aspirations of local people.
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Findings-

multiple perspectives on
the Bromley by Bow model
Stories from the past show how the Bromley by Bow
model has begun, grown, and developed over 34 years of
history, through the contribution of many different people.
• From its beginnings in a church with dwindling funds
where connections between people sparked ideas and
action, it has developed through various phases of
expansion: into a community network, building platforms
for growth, and into a ‘rich cake’ of services in the present
day, connected with increasing organisational structure.
• Aspects of past models hold true in parts of the Bromley
by Bow model today, as do the tensions and balances
accumulated over time. These tensions relate to: growth
and structure; risk-taking, stability and approaches to
change; the type of activities provided and connection
to the community; the vision and leadership of the
organisations; and modes of integration and the physical
form of Bromley by Bow.

For Bromley by Bow, the diversity in its
history gives a freedom of choice for
its future and the outcomes it seeks to
measure itself against. Past features offer
‘stretch’ to an integrated theory of change.
Staff reality now shows the two organisations that make
up the Bromley by Bow model largely functioning as service
delivery organisations which seek to meet the clinical and
non-clinical needs of their local community.
• A cross-organisational theory of change shows the
challenges that staff face and the way that they balance
both relational and transactional ways to help people
achieve three core outcomes: concrete changes,
confidence and connectedness.
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• Day to day activity towards these outcomes involves
a spectrum of different kinds of work, which occur
across job roles and formal organisational boundaries.
For example: companionship and support to enjoy the
everyday, along with managing access through boundaries
and tasks; teaching and training, with problem-solving;
coaching, along with advocacy.
• Staff engage people in two ways – conversation or
coordination – and engagement is often both relational
and transactional.
• A core mechanism which creates change is: connection
– to services and support; to a stable and supportive
environment; to others; and to a next step. As a result,
the Bromley by Bow model must ‘hold’ a vast network of
pathways.
• For staff, managing these different pathways and
connections is balancing act.
• Balance is enabled, and constrained, by different forces:
professional practice, service delivery, and the model’s
design.
• To work in this sector is to seek integration – to strive
for “joined up” ways of working – on behalf of patients
and clients. But, perhaps the unspoken truth of this
professional world is that there will be never be a final
state of integration and ‘joined up-ness’. There is also a
value for staff and those who access the model in holding
a place of diversity where difference is welcomed and
becomes a space of possibility and growth.

The birds-eye view provided in the crossorganisational theory of change makes
a significant step forward for a pair of
organisations which measure their work
differently and for projects and services
which can feel fragmented to the staff who
deliver them. For this research project,
it provides a practical backbone for the
integrated theory of change we offer below.

“connections between
people sparking ideas
and action”
The community context shows that ultimately
it is people, rather than organisations, that most
inform the direction of their lives and their
outcomes.
• The core outcomes that people in Bromley by
Bow valued most in their lives are: feeling good
in myself; connection to others; giving and
getting back. We call these ‘growth outcomes’.
• Underpinning these are a set of basic needs
which must be met as a foundation of security
and stability. We call these ‘survival outcomes’
and they broadly correspond to staff in the
Bromley by Bow model’s aim to achieve
‘concrete changes’.
• A set of enablers and barriers to a good life
show a picture of both struggle and strength.
Many people demonstrate a wisdom and
a strength gained for a large part from life
experience and a set of enablers either selfgenerated or offered to them by others. The
barriers point to a continually reinforcing trap
which can occur when core ingredients of a
good life are missing, or external forces act to
prevent people from accessing them fully.

This evidence stream provides a
community-defined benchmark
from which to evaluate success
against the Bromley by Bow Centre’s
intention to create ‘vibrant and
healthy communities, person by
person’. It provides ‘stretch’ to an
integrated theory of change. It also
reminds us of the wealth of wisdom
in people’s lived experiences and
their drive to grow.
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Towards a conceptual
framework for
measuring Bromley
by Bow

‘Stretch outcomes’
and a proposed theory
of change

We bring together the evidence from the community research, organisational research, and historical research
to propose a set of six high-level outcomes for the Bromley by Bow model and a theory of change for meeting
those outcomes. It is important to note that this is an aspirational framework. Further testing of the theory of
change is needed. Outcomes are summarised here with the theory of change in the main report (Chapter 8). In
each outcome we focus on the ‘stretch’ or growth that could be possible for people when they access this model
and, potentially, become members of its community.

Tensions in balance
The Bromley by Bow model has two main interlinking tensions which sit at the heart of the model, and within
the lives of people that it serves: stability and growth, and need and opportunity. For staff, this means their
work sometimes focuses on inspiring growth by creating opportunity. But there is also a pull to work in a way
that ensures stability through meeting concrete needs. Local people want both. The increased influence of a
service paradigm, and potentially increased demand and pressures on staff are tipping the balance away from the
reciprocal act of ‘giving and getting back’ that local people valued. Much of staff’s work today is focused on doing
things on behalf of people, and on meeting need.

Basic needs met: From
being supported with practical
tasks Securing tangible
resources Basic needs being
met and potentially further
opportunities sought

 onnection to others:
C
From a simple feeling of
connection Stability of a
relationship over time a ‘family’
network and diversity of connections
that help a person grow

Connection to support
and resources: From
connection to support and
resources Know how a
Teaching others

Feeling known: From
recognition Belonging

Confidence: From sense
of self a freedom, selfbelief, assertiveness and
broad horizons (growth)
Capacity to act and
resourcefulness

Contribution: From
contribution Reciprocity

Conclusions
The Bromley by Bow model is a complex, adaptive, and human system. It is a complex balancing act in which multiple tensions are held simultaneously within any given job role or
activity of work. It is a response to both the vulnerability, and the assets, of its community.
It seeks to create both stability, as a response to vulnerability, and growth, as a response
to the many local strengths of both the people and the place. The balance of these tensions
has shifted over time and varies in different parts of the model. It is by providing both a
technical framework and the rich nuances of different stories that we have sought to lay
the foundation for meaningful, human measurement of this complexity.
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Introduction
A place to begin
The Bromley by Bow model can seem like a study in contrasts. It is both a
community anchor working to address the wider determinants of health,
and a set of three health centres committed to robust clinical care. It is
a park, with gardens and fountains and art, and it is a set of offices, with
computers and printers and paperwork. It is ever-changing, with staff
joining regularly and new projects and services starting and ending in
frequent cycles. But it is also established, stable – a place which encourages
long-standing relationships and continues to embrace ways of working that
were there from the beginning.
For the staff who were part of this research, these don’t feel like contrasts in the sense of dichotomies
to choose between, but rather a continual balancing act in which differences coexist, and are held, in
tension. Theirs is the work of managing a complex role in a complex context.
For people who have seen Bromley by Bow grow over the years, their stories are rich with insight
on the changes Bromley by Bow has seen – as a collective of people, as a community centre, as a
pair of organisations. And yet, these stories also show the same threads appearing again and again –
conversation, relationships, need, and opportunity, creativity, and responsiveness are all features of
the past and the present.
And for the community which surrounds, shapes, and grows with the Bromley by Bow model? Their
stories have the same tenor. They speak to our human desire to grow and seek out a good life for
ourselves and for our families, as well as the need for a bedrock of stability.
Across it all is a sense of community – the being, building, growing, changing – with other people:

“A human being is not set up to live by itself... We need community,
you know” (Male, White, 45-60, volunteer)

Researching the

			
Page 12 | Researching the Bromley by Bow model

“emotional quality
of people’s journeys”
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Researching the
Bromley by Bow model

Creating the foundations
for research and learning

The Bromley by Bow model is at one and the same time
a pair of organisations who employ 250 staff and have
a collective turnover of £6.5 million – and a network of
people, working together to support each other, to flourish
in a wider context that can, at times, seem to threaten
their very survival. It is both a cup of tea, a spark between
people, a smile to show recognition, an offer of directions
or help – and a place of busyness, of targets, funding cycles,
year-end reports, audits, and data protection. It is both a
place for growth, for new ideas, for trying things out, for
seeing yourself in new ways – and a place where you get an
appointment to see a professional who can help solve your
problems, an onward referral to other kinds of services, a set
of questions about your background to determine eligibility
to a programme, the endings of projects or training you’ve
come to rely on.

We acknowledge that for those who come to visit the
Bromley by Bow model, or reference it as a site of innovative
practice, there is an eagerness to know the answers to
some of the big questions about impact and approach.
These interests include the effectiveness of the model, the
geographic footprint of its impact, and a range of other
questions about particular projects like social prescribing,
social enterprise, the integration between the GP practice
and the community centre, and so on.

And to what end? The balancing act of this model speaks to
the complexity of what it is trying to achieve for people and
communities.
The research we present here was designed to confront that
complexity and create pathways for:
understanding, learning and development for
1. Shared
today and

2. Onward research and measurement.

In this research, we began with first principles – and worked to
answer the question ‘what is the Bromley by Bow model, and
how can it be measured’?
For us, these questions represent the first – necessary –
step that must be taken before onward measurement of its
effectiveness and impact can be produced.

The many reports which cite the Bromley by Bow model
are an indication of this wide-reaching appeal. They also
signal the complexity of its offer – and the myriad pathways
to impact that might exist through the multiplicity of their
focus. For example, Bromley by Bow is referenced by The
King’s Fund in their reports on population health systems
and transformational change in health and care, The Health
Foundation in their reports on engaging communities for
health improvement and asset-based approaches, Michael
Marmot’s review of health inequalities, the Merseyside Public
Health Observatory for their report on wellness services, and
the list goes on.
The Bromley by Bow leadership team secured funding for
embedded researchers from Public Health England, with
additional support from the Wellcome Trust and latterly the
Health Foundation and OCS. From their perspectives, “the
choice to recruit researchers to be embedded in Bromley
by Bow was deliberate, and based on a strategic intention to
develop in-house research and evaluation capability”
(BBBC, 2017).
To the many different questions that have been posed about
the model – on a large and small scale – we offer the first
step in this journey of inquiry. This project was, by design, a
scoping phase for further research.
As such, we have aimed to:
• Build the conceptual foundations for future research and
• Enable the conditions for further study with both staff
teams and community members.
To achieve these aims, we made full use of the embedded
and developmental role we took in the organisations.
Our research activity has been carried out alongside and
increasingly as part of the core work of the Bromley by
Bow Centre and the Bromley by Bow Health Partnership.
Our research activity is developmental and participatory
– meaning that a proportion of our work is dedicated to
working with people who access support from Bromley by
Bow model, local citizens, the organisations’ staff, senior
leadership, and trustees to translate research findings and
process into operational delivery and strategy.
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Doing justice to stories and
creating tools for meaningful measurement
We have noted above that there are many ways of telling the Bromley by Bow story. And that the story
itself flexes to the perspective of its narrator. In our view, this flexibility is a response to the complexity
of the model.
Most people who write, or speak about the model,
foreground particular dimensions which most fit with their
own interests and perspective. One of the offers of this
research is a more holistic account of the model – one which
takes account of the diversity of perspectives that are part of
the story.
Simplifying the model is another way of managing complexity.
Defining and measuring is a way of distilling its diversity into
a simpler, more standard, set of categories. This makes the
model easier to describe to others – particularly funders, who
often require clear measures, and linear stories, of impact.
But without careful attention to the diversity of perspectives,
a written account of the story of the Bromley by Bow –
and certainly any attempt to pin it down to measures of
effectiveness – can feel sorely inadequate, particularly to
people who are part of its core community.
If the Bromley by Bow model is a complex system, then
the work to tell its story and measure its impact must take
account of the need to define, as well as respect, the diversity
of stories which accompany its complexity. This report is one
way of sharing our findings. To that end, we have included
within it:

of the model which do justice to the
1. Descriptions
diversity of its story, as well as the places where
narrative converge; and

framework for further evidencing of
2. Atheconceptual
Bromley by Bow.
In the spirit of this project, we have also created a range
of other outputs – since not everyone will want to engage
with this research through the format of this report. Some
examples of other outputs include:
• A three-part tapestry – which tells the story of the history
of the Bromley by Bow model;
• A series of art objects which tell the story of community’s
dream for their own lives and the lives of their neighbours,
as well as an illustrated booklet designed to act as a tool
for change;
• A series of events where we have had conversations about
the findings with community members, staff, volunteers,
and others who have an interest in the model.
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The sections include:
About this report

Chapter 2: Background – provides a brief summary of the Bromley by Bow model based on strategic
accounts of its purpose and activities. We also provide some background to the local area and different ways it too is
described. This sets the scene for the many different ways that the Bromley by Bow model is described.

This report is the product of two years of intensive research
on the Bromley by Bow model. It provides two types of insight:

Chapter 3: Methodology – outlines the research intent, considerations, and the multi-faceted and
developmental methodology that we developed for responding to them. We also summarise the different methods used
within each of the historical, organisational, and community research. And finally we outline our research governance.
This chapter provides readers with information from which to interrogate the findings that follow. It also offers a
summary of the innovative and creative approaches taken to evaluate the complexity of the Bromley by Bow model.

evidence which describes the model and showcases the diversity of its
1. Qualitative
story – including some of the tensions it balances;

2.

A conceptual framework for further evidencing of the Bromley by Bow model, which
uses different perspectives on the model to propose a set of outcomes and the
mechanisms which can lead to change for people.

Qualitative evidence helps create the groundwork for shared understanding because it
represents, carefully, the experience of people who made – and continue to make – the
model what it is today. The conceptual framework brings these perspectives together into
potential mechanisms for change and a means of measuring this change. These two types
of insight are very different in quality and will appeal to different types of reader and meet
different needs.
For those seeking to develop a deeper understanding of the everyday working of the
Bromley by Bow model, its history and how it aligns with its community context, the three
findings chapters 4, 5, and 6 will offer such a behind-the-scenes immersion.
For those who enjoy the big picture, and are seeking to understand what - in a nutshell forms the essence of the Bromley by Bow model and how to begin to measure it, Chapter 7
‘Balancing the tensions’ and Chapter 8 ‘A proposed theory of change’ provide a summary of
its complexity.

We then immerse the reader into the rich, deep, and complex
perspectives emerging from the three separate strands of the research.
Chapter 4: Historical perspectives – offers a narrative history of the development of the Bromley by
Bow model, from its founding to the present day, summarised in five different models. This chapter compiles a shared
story of the many different stories of Bromley by Bow’s history, and in doing so offers a way forward that takes account
of what was valued in the past.

Chapter 5: Organisational perspectives – provides a comprehensive account of the way the

model works and the outcomes it strives to achieve with people. In doing so it offers the first cross-organisational
theory of change for the whole model, across primary care and the community centre. This chapter shows the pathway
from resources to outcomes, from a staff perspective and also highlights the risks and enablers to this model, e.g. its
diversity and sense of fragmentation.

Chapter 6: Community perspectives – focuses on community perspectives emerging from our

community-led research. It builds rich human stories of life into a set of community-valued outcomes which ultimately
offer a stretch to the conceptual framework for measuring Bromley by Bow. It also starts the process of evaluating the
Bromley by Bow model against these community aspirations and the barriers and enablers to them.

It is at this point that we bring the three evidence
streams together to describe the Bromley by Bow model as a whole.
Chapter 7: Balancing tensions in the model – proposes two inter-linking tensions which

emerge from the evidence and appear to lie at the heart of the model – stability / growth and meeting needs / offering
opportunity. These form the basis of the conceptual framework which follows.

Chapter 8:: A proposed theory of change – offers a set of ‘stretch outcomes’ and proposes a series
of mechanisms by which they could be achieved. This framework draws on the cross-organisational theory of change as its
backbone and is provided ‘stretch’ by the aspirations of the community and the valued features of the past.
Chapter 9: Conclusions and recommendations – draws the insights in the report together in a

description of the Bromley by Bow model – as a complex, adaptive, and human system. It also makes recommendations for
how this learning could be taken forward in practice, strategy and policy, and further research and measurement.
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Defining terms
Some terms feature throughout
the report and warrant definition.
Stretch and growth

Stretch is the place
between stability
and growth

What do mean by ‘stretch’?
The idea of ‘stretch’ emerged from the community research, in
which it was apparent that people value not only stability but
also the stretch of new challenges, experiences, and different
people.
Stretch is the place between stability and growth, between
meeting needs and offering opportunities.
We also talk about stretch for the model – the historical
research charts the growth and evolution of the model over
time, and in many ways, via its valued features, offers a ‘stretch’
for the model of today.
Taken as a whole, the outcomes we propose as a combination
of the three evidence streams represent a ‘stretch’ for Bromley
by Bow in its current articulation, something to aspire to. We
emphasise the ‘stretch’ between stability and growth outcomes
for four reasons.
• Firstly, we want to show the significance of some the small
steps that people take and how the evidence shows that
these can, at times, become the beginning of a longer
journey.
• Secondly, we want to showcase the aspirations that people
have for their lives and for their community. Aspirations are
a strong feature of the community research project and
many of them are mirrored in the historical account of the
Bromley by Bow model over time.
• Thirdly, given the aspiration of the Bromley by Bow model
to reduce inequality, it feels important that the model does
not stop at aspiring to stabilise basic needs, but rather
supports people’s capability and full potential to live the lives
they want to.
• Fourthly, we want to be clear that for the current Bromley
by Bow model, these are a ‘stretch’ and not all of the
outcomes that we mention are in evidence in its current
description by staff.

Integrated and holistic versus
‘integrating’
Many of the strategic documents and external accounts of
Bromley by Bow describe it as an ‘integrated’ or ‘holistic’ model.
In the chapters that follow, we provide an alternative framing,
that of two organisations and their many component parts and
complementary expertise in a continual process of ‘integrating’.
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This is outlined in more detail in Chapter 5 on organisational
perspectives and in the conclusions and recommendations in
Chapter 9.

Social determinants of health
The Marmot Review and the subsequent work of the UCL
Institute for Health Equity has provided a comprehensive,
robust, and widely accepted framework for understanding
the causes and consequences of health inequality in England.
In short, the report identifies a broad range of social
determinants of health and its findings lead to the conclusion
that clinical interventions play a lesser role than previously
assumed in driving positive health outcomes, particularly for
people living in deprived communities.

Tensions
Our conclusion to this report is that the Bromley by Bow
model is a complex, adaptive, and human system. We draw on
the literature on complex adaptive systems theory in making
sense of the complexity of the Bromley by Bow model, and
the tensions that we observe within it. Phrases that will keep
appearing throughout this report and which are common
to complex adaptive systems are tension, complexity, and
emergence. In contrast to ‘dichotomies’ which present an
either/or choice, tensions in this context co-exist and are
continually held in balance. The concept of tensions within the
Bromley by Bow model is further elucidated in Chapters 7, 8,
and 9.

Referencing quotations
The three strands of evidence use different styles of citation
for participants’ verbatim comments, according to the
methods used. All quotations are verbatim where referenced.
For the historical research: anonymity was particularly
important. For this reason, we use a simple numbering system
for labelling the quotations e.g. ‘I3’
In the organisational research: the majority of research was
carried out in workshops. For this reason it is not possible to
indicate individual contributions and quotations are simply
labelled with job role or team.
In the community research: in-depth interviews form the
majority of verbatim quotations. We label these according to
the demographic details collected as part of the interview e.g.
'Male, White, 45-60, volunteer'.
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Background
Introduction
The Bromley by Bow model is made up of two organisations: The Bromley
by Bow Centre (BBBC) and the Bromley by Bow Health Partnership
(BBBHP). This model operates within a specific local community context
within Tower Hamlets, and has a history dating back to 1984. Improving
health and improving the social circumstances of the local population is a
shared aim of the two organisations:
“Step by step, it’s possible. Person by person, we are building a healthy,
vibrant local community” (Bromley by Bow Centre, 2018).
The collaboration between BBBC and BBBHP was catalysed by the building in 1998 of the Bromley
by Bow Health Centre on the same site as the Bromley by Bow Centre. There are many dimensions of
collaboration and shared values which connect the two organisations, as well as areas where they remain
distinct. Throughout this report, we use the term ‘model’ to encompass the dynamic creativity of this
partnership of people, their ideas, resources, skills, training, and passion which sits at the heart of this
intervention into life in East London.
There is great diversity in these references. We note that the Bromley by Bow story is flexible to the
perspective of its narrator. So, where people are interested in primary care transformation, their focus
is on the three GP practices and how they work to meet the clinical and non-clinical needs of their
community. In contrast, where people are interested in welfare-to-work programmes, their interest is on
the employment and skills programme and the work it does around training, apprenticeships, or employer
engagement.
For people who have built and shaped Bromley by Bow, one of the most important ways of understanding
the model is through the stories that people tell about it.
Spending time in the model is to be surrounded by stories. The pathway in the park was hand-built. There
are stone sculptures built by an artist whose studio is still active today. There are stories about the willow
tree that used to be there, the bandstand in the park which was torn down, the way the hall used to be
used for community care programmes. There are clay memorial plaques to members of the community
who have passed away.
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Background to the
Bromley by Bow
community
There are stories of the first GPs working in
portacabins in the park, about the expansion
into St. Andrew’s, about art projects with kids to
help them understand their asthma. There are
stories about all the health ministers who have
visited, of trips to the Sinai Desert. There are
stories about the staff summer parties, and who
is renowned for their fancy dress outfits. There
are stories about the annual Eid Celebrations
and the first Unity Festival.
There are also a number of project and
service-level evaluations. For example, there
are evaluations of the Health Partnership’s ‘DIY
Health Programme’ and the Centre’s gardening
programme, POLLEN. There is a recent
evaluation of the Macmillan Social Prescribing
service. And, there are even two organisationwide studies of the Bromley by Bow Centre –
though, significantly, these did not include the
Health Partnership.
In this project, we confront the multiplicity of
these stories. Our job as researchers has been
to make sense of the stories of the past, to
provide a comprehensive story of the present,
and to collaborate with local people to tell
their story of the community as well as their
collective dream for the future.
In this section we focus on three different ways
of telling the Bromley by Bow Story:
• Asset- and deficit-based descriptions of the
community;
• Strategic descriptions of the model, as a part
of this community;
• Research on the Centre, as a part of this
model.
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From a public health perspective, Tower
Hamlets is both an area of significant
change and regeneration, and remains
one of deep-rooted deprivation.
One kind of public health perspective describes the area in
terms of deficits: The Borough is one of the ten most deprived
local authority areas in England. As of the time of writing in
spring 2018, deprivation remains widespread. Tower Hamlets
has improved in relation to other boroughs in England as
it now contains fewer of the most highly deprived areas
in the country. Similar changes have been observed in the
neighbouring London boroughs of Hackney, Newham and
Greenwich, whose public health indicators show improvement
against the national averages. But this positive improvement
does not translate when the borough is compared to other
London communities. Tower Hamlets is now the most deprived
borough in London, and the wards that the model services,
Bromley South and Bromley North, are the 2nd and 4th most
deprived wards in Tower Hamlets respectively (and within the
5% most deprived wards in England).

Map 1: Index of Multiple
Deprevation 2015: LSOAs
in Tower Hamlets by
national percentiles
Map 2: Asset map
This asset map is a result of participatory
research1 with people who live and work in the
Borough. It is interactive and entries include
what people actually said about the assets,
in their own words. The site’s commentary
asserts: “the diversity of assets uncovered by
the researchers is remarkable, demonstrating
the wealth of activities and resources that
are of enormous importance to the residents
of the borough. By making visible some
of the things that are often beneath the
radar, this map celebrates the richness and
vibrancy of what is going on in our Tower
Hamlets communities, often stereotyped as
'disadvantaged', 'impoverished' and 'excluded'”.

1

http://www.towerhamletslocallinks.org.uk/

But the Borough is also home to a vast number of social
enterprises, charities, statutory services, and other initiatives,
many of which aim to make Tower Hamlets a better place
to live and work – many of which have little or no research
evidence to describe them.
The pictures of Tower Hamlets provided here make the assets
and deficits narratives clear. On the one hand, there is Map
1 from the Office of National Statistics’ Index of Multiple
Deprivation. On the other hand, Map 2 is an asset map
produced from community-led research commissioned by
Tower Hamlets Council.
The area most densely served by both the BBBC and HP is not
known, but it is assumed that its reach might include the whole
of Bromley North, Bromley South, and Mile End wards. These
wards include approximately 32,500 people.
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Conclusions
Strategic descriptions of
the Bromley by Bow model
The following sections have been drawn from strategic documents about the model.
The Bromley by Bow Health
Partnership (BBBHP)
BBBHP comprises three GP practices (Bromley by Bow Health
Centre, XX Place Health Centre, and St. Andrew’s Health Centre
and Walk in Centre). The patient population (of approximately
26,000 patients) has above-average rates of morbidity and
mortality. Ill health is caused by, and negatively compounded
by, social determinants such as poor housing and high levels of
unemployment.
According to the strategic language of the Health Partnership,
it aims to create an atmosphere of “personal availability and
care, with ease of access, providing a family-centred service
for patients. There is a strong emphasis on preventative
health care, as well as on teamwork for the benefit of the local
community” (Grant application to the NIHR to support this
research project). For example, the BBBHP recently completed
an 18-month change programme, called ‘Well’, which is
designed to further shift the practice of the Health Partnership
from a biomedical to a more fully psychosocial approach (this
programme is one of the case studies in this research project).
BBBHP currently employs approximately 110 staff which include
patient assistants, nurses, GPs, advanced nurse practitioners,
health care assistants, pharmacists, and administrative support.

The Bromley by Bow Centre (BBBC)
BBBC is a registered charity “focused on transforming the
lives of local residents and the community as a whole through
employment, education and health and wellbeing services.

Whilst it provides universal services, it is focused on those
with greatest needs and vulnerabilities, often considered the
hardest to reach and engage” (Grant application to the NIHR
to support this research project). Its exact reach is not known,
but estimations by the senior leadership suggest that it sees
approximately 7500 people per year2.
The Centre employs approximately 120 staff across a range of
service delivery and development roles. Services are delivered
in approximately 27 venues in the local area, with particular
provision of weight management, ESOL, careers advice, social
welfare and debt advice, and financial capability including on
fuel poverty.
Services include:
• Programmes to build social networks and reduce social
isolation
• Social welfare and legal advice (particularly welfare benefits,
debt, and housing)
• Financial capability and programmes to tackle fuel poverty
• Services that promote healthy lifestyles and behaviours
• Community-based mental health provision
• Skills programmes for young people and adults (including
digital inclusion, literacy, numeracy, English, and vocational
learning)
• Careers advice and employability programmes (including
traineeships, apprenticeships, and work placements with
a wide range of employers)
• Employment brokerage
• Social enterprise incubation support
Health Trainers (2000), Fit for Life (1000), Welfare Benefits advice (1000),
Skills and training (1000), Employment services (850), and Other (1250)

2

Examples of the combined Bromley
by Bow model
The Bromley by Bow Centre and Health Partnership have
developed a diverse range of community engagement
interventions intended to respond to identified needs
and aspirations in collaboration.
Social Prescribing programmes connect local people through
referral and self-referral to a range of non-clinical provision,
meeting presenting needs, whilst creating journeys of
development and capability building.

The Bromley by Bow community can be
described in terms of deficits or assets.

• The Well Programme was an 18-month change programme
within the BBBHP, but learning from BBBC. In some ways
this is about changing the clinical model—developing a new
relationship between patients and professionals, a new way
to do consultations, a new way to manage the workload, a
new way to support patients to manage their own health.
The Well Programme also has aspirations beyond the
boundaries of traditional general practice: “Moving from
a service provider model to a model based on identifying,
supporting and growing community assets and capabilities”
and this brings it into very similar territory as the BBBC.

The public health indicators are stark, but there are
strengths in the area and amongst the people who live
there which are rarely documented. Nestled within this
community, and the communities of Mile End (where
XX Place health centre is based) is the Bromley by
Bow model. The diversity of its activities and the many
innovations it leads are exemplars of the possibilities of
this place. DIY Health and The Blend, along with Social
Prescribing, are just some of the innovations it has
initiated.

• The Bromley by Bow Timebank, called East Exchange, seeks
to build community resourcefulness and resilience through
creating a space which brings together hundreds of local
people to collaborate, matching individual and community
needs and capabilities. Through this mechanism and
practice, it seeks to support community innovation and
nurture the capabilities and confidence of its disadvantaged
members such as those who are socially isolated, have low
levels of skills, and are unemployed, thus building community
resources, capacity and resilience.
• The ‘Blend’ is as a cross-organisational staff development
programme, designed to bring staff from BBBC and
BBBHP together to learn about the fundamental principles
underpinning the model. For example, modules include a
game introducing staff to the social determinants of health,
and skills in listening and empathising, as well as a focus on
core professional purpose.
• DIY Health is an ongoing preventative education programme
designed to build the health literacy of parents so that they
can confidently manage their children’s health. Modules
include sessions on colds and flu, fever, feeding and
gastroenteritis.
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This sense of possibility is likely one of the draws
for people who come to visit the model. The model
includes primary care and a community anchor. It
blends employment and skills training with welfare
advice and nursing. The strategic voice of the
organisation champions a relational way of working
– in both the clinical and non-clinical settings. These
are the tremendous strengths of Bromley by Bow.
But the question remains – how do these different
parts of the model work together? Indeed, what is the
model when you look at across these different kinds
of work? Is it primary care? Is it a community centre?
Is it an educator and trainer? Is it a hub for artists
and gardeners? And most importantly of all – what
difference does it all make?
The following section outlines our research design and
methodology, showing how we went about answering
these questions.
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Methodology
Introduction
The Unleashing Healthy Communities research project was borne out
of the idea that the experience of the Bromley by Bow model, and the
insights from the community which has shaped it, could have wider
resonance and application in other places.
From this aspiration, we have designed a first-stage scoping project which defines the Bromley by Bow
model, documents ‘how’ it works, its growth over time, and the aspirations from the community which
surround and shape it.
The question we answered in this report is:
‘What is the Bromley by Bow model and how can it be measured?’
Our findings provide the backbone for both learning and onward measurement. To aid understanding
and learning, we have generated rich insight into:
• The model’s development over time, concluding that it has undergone five key stages of development
and contended with specific tensions over its history;
• A coherent understanding of the way staff work today – across job roles, projects, services, and the
organisations that make up the model – which shows ‘how’ the model works and the difference it seeks
to make;
• Community insights on the ingredients of a good life as well as the community’s dream for its future.

“rigorous
evaluation
of services
like BBBC is
of paramount
importance”

Page 26 | Researching the Bromley by Bow model

To aid measurement, we have created a conceptual framework, called a theory of change:
• The ‘stretch theory of change’ which we propose in Chapter 8 is built from evidence on the model’s
development, the practice wisdom of staff, and the lived experience, and dreams, of local people.
We have also created a range of other creative outputs to share this learning. Some examples of other
outputs include:
• A tapestry – which tells the story of the history of the Bromley by Bow model
• A series of art objects which tell the story of community’s dream for their own lives and the lives
of their neighbours, as well as an illustrated booklet designed to act as a tool for change
• A series of events where we have had conversations about the findings with community members, staff,
volunteers, and others who have an interest in the model.
How did we produce these insights and tools?
The following chapter gives some background on the need for innovative approaches to studying complex
models like Bromley by Bow, and then details our research design, including aims and research questions;
our overarching approach; the specific methods we used; our ethics processes; and research governance.
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Background
What are the evidence gaps that our methodology seeks to address? In this section, we
examine the evidence on other complex models, the insights gained from previous research
on the Bromley by Bow Centre, as well as the gaps that the public health community has
identified in the literature on complex interventions.
Research and evaluation on other complex
models
In order to ensure the robustness of our methodology, we
commissioned a literature review of other complex models to
determine how they had been evaluated, with hopes that we
could replicate some of their approaches. The authors of that
literature, Polley and Herbert, conclude that there is a limited
amount of robust, peer-reviewed evidence on complex models
like Bromley by Bow.
Not a great deal of peer-reviewed literature has focused
on evaluating services such as the Bromley by Bow model
at an organisational level. Rather, where peer-reviewed
evaluation has been carried out, there has been a great focus
on answering specific research questions, and as such very
pointed outcome measures have been used. Alongside this,
the wealth of grey literature in this area makes it difficult
to comment on the rigor [sic] that has been applied in
evaluation work undertaken in this area. Thus, rigorous
evaluation of services like BBBC is of paramount importance
in order to increase the academic knowledge base. However,
it does require careful consideration as there is not a great
deal of prior evidence to consult.
(Polley and Herbert, 2016, p.57)
This review identified the following complex models similar to
Bromley by Bow:
• The Nuka model, a new model of healthcare that
operates on principles of team-based care, open access and
ownership, as well as integration across different specialties,
all based in South Central Alaska, U.S.A.
• All Together Better’s Five Ways to Wellbeing provides a
framework for health services to support people to improve
their health. The framework is based on five pathways to
wellbeing: connect, be active, take notice, keep learning, and
give. This model emerged from Sunderland, England.
• Rotherham’s Social Prescribing programme involves a
core team of voluntary and community sector advisors who
manage referrals from GPs and a grant scheme that funds
new services/supports to fill gaps in provision and expand
services where needed, all based in Rotherham, England.
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• The Health Begins at Home model from Family Mosaic
(now Peabody) Housing Association includes welfare advice,
signposting to services, and support with health though a
housing association.
• The Community Action model is designed to provide
communities with a framework to plan, implement, and
evaluate health interventions/policy – with a focus on
addressing the wider determinants of health. This model was
developed in California, U.S.A.
All of these have produced reports on their model. Some
have even been rigorously evaluated, such as the Nuka model.
However we note that there is no agreed outcomes framework
for evaluating complex models such as these. Each model has its
own pathway to impact. This means we’ve had limited guidance
on the kind of impact that Bromley by Bow could be having.
Polley and Herbert conclude that “there are likely to be a
number of stages required in order to undertake a robust
evaluation of Bromley by Bow” (2016, p57). In particular,
Herbert and Polley (2016) articulate the value of a contribution
analysis approach:
• A great deal of the nominated methodologies advocated,
or were concerned with, identifying an overarching theory/
model of what the service being evaluated achieves and how.
• A number of the methodologies built on this idea by
suggesting that the identification of a theory of change was
the first logical step in an evaluation – a gateway to designing
further steps of an evaluation.
• In particular, contribution analysis adhered to this standpoint,
and its identified uses seemed to fit very well with what BBBC
wish to achieve. Thus, this method should be thoroughly
considered by BBBC. We found that it could be useful for
both tracking outcomes and identifying areas for service
improvement.
What can we take away from this literature review? We note
the challenge of evaluating the whole model, but have been
encouraged by the efforts at Nuka in particular to capture
the totality of their model. We have particular expertise in the
contribution analysis approach mentioned by the authors and
value the idea of creating a two part evaluation – the first part

leading to the production of a robust theory of change and the
second part involving meaningful measurement.

Research and evaluation on the Bromley
by Bow model
Where Bromley by Bow has attempted to demonstrate its
impact in the past, it has also struggled to account for the
totality of its work in terms of both the Health Partnership and
the Centre together. To date, there has been no research which
combines the two organisations and the complex array of
activities, services, and projects they provide.
The Bromley by Bow Centre – and only the Centre – has
undergone two extensive periods of evaluation from 20022005 and again from 2008-2011. From 2002-2005, an
ethnographic evaluation of the Centre was carried out by Lynn
Froggett (University of Central Lancashire), Prue Chamberlayne
(Open University), Tom Wengraf (University of East London),
and Stefanie Brukner (University of East London). The research
team used an open, exploratory, question: “How does the
Centre work with older people?” – which then broadened out
to include the entire community of users.
Frogget and colleagues used an ethnographic approach which
seems to have been emergent and responsive to the context.
Their aim was to seek understanding and explanation. They
used an inductive approach which was led by the experiences
of people who work at and use the Centre. The research focus
is description, not measurement. The research methodology
placed a high value on reflection and collaboration to interpret
the data and develop themes.
From 2008-2011, the Centre undertook an ‘in-house’
evaluation of its activities with funding from the Hadley Trust
and support from the New Economics Foundation (NEF) and
Charities Evaluation Service (CES). This research was carried
out by then employee Susie Dye. It focuses on “effectiveness of
the Centre” and uses a Social Return on Investment approach.
Effectiveness was analysed at the level of service delivery areas
and at the level of the organisation. An attempt was also made
at calculating the Centre’s Social Return on Investment – with
limited success. Some efforts were also made to compare the
Centre’s effectiveness with peer organisations – again this had
limited success. The wellbeing of people who access the Centre
was also a feature of this evaluation. Bespoke questionnaires
were used with Centre users at two data points. Interviews
with people who access services and support were used to
augment these data.
Each research report provides a useful window into the
Centre’s evolution. Froggett and colleagues describe the
Centre in 2005 at the cusp of a new phase of leadership. Their
ethnographic work provides a nuanced account of the values
– and tensions – which seem to underpin the Bromley by Bow

model. They pose questions about its direction in a climate
of evidence-based policy and scrutiny from funders. Dye’s
research in 2010 takes places in a context where outcomes,
targets, and comparison appear to be high priorities for the
Centre. Her research is designed, first, as a tool to consolidate
the different approaches to measurement and, second, to
justify the BBBC’s role in the sector.
The strength of Froggett et al.’s research is that it provides
an in-depth description of the Centre as it was in 2005.
Their conclusions about the value of the Centre’s model:
“integration beyond co-location”, “complexity and creativity”,
and “conversational community” remain useful themes and
reflect the depth of their ethnographic work. Dye’s analysis of
spatial reach of the Centre as well as its overlap with registered
patients within the Bromley-by-Bow Health Partnership are
particularly useful insights.
Both evaluations struggled with the scope of their research –
i.e. research questions continued to shift and change, there are
multiple theoretical frameworks and many, many, data sources.
These issues speak to the complexity of evaluating the model.

Research and evaluation of public health
interventions
There is particular interest in the Bromley by Bow model from
the public health community who desire to understand and,
where possible, translate successful place-based models to
other communities.
UK health inequalities are not decreasing. Smith and Garthwaite
(2016) have summarised perceived explanations for this failure,
based on their conversations with policy makers, academics,
and public health practitioners. The explanations fall into two
camps: failures of evidence and failures of political action.
Based on their interviewees’ views, Smith and Garthwaite
(2016) present six explanations for the failure to reduce
inequalities in the UK, via the following calls to action:
Research needs to address:
1. The lack of evidence on ‘what works’ in public health
interventions.
2.. Lack of clear recommendations for action.
3. Lack of translation of evidence so that others can use it,
particularly for activities to mobilise into political action.
Political action needs to address:
4. The lack of sufficient communication for public health
advocates.
5. The current context of political-economy which prevents
uptake of public health recommendations.
6. Lack of political commitment.
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In terms of the public health relevance of this research, Smith
and Garthwaite (2016) point to a need to address specific
evidence on ‘what works’ and to do that in such a way that
new perspectives are brought into the method of collecting
evidence. These authors also suggest a need to address the
engagement gap and ensure that translation of evidence is
also part of the research design. And finally, they point to the
importance of utopian thinking and dreaming as a means to
move beyond current realities.
For our purposes, we have paid particular attention to the three
‘gaps’ which Smith and Garthwaite (2016) suggest the research
community could address:
1. Evidence gap: Produce more evidence to prove ‘what works’
in reducing inequalities.
2.. Methodology gap: Diversify the approaches to evidence
generation and the perspectives which are included in the
production of research.
3. Engagement gap: Create more translation of evidence – i.e.
robust evidence is not the issue, instead the problem is one
of the transformation of evidence into coherent policy
and practice recommendations.

How does our methodology seek to address
those gaps?
From our literature review, we concluded that our methodology
needed to:
1. Address the whole model – both the Health Partnership
and the Centre and the communities that surround them.
2. Focus on ‘what works’ in the model – i.e. focus on a
particular ‘intervention’ and show its impacts – and the
aspirations (rather than needs) of the community.
3. Use methodologies which are innovative and overcome
barriers to engagement.
4. Engage more perspectives in the production of the research
and create space for shared conversations.
5. Produce evidence of a standard that will enable peerreviewed publication.
6. Provide a clear outcomes framework for others to test –
and to support ongoing evidence collection and monitoring
of the Bromley by Bow model.
7. Create pathways for translation of the research into action.

Research design

The design of this research is inspired by its context and
therefore blends the need for more standardised measurement
with a need for deeper understanding. As such, this project
combines evaluation and research. This combination means
that we have drawn from more exploratory methods to help
define the model, and more evaluative methods to show its
mechanisms and impact.
When we use the term qualitative, we are using it as a
shorthand for a particular qualitative approach which derives
its strength from a sociological approach to inquiry. The field of
sociology argues that the description of everyday experience
is a valuable tool for social inquiry and social change (see
for example, Erving Goffman’s (1961) work on Asylums and
Michael Young and Peter Willmott’s (1957) work on Kinship
in East London). To study everyday experience, one begins
with the “very mundane, yet expert, understanding of and
practical reasoning about local conditions derived from lived
experience” (Yanow 2004, p.12).
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So, while we take a robust qualitative approach to build the
evidence base for the Bromley by Bow model – we also worked
with staff to support the conditions for learning, innovation,
and future research. In this way, our research design reflects
both a qualitative research focus and a developmental and
evaluative focus.

Research questions
We began our research with the following broad research
question: What difference does the Bromley by Bow model
make to this community? In order to answer this question,
we decided that we need to define the model, define ‘this
community’, and define the mechanisms which enable change.
To that end, we developed a set of more precise research
questions.
What is the BBB model?

This section details our research design, including aims, objectives and research questions,
as well as the three streams of research we created to meet our objectives.
Combining research and evaluation

Evaluation is about critical thinking; development is about
creative thinking. Often these two types of thinking are seen to
be mutually exclusive, but developmental evaluation is about
holding them in balance. What developmental evaluation does
is combine the rigour of evaluation, being evidence-based and
objective, with the role of organizational development coaching,
which is change-oriented and relational.
(Gamble 2008, p.18)

For some, that everyday experience is the experience of their
work: “a person’s experience of and in their own work —
what they do, how they do it, including what they think and
feel” (Smith 2005, p.151). For others in our sample, it is the
everyday experience of their lives.
It is our view that robust qualitative analysis is a necessary
foundation for further quantitative measurement. The
qualitative analysis presented in this report is drawn from the
everyday work of staff (practice wisdom), the experience and
aspirations of people living and working in the Bromley by Bow
community (lived experience), as well as the stories of the
founders of Bromley by Bow and staff members who continue
to shape its development (a blend of practice wisdom and lived
experience).
Where we have needed more evaluative approaches, we have
drawn on developmental evaluation to provide guidance on
creative, flexible approaches to evaluating ‘with’ rather than on
people. Developmental evaluation is responsive and its purpose
is to support learning and innovation. This makes it a good fit
for the complexity of the Bromley by Bow model.

How has the model changed over time?
How does the model work at project, organisational,
and cross-organisational levels?
What are the characteristics/needs of this ’place’?
What difference does the BBB model make to people?
To address these research questions, as well as the other
methodological and engagement gaps which were identified in
the literature, we built in the following aims and objectives for
the project.

Aims
• Research aim: To define the Bromley by Bow model and its
relationship to its community, so that further measurement
of impact is robust and meaningful to local people.
• Development aim: To help create the conditions for future
research.

Research objectives
i. Develop a theory of change for the Bromley by Bow
Centre (BBBC) and the Bromley by Bow Health Partnership
(BBBHP) which provides a framework for further
measurement and evaluation.
ii. Define the model’s development over time, including
its key features and points of transition.
iii. Work with local community members to co-create
research on the community aspirations for the future.

Three research streams
To meet these objectives, we designed a three-part study which
included:
• Organisation-focused research which seeks to understand
the model from the everyday experience of staff
• Historical research which focuses on people’s long journeys
with the model and its development over time
• Community-based research which works with people who
live and work locally to define community aspirations
The detailed methods for each of these streams is presented
later in the chapter.

Development aims
i. Strengthen connections within and between the
organisations, as well as the organisations and the wider
community, through the process of participatory research.
ii. Promote evidence-based change and innovation, such
as service improvement, through a developmental approach
to evaluation.
iii. Embed evaluation processes and reflective practice
within BBBC/BBBHP, by example, as embedded, reflective
research practioners, and by actively supporting learning and
evaluation into practice.
iv. Contribute to research and policy discussions
about the broader definition of health, ways of addressing
inequality, and measuring impact in complex systems.
v. Provide support to an additional three-year
evaluation project which will identify specific aspects of
the integrated, place-based model to further evaluate.
This development work is ongoing and requires a different
format in which to share learning and insight which is beyond
the scope of this report. We highlight it here as it was a
significant part of the work that we did with the Bromley by
Bow model. There will be further opportunities for sharing the
developmental learning from this project during the next phase,
beginning autumn 2018.
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Approach to research
What ties these three strands together? Across all three strands of the research,
there are two core principles which link the methodology:
Embedded and participatory;

Developmental and appreciative

Embedded and participatory research
There is an increasing use of embedded research models (see
Eyre, George, and Marshall 2015) as a way of understanding
complex systems. They rely on a long tradition of ethnographic
research (see Weiss 1979, Geertz 2001, and Gabbay and le
May 2004) as well as more recent ‘user-focused’ approaches to
evaluation (see Quinn Patton 1986).
An embedded research approach is driven by a desire to
research ‘with’ rather than ‘on’ people. By getting to know the
context, and working/living alongside research participants,
this kind of research produces robust descriptions and insights
which would not otherwise be possible. Embedded researchers
can use any range of methods in their research, from
quantitative analysis of administrative data which has a focus on
measurement, to action research which has a focus on creating
change. They can be qualitative or quantitative in their approach.
In our view, the key offer of embedded research is the additional
insight that is enabled by the researchers' position. This insight
is gained in two ways:
• Proximity and access: Being embedded means that the
researcher is very close to the research context. They have
access to participants and data in many informal ways, as well
as whatever formal data collection they use.
• Testing and validation: Along with access, this research
approach allows for iterative testing, i.e. different approaches
to research design can be tested and refined. Likewise,
emerging findings can be shared with participants and any
gaps in data or investigation can be identified and addressed
quickly.

Creative

• Research position – generation of evidence ‘with’ people
rather than ‘on’ them
• Learning processes
• Negotiation of process and output
• Recognition of different kinds expertise
How was this project embedded?
Two researchers were employed by Public Health England,
but fully seconded to the Bromley by Bow Centre. A third
researcher was recruited from within the Bromley by Bow
Centre staff team and five community researchers from the
local community. For us, the term embedded means our
research activity has been carried out alongside and increasingly
as part of the core work of the Bromley by Bow Centre and the
Bromley by Bow Health Partnership. Being embedded meant
that we carried out research with the local community under
the banner of both the Bromley by Bow model and Public
Health England. Likewise, we carried out research with staff
and the extended community of volunteers and founders of
the Bromley by Bow model, and we were clear that we were
researchers working ‘within’ the model to understand the
difference it makes.
How was this project participatory?
This research project reflects a spectrum of participatory work.
Workshops were conducted with people using participatory
appraisal tools3 and focused on the diverse expertise of
people with lived experience, practice wisdom, and academic
knowledge. We also used co-production approaches to
collaboratively design and deliver the community research
stream of this project with local people.

An indistinguishable element of embedded research is its
participatory nature. Participatory research assumes the
study’s participants are collaborators in research. This kind of
research tends to operate on a spectrum from participatory
appraisal, which uses creative and visual methods to encourage
conversation between people, to co-production of the research
design, data collection, and delivery of the research project.

Developmental and appreciative research

1. The purpose of inquiry is to stimulate new ideas and
possibilities for transformation.

Developmental evaluation and appreciative approaches
support innovation and change at the same time as they build
a robust and meaningful evidence base (Reason and Bradbury
2008). Proponents of appreciative approaches suggest that
sustainable change requires positive feelings — joy, enthusiasm,
camaraderie are all thought to increase cognitive flexibility and
support innovation (Cooperrider and Srivastva 1987).

2. The process of inquiry is the beginning of the change
process.

How was this project developmental?
The practicalities of evaluating a complex system in flux
necessitate a more developmental approach to evaluation.
This is well summarised in The McConnell Foundation’s
Developmental Evaluation Primer (Gamble 2008, p.18):
Put simply, a linear, step by step summative or formative
evaluation would be insufficient to the complexity and fluidity
of the context. A developmental approach acknowledges,
works with and facilitates a path through complexity and
interconnectivity.
We used reflective practice to ensure a robust methodology.
Our approach to reflection was to use the Kolb Learning Cycle
(Kolb 1984). In basic form it offers a four step process of action
learning which often use to we invite participants to consider:
1) the activity (what did we do) 2) the observation (what did
we notice) 3) the learning or analysis (what meaning do we
take from this) 4) the application of that learning (what will
we do now). We used this model in our weekly reflective
practice sessions.
How was this project appreciative?
Appreciative inquiry focuses on people’s strengths the
opportunities for growth and development. As an approach to
asking and answering questions, it assumes that there research
participants are the experts in their own lives. We drew from
Cooperrider and Srivastva (1987) and used their five core
principles to guide our appreciative approach:

3. Value of story as way of understanding organisations and
views the development as a “co-authored” process.
4. Our imagined future drives the actions we take today.
5. Sustainable change requires positive feelings — therefore
joy, enthusiasm, camaraderie are all thought to increase
cognitive flexibility and support innovate.
We embodied the Bromley by Bow Centre's value of 'assume
its possible' in our developmental and iterative research design,
using instinct and trust as resources for our work. We focused
on 'what works' in discussion with staff, and to build the 'stretch
theory of change'. We focused on 'a good life' and created
spaces for dreaming with local people. We encouraged people
to remember what they valued in models of the past. And
alongside all of these conversations, we probed and listened for
risks and alternative explanations.

Creative research
We knew that in a local community which is over-regulated,
suspicious of the value of research to their lives and in which
many do not have English as a first language, we needed to
be innovative in our approach. We also needed to gain access
to a community of practitioners who are time-poor and can
view research as 'conceptual' and 'academic' compared to the
practicalities of their work.
How was this project creative?
We deliberately favoured hand-drawn and hand-made tools
to engage people in our research. As well as the participatory
appraisal tools already mentioned, we used metaphor and art
to enable imaginative shifts in thinking and being. We created
experiential events and workshops such as 'flashmobs' where
people could wander along and add to a river of change or
build clay objects to explore the idea of labour and exchange.
These both appealed to people's preference for practical tasks
and drew inspiration from the Freirian idea of 'praxis', which
can happen in the space between dialogue and doing (P. Freire
1970).

Research activity
The research activity in this project had the following stages
of development and delivery:

Some common elements of participatory research include
(Minkler 2000):

See http://shortwork.org.uk/participatory-research/an-introduction-toparticipatory-appraisal/

3
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Stage 1

June 2016 – December 2016
Embedding and exploring

Research methods

• Literature reviews, relationship building, project
design, and ideas testing.
• Organisational research case studies in BBBC begin.
• Recruitment of Advisory Group.

In each of the findings sections of this
report we focus on a particular perspective,
or vantage point, on the model.

Stage 2

• In the historical perspectives section, we look back –
at stories of the past.

January 2017 – June 2017
Designing and establishing

• Research design completed.
• Further funding secured from Health Foundation.
• Decision to add historical study and recruitment of
research assistant, Naomi Mead.
• Funding secured from OCS to fund community
research and team of local people recruited.
• Continued research in BBBC, as well as joint research
across both organisations.

Stage 3

July 2017 – December 2017
Additional gathering and analysing

• Historical and Community research begins.
• Organisational research begins focus on professional
groups in Health Partnership.
• Working groups established with project manager and
programme leaders to build ownership and support
translation of research findings.

Stage 4

January 2018 – June 2018
Integrating and sharing

• All strands complete fieldwork and analysis begins.
• Writing and integrating findings.
• Sharing and testing findings in three exhibitions:
Connected Dreams, Long Journeys, and Final
Exhibition.

Timeline for three research streams
1. Organisational research: June 2016 – May 2018
2. Historical research: June 2017 – March 2018
3. Community research: July 2017 – February 2018

• In the organisational perspectives section, we look at the
present – at the everyday work and practice wisdom of staff.
• In the community perspectives section, we look at people’s
lives outside of services and supports – focusing on their
accounts of daily life and their aspirations for the future.
The methods presented are arranged to give detail on each of
these three research streams.

Historical research methods
Rationale and contribution to the project as a whole
Part way through the research design and in discussion with our
various governance bodies (see end of this section), we decided
to initiate a research strand capturing the development of the
model. We did this via a set of interviews with those involved
in Bromley by Bow over time. In part this was to ensure that
we did justice to and made sense of Bromley by Bow’s many
founding stories as part of our description of the model. It was
also designed to aid interpretation of the resulting theory of
change by situating a snapshot of the current model within its
historical context. In pragmatic and developmental terms, this
research strand offers alternative explanations of ‘what works’
which draw on learning from the past.
Design
Grounded theory
The overarching research approach for this strand was
grounded theory. The working assumption of this
methodological approach was that leaving space for change
will improve the quality of people’s experience of the research,
the data we create, the connectedness to wider literature, and
the analysis.
The application of grounded theory was firstly expressed in
a research design which built in regular space for adaption
throughout data collection: from interview reflections
completed after each interview, to built-in review meetings
within the interview period, and trial analysis beginning during
data collection.
Secondly, the interview approach was designed on several levels:
for people to tell their story of involvement with Bromley by
Bow, and then provide an opportunity for participants to step
back and begin to analyse and observe trends emerging from
their stories.
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Finally, the data analysis was closely tied to the raw data,
beginning with line-by-line coding which was drawn up into
different features and themes. Testing these themes worked
across multiple levels, using data from each set of interview
reflections, interview summaries, and different coding blocks
to test for coherence and difference within each theme.
Sampling
Forty-four individuals were interviewed, largely through a semistructured interview format of 90 minutes, in a deliberately
informal setting, incorporating a visual timeline activity. Six of
the interview participants were interviewed by researchers from
the King’s Fund, with interviews which focused more directly on
the creation of the Health Centre.
Interview participants were invited based on obtaining a diverse
sample across three different criteria: when they were involved,
how they were involved with Bromley by Bow, and whether
there was a range in age, ethnicity, gender, and health of the
participants involved.
Criteria for sampling

Wider considerations in the method
Two of the pressing considerations of the project were
navigating the emotional and personal content of the
interviews and taking care in an embedded research role. Both
provided challenges but also opportunities for building strong
relationships and high data quality.
Many participants have held multiple roles at Bromley by
Bow and many participants are deeply committed to the
place and its people. Each interview invariably involved a large
amount of deeply-held feelings. This role of meaning-making in
emotions, particularly around valued features, is unsurprising
but significant (Holland 2007). The interview reflections
played a useful role in noticing this emotional content and also
recognising when interviewees moved into an analytical and
reflective space.

Organisational research methods
Rationale and contribution to the project as a whole
The organisational research project had three primary aims:
1. To understand and describe the Bromley by Bow model –
and the difference it makes for people who access services
and support.
2. To create a theory of change at the project level,
organisational level, and at the level of the model (i.e.
cross-organisational for both the Bromley by Bow Health
Partnership and the Centre).
3. To draw attention to the practice wisdom of staff by
providing an account of the way that staff understand their
day to day work and the difference it makes.
Design
Theory of change approach
This part of the research project used a theory of change
approach called contribution analysis. Contribution analysis is
a pragmatic approach to developing a robust understanding of
the desired impacts of projects, programmes, or organisations,
and, importantly, the mechanisms which lead to success (and
the risks which may prevent the desired change).
The theory of change approach is a broad family of evaluation
approaches, of which contribution analysis is a relatively new
member. Contribution analysis has been favoured by the
Canadian Government for making sense of large amounts of
routinely collected data and by the Scottish Government for
helping to both plan and evaluate public health programmes
(see Beeston and colleagues 2012 and Wimbush, Montague
and Mulherin 2012). Practitioners, in particular, seem to like
contribution analysis because it has a clear six-step process:
1. Determine the cause-effect issue to be addressed, i.e. What
difference does the work of the Social Welfare Advice Team
have on people accessing the service?
2. Develop a theory of change and identify risks to its success
3. Generate evidence in response to the theory of change
4. Assemble the contribution story and outline the challenges
to it
5. Seek out additional evidence and alternative explanations
for change
6. Revise and strengthen the contribution story
For more detail on how this process can be implemented, see
Mayne (2012) and Stocks-Rankin (2013, 2016).

The second consideration of embeddedness lay in negotiating
both roles as a researcher and as a colleague. In an interview
setting, this included transitioning in and out of the interview,
vocalising my role as a confidential researcher, redirecting
questions about my opinion, and prioritising the long-term
relationship over data collection.
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What does developing a theory of change approach look
and feel like?
The research used an appreciative approach to creating a
theory of change – meaning that staff workshops focused on
the strengths of everyday practice. By everyday practice, we
mean that the conversations were focused on the here and
now, not the future or the past; therefore we avoided talking
about how things could be better or how things used to be.
Instead, we spent time talking in depth about what people’s
everyday work looks like – on a good day and on a bad day –
and what changes that work creates. By changes, we mean the
outcomes for people accessing support, for the organisation,
and where possible for the wider system of support (e.g.
secondary care).

Combined Bromley by Bow Centre and the Bromley
by Bow Health Partnership

We described these workshops as a way for staff to tell their
own story. In these workshops, we stressed that a “theory of
change” is just a story – it’s the story of the change that staff
enable and create through their work.

• A range of creative data collection tools drawing from
participatory appraisal approaches

Like a story, a theory of change has a beginning, a middle, and
an end. The story begins with resources – the things people
draw upon to do their work. The middle of the story is focused
on the work that staff do every day, who they engage with in
that work, and the quality which they bring to these activities.
The final part of the story is focused on people’s reactions
to staff and the model’s activities, as well as the changes that
happen as a result of people’s engagement with the Centre and
Health Partnership.
Doing a ‘nested’ theory of change: Project, organisational,
and model levels
Given the complexity of the Bromley by Bow model, we have
focused on creating nested theories of change – which show
how the organisation works at a project and service level
(micro), at an organisational level (meso), and as an integrated
model which includes both primary care and a community
anchor (macro).
In this case, the nested approach to developing a theory of
change places most emphasis on the practice wisdom of staff
who know their own project and service best. As such, it avoids
an overly strategic view of change – which can tend to be
aspirational – and instead grounds its logic in the everyday work
of people tasked with delivering projects, services and support.
Number of theory of change workshops, data collected,
and type of analysis
In total, we facilitated 40 workshops with staff across
both organisations. We focused on different job roles and
professional identities, and included people who had been with
the organisations for many years and people who were new. We
worked with professionals who are established leaders in their
field, and new trainees. We worked with projects and services
that were beginning, and those that were ending. The diversity
of these participants reflects the diversity of model. We did not
‘sample’ particular staff members, but rather worked with staff
groups based on professional identity in the Health Partnership
and projects/services in the Centre.
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• Two workshops with Senior Management Team at the Centre
and the Partners in the Health Partnership – focused on
cross-organisational theory of change
• Data collected: post-it notes, flip chart discussions, individual
drawings
• Analysis: Logic modelling process and thematic analysis
Bromley by Bow Centre, whole organisation workshops
• Four organisation-wide workshops, called flashmobs,
between January and December 2017 (the focus of these
went beyond organisational research)

• Examples of tools used include: ‘river of impact’ which
created an organisational theory of change (ToC), the ‘tree’
– a metaphor of the Bromley by Bow model, the ‘wheel of
evidence’ tool exploring staff views on research.
• Analysis: Mix of logic modelling, thematic analysis, and
grounded theory
Bromley by Bow Centre, workshops with projects, services and
teams
• 15 ToC workshops with services and projects: Empower
project, Social Welfare Advice and East End Energy Fit
services, Health Trainers service, Communities Driving
Change project, Social Care service, Generalist Social
Prescribing, Macmillan Social Prescribing, Two Way Street
project
• Four workshops with teams: Insights team, Employment and
Skills team, Community Connections team
• Detailed case study research with: Macmillan Social
Prescribing, Two Way Street, Social Welfare Advice and East
End Energy Fit services
• Data collected: post-it notes, flip chart discussions, evaluation
of workshops
• Analysis: Mix of logic modelling, thematic analysis, and
grounded theory
Bromley by Bow Health Partnership, workshops with
professional groups
• 15 ToC workshops with: Nurses/HCAs, Patient Assistants, GPs
in all three surgeries
• 2 workshops with the staff in the changer programme called
‘Well’

But why? Assumptions in this method
• We start with the day-to-day job, the first-hand experience
and go from there
• We welcome people in with a cup of tea and a chat – then
we move on to research activities
• The value of practice wisdom experience is a springboard
into peer-reviewed evidence
• The experience, knowledge and understanding of
practitioners doing their job every day is rarely included in
research.
Strengths and weaknesses of the approach:
• Strengths:
o Availability, and flexibility, of the researcher
o A nice environment for reflection, which staff said they
appreciated
• Weaknesses:
o Captured a diversity of staff perspectives, but few
workshops with clients/community members
o Workshops often held during lunch breaks, particularly
with clinical staff which meant that some data collection
was very limited
o Limited opportunities to validate in detail – given staff time
pressures and implicit need for research to ‘do’ something
more immediately practical

Community research methods

The community research was carried out by a team of
local people and fits within the family of approaches called
community-based participatory research (Agency for
Healthcare Research and Quality, University of Durham).
Design
1. Background evidence review and testing
Before designing methods to meet the objectives of the
community research, we carried out a review of existing
evidence and approaches in relation to the research questions.
As our approach was experimental, we were also testing aspects
of the method.
2. Recruitment of community researchers, induction,
training, and co-design
The research was co-designed and delivered with a group of
community researchers. Five community researchers were
recruited from the local community in July 2017, with a view
to selecting a mixed group of people who would help us reach
a broad demographic in the research. They were inducted to
the Bromley by Bow Centre and trained in engagement and
research approaches, participatory appraisal, and interviewing
techniques.
3. Outreach to gather broad themes and build relationships
Over the course of two months, five community researchers
used participatory appraisal techniques to gather data from the
local community and to build relationships with people who
might take part in later stages of the project. The question they
used at this stage was:
“What do you value in your local community and why?”.

Rationale and contribution to the project as a whole
Early in the project design we decided that it would be
important to include community perspectives within the theory
of change and outcome framework. The community research
contributes to the overall theory of change and the future of
research in Bromley by Bow in three ways:

4. In-depth interviews to gather rich individual stories
Between November and January, two community researchers
were extended in their contracts, to gather more in-depth data
on our second question area:

• Providing an alternative, community framing of the outcomes
that are important, and the mechanisms and approaches that
best achieve them

• “What helps and you what stops you leading that life?”

• Offering insight into the assets that exist within individuals
and in the community, the context to people’s lives locally,
and the barriers holding people back

Our primary method for this phase was in-depth interviews.
We also carried out a focus group and participatory appraisal
comment-collecting at an event at the Bromley by Bow Centre.

• Contributing to increased capacity for ongoing dialogue with
the community, new methods to do so, and generating ideas
for action

5. Interim analysis
Co-lead Becky Seale and community researcher Maisha
Chowdury used grounded theory to analyse the data and create
mind-maps to collaboratively summarise emerging themes.

• “What are the ingredients of a good life?”
• “How can Bromley by Bow (Centre or GP) help?”

• Case studies: Well Programme, Nurses/HCAs, Patient
Assistants, GPs
• Data collected: post-it notes, flip chart discussions, audio
recordings of 12/15 conversations, evaluation of workshops
• Limited observation at BBBHP
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6. Creative workshops and interactive public exhibition
to validate and share interim findings and build
community dream
Four emerging themes became the topics for a series of
creative workshops, led by participatory artist, Romeo Gongora
and documented by designer Axel Feldmann. During the
workshops volunteers were invited to explore the topic for
themselves, via the act of ‘making’.
The workshops culminated in an exhibition of the artistic
creations of this group of people and invited other local people
to add their own reflections to the depiction of the ingredients
of a good life for people in Bromley by Bow. This exhibition
called ‘Connected Dreams', was co-created with community
volunteers and took place on 24th February 2018.
Sampling
With the NICE definition (NICE, 2008) as our starting premise,
there were a number of options for defining our sample:
Geographical, Administrative data, Demographic, Communities
of interest.
We adopted a mixed approach to sample definition, in which
the community research team agreed a set geography (natural
neighbourhoods which made sense to local people) within
which we would speak to people and a working definition of
the sorts of people to include in our sample as a community
research team. We then used a combination of demographic
profiles of the area from public health sources* and existing
relationships with communities of interest to guide our sample.
It was an important feature of our sampling approach that we
reach beyond those already accessing the Bromley by Bow
model, via outreach and creative marketing

Our working definition of ‘this community’:
“Anyone who lives, works, studies, or worships
within the agreed geographic area of Bromley by Bow”

In outreach we collected over 500 comments in locations
which included both existing events, groups, or clubs, and on
the street ‘pop ups’. Locations were purposively selected by the
group to reach a mixed sample of people and included: Eid and
Fun Palace events at the Bromley by Bow Centre, with families
and children; Geezers Club with retired men; Spotlight Centre
and Bow School with young people 15-19; Bow School; Tesco,
3 Mills and Ideas Store, Crisp Street, and Marner football pitch
with adults; Job Centre, Roman Road with unemployed adults.
In conversations - we spoke to 23 local people in in-depth
interviews across a mixed demographic of adults, and 8 retired
men in a focus group. Sampling criteria took account of: gender,
age, ethnicity, and employment status. In six community-making
workshops - those attending workshops included both those
who had taken part in conversations (and therefore informed
the research) and new people, recruited via further outreach. In
total 19 people took part in at least one workshop, with a core
group coming to all six workshops.

Nice definition of community:
“A community is defined as a group of people who have
common characteristics. Communities can be defined by
location, race, ethnicity, age, occupation, a shared interest
(such as using the same service) or affinity (such as
religion and faith) or other common bonds. A community
can also be defined as a group of individuals living within
the same geographical location (such as a hostel, a street,
a ward, town or region).” (NICE, 2008)

Wider considerations in the method
Responding to the insight gained during the background
evidence review and testing, the community research put an
emphasis on the process of collaborative community research.
Specifically on creating ownership for change and sharing
power via several creative techniques and features:
Participatory and self-organising: Careful thought and
ongoing experimentation was put into establishing the
community researchers as a, non-hierarchical team (Laloux,
2014). Not all of our efforts worked but by sticking to a
principle of continual learning and reflection, we made
adaptations as a team and ensured transferable learning for
all (Kolb 1984, Heifetz and Laurie 1998).
Relational and practical: Most qualitative research is
relational to some extent, but our method gave particular
primacy to the importance of building relationships
alongside and as part of our research, as well as
championing action to emerge from the findings.
Appreciative, creative and developmental: Our approach
was focused on inspiring dreams into action by creating
transformative experiences. We drew on coaching and
artistic approaches in order to stimulate new ideas and
possibilities, create connections between people and build
capacity for critical reflection amongst those taking part.
For example, our approach involved:
• A tool used in coaching, ‘the wheel of life’, adapted to
explore and capture the ingredients of a good life for the
purposes of the research, whilst also seeking to prompt
productive reflection for the person giving their time to
the research.
• Employment of a participatory artist to bring groups of
people together to explore, test, and expand on emerging
themes, with methods drawing on the work of Paulo Freire
(Freire, P. 1970).

Ethics

We took an approach to ethics which was proportionate and
appropriate to the intent and methods of the project.
Firstly, we obtained confirmation from Dr. John Keen, Chair, East
London and The City Research Ethics Committee (REC), that
we did not need formal ethics approval because it fits the REC’s
definition of a service evaluation, rather than research, for the
following reasons:
1. The study was designed solely to define or judge
current care (specifically with a view to informing future
measurement, funding and service development); The key
over-arching question is ‘What is the Bromley by Bow model
and how does it impact the local community?
2. We would be measuring current service in its own right,
and whilst we will be taking account of national and local
standards, the study is not designed as a criterion-based
audit in the narrow sense;
3. There is no clinical intervention associated with the
research and our focus was not to evaluate the quality of
clinical interventions but rather to understand the path to
impact of a holistic approach;
4. The majority of our primary data collection would be with
staff and with members of the local community, rather
than with patients. Where we speak to patients, this would
be within a workshop setting where we are seeking to
understand their experience of the service as a whole rather
than any specifics of their care or treatment;
5. Our findings would be predominantly used to develop a
specific theory of change for the organisations and will not
be generalisable;
6. Nobody (staff or patients) would be randomised or asked
to change treatment/ patient care from accepted standards
for any of the patients involved.

Given the focus on the process of the research and the
integration of other disciplines such as art, design, coaching
and organisational and community development, we had
continual discussions about the boundary of ‘robust’ research
in this context. We developed a set of ‘good research principles’
which acted as an anchor as we negotiated these dilemmas
and the learning from this process was rich. A separate
community-focused booklet has been produced sharing our
creative method in more illustrative detail, and reflections on
the community research process will be a focus for further

Secondly, we developed a set of ‘Principles of Good Research’
and related worksheets and training, designed to be easily
understood and adopted by community researchers, as well as
application in all strands of the research. The Principles of Good
Research were described in a set of powerpoint slide handouts
which explored their meaning in more detail but in summary
these were:

publications from autumn 2018.

3. We act in service

1. We remember the purpose
2. We keep everyone safe
4. We stay curious
5. We respect people's information
6. We are transparent

*
See PHE Fingertips profiles accessible via https://www.towerhamlets.gov.uk/
lgnl/community_and_living/borough_statistics/Area_profiles.aspx
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Thirdly, the research team used these principles as part of team
catch ups to check in how we were applying them in practice
in our three strands of research, and to discuss, document and
support each other on any emerging dilemmas.
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Research governance
The project’s governance comprised an internal group made
up of the Bromley by Bow’s leadership, which met bi-monthly
throughout this project, and an external group of academic
and professional advisors, which met quarterly. Early on in the
project, the internal leadership joined the external Advisory
Group, to ensure cross-fertilisation of thinking and a joined-up
approach to advice.
Our internal advisory group met bi-weekly between July 2016
and June 2018 and included:
• Rob Trimble, Chief Executive of the Bromley by Bow Centre;
• Ian Jackson, Director of Bromley by Bow Health Partnership;
• Julia Davis, Chair of Bromley by Bow Health Partnership and
Assistant Chief Executive of the Bromley by Bow Centre;

• Prof Sir Cyril Chantler, UCL Partners and Chair of Great
Ormond Street Hospital for Children NHS Trust;
• Prof Mark Gamsu, Associate Director of Public Health,
Regional Public Health Group in Yorkshire & the Humber,
Leeds Beckett University;
• Prof Trish Greenhalgh, Professor of Primary Care Health
Sciences, Nuffield Dept. of Primary Care Health Sciences,
Oxford University;
• Prof Becky Malby, Professor of Health Systems Innovation,
London Southbank University;
• Prof David Osrin, Wellcome Trust Senior Research Fellow
in Clinical Science, UCL Global Health, and Honorary
Consultant at Great Ormond Street Hospital for Children;

• Dan Hopewell, Director, Bromley by Bow Insights.

• Prof Jane South, Professor of Healthy Communities, Leeds
Beckett University and Public Health England;

Our external advisory group was chaired by Professor Martin
Marshall, professor of healthcare improvement at University
College London, Programme Director for Primary Care at UCL
Partners, and Vice Chair (External Affairs) of the Royal College
of General Practitioners.

• Dr Katherine Smith, Reader, Global Public Health Unit and
Co-Director of SKAPE (the Centre for Science, Knowledge
and Policy, University of Edinburgh.

The group’s members were:

We identified a number of risks for the project during our
research design process and captured these in a risk register.

• Dr Jessica Allen, Joint Deputy Director, Institute of Health
Equity, UCL;

Key risks in our method included:

• Anne Benson, Principal Consultant / Researcher, the
Tavistock Institute;

• Time management given the breadth of the project and its
many different evidence streams;

• Dr Paul Brickell, Executive Director of Regeneration
and Community Partnerships for the London Legacy
Development Corporation and previously Professor of
Molecular Hematology at the Institute of Child Health at
Great Ormond Street Hospital;

• Negotiating relationships within the model.

• Insufficient critical distance given our embedded roles.

We shared the risk register with our governance groups and
used them as a basis for discussion of mitigation throughout
the project, especially during design and set up.

Conclusions for methodology
Researching and evaluating a complex adaptive system such as Bromley by Bow presents distinct
challenges. Researching complex interventions is a challenge experienced by other models similar to
Bromley by Bow – such as All Together Better or the Health begins at Home model.
The challenge of understanding a whole model is well
documented by both of the previous researchers at the Centre.
Their struggle to capture evidence on the combined Health
Partnership and Bromley by Bow Centre is an indication of the
scale of the challenge. Public Health advocates have emphasised
the need for more evidence on ‘what works’ as well an
expansion of the kinds of methodologies used.
We have designed a study which addresses the gaps in the
evidence on complex models by using a contribution analysis
approach to help focus on ‘what works’ and ‘why’. We have
addressed the methodology gaps and expanded the approach
to researching complex models with a community-based
research project, a narrative study of the history of the model
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and an emphasis on practice wisdom – all of which are typically
overlooked in studies of this kind. Through our participatory,
and embedded, approach we have worked to create a robust
pathway for translation.
Through these methods, we have built important links with a
community that has a rich history, and many strengths to share.
We have built trust in a complex model which holds many
perspectives on its role; a rich history; strong organisational
values around inclusion, creativity, and relational ways of
working; as well as talented, but time-poor professionals. These
connections are assets for ongoing translation and use of the
evidence presented in this report.

Creating a place and culture
that encourages human
interaction and elevates the
things that enable people to
have a purpose in life.
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Findings:

Historical perspectives
Introduction
Spark 1984 - 1988

Seeds 1988 - 1992

The Bromley by Bow Health Partnership and Centre has begun, grown
and developed over 34 years of history, through the contribution of many
different people. The historical strand of the research aimed to capture the
key features of this development through the stories of people involved as
participants, volunteers, staff members, supporters and partners, each of
the 44 interviewees sharing their own, unique journey.
These changes over time are expressed here through five pictures, or models, of the Centre and Health
Partnership at different times and are illustrated through the interviewees’ own pictures and stories.
The first section discusses the ‘Spark’, ‘Seeds’, ‘Sharing Platforms’, ‘Discovery Maze’ and ‘Rich Cake’
pictures of Bromley by Bow. These models are paradigms that are particularly attached to different time
periods, clearly shaped and set in the context of local and political life and the stages of an organisational
lifecycle. However, they also exist in practices in the present time – in ways of working that are evident
in both organisations now, in the memories, learning and impact the Centre and Health Partnership have
created second reflective section considers five groups of tensions and balances which these shifts over
time have created: in growth and structure; attitudes around risk and change; activities and connection
to the community; vision and leadership; and interconnection and form. These tensions are a legacy of
Bromley by Bow’s history and connect to the two larger tensions that run throughout this report – the
organisation balancing stability and growth and responding to opportunity and need.

Sharing Platforms
1984 - 1988
Discovery Maze
1998 - 2006

The historical interviews contained a lot of deep emotion and attachment to Bromley by Bow. Within
these tensions, the reflections also consider the features of Bromley by Bow that are most valued by
interviewees. Holding the valued features and the tensions together provides the present Bromley by Bow
model (Chapter 5) with historical context and gives opportunity for connection between the ingredients
of a good life presented in Chapter 6.

Rich Cake 2006 - present

How have you seen Bromley
by Bow change over time?
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The Models
Spark
The spark - “some kind of alchemy of relationship” (I4) – represents connections between
people sparking ideas and action, in an otherwise empty area. This particularly relates to
1984-1988.
Ingredients

Context

There are few accounts of the beginnings of Bromley by Bow.
Most focus on a new minister arriving to the Bromley by Bow
United Reformed church with dwindling funds and a small
congregation, who were willing to do something different to
survive – “What have we got to lose? We’ll trust you and we’ll
have a go” (I1).

The local context formed part of the driver for change but
also provided the opportunities. On one hand, from the
perspective of a local resident “you had the church and that
was it and a derelict park and a hall which was derelict, not
used at all. So, nothing happened here, going back around
about 35 years nothing happened here” (I3). Bromley by Bow
as an area is portrayed by interviewees as neglected by the
political establishment and run down – from bin collection
to local surgeries to schools. It was an “edgier” and more
industrial area, with many empty houses, largescale squatting
and pubs. On the other hand, participants are clear that
the standard of living at the time shaped their involvement
with Bromley by Bow: local rent was lower and for some,
life was cheaper, less complicated and time rich; whilst
for others it felt like a lonely area in need of a community
“heart”. One interviewee refers to a high density of charitable
organisations: the church at Bromley by Bow initially
supported other local charitable organisations to avoid
replicating activity, for example through running joint events.

This willingness to trust is characterised in three ways:
grounded in an uncompromising sense of self, the
congregation being described as “eccentric” or “unusual”
(I1); generous risk-taking – seen through opening up the
church space to others and allowing a new leader to take a
new direction; and a demand for honesty, practicality and
good sense from the people the congregation would work
with.
The approach taken, rather than the end goal, was
emphasised by interviewees in this period. This was
supported by the minister’s prior experience of what a small,
focused group of people could do when working together.
The first focus, to get to know the local area and local people,
seems to have been driven by the minister. This required the
freedom of time, to set up regular tea times with neighbours
and be open to opportunities each person could bring.

The Potter’s Story
The potter’s story represents a pattern of early members becoming
involved opportunely and freely, bringing skills to share.
“I responded to a poster that [an artist] had outside saying that
they did pottery, carving and various different things. When I went
up to find where all this was happening, he was just sitting in his
workshop, I don’t think anything had actually started but he’d had
the insight to actually put the list of things that he expected to start.
When I went in there he sort of said ‘Oh yes what do you do?’ and
he introduced me to the minister. They had advertised pottery but
they hadn’t got a potter there - and the artist asked me if I’d start
the pottery. Because actually I had a kiln and I lived nearby and
could teach pottery. So it started like that really, literally me walking
in responding to their expectations of what they hoped for. And
then just being involved on my own level. I think a lot of people got
involved in the early days like that.” (I5)
Art and creativity were to become an important strand of the way
Bromley by Bow worked, especially in the next stage of its history,
shaped by the people who became involved.

With a largely clear canvas to start with, each person’s
history, interests and motivations were opportunities to
create something in the community. Despite being rundown
and scarcely resourced, the space that the church and the
hall provided was crucial to the first action-focused activities.
Finally, there was a strong emphasis on people’s ownership
of the ideas and inspiration they brought - “anything to
encourage people” (I2) - and their role in trying them out and
seeing what would happen. This included the possibility of
failure and required sitting with a lot of uncertainty about the
future.

Page 44 | Researching the Bromley by Bow model

Unleashing Healthy Communities - Full Report | Page 45

What did change into the next model look like?
•
•
•
•

Slow persistence, over time
Sharing space and adapting to each other
Continued devolved ownership of ideas
Acting on opportunity, enabled by honest relationships

From descriptions of activities at the time, change away
from this model seems to have happened through slow
persistence. Regular visits given time could become trusting
relationships, even between people in the community who
were superficially very different.
Since it was a largely empty space, people asked to use
the church and hall – initially for boat-building and a dance
school.
When different groups began to share space regularly, several
interviewees stressed the importance of learning to adapt
to each other. As more activities began, involvement with
local charities also became less prominent in interviewees’
accounts. As others became involved, however, ideas and
inspiration continued to be drawn from and owned by the
people who took part.

When a previously home-based nursery moved into the
church it was an example of mutual advantage and a
partnership based on action. To achieve something new,
acting through relationship and allowing for the beneficial
element of chance were emphasised – by one account,
funding for the nursery was agreed by the approving body
as it happened to fit their remaining budget exactly (chance)
and the regulatory approval for the unusual space was
facilitated by an open-minded service director (relationship).
The ‘Spark’ model holds the beginning of the stories of
Bromley by Bow, combining slow relationship-building
work and capitalising on opportune engagements. It
was helped by its context of a specific community with
cheaper living standards and largescale squatting and
shaped by the demands of working with a group of
people who demanded practicality and honesty. The
potter’s story displays the freedom given to people to
try new things; whilst change was gradual, involving
few people, and unpredictable.

Seeds
“Slowly, slowly like a seed we start” (I6): ‘Seeds’ represents many small beginnings of
projects and activities built by a community network, through talking and working together.
This was especially connected to the time between 1988-1992.
Ingredients
Beginning with a nursery, café and a small group of people,
the first paid roles were advertised in this period. A larger
diversity of roles, both professional and informal, seems to
have created space for people to get involved in the wider
shape of Bromley by Bow – including bringing in connections,
having vision, working with groups, applying for funds, dealing
with practical problems, running activities and “believing” in
the larger idea.
In interviewees’ accounts, the development of activities
was tightly connected to developing a shared set of
principles about the place a group could inhabit in their
community, which included the role of art to connect to
people’s humanity, ideas around community development,
self-empowerment and relating to one another. This was
facilitated by a regular church meeting, “sharing these
enormous ideas without any sense of inhibition” (I5), but
also occurred more widely, drawn from the prior experience
of the group and by many reports supported by their youth,
naivety and energy.
The environment remained precarious and seemed liable
to break down: “We were living hand-to-mouth. I would be
writing a funding bid and would be told that the heaters were
broken and have to try and get them fixed” (I7).
One of the first projects, the Community Care group, was an
example of the freedom to connect up local opportunities
and needs: bringing two groups of people together to
support each other. Community Care is described as moving
fluidly from being a gardening project, to art classes, whilst
sparking the idea of the café. The reliance on connections
between people to provide opportunities meant that group
diversity could be seen as an asset. For the community
development worker, connecting people together in a
different way and creating the conditions of deep care in the
group were marks of success.

For the growing base of group members and volunteers,
friendship was built around doing things together and having
time to talk together: “being a volunteer, you do your bits and
say you finish around 2:00 or something like that, we would
sit out the cafe, even in the morning, sit outside the cafe,
chitchat cup of tea. And it went right round until 3:30 and
then pick our kids up” (I9).
Linked with an emphasis on creativity, out-of-the-ordinary
experiences, such as trips to the Sinai desert, going to
the Ritz and a fire alarm excursion, remained important
memories for interviewees, through breaking down barriers
between group members and offering purpose:
“It was that kind of excitement, not excitement frenetic but
there was something to live for and to be alive, something
always going on.” (I2)
The network focused around the Bromley by Bow church
began to make a determined outreach effort to bring more
people into the projects and groups, particularly with the
Bengali community. To create opportunities, partnership and
relationships were highlighted across the group as important.
Early supporters of Bromley by Bow also appear in accounts
of this period and are credited as contributing to its learning,
public profile and ability to try new ideas and offer new
experiences.

Context
At this stage of Bromley by Bow’s development, the
most important context seems to remain its contact and
connection with local people: for example, seen in the eyes
of the community development worker, the stigma around
mental health firstly provided a need for the community care
group and was secondly a dynamic that was tackled within
the group.

This way of working was not straightforward, according to
the interviewees: there was conflict between groups sharing
the limited space; sometimes deep disagreements between
committing to an inclusive, member-owned process or seeing
fast, neat results; and the ongoing messiness of building
shared, counter-cultural group norms.
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The First Garden

What did change into the
next model look like?
• Slow and under control
• Through outreach to build
community
• Through practical experience
supporting new ideas
• One pivotal experience prompting a
desire for system change

The first garden is an example of connecting two groups of people together,
using opportunity to build relationships and community.
“We had the garden, we had £400 and we had a group of people who had
physical disabilities who wanted to do gardening. I think I said to them “Well,
what do you want to do?” So they said we want to do some gardening. I
thought - well, we have got the space at the front - we could turn it into a
garden
Other people were really honest about it, [they] were lonely... I remember
particularly one woman came running into the café one day, blood pouring
down the side of her head and she had been chased down the street by a
group of kids who had been shouting pervert, pervert, pervert and throwing
stones at her. This is the end of the 1980s. Mental health is not hugely
understood but it was understood even less in those days - there was a lot
of stigma."
The group was built on principles of everybody having something to
contribute:
"We thought we would bring all these bits together, we will build a garden
and the people who have got mental health problems will support people
who have got a physical disability to do the gardening and who has got a
physical disability will give back friendship and purpose to people who were
mentally ill and lonely and quite isolated.
Suddenly we had a group of about six or seven people out in this garden
and they started coming every day and it was completely chaotic!
The project’s visibility and consistent presence helped to involve a new
group of people.
People would walk by on their way, the school gate used to be here and
people used to walk past us out in the garden and stop… and say “What are
you doing?” and gradually some mums said that they would come and help.
We weren’t doing much gardening but we were pottering about and
drinking tea and so somebody would stop and we’d say “Do you want to
join us, have a cup of tea?”, so they joined us and had a cup of tea and then
gradually they would start getting involved. Then their story would start to
come out - and so suddenly this group became huge…” (I4)
Over time the gardening group gradually, fluidly developed into other
activities and formed the basis of the Community Care group.
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For this very small, connected, active
network, change is characterised as
under their control: “we made it into
a community centre” (I3). Change was
still seen as gradual – “slowly slowly”
(I6) – requiring persistent work. The
shift towards more outreach work
to build trust with the community, in
particular in the Bengali community, is
generally credited to have encouraged
growth and participation.
Meanwhile, the vision of Bromley by
Bow as a place was developing through
the experience of practically doing
things together and learning together.
In this model, ownership of ideas and
seizing opportunities were shared by
many people across the network.
Above all, one particular experience,
the death of a young mother and the
failure of local services to adequately
care for her, is credited with shifting
Bromley by Bow’s efforts into a more
focused and sustained programme that
begins the ‘Sharing Platforms’ model.
‘Seeds’ shows the forming and
nurturing both of ideas and
activities within a committed
group of people. The network’s
context continued to be primarily
the local community and outreach
at the time was a large priority. The
story of the first garden displays
the freedom for individuals to
shape projects and emphasises
the time and the messiness that
building relationships involves.
By the end of this model, a wide
variety of activities had begun and
more people were involved in the
Bromley by Bow network.

Sharing Platforms
“We built many platforms for people to be able to sit on together. Whether it was having
fun together or whether it was sharing ideas and making something happen, we’d be on
platforms together. Everybody could be part of something” (I5). From 1992-1998, Bromley
by Bow became a community centre running many projects, creating a health centre and
transforming a park.
Ingredients
The focus for interview participants in this model is a
determined vision for a new park and health centre: the most
ambitious, long-term projects of change Bromley by Bow had
undertaken. Stories of building a health centre in the context
of a community centre often begin with the account of one
young mother who experienced a lack of joined-up support
from traditional services and the efforts that the Community
Care group in particular took to support her. People talk
about witnessing the “scandal” (I4) of the situation and the
personal impact of this. It seems that the general desire to
do something positive to challenge this gap had been taken
up by the leaders of the group and were shaped by the core
principles and ways of working, culminating in a plan to build
a community-owned health centre. One of the founding ideas
multiple interviewees expressed was for everyone to have
access to high quality services and beautiful surroundings:
“It was the sort of thing, a bit like family or friends, how do
we make it even better or even sort of more exciting? How
would we want it to be? Rather than ‘how will we build it for
these people?” (I5)
During this period, Bromley by Bow became a community
centre, officially a separate entity from the original church in
1994. “Platforms” (I5) for involvement included developing
and participating in art, education, health, community care
and multicultural and family projects, alongside the handson work of transforming the space. The nursery and café
are reported to have played important roles in enabling
involvement in these other projects and providing a place
for people to spend time together. Practical support was
provided through new benefits and employment advice
projects. Celebrations and sharing food were seen as
important to connect this community together; the group
is referred to as a “family” or a “mother home” (I17,6),
harbouring people safely. The projects seemed to form a
loose network of activities with informal communications
between them.

a very ambitious vision and he was determined to make that
happen” (I11). At the same time, however, the support for
this innovation outside Bromley by Bow was both technical
and influential and appears to be crucial to its success, from
professionals, specialists, the local NHS commissioning
authority and the minister for health at the time.
Health projects were set up in portacabins in the park
before the health centre itself opened. Both members of
Bromley by Bow and staff from the NHS commissioning
body report the importance of building a trusting, practical
relationship between the two teams, a foundation to
navigate the “endless conversations” (I11) of large amount
of technical details to be negotiated. The new partners,
from a local GP practice, XX Place, were found through an
existing connection with the nursery at Bromley by Bow. XX
Place shared the principles and vision of joined-up working.
The practice had also begun in a tiny space, focused on
holistic medicine, and had recently been growing in size and
ambition. The relationship between the two organisations
is described as beginning through time for discussion, early
involvement of the local community and the search for
practical projects to share – all of which took time to develop.

Context
In order to build the Health Centre, Bromley by Bow worked
closely with NHS bodies, culture and regulations.
At this stage, Bromley by Bow had developed its network
of contacts and supporters further, who seem to be pivotal
in realising their vision: working with supportive partners
willing to provide pro bono help and the opportunities of
unrestricted funding launched this model into its next phase.

Volunteers took part in building their community, reporting
a shared feeling of excitement, purpose and hard work.
Behind the scenes a smaller number of core staff ensured
funding and logistical support, progress with connections
and partnerships and the maintenance of Bromley by Bow’s
vision.
Doing something as new as a community group building a
health centre meant deliberately disrupting what was usual
and accepted about running GP surgeries: as one observer
remarked of the minister, “he had a strong message, he had
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Two tales
of the park

What did change into the next model
look like?
• Further projects enabled by seeing proof of what was
possible
• Continued partnership working, trust building and
negotiation
• Use of two new spaces
• Taking on a new NHS paradigm – including
responsibility to the community
Finishing the Health Centre and the park were seen to be
key moments as people saw proof of what was possible
by working together.

The story of developing the health centre is a tale that
includes many acts and actors. During this development,
this phase of transformation was also symbolised by the
“visual change” of the park.
“The park being transformed I think was the biggest thing
for me and the community. Because I was only just part
of Community Care but I was more a new tenant just
opposite. And of course, this park was ugly. And I think for
me also helping to transform the Centre, I think that made
you feel part of the Centre - that actually now the Centre is
now mine.” (I10)
Taking the bandstand down stood for reclaiming an unsafe,
unloved space.
“It was used literally for drug taking and drug dealing. So
even if you did bring your kids over it was full of broken
glass. It was a bit of history because it was really old the
bandstand but it was an ugly, unsafe, horrible thing. And
you just couldn’t bring your children into the park, it
was just too dangerous. And seeing that go, I think we all
collapsed that day, so many years it’s finally gone, the ugly,
nasty bandstand.” (I10)
Transforming the park involved long, hard work, with
multiple volunteers of all ages.
“And that’s when we started bringing soil in, shifting it
from places to places. Because a lot of it was all rubble
when I took the tarmac up and obviously that was hard
graft because I was mainly on my own then, there was a
wheel barrowing loads of rubble over to the skips. Lifting
the tarmac up with me hands, I was younger then… So we
started bringing soil back to the back, getting rid of the
old rubbish. And then I think we started on the [cutting]
garden.
And that was hard. Because it was nothing but rubble. And
taking all that rubble out was a bit of a nightmare. We had
volunteers and everything like that but mainly kids. We got
a bunch of kids in the area to have a go.” (I9)
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“Once the park started getting developed and the Health
Centre was built. Then it started progressing. And then
people was thinking oh yeah. And then we could think,
we could do this and we could do that.” (I3)
This model includes the work of finding partners for the
Health Centre, the practice of working together with the
Family Health Service Authority prior to its opening, plus
later projects around the park: getting the conditions
right for play and use in these new spaces.
A sustained outreach effort and new patients meant that
more people were coming to the Centre and to the GPs
based in the portacabins.
Change was significant: a new co-located organisation,
a set of new relationships in the NHS and a huge visual
change, making a statement about what Bromley by Bow
hoped to be. The opening of the Health Centre marks
the transition between this model and the next, but
functions as a symbol of a more extended movement
towards a bigger, more complex and negotiated
organisational life.
The end of this period had seen a huge amount
of change and the cusp of a new challenge:
operationalising a health centre. In the face of
such visual and sustained momentum, it is easy
to overlook the by now established community
centre and its many activities. The importance of
volunteering and practical effort are large themes
in this model, as shown by the story of the park,
as well as early evidence of people shifting roles
and ways of involvement in the activities. The
emphasis on building relationships in the local
community over time has remained a consistent
strand from the very beginning.

Discovery Maze
“It started off from discovering…” (I12) The metaphor of Bromley by Bow as a ‘Discovery
Maze’ represents the period from 1998-2006: the many projects people could move
through and the experience of collaboration, freedom and rapid expansion.
Ingredients
With the establishment of the health centre, the work of
integration between the XX Place partnership and the
Bromley by Bow community centre continued, through
meetings, connections, conversations and creativity, drawing
on the diversity of experience between them. The working
cultures of a community centre and a new health centre were
different and were consistently negotiated for the shared
purpose of addressing the wider aspects of health together,
culminating in space-sharing, arts and health projects and
alternative therapies.
People report becoming involved in this model through
discovery and invitation. The expansive freedom, unrestricted
funding and generative energy of the time are remembered
fondly but with an element of fantasy, with this period
described by interviewees as a "charming" "bubble", "halcyon
days" (I14,15,16).
“Bromley by Bow felt like this beautiful chaos at this time,
not chaos as in chaotic but just people were doing what
they wanted to do. It felt like an organisation that was giving
people free reign to their fantasies and their creativity
and their imagination… all the lovely, beautiful things that
were happening at Bromley by Bow, many of which were
unconnected but it didn’t really matter, people were just
doing these wonderful things.” (I13)
Interviewees had a clearly articulated sense of the
responsibility to achieve their mission in a visible and
profound way. However, there was still a sense of limited
formal accountability, both internally and externally: the
‘Discovery Maze’ model contains the embrace of risk – “flying
by the seat of our pants” (I7) - which had been present
throughout the previous periods, particularly around
extending the vision for change, launching into new initiatives
and with external networking.
Bromley by Bow as a site had benefitted from a significant
investment in the buildings and acted as a locus of interest:
the flexible space offering “continual conversation” (I18) with
interesting opportunities, demonstrating core principles in
its design and symbolising the joint vision of connection and
health. However, the new health partnership operated across
two sites, introducing a tension around the boundaries of
Bromley by Bow and the mechanisms of its integration,
given its loose network of projects. During this model, the
partnership was renamed to become the Bromley by Bow
Health Partnership, signifying a commitment to the values
held between both organisations.

The ‘Discovery Maze’ model was a stage of growth for the
health partnership and the community centre, in terms of
people involved, organisational turnover, ideas, patient lists,
project sizes, number of sites, number of projects. New
ideas, such as social enterprise, were explored. Meanwhile,
the Bromley by Bow community centre was exploring an
expanded circle of influence, bringing people into a vision of
regeneration for the wider community through promoting
ideas such as ‘the Water City’ (about the potential for the
area and drawing from its industrial history) and investing in
strategic local partnerships.
Interviewees express a concurrent struggle with the
communication and infrastructure change that was needed
to support growth. Some professionalization of the
community centre was evident.
One at a time, projects both in the community centre and
those shared with the health partnership began to develop
more formal structures, in response to requirements from
funders, project growth and proactive networking. This was
particularly true for advice, employment and ESOL projects,
who were working towards particular benchmarks of service
delivery. Incrementally, volunteers became paid staff and art
workshops became outstripped by office space. Decisionmakers at Bromley by Bow speak about new responsibilities
to its staff base, as well as its increasing focus on responding
to the needs of local people in the context of community.
A new structure did not seem to be necessary for the
health partnership, which had inherited an NHS structure;
its key technical innovation in this area was moving on to a
computer system. Several interviewees have expressed that
over this period, however, the method of communication
and the global infrastructure needed to maintain two
organisations of this size and their integration lagged behind
the growth.
.
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Context

What did change into the next model look like?

Important influences around Bromley by Bow included the
changing Council resetting its priorities: during this time, the
Bromley by Bow Centre was increasingly reliant on statutory
funding and interviewees report significant investment in
political relationships. Therefore, leadership changes could
be destabilising for funding situations at the Bromley by Bow
Centre.

• Change in funding model and increased regulation
• Increased organisational complexity requiring new
mechanisms
• Individual project development
• Increased level of strategic thinking and oversight

To balance the drive from the organisations’ growth and
funder demand, “smart thinking” (I16) about the future from
leadership began to create some centralised control – by the
start of the ‘Rich Cake’ model, income and project reach had
grown further.

A sharp change of sudden external pressure led to a big shift
in Bromley by Bow: “it all changed very much” (I16). The
introduction of the Quality Outcomes Framework targets for
the health partnership and the end of key funding streams for
the Centre are attributed for the expansive way of working
becoming financially untenable. The reliance on unrestricted
funding, statutory funding and increasingly large contracts for
the Centre was coming to an end.

Arts and creative freedom, expansion and opportunity
are very visible in the ‘Discovery Maze’ model,
but underlying this was an increasing sense of
responsibility to the local community and to the
principles beginning to be written into Bromley
by Bow’s ‘model’ of health. The picture of health
promotion continues the ideas of connection - “only
connect’” (I4) - which were developed in the ‘Seeds’
model and displays two organisations playing to their
strengths. In a sympathetic and optimistic funding
situation, the growth of the Bromley by Bow Centre in
particular seems to have left it increasingly vulnerable
to a changing funding context, just as Bromley by
Bow began to engage much more deliberately in local,
strategic partners.

In seeking to have a wider impact on the area, individuals
at the Centre put in focused work on building ideas and
opportunities for strategic partnerships with a local housing
association and other regeneration bodies.
More widely, a Labour government brought more funding
opportunities and the launch of the children’s centre.

Sharing learning

Internal drivers of change had longer impacts, through the
burgeoning complexity of the organisations. The two most
common changes observed by interviewees were continued
growth and the need for new structure to sustain the
organisations, particularly the community centre.
In the community centre, programmes were learning
and building from their existing models, such as the swift
reinvention and growth of the adult learning programme
to 900 learners. However, projects were still operationally
very individual. Successful networking in professional spaces
on a project-level basis and closer and more demanding
relationship with funders set the scene for an increased
service delivery model.

Health promotion at Bromley by Bow began to happen
through a diverse group of people working together
across the community centre and Health Centre. It
involved many of the principles of working at Bromley by
Bow: connecting together opportunities, working with
people where they were at, celebrating, sharing food and
using trusted relationships.

eating and then we would have a sharing of stories, a type
of model that had been used by one of the professors in
Queen Mary’s. She also talked about different ways that
people use an old tradition to actually share those stories
on health which I found really intriguing, so we modelled
some of what we were doing on what she had been doing
as well.”

“We started doing health events that I had co-designed
with this [outreach group from the centre] and it was
really about like how to give a bigger diabetes event in
the locality. It’s probably quite similar to what happens in
loads of places, you basically invite people in and you have
some stalls around and you have some food and you talk
to people about your health and you see some fitness
stuff going on, but I guess there wasn’t anything around
it at the time, especially as well for the Bangladeshi
community. It was really about how to engage with a
lot of people and give them a health message that they
weren’t necessarily getting in terms of publicity, in terms
of anywhere else and just even talking about diabetes.

There was an effort to share what Bromley by Bow had
learnt about engaging people in understanding their
health, recognising that at that time the Health Centre
and community centre were working quite differently
from the mainstream.

So people like the outreach worker at one of these events
she would stand up and talk to people about healthy
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“[We] published that and won an award for it as well
which was great. That was through the proper diabetes
channels they were very interested in what was going
on. The publishing also came from realising that actually
we need to talk about this properly. So that was great,
that was quite an achievement. It was basically about
team working and using the Bromley by Bow model as a
good example of different people coming in and getting
together.” (I16)
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Rich Cake
“Like a cake, we have all the ingredients and all the elements to help with the change that’s
going on right now in our communities” (I19). A ‘Rich Cake’ signifies the aspiration of this
model, from 2006 to the present day, to support a community to reach its potential despite
a potentially hostile environment, connected with increasing organisational structure.

Building a welcoming
environment

For the Health Partnership, recent priorities include the
continued growth in patient lists, concentration on the
expansion of new services, such as the walk-in centre at St
Andrew’s Health Centre and increased involvement in the
local practice networks.
The leadership of the Centre had been “building a structure
to hold that establishment” (I5) of the significant and recent
growth, coupled with a “mandate” (I21) to continue to
reinterpret its core person-centred principles in the new
context. Professionalisation has been connected to a new
viability, coherence and financial stability for the Bromley by
Bow Centre. It also brings a more visible conflict between
relational values of staff and regulations and targets of a
project.
In parallel to professionalisation, the inclusive and welcoming
atmosphere and the relational culture of a human and honest
approach are prized.
“Some of my other experiences in life and /or in work might
be around not trying to be yourself and trying to conform,
trying not to show too much of yourself and what I really
liked about here was feeling quite accepted, which was a
really nice experience.” (I20)
Support at Bromley by Bow often combines a positive
space to build relationships with practical help, such as
the therapeutic gardening projects. Those interviewees
responsible for service delivery strongly connected their
activities with maintaining this approach.
Growth in both organisations and the external pressure
of target-focused delivery has introduced new boundaries
between the centre and health partnership, despite a
retained commitment to integration expressed from both
sides. The existence of the Children’s Centre, which was
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launched and then moved away within 10 years, is one
example of the need for continued reinvention of this
relationship.
By many accounts, during its existence, the Children’s Centre
played an important role in connecting different parts of
the centre and health partnership together, particularly
the nursery and work with families with the baby clinics: its
split from Bromley by Bow commanded a new method of
integration. Interview participants point towards sharing staff,
coordinating services together, sharing training and formal
referrals, marking the beginning of social prescribing, when
talking about integration between the two organisations.
At this stage in its history, Bromley by Bow has become more
visibly active in influencing the systems within which it works,
especially in the NHS, through tours, visits and speaking.

Context
External funding trends and changes in government policy
are viewed as affecting the projects at the Centre. The size,
provision and demand of services were impacted by welfare
reform, changes in social care budgets, the popularity of
ESOL support. This means that in a few years, programmes
can “explode” in size (I13), become “overwhelming” to
deliver due to demand (I16,22,23), and “not be fundable”
(I20) in the Centre. This is to some extent mirrored in the
Health Partnership and the joint projects that are possible.
“Because of the nature of the funding things are chopping
and changing all the time. Not necessarily rapidly, not always
a good thing and it can be unsettling, but it meant that it was
never boring.” (I23)
Concomitantly, throughout this model the work of the Health
Partnership is seen to be affected by NHS reorganisation and
budgetary constraints. Changes in the role of GP practices
nationally is the best example of this. The establishment of
practice networks and quality improvement groups have
been attributed to encouraging innovation in service design
and integration, whilst the shift of tasks from hospitals to
practices and the renegotiation of contracts have signified a
large increase in workload.

• More beginnings and endings –
innovation possible in funding cycles
An increased reliance on short term
funding cycles brings more beginnings
and endings to the Centre. There
are examples of this being used to
Bromley by Bow’s advantage, through
“strategic” and “ambitious” thinking in
bid writing (I16), but also examples of
the uncertainty this brings.

Ingredients
The final model brings together a service delivery
organisation and three GP surgeries –across multiple sites,
delivering a wide range of services, with a focus on achieving
“high quality” (I20). Both organisations continue to grow and
become increasingly complex, although this is most evident
in the Health Partnership. There is still much informality
and movement within this complexity: loose connections
between individual projects and sites, which continue to
hold distinct identities, whilst people often shift roles and
locations within both organisations. Communication is not
viewed as formalised and centralised, meaning that it is an
“effort” (I13) to share what is happening throughout the
organisations.

What did change into the
next model look like?

Attention to the values behind the work at Bromley by Bow is important to
members of the Health Partnership and Centre.
“I think it is so easy to forget how significant the way in which we behave or
the way in which the Centre feels or the way in which people are welcomed
… probably the biggest impact we have is how we make people feel when we
interact with them.” (I20)
Building a welcoming, safe environment involves years and layers of work:
a key ingredient is the Bromley by Bow site structure in particular, with the
café as a meeting hub, access to the park and prospects of beauty.
“It is more than vision - it is in May coming into the Courtyard when you
have got all the wisteria out and the smell and then the fountain. It is just
the most amazing hit of beautiful sensations. It just absolutely hits and
overwhelms you.” (I22)
The use of space is coupled with attention to a welcoming structure: the
“open door” working norms (I26), an informal approach to procedures and
person-centred design of support. This is emphasised by expectations of all
staff to be flexible and look out for people who may be lost.
“I think it’s about being a place that people want, it draws you in and it’s a
place where people want to be, not only because of the garden, the park,
the café, but it’s about the people and the whole way of which anybody that
walks in the door is greeted.” (I11)
The ambiguity of Bromley by Bow’s positioning in the community –
sometimes functioning as an escape from people’s troubles – also has its
part to play.
“It must have been about April or May that I first went and I sat in the
courtyard and the wisteria was flowering – I used to get the bus to and
from Stratford and it would go past and I used to look over but I had no
idea what was there, it was tucked away – and then sitting there in that
courtyard and just looking at the pond. It was just a beautiful sunny day and
it was just like a little oasis of calm and away from all the traffic, which was
very close by. I remember sitting there thinking “oh, I can work here” and I
hadn’t really thought about work. I remember think I’ll have to work again,
I’ll have to work some day, but there you had that real feeling of escape and
calm. It was so beautiful. The feeling appealed to me as a safe place to be.”
(I23)

Bromley by Bow continues to be
open to new ideas and try many new
beginnings. Consistent change requires
the capacity to deal with new things
for staff, embracing “being out of your
depth” (I21). Opening the Connection
Zone, a central point to find out about
activities at the Centre, is a particular
example of this opportunity. However,
endings can have a significant impact
on those who have invested in a project
– whether these are losses made as
strategic decisions, such as the social
enterprise projects, or through funding
hiatuses. Often accounts of endings
are accompanied by strong emotions,
as one Timebank user expressed: “all
that build-up of human resource, highly
motivated, just withered on the vine.”
(I24)
The ‘Rich Cake’ model shifts the
focus into a service delivery model
and introduces more structure to
Bromley by Bow, from a variety of
internal and external drivers. At
this stage, elements in Bromley
by Bow represent layers of work
– seen in the long relationships
between the two organisations
and the structure built into its
“welcoming” environment. (I27)

Other sites in the Health Partnership do not have the same extremes of
design but have replicated some of the principles of this.
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Reflections
The discussion so far has displayed five distinct pictures of Bromley by Bow, each bound
by their context and time and shaped by the people who were involved. Across these five
models, much has changed: even the way that Bromley by Bow has moved from one model
to the next has altered. This section steps back to consider Bromley by Bow’s history as
a whole through the polarities or ‘tensions’ that Bromley by Bow has displayed across its
different models and through the features that people have most valued.
Tensions and balances

Valued features

Over time and within this accumulation of models and ways
of working, Bromley by Bow contains contradictions, tensions
and balances between extremes of its key features. In the
research interviews, people easily and naturally talked about
the differences they saw between ‘then’ and ‘now’. However,
there are many different ‘then’ moments – five very different
models – and hence no single form of Bromley by Bow’s key
features over the years.

Each of the models hold precious memories, features
valuable to people at Bromley by Bow grounded in the place,
and ways of working learnt from experiences of the time
and implicit in individual action and structure. They come
from every model in its history. They correspond tightly to
the tensions seen in Bromley by Bow: these precious things
hold weight and are come from people’s lived experience and
motivation, so provide a constant pull today.

Bromley by Bow holds tensions of growth and
professionalization, balance of activities, approach to risk,
vision of leadership, ways of integration and communication,
its experience of change, the development and use of
physical space, the connection to the community and to
other key partners, funders and influencers. These tensions
are simultaneously possibilities: recognising that each of the
five models has their place on different points along these
spectra shows the diversity of its past and the opportunity of
choice for Bromley by Bow’s future.

These valued features presented are not comprehensive
or universal, as they depend on the experiences of each
interviewee. The diversity of features correspond to the
diversity of people involved in Bromley by Bow. Following the
emotions and values held within individuals’ stories reveals
where Bromley by Bow has been invested in and the lessons
that have been learnt. They are useful to understand where
a pull to work of the past may be present in Bromley by Bow
today.

Tensions and valued
features together
Growth and Structure
Growth on many levels has been the most evident
change across the history of Bromley by Bow: from a
small congregation with declining funds to two large
organisations across multiple sites engaging with
thousands of people every year.
The growth of both the Centre and the Health
Partnership has demanded more structure to both
organisations and between them. This is especially
noticeable in the ways people communicate: from being
small enough to “just [be] aware of each other” (I18)
to require a centralised system of pigeonholes, emails,
noticeboards and meetings.
The introduction of structure to activities, organisationwide ideas, individual projects and efforts has been both
more noticeable and more piecemeal in the Centre, with
its strong tradition of scepticism around paperwork and
its increased freedom for individual projects.

Bromley by Bow’s welcome and friendliness has been
a consistent strand developed throughout its history
and was equally recognised. Building a welcoming
environment has been enabled by growth and the
multiple structures, both cultural and physical, built into
the two organisations on the Bromley by Bow site, as
discussed in the ‘Rich Cake’ model. It is simultaneously
challenged by the potential disconnection growth can
bring.

Approaches to risk and change
With growth and structure comes a different balance of
risk-taking and stability. Throughout the models, there
was a sense of “flying by the seat of our pants” (I7),
coupled with themes of responsibility and safety. Policy
and procedure begin to be referenced more in later
models.
Through investing in projects, ideas and people, and
through the changing external environment, change has
also been characterised in different ways throughout its
history – as an opportunity for innovation, a deliberate
effort to achieve a vision, an exploration of a possibility,
or an expression of principle. In the later ‘Discovery
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Together, growth and increasing structure have played a
large part in changing the character and activity of both
organisations. This affects building use, the tasks of the
people involved, Bromley by Bow’s role in the community
and the balance of activities. However, there are still ways
in which informality dominates. This is often articulated
through the collision of Bromley by Bow being seen
simultaneously as a “mother home” or “family”, to a
“village”, to a “head office” (I6, 28,15,12).

Maze’ and ‘Rich Cake’ models, change increasingly is seen
to loss, potentially risking the end of valued projects,
ideas and people after all that has been achieved.
The sense of difference, innovation and diversity was
“maddening, frustrating, entertaining” but “never
boring” (I8) and in some form has persisted and grown
throughout the history of Bromley by Bow. The ability
to innovate seemed especially potent in the ‘Discovery
Maze’ model, after proof of what could be achieved when
working together.
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Activities and connection
to community

Conclusion historical perspectives

The balance of activities has shifted between the
spectrum of offering opportunity and filling a community
need, particularly taking responsibility for a community
in the ‘Discovery Maze’ model. Teaching and learning,
sharing creativity and providing support were the key
reported activities of the model over time.

In describing Bromley by Bow, the most consistently
mentioned activity was its championing and provision of
opportunity: “dream high, fly higher” (I3), a prominent
feature of the very earliest models. This could be
translated into very practical activities, from providing
printing facilities or art workshops.

Over its history, Bromley by Bow has determinedly
connected to the community through comprehensive
outreach and preserved itself as a hidden “oasis” (I30).
People have become involved through opportune
discovery and personal invitation, with deliberate
outreach and more recently the universal provision of the
Children’s Centre and the Health Centre. Bromley by Bow
being “hidden” (I18) has also resulted in local community
members “missing out on lots of things” (I25).

Bromley by Bow’s role in “bringing community together”
(I12), as a safe, impartial space, “where people can go,
meet, share” (I17) was similarly prized. This has been
negotiated in different ways over the years and it was
particularly deeply felt that Bromley by Bow was the
“purpose” (I19) and “heart” (I27) of the community
for those involved in the ‘Seeds’ model, which had a
heavy emphasis on volunteer contribution and building
relationships over time.

Understanding how the Bromley by Bow model has changed over time uncovers,
accommodates and celebrates the variety of individuals’ experiences. The stories that
created these models of Bromley by Bow are diverse but consistently deeply felt. It is
also clear that many individuals have played significant roles in developing the Centre and
Health Partnership and that the Bromley by Bow model is valued by those who can see
their contribution.

Vision and leadership
Across the models, Bromley by Bow has explored
different ways of creating vision: held by a leader, left
open to opportunity, built deliberately from a formative
experience, through holding on to core principles, or
looking back to its heritage. At present, interviewees did
not have a shared understanding of Bromley by Bow’s
vision for the future. Related to this is Bromley by Bow’s
changing relationship with the outside world: whether
this is responsibility to achieve a vision, accountability to
funders, or partnership for wider influence.

Both the vision of Bromley by Bow and the buildings and
projects have been built up through different individuals’
contributions. Depth of belief in the vision, the fact that
Bromley by Bow “sticks by what it is” (I26), was important
as a motivation for being part of the charity and health
partnership and was seen to be important in leadership.

Interconnection and form
“Service integration [is] like a bottle of vinaigrette, you
have to keep shaking the bottle otherwise these things
separate out” (I13). Whilst retaining their commitment
to integration, the Centre and Health Partnership have
oscillated between sharing space, projects and casual
conversation to having boundaries between these three
things.
Finally, through significant thought and investment,
Bromley by Bow has largely moved from being makeshift
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and run down to being beautiful and carefully thought
through. However, this sense of flexibility and unexpected
make-dos is still present in the buildings today.
A wide variety of structural elements of Bromley by Bow
were emphasised as central to its model – the park and
the role of artwork within it, the café as snapshot of
village life, the integration between the two organisations
and the role of service delivery.

The Bromley by Bow model has developed through
various eras marked by:
• relationship-building work and opportune engagements;
• activities built by a community network, through talking
and working together;
• the establishment of platforms for growth - becoming
a community centre running many projects, creating a
health centre and transforming a park;
• rapid expansion into a ‘Discovery Maze’ of projects that
people could move through;
• a ‘Rich Cake’ of services in the present day, connected
with increasing organisational structure to support
a community to reach its potential despite the wider
challenges of the environment, such as short-term funding
cycles and output driven measurement.
The Bromley by Bow model has also been shaped by its
context – including the local community norms, local
organisations, funding relationships and national networks
and systems. However, it has also chosen the context it
moves in over time, through its networking and positioning.
There are also examples of the Bromley by Bow model
challenging its context, for example in building the Health
Centre.
Aspects of the five models hold true in different settings in
the Bromley by Bow model today: the ‘Spark’ of relationships
becoming opportunities has not diminished; sowing ‘Seeds’ of
change can be seen in community engagement roles today;
‘Sharing Platforms’ in the ways of working towards sustained
change for people in the community; the ‘Discovery Maze’
underlies some of the flexible and informal functions and
communications of Bromley by Bow; all within the dominant
paradigm of a ‘Rich Cake’ now.

However, Bromley by Bow’s inheritance from the past
is most clearly the tensions and balances held in the
organisations. A long-list of these tensions includes:
• Growth - Big or small in size;
• Structure - Formal or informal ways of working;
• Activities - The model as offering opportunity or filling a
community need;
• Position in community - Reaching out to the community or
being a hidden oasis;
• Risk-taking - Taking risks vs being safe and stable;
• Change - Change as a sense of loss or change as a valued
step forward;
• Leadership - Central leadership or self-directed activity;
• Vision - In control of its own destiny or responsive to
funders;
• Integration - Integrated or separate organisations;
• Form - Beautiful and organised or run down and chaotic;
The tensions represent the contribution of many different
people and influences in shaping Bromley by Bow, including
its organisational and external context. The theme of
growth requiring structure plays out the growth versus
stability paradigm running through the Centre and Health
Partnership’s work. Bromley by Bow’s activities and
connection to the community provide the source of the
second deeper tension between meeting need or providing
opportunity. Questions of integration form Part 2 of the
following chapter, which considers the efforts and extent of
integration now.
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Conclusion

People who experienced these tensions in the development of
the model have strong memories of what was most important
to them. When there were risks and changes to be negotiated,
people who have shaped the model have strong memories
of the role that innovation played. When there were
opportunities and needs to be balanced, people remember
the opportunities that were created. Whether the model is
focusing on outreach, or acting as an oasis, people view it as
the heart of the community. When Bromley by Bow has been
working out its direction of travel, i.e. whether to encourage
self-directed activity, or centralise, people remember Bromley
by Bow as made up of people with a depth of belief and vision.
Whatever form Bromley by Bow takes, whether it is integrated
or more separate, run down or beautiful, people remember
the sense that there is something for everyone.
Finally, how Bromley by Bow creates vision and leadership and
understands risk and change is crucial to its interpretation
and use of the history today. This is partly because holding
and valuing the history is deeply intertwined with personal
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experience: “it has been a real life journey… not just an in
and out place” (I29). Whilst there were some clear themes
about what is valued about Bromley by Bow, amongst
the interviewees there was no clear vision for the future,
indicating both opportunity and uncertainty. For the Bromley
by Bow leadership and staff now, the diversity in its history
provides a deeper, shared understanding, from which to
inform its future.
For practitioners in similar community organisations,
understanding this history provides an opportunity to locate
the struggles and achievements of their own practice against
another’s. For those looking to enact change in a local system,
it unlocks a wide range of change mechanisms that have been
developed under very different conditions.
From these rich stories of the past, we now continue the
journey from ‘Rich Cake’ into staff accounts of the present,
and their everyday work in this complex model.

Findings:

Organisational
perspectives
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Introduction
In the previous chapter, we shared our insights on the model’s development over time.
These five models explored have brought us to today – to the ‘Rich Cake’ – to the diversity
of projects, services, activities which are on offer within the Bromley by Bow model.
In this chapter, we dive into this ‘Rich Cake’ and provide a
comprehensive account of the way the model works and the
outcomes it strives to achieve with people. To date, there have
been no cross-organisational accounts of the model or its
impact i.e. across the work of both the Centre and the Health
Partnership. The research presented in this chapter is drawn
from two-years of embedded observation of the model and
40 workshops with staff across a range of job roles, projects,
services and – importantly – across both the Bromley by Bow
Centre and the Bromley by Bow Health Partnership.
The organisational research project had three
primary aims:
1. To understand and describe the Bromley by Bow model
– and the difference it makes for people who access
services and support.
2. To create a theory of change at a project level,
organisational level and at the level of the model (i.e.
cross organisational for both the Bromley by Bow Health
Partnership and the Centre).
3. To elevate practice the wisdom of staff by providing an
account of the way that staff understand their day-to-day
work and the difference it makes.
This part of the research project used a theory of change
approach called contribution analysis. Contribution analysis
has been used to build a robust, and comprehensive,
understanding of the pathway to impact that the model
seeks to achieve. In this report, we outline the crossorganisational outcomes for the model – thus combining the
work of a primary care organisation and a community centre.
Importantly, we also take account of the mechanisms – the
ways of working and the qualities of engagement – which
staff undertake. It is these mechanisms, and the risks and
enablers to them, that show ‘how’ the model works – not just
what it is or what it achieves.
To that end, we present evidence in two parts:
• A cross-organisational theory of change, which shows the
way staff work and the contribution they hope to make.
• The challenges and enablers to this theory of change at
three levels: professional practice, project and service
delivery, as well in the design of the model.
Our aim is to hold a mirror up to the everyday work of staff –
to the deliberate and dedicated effort of staff and the ways in
which they create opportunities and offer support. In shining

Page 62 | Researching the Bromley by Bow model

a light on these efforts – and the ways it makes a difference to
people who access support – we also want to showcase the
challenges that staff face, and the enablers which they have
suggested make their day-to-day contributions more effective.
It’s worth highlighting that focusing on a staff perspective
means that the professional practices and roles, organisational
boundaries, service terminology, etc. are the dominant voice.
So this chapter offers the organisational and professional
voice. This is important to draw attention to because most
research on impact does miss the everyday, practice wisdom of
people doing a job. We spend quite a lot of this chapter talking
about everyday work, because it is this everyday work which
combines to make a difference (over time and in multiple
ways). Where we had data from clients or people accessing
support, we have included their voice. These insights add some
weight and context to the staff perspective.
In emphasising practice wisdom, we have put a focus on an
often-overlooked part of the organisation. Many theories of
change are produced with strategic leaders and around board
room tables. Few are produced with staff, in their teams –
which means that few theories of change are grounded in the
everyday realities of the work of an organisation.
In this analysis, we show that these two organisations largely
function as service delivery organisations which seek to meet
the clinical and non-clinical needs of their local community.
We focus on two key themes: the shared ways of working
across the model and the diversity of the model. In focusing
on ‘shared’ work – we have produced a cross-organisational
theory of change, which shows the collective contribution
of staff across the model, a core mechanism which creates
change and a summary of six high level outcomes. In order
for this theory of change to be robust, there needs to be an
accounting of the challenges and enablers that either help, or
hinder, the outcomes staff seek from their work. These are
presented in the latter half of the chapter.
Throughout – our theme is connection. Connection in the
sense that the work that BBB does is focused on linking
people in four ways: to services and support; to a stable and
supportive environment; to others; and to a next step. The
more subtle conclusion we drive towards is that doing this
connecting work means that the BBB model must ‘hold’ a
network of pathways. For staff, managing these different
pathways and connections is a balancing act. Balance is
enabled, and constrained, by different forces at the level of
professional practice, service delivery, and the model’s design.

Theory of change:
Cross-Organisational
Ways of Working
The everyday work of the Bromley by Bow model is about connection. Connection sits at the
heart of the model and much of the language that is used to describe it to date. Connection
is central to the term “integrated model” which so many visitors come to see each year. So
too, the term “holistic” which is often used to describe the care and support on offer.
In our study of the Bromley by Bow model, the word
connection has been used repeatedly across the staff
teams we spoke to. What does connection mean? It may
not mean ‘seeing the whole’ as holistic does. And it doesn’t
have that sense of completion which is implied by the word
‘integration’. In this case – connection – can be as mundane
as making an appointment for someone or as profound as
connection to one’s self and to one’s aspirations.
It is in this range – from help with everyday tasks to the space
to discover one’s purpose – that Bromley by Bow makes space
for our shared vulnerability and for doing what doesn’t seem
possible. But, it is in this stretch – between the everyday task
and the extraordinary ambition – that Bromley by Bow can be
at risk.
The people involved in the Bromley by Bow model hold this
tension – in their day-to-day interactions, their job roles, their
history with the organisations, their relationship with the
community and their plans for the future.
This tension plays out in the stretch between forging
relationships and the expectation of service delivery and
Key Performance Indicators. It plays out in the balancing act
between having god conversations and reporting to funders
and regulators. It is felt in the anxiety that staff express about
busyness and staying late. It comes out when people talk
about the “us” and “them” language of service delivery. And
then, this tension disappears when people talk about their
own reasons for wanting to work at Bromley by Bow and that
the most meaningful parts of their job are the conversation,
the relationships, the people they work with.

The theory of change in this chapter was developed with
evidence from 32 workshops with projects and services
at the Centre and Health Partnership, as well as additional
workshops with senior leaders in both organisations.
This evidence is further strengthened by our experience of
working as researchers within the Bromley by Bow model and
the reflective practice we used to develop our understanding.
A logic model is a useful way of showing the overarching
narrative of impact. The logic model on the next page and
the detailed theory of change which follows it use the same
categories and chart the pathway from resources to outcomes.
The following sections chart the categories of a theory of
change:
•
•
•
•
•
•
•
•

Resources, particularly staff knowledge
Different kinds of work
Pathways into the Bromley by Bow model
Ways of working (mechanisms for change)
Responses to the Bromley by Bow model
Tangible result (outputs)
Changes (short-term outcomes)
Deeper changes (intermediate outcomes)

Bromley by Bow is an inspiring example to many. It does
indeed feel like an oasis when you’re there. And yet, the
struggles and tensions which staff describe will resonate
across professions and sectors. Perhaps what makes Bromley
by Bow unusual is the sheer diversity of its connections. And
its determined effort to allow and embrace the tensions that
are alive within them.
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Confidence

Changes which
people may see when
they access support
at BBB (outcomes)

Concrete
changes to life
circumstances
Successful
navigation of new
opportunies or
support

Tangible things
people take away
(outputs)

Connectedness

Strengthened
knowledge and
skills

Connection to
a safe and/or
supportive
environment

Sense of security
and support

A postive
experience with
others

Connection
to a plan or
a next step

Connection
to information,
resources,
support

Connection
to others

Connection

Hoped for reaction

People say they
feel listened to
and reassured

Kind and quality of
engagement

Trust

Relational

Conversation and
interaction

Reach

Transactional

Patients, clients,
members of the
community

Done with

Work that staff
do in the BBB
model

People say that
they got what
they needed

Done on behalf of

Seeing the big
picture and
problem solving

Companionship

Managing
boundaries and
access

Collaborative
action

Risk management

Coaching

Advocacy

Body and
mind work

Information
management
Work

Resources and
strengths of
BBB staff

Relational
knowledge
Know how
to work
with people

Staff have a wide range of knowledge, but there is
a curiosity in this research that staff didn’t tend to
talk explicitly about their knowledge base. Where
it does appear, the phrase staff tend to use is
“experienced” – which seems to cover a wide range
of different kinds of knowing.
In our conversations, staff ‘experience’ covers a range
of different kinds of knowledge. Staff have technical
know-what and know-how – meaning that some staff
have specific kinds of clinical knowledge and others
know about the welfare benefits system and the rights
that citizens are afforded. Many staff have a knowledge
about the local community – of its history, of what’s

going on locally. Many staff live in the area and so bring
a broader understanding of how the Bromley by Bow
works (or doesn’t work) for their neighbours. The term
experience, as we have come to understand it, also
refers to emotional intelligence – meaning that staff
have a knowledge and understanding about how to build
connection with people, and how people build connection
with each other.
We note that staff rarely emphasise their knowledge
base – though it informs what they do and how they do it.
Their descriptions of their work were full of the learning
they’ve done – on the job, through training, and in their
own lives.

Coordination and
adminstration

Teaching and
training

Technical
knowledge:
Clinical
knowledge,
knowledge of
admin systems,
legally defined
rights, teaching

Staff knowledge
(resources of the BBB model)

Community
knowledge:
Knowledge of
the place local
resources,
services, history,
local partners

Different kinds of work
(activities)
The activities which make up the Bromley by Bow
model are most often described as the combination
of community centre and primary care provision.
But what does this really mean? Is there a clear
picture of the day-to-day work that makes up
general practice? Does the term ‘community centre’
or ‘community anchor’ give a clear picture of the
activities which take place there? In this section, we
give a glimpse into some of the everyday work that
goes into the Bromley by Bow model.
The work here is presented in pairs, to give a sense of
the different approaches that staff might take along a
spectrum. Staff balance doing their work ‘with’ people –
through conversation and interaction and doing work ‘for’
people through coordination and administration.

The examples given in each pair are insights into what
the everyday work looks and feels like – and show the
spectrum of work that staff might be doing within their
role. These descriptions are detailed, and thorough, to
give the reader an accurate picture of how the model
works in the day-to-day (for those more interested in the
outcomes the model seeks to achieve, these can be found
further down in the section).
In broad terms, the work suggested here was observed
across different projects, jobs roles and – importantly –
across the two organisations. However, the balance of
that work can shift and change for staff (more on this in
second half of this chapter).

Staff
knowledge
Assumption: The current work of the Bromely by Bow model is about
connection. Connection is created through coordination and conversation.
It can be transactional - i.e focused on a task. Or connection can be
relational - i.e.focused on building a relationship between people.
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Working to support people’s
bodies and minds - Managing
information on people’s behalf
Supporting a healthy body and mind are central to the
model – though interestingly they often feature as secondary
to other concerns. GPs, for example, rarely talked about
‘examinations’ – though of course this is a feature of
their work. Instead they talked about the importance of
communication. The work they talked about most was
driven towards patients gaining a sense of understanding and
reassurance, and where needed, active monitoring of their
condition and other clinical support.
There are numerous projects and services within the Bromley
by Bow Centre which focus on supporting people’s mental
and physical health – though again, these may not actually
be what staff think is important about these activities. In
the Health Trainers programme, for example, staff talked
about the many different exercises and health eating classes
that were on offer for people. But the real value of the
programme, for staff, was that people had an inexpensive
activity that brought them in to contact with others. For staff
in this project, their role was to be a familiar face, a person to
talk to about other issues – beyond just healthy eating and

exercise. The staff in this programme felt strongly that the
physical health work that they did was just a gateway into
people being able to talk about issues affecting them, whether
those were mental health issues of anxiety or depression – or
issues affecting their circumstances (like finances).
General Practice includes the management of information
as much as it includes diagnosis and treatment. Indeed, it may
be that taken as a whole, the work of coding of patient records,
chasing missing documentation, coordinating referrals and
following up on medication or treatment – dominates the
collective efforts of staff across the Partnership.
GPs talked about this information management as
‘gatekeeping’ and talked about the significance of this work
for the wider health system.
This coordination of data and information cuts across
everyone’s day-to-day work. GPs, Nurses, Health Care
Assistants, Patient Assistants and Pharmacists all report
that information management is a central feature of their
day-to-day activity.

“Patients are getting someone being a gatekeeper for all
of that information. Everything before them from the
hospital, to the physio, social services, from school
reports, from everything and we hold all of that
information for this one person in charge.
And that’s a really important thing that
they get from the G P I think, that they
don’t get from other services. Because
everyone else has a little tiny
nugget of information on them
and we have it all. Yeah,
we’re a storage base.”
(G P at XX Place).
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information management can look different in different roles
– but the significance of managing patient and client data is a
reality of all professional roles in the model.
For example, Patient Assistants talked about the significance
of this information management in terms of chasing down
details of someone’s care pathway and documenting when
actions have been taken so that there is a robust record of
the support that occurred.

“With things like prescriptions - someone
comes along for their prescription and it
hasn’t been sent to the pharmacy or it hasn’t
been printed out and hasn’t been picked
up by a family member - the question is
where to look. So make sure you document
everything that you do - so if it does come
back to someone else, they know exactly what
happened” (PA at S TAHC)
From their vantage point on the wider health system, this
information coordination supports the staff to navigate the
health system on a patient’s behalf – whilst also recording the
patient journey. Keeping a record of that journey – especially
when it includes care within the secondary care system or
social services – is a core component of how staff at the
Health Partnership view their practice.
Information management is also part of the work that
Bromley by Bow Centre staff do. Staff talked about reporting
to funders and tracking their targets. Here, people’s
information becomes part of the data management system
used by funders for accountability. The Health Partnership
certainly uses their patient data to demonstrate that targets
have been met, and to ensure income generation. But there
is a strong sense that information management is required to
‘follow up’ and make sure that pathways, treatment, referral
etc. have occurred as they were intended.
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Advocacy is a subtle part of the Bromley by Bow.
There are instances where staff intervene and bring their
professional expertise to support someone in need of that backup.
This often looks like writing a letter or making a phone call on
someone’s behalf. In contrast, the coaching work that staff do is
designed to enable someone else to make decisions and take action –
for themselves.

Coaching
conversations
with people
- advocacy on
people’s behalf
Working with individuals to talk through their
circumstances and identify meaningful supports is
another feature of Bromley by Bow’s work. The two Social
Prescribing services at BBB do this through a series of
in-depth, coaching, conversations which help people to
surface their needs and identify the kinds of supports
which will be meaningful to them. Social prescribing acts
as a bridge between clinical support and community-based
support / services. The coaching conversation is designed
to open up space for people to talk about the full range of
support that they might need. The team bring a specialist
knowledge of the local community services, groups, and
activities and they help people to identify which of these
will be useful for the individual’s immediate needs.
There are times when staff advocate on someone’s
behalf. GPs equally refer to this work as ‘advocacy’ or
‘administration’. It involves writing various kinds of
supporting letters for patients: “So that is all your sick
notes, your medical reports, your letters for school, your
letters to travel, your letters to get on the plane, a letter
for housing. All sorts of letters”. For GPs this is a “a massive
administrative role”. GPs referred to value of this work –
in that it can provide much needed backup to someone
(e.g. help with writing to landlords to secure changes to
the building or flat for health reasons). But GPs also asked
questions about why their expertise was needed on issues
so wide ranging: “We are pretty much the default position
for most things”.
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Companionship
– managing access
and boundaries
“Friendship, keeping it real, don’t fluff them, anything is
possible” is how one staff member in the Social Care team
describes their work. This short, succinct, phrase is deeply
illustrative of the everyday work of that team. “Friendship”
is reflected in the long-standing relationships that Members
(clients) have with the Centre. A key outcome for this team
is ‘companionship’ – so the everyday work of friendship –
“listening” and “having a laugh” – are part of that work. The
ethos of “keeping it real” is a commonly used phrase amongst
the long-standing staff members of the My Support team.
It’s a kind of honesty that implies: see the hardship, tell the
truth, don’t deny or avoid or pretend. “Don’t fluff them” is
particularly strong implicit mantra for this team – it implies a
kind of equality, a way working that is not patronising.

Collaboratively confronting issues
– managing risk for people
Supporting people to make changes to their circumstances
– and the circumstances of their community – is another
feature of the Centre’s day-to-day activity. The Empower
project worked with five local housing associations and
residents in those buildings to collaboratively confront
issues and create solutions related to fuel poverty – i.e. high
energy costs, money management, damp and overcrowding
– with the aim of improving the financial and social situations
of people who live locally.
This project also included an element of training – in this case,
training on fuel poverty prevention and alleviation. Training, in
this case, involved creating a team of Energy Champions – a
team of volunteers who could work together to address their
own, and their neighbour’s fuel-related poverty through both
peer-support and work with housing providers.
Together the Energy Champions and the team co-created an
information resource that would enable people to confront
issues related to poverty, money, and their relationship
with social housing provider. Alongside the resource, the
Champions and the team had many conversations with
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local people and housing providers with a focus on increasing
understanding and changing behaviour. In this way, the team
adopted more of a community development approach –
focusing on collaborative action to change the conditions
affecting their community.
GPs view themselves as managing risk for individuals and for
the wider health system – they are the “the person who sees
everything that comes in and can manage it”. When managing
risk for individuals, GPs say that they hold the overview, the
coordination, the management of details, the security of
information, the safeguarding of people in the community.
In their view, the role of the GP – alongside the diverse team
of people who work in the Health Partnership – also “hold
the risk” for the wider health system. In one practitioner’s
words, they are the “risk sink” for the NHS, meaning that
when General Practice is the foundation on which the other
parts of the NHS sit. For GPs, the “buck stops here, clinically”
– which means that they also view themselves as clinical
leaders in their work – an attribute that benefits the health of
individuals and supports the wider system.

Social Care does not ‘train’ people – though there are classes
of various kinds every day (e.g. yoga, pottery, visual arts).
Social care doesn’t ‘coach’ people or support individuals to
act collaboratively to improve their circumstances – though
people do work together and there are certainly times
when the staff are working with people in individual ways to
improve their confidence. This team’s work is much more
about companionship and long-lasting relationships. There is
no specific ‘goal’ beyond the pleasure of being together and
having a good day, today. This is another distinct activity at
the Bromley by Bow Centre, creating and supporting people
to find everyday moments of enjoyment.
GPs and PAs, in particular, talked about managing
boundaries with patients. Often this work involves the
management of different expectations that patients and staff
have of the role of Health Partnership in people’s lives.
For example, one GP talked about managing their role as
the clinician who is supportive and knowledgeable about
clinical issues, with the patient’s hope that the clinician can
be supportive and knowledgeable about non-clinical issues in
their lives.

“Sometimes they’ll
come for support about
something, ‘I want to be
rehoused’ and we have
to say, ‘That’s frustrating
but that’s not something
as a G P that we can really
support you with’. So
they don’t get it. So I think
they do get all of these
things in different spheres
of their life but not in all
of them and sometimes as
you said that’s a conflict
because I think if they
had support over their
emphysema they would
expect to have support
over housing or if they
met someone that was very
kind and reassuring they
would still be reassured
when they came to us
about something else”
(G P XX Place)
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Patient Assistants seem to face a
similar mismatch of expectations
– where their role as an assistant
to the patient is sometimes
viewed as a barrier.

“I think some people come in and
see us a barrier from getting to the
doctor and nurse or whoever it
is they want to get to - they take
that frustration out on us - if we
say no, or you can’t be seen today,
they want to get through us to get to
the doctor, so they’ll take all their
frustration out on us - so I think
that’s a barrier to probably the
service even, or advice, or problems
resolved - and they’ve come in
with that mindset and we’re
going to argue with you until
we get to where we want
to go and once they get in
they’re very friendly
with nurses and doctors
or whoever it is they’re
seeing cause they’ve
taken all their
frustration
out on us.”
(Patient Assistant)

Patient Assistants occupy an interface between the
reality of people’s lives and more rule-bound systems
and processes which the Health Partnership has put in
place. This interface seems to be emotionally charged
as PAs work to negotiate the needs of patients and
the needs of the administrative system they are
responsible for.
GPs also talked about boundaries in terms of their
relationships with patients. Building up a good
relationship over time seems important to the GP and
the patient – but their language for describing that
relationship is different.

_________________________________________
“<Patients> see support as something
that’s really very much a GP role and
that’s the right side of that spectrum
and friendship is probably pushing a
barrier that’s not appropriate actually.
I had someone stop me not long ago on
the way out of the door and said ‘We
are friends aren’t we doctor?’ So that’s
funny. I think I’ve said something like
‘Well I’ve enjoyed getting to know you
over the years’ it was my tactful way of
saying ‘Yes we’ve built something but
I wouldn’t say it’s a friendship. But I
know what she meant and I don’t think
she meant that. I think she wanted
recognition that something was built.
And I think that’s a bit more than
support, it was something that’s a bit
beyond support, I suppose it’s personal
actually she felt that there had been a
personal link over the years because
she’d seen me for so long.” (GP)
_________________________________________
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For both Patient Assistants and GPs, there is a need to work
through these different expectations – and some of that
boundary work has a highly emotional quality.
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Teaching and training
– Seeing the big picture and problem solving
In the work of the Bromley by Bow Centre, employment
support and skills training are longstanding features of the
model. The Two Way Street programme combines both
skills development in the health and social care sector and
advice, and motivation to support people into employment.
The training involves safeguarding for young people, adults,
prevent duty, equality and diversity training and first aid. It is
complemented by a range of employment supports – such
as information and education on the sector, e.g. career
opportunities and trajectory, mock interviews and support
with preparing an application, goal setting and coaching.
Importantly for learners on the programme, the activities also
include “inspirational talks about getting over your barriers”
and workshops from local theatre group Cardboard Citizens
which support team building and creativity.
Bromley by Bow also runs a series of more formal training
opportunities. The English for Speakers of Other
Languages (ESOL) programme, is one example of this
kind of work. Teaching ESOL involves a skills assessment of
learners, the delivery of group language and literacy sessions,
offering a different range of support for people depending on
their level of knowledge. The team responsible for teaching
ESOL talked about “helping people to build knowledge” and
fostering a context where “people are responsible for their
own learning”. The team also talked about the specialist
knowledge they bring to teaching – and their feeling that
their specialist skills are invisible: “It’s one of those areas
where there’s lots and lots of assumptions are made about
who can do it … the fact that it’s a skill”
Aspects of this training includes budgeting and money
management.
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Conversation at BBB can have a more technical and problem
solving quality. In the Social Welfare Advice Service, for
example, the team talks about how conversation is used to
help “people access their legally defined rights”. In this type
of work, staff are focused on helping people identify and
resolve their most urgent issues. For example, the team
offer debt advice and support people to apply to have their
debt cancelled or reduced. The team also help people apply
for emergency grants. The bulk of the team’s work is focused
on supporting people to access welfare benefits. They do this
through helping people with a benefit check to determine
eligibility, the benefit application and any appeals that are
needed. This kind of technical work requires that the staff
understand the current welfare benefits system – and the
pathways for access and appeal that work to achieve the
right, legally defined, support.
Staff across both organisations talked about the value of
seeing the big picture of someone’s situation. Clinicians
talked about this work as a feature of diagnosis and
treatment – in which they offer knowledge and understanding
of a medical condition and a pathway to treatment or stable
care management. Similarly, the Social Welfare Advice Team
talked about supporting people to the different next steps
they can take to deal with their benefit or debt issues. Given
the specialist knowledge that many staff bring to their work,
‘seeing the big picture’ seems like it is a feature of a range
of different kinds of work. The Two Way Street Project
for example involved supporting people into work and staff
brought a specialist knowledge of career advice, particularly
around the “welfare to work” pathway. An understanding
of the different ways that people can find meaningful
employment offers individuals a wider view of their own
circumstances and a sense that there are specific ways that
one can improve their job searching or interviewing to ensure
a successful outcome.

Pathways into
Bromley by
Bow (reach)
• Various pathways in + different footprint across London
(Centre)
• Universal service + local to the ward (Health Partnership)
The Centre works across multiple areas and their reach
fluctuates according to project requirements. For example,
the Macmillan Social Prescribing service works across four
boroughs. East End Energy Fit says they can work with
“anyone”. Social Welfare Advice says they work with anyone
who lives in Tower Hamlets. The Social Care team work people
with assessed learning and mobility needs – as determined
by TH social services. Many of the project and services at the
Centre are associated with targeted groups – e.g. people over
65, or women over 40 who are seeking employment.

diabetes care).
There are multiple pathways into the services and supports
offered at the Centre. From our observations, it seems
like someone is just as likely to be told about the Centre
and referred there as they are to show up and ask what’s
happening.
Once someone is at the Centre, connections can be both fluid
and fragmented. A person’s pathway through relevant supports
at the Centre is not uniform. Staff have many examples of
people navigating different kinds of support, but there is no,
stable and uniform, pathway for this to occur. Staff also talked
about services and projects as disconnected, which they feel
leads to a fragmented form of support for people.
When you come to one of the Health Partnership buildings,
on the other hand, there is single access point and a clear
reception desk, and there is a clear pathway through the
clinical support that is available there. Patients who see a
GP, Nurse or Health Care Assistant must engage with Patient
Assistants, who then direct (and manage) that person’s
pathway within the boundaries of the surgery.

The Health Partnership offers universal, publicly funded
service, within a defined geography, based on their funding,
from the National Health Service. The Centre has a statutory
requirement to deliver the service to the whole population
of that geography. From this description, some of the
differences are immediately clear.
The Health Partnership has a more clearly defined boundary
of activity. It has patient lists – based on geography and
statutory requirements. Anyone eligible for the NHS in the
UK, who lives within this geography, can register to access
these health services. The Walk-in Clinic at the St. Andrew’s
Health Centre has a wider reach and is available to anyone
registered in the NHS – regardless of address. Clinical staff
also have professional duty to provide care to anyone in
need. But like the Centre, it has targets for some of its work
– but these are centered around health conditions (e.g.
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Ways of working (mechanisms)
How do people work at Bromley by Bow? Everyone who
works at Bromley by Bow does their work through either:
• Conversation and interaction ‘with’ people
• Coordination and administration ‘on behalf’ of people
Conversation and coordination, interaction and
administration – these ways of working do one thing: they
connect people. Someone people are being connected to a
listening ear, to someone who will provide reassurance. At
other times, people are getting connected to information
or a referral to another service. Sometimes people are
just being connected into a network of information
management, which helps to monitor their health.

What is the quality of this connection? How does it look
and feel? For people working in the model, there is a
balance between focusing on relationships and tasks:
• Relational ways of working – focused on people and
their individuality – as well as the way people are
together
• Transactional – focused on tasks and targets and being
effective

Conversation and interaction
Conversation – done relationally – can have an exploratory
quality. People who have accessed the Bromley by Bow model
talk about conversations as way to move forward – meaning
that they have had the chance to talk about their situation and
received good advice. These outputs are exemplified by the
Macmillan Social Prescribing service. People who access the
service talked about the value of “Good information – good
advice”, the “chance to talk and explore new life path” and
particularly having “someone outside my cycle to talk to”.
Participants in this workshop said quite simply –

“talking helped me” because it was about “help to find a new
normal” and a “new life plan” and the “clarification of what is
of paramount importance in my life”.
Conversation and interaction – done transactionally – can have
a gatekeeping and problem solving quality. PAs manage people’s
access to the resources of the health centre/GP surgery. In their
description, they are working with finite resources and can’t
always meet the desired request of patients. But, they do work
to ‘find the next step’:

“We actually avoid saying the word no we’d rather say ‘I’m sorry we don’t have any
other appointments today but we can do this’
or ‘I’m sorry we don’t do sexual here, but
you can go here and it’s signposted as well’
- rather than saying a flat no, because most
of the time we can do something or we can
signpost.” (PA at S TAHC)
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Coordination & administration
Coordination – done relationally - can be about chasing missing
information (e.g. lab results) or chasing missing activities
care pathway (e.g. tests that haven’t been carried out). Both
PAs and GPs talked about the investigative, chasing quality of
some of their work. For GPs, “chasing” to make sure “scans,
appointments, meds from hospital” are in place involves a
relational way of working because it involves understanding the
individual, their circumstances, and may rely on understanding
the particularities of the wider health system.
Likewise, GPs talked about writing letters to in support of
patients: e.g. “housing letters, school letters, reports, court
letters” – an activity which some GPs called “advocacy”. This
work is about ensuring that people have the right resources
and support (some of which are legally defined). In both
cases, the medical expertise is used to coordinate the
necessary supports for someone’s individual circumstances.
Social Prescribing also works to coordinate support for people.
In this case, coordination involves a coaching style conversation
with “Socratic inquiry” and “motivational interviewing” which
staff believe allows individuals to identify needs so that they can
help link people to the most appropriate kind of support. While
this is certainly a conversation – its purpose is the successful
coordination of support.
Social Welfare Advice can also involve this kind of relational
way of coordinating for people. Most the people who come
to see an adviser are seeking help with welfare benefits or
debt issues. The team emphasise their “non-judgemental”,
“open” and “reassuring” approach – which is all in keeping
with a focus on people and relationships. But the team also
talked about the large administrative workload which their
role requires.
Since the Social Welfare Advice team needs to record the
time they spend on each task – for their funders – we can
see an example here of how staff are balancing the relational
ways of working and the administrative and transactional
work they do. Between April 2016 and March 2017, the team
spent 800 hours doing the face-to-face work of “referrals and
signposting; initial interview; advice; explaining a bill, form,
letter or statement; interpreting and translating”. But they
spent more of their time (1000 hours) working on behalf of
people to administer: “benefit and financial health checks
and statements; claims and correspondence; applications and
forms; appeals and reconsiderations; general case work and
follow up”.

into clinical care – and their experience of this seems to
suggest that there is more demand for appointments than
capacity. For example – when asked about “what helps”
their work – patients assistants talked about “having enough
appointments” to give out to patients.

_________________________________________
For example things like prescriptions.
Someone comes along for their prescription
and it hasn’t been sent to the pharmacy, it
hasn’t been printed out. Where to look? It
hasn’t been picked up by a family member
either. We need to make sure we document
everything that we - so if it does come
back to someone else - they know exactly
what happened, what you’ve been through,
before they can give the patient an answer.
Because sometimes you do get confusing
enquiries and someone else has dealt with
it, you need to know what to do look at to
make sure the ground is covered before you
give the patient an answer (PA at STAHC).
_________________________________________
The work of documenting the patient’s journey by creating
medical records is an example of transactional coordination.
In this case, information – rather than support – is being
coordinated so that there is an evidence trail of the
different tests, diagnosis, treatment, etc. that someone
might have received.

Coordination – done transactionally – looks more like
administration. In the Bromley by Bow Health Partnership,
Patient Assistants do a range of administrative work, which
they describe as “tasks” and can include anything from
ordering tests, to coding medical records, to opening post.
Managing the allocation of appointments looms large in my
conversation with Patient Assistants (PAs). As gatekeepers
for the health centre, the PAs manage the flow of patients
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Connection
Connection can be created both through relational and
transactional ways of working – meaning that connection
is driven by the interpersonal relationships between people
and driven by the task at hand. Tasks might include making
an appointment, chasing a referral, enrolling someone in a
training programme, securing an emergency grant, writing a
prescription and so on.
Connection occurs through both conversation and
coordination. Conversation is central to relational
ways of working – and coordination is generally a more
transactional approach. But this is not always the case. Much
coordination involves problem solving and investigating
– a task which tends to be done around an individual and
their circumstances. Likewise, many conversations have a
transactional feel about them. Making appointments, getting
a repeat prescription, getting help to fill out a form, asking
for directions, are all examples where conversing is task
oriented.
Connection – through conversation and coordination is – the
focus of the work. But to what end? Connection to a safe
environment, to others, to resources and support, and to
a next step are four things that people can take away from
their engagement with Bromley by Bow.
This section describes and gives evidence about the way
that conversation and coordination happen at Bromley by
Bow. It shows that conversation can be both relational and
transactional. So too, the work of coordination can have
focus on people and their individual circumstances or it can
have a task-based focus.

Responses to the work of Bromley by Bow
• To relational work, staff hope that people feel “listened to”
and “reassured”
• To transactional work, staff hope that people will feel that
got what they needed, that “solutions are offered quickly”
• At the core of both these reactions is the hope that
people trust the work that staff are doing
Trust is one central reaction which staff, implicitly, seem
to feel must occur. Staff hope that people will trust the
system that they’re engaging in – the patient assistant, in
the appointment system, in the advice they’re given, in the
next step they’re offered, in the accuracy of the diagnosis,
efficiency of the prescription, the effectiveness of the
treatment. At the most basic level - that the person
they’re meeting with listens to them and that the
system of support which is coordinated around
them works. There are many more reactions which
staff named – but at their heart – they centre
around trust.
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The tangible
result (output)
Outputs are the immediate, and tangible, result of an
encounter with the Bromley by Bow Centre or Health
Partnership. When connection and trust come together, they
result in four things that staff say people gain as tangible
outputs:
•
•
•
•

a plan and next step
a connection to other people
a connection to resources and support  
connection to a safe, and supportive, environment

The outputs discussed here are the result of the range of
activity described above – from the body work of diagnosis,
treatment, and protection from diseases, to the relational
work of having conversations, and making new friends.
Implicit in the model is that connection results from this
work and the quality of engagement – i.e. coordination or
conversation. When people’s reactions to this work is ‘trust’ –
then the following outputs can occur.

Connection to the next step can look like a care

pathway, a prescription, a process for addressing one’s
benefit overpayment, or referral to other community based
support. Much of the work that staff do in both organisations
is about supporting people to take the next step in their
journey. Sometimes staff describe this as supporting people
to identify and address a crisis in their finances, physical or
mental health. At other times, staff suggest that they are
working with people to improve their confidence by signing
up to a course or joining a group.
For GPs, Nurses and Health Care Assistants – the next step
is often laid out in the care pathway. So diagnosis, treatment
or where necessary, onward referral to another part of the
service is all part of their day-to-day work with people. For PAs,
the next step is more about making sure someone has another
appointment booked, that they get their lab results, or any
paperwork they need – that they know where to go and what
to do next. In each case, the output is a clear ‘next step’. Social
Welfare Advice offers a similar pathway – though in their case
it’s usually around case work and is focused on securing people
their legally defined welfare benefits support.
Being connected to a next step can appear in all kinds of
projects and services across the model. It is observable in the
way that Social Prescribers link people to community based
support, groups and activities. It’s also noticeable in the way
that people work on new creative projects in Social Care.
Each week brings a next step in the production of a puppet
show, or the pottery cups for a tea party.

Connection to others was a core part of the Two

Way Street project, where learners talked about the value
of spending time with other people, and the importance of
the “routine” together. The value of routine is also a part of
the Social Care service, where clients tend to have regular
days that they come in and therefore particular sessions
they attend and people that they spend time with. People’s
routines are known to the group and clients talk with
familiarity about expecting to see someone later in the week,
or next week, when they’re next in session.
Connection to others is observable across the Centre where
there are a range of activities that occur, many of which are
group sessions. For example, the gardening group, digital
literacy classes and ESOL (English for Speakers of Other
Languages) classes are all weekly features of the Centre’s
activity. The Health Partnership has recently experimented
with more of these groups through a programme called
“Well Community”, which focused on bringing people
together in the public spaces of the waiting rooms and
outside through walking groups.
While groups are important – and there is certainly lots of
connection that happens between people who are accessing
support or joining into activities – it’s important to note
that staff also talked about the significance of people being
connected to them, as professionals. The relationship that
doctors and patients build together was a frequent part of

the conversation we had with GPs. Similarly, the relationship
that Social Prescribers have with people is about “listening”.
People who access the Macmillan Social Prescribing
service told us that they value being about to talk, and the
importance of being seen and heard “as a whole person” (i.e.
not a cancer patient). For staff, there can be sense that they
need to manage their boundaries well – that people can feel a
sense of attachment to them, or view them as friends rather
than a professional with a duty of care. Managing boundaries
(discussed above) can be about managing access to formal
support – but it can also be about managing access to
informal support through relationships.

Connection to resources and support can
mean being connected to the safety net of a universal service
that is there to support you when you need it. Connection to
resources also includes the information that people can take
away from their sessions. Or the new knowledge that comes
from a course or training programme. For some people,
the connection is more introspective – it can involve being
connected to one’s self.
Connection can also mean being linked to information, such
as clinical advice about treatment, to information about the
different kinds of support that one can access in the Borough
or information on how to reduce energy bills, or how to
search for jobs more effectively.
We make a distinction between information and knowledge
– where information is more superficial, the result of a
relatively transactional exchange where something is simply
passed from one person to the next. Knowledge on the other
hand, from our perspective, implies a deeper understanding –
something that might result from information exchange (and
therefore more of an outcome). For example, learning English
as an additional language implies knowing – something
that can be practiced and amplified over time, whereas
getting advice on how to address your debt is more of an
information exchange.
With the exception of Social Prescribing and the Employment
and Skills team, we note that staff didn’t particularly discuss
referral into other projects and services within the Bromley
by Bow model. Our conversations were focused on people’s
day-to-day work – so it may be that referral to other supports
within the model isn’t quite common enough to be part of
day-to-day activity. That being said, a range of staff at the
Health Partnership talked about the important role that
Social Prescribing takes in linking people to non-clinical
support. In the Centre, however, most people discussed
their own project or service – without reference – to other
projects and services. We discuss integration, as a practice, in
the latter half of this chapter.

Connection to a safe, and supportive,
environment was an important feature for staff. For

example, the Employment and Skills team emphasised that
the “work culture is different here”:
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_________________________________________
Sometimes people will come in, they’re a
hard nut, maybe with negative experiences
that they’ve had with that they’re supposed
to be able to trust. It could be from, I won’t
name specific places, it could be any other
organisation people in authority. And then
they come to the Centre … As soon as they
step over the threshold, they say “oh, this
is a bit different.” And then they meet you
as an individual and realise “oh, you’re a bit
different.” And then you start to realise,
as you follow up on them and they keep
coming for their appointments, their story,
it’s not just the story that’s revealed, but
there’s things, I would say, barriers that
they face that they realise they’re not
barriers any more. They’re not on their own.
_________________________________________
Being supportive – and enabling – is part of how staff talk
about their role in the Employment and Skills team. They also
stress that the people they’re working with may be struggling:

_________________________________________
We provide a safe space and environment
for vulnerable people. We get a lot of people
who have got barriers. It might be something
that needs sorting out before we can get
on with the work of looking for jobs. I think
just being observant is best. I had a guy in
who had a panic attack walking around. So
yeah, I think that’s quite important. To be
adaptable and flexible and people should be
comfortable in the service.
_________________________________________
When Nurses and Health Care Assistants talk about safety
they say “The core thing that we all work towards is safety. And
that’s through clinical governance, and that’s through fridge
checking, that’s through making sure checks are done, cleanliness.
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Infection control, etc”. As with much of the discussion in this
theory of change, the work that the Health Partnership staff do
can sometimes seem invisible – and yet there is a sense that this
clinical safety is a bedrock of the practice.
Safety also looks like safeguarding – a term which is used by
professionals to promote and protect people’s welfare. When
GPs talked about safeguarding they talked about the importance
of both trust and their knowledge of someone – as well as they
importance of good communication, coding, meeting minutes.

_________________________________________
In terms of safeguarding - what helps that work
is openness and trust. Not just for patients to
disclose safeguarding concerns but also staff
to find someone approachable to kind of go
over those issues. Knowing family, you can
stop a problem if you know someone well.
Knowledge of risks and being aware of them.
Kind of an education thing I think. Curiosity to
know more. And protected time to do reviews,
speaking to social services, meetings, all of
that stuff, minute meetings. You need time
allocated to make safeguarding work.
_________________________________________
Connection appears in diverse ways in the Bromley by Bow
model. It can be connection to other people in a Social Care
session, or the link to a meaningful activity through Social
Prescribing. It can mean being connected to an appointment.
Or referred to secondary care. It can mean feeling secure –
seen – like this isn’t just another Job Centre. And it can mean
the behind the scenes work of clinical governance which
keeps people’s bodies safe during examination and treatment.
Or the work of safeguarding, where knowledge, intuition,
and good processes are thought to be necessary for the
protection of people.

Changes that can occur for
people who have accessed
support at BBB (short term
outcomes)
With these four immediate connected outputs in hand,
staff hope that people will be on a journey towards more
substantial change. In the first instance, these changes are:
• Strengthened knowledge and skills – through being
connected to the right resource and support.
• A positive experience with others – through being
connected to other people.
• Navigation of the wider system of support or resource –
such as secondary care, or the welfare benefits system, a
training programme, and so on.
• A sense of security and stability.

Strengthened knowledge and skills
Strengthened knowledge and skills can look like gaining new
insight into a problem. Both the Social Welfare Advice
Team and GPs talked about the importance of helping
people see the big picture of their circumstances.
For Social Welfare Advisors, a significant output that people
gain is “access to their legally defined rights and support”,

which in turn enables people be “more aware” “more
informed” about their circumstances – e.g. what benefits they
are or aren’t entitled to. The team stressed that there was
an important, parallel, outcome: confidence. They describe
the importance of people feeling confident so that they can
take control of their circumstances and make use of the
information they’ve gained to make good decisions about
what to do next.
GPs also talked about the role that they play in “translating
information” so that people “understand their illnesses
better”. Again, the role of confidence is a parallel outcome.
GPs talked about their work as something that will help
patients to feel “empowered”.
This is echoed by Nurses and Health Care Assistants who
talked about their health promotion work as a way of
strengthening people’s health knowledge and giving people
the tools to change lifestyle practices.
As part of this health promotion work, Nurses and HCAs also
talked about the “reassurance” and “comfort” they offer. So
learning about health can be accompanied with a supportive
environment.

“So we do a lot of health promotion screening, yeah.
So promotion. So promoting good health.
Exercise, watch what they’re eating.
Cut down on their smoking, say.
We give them that kind of
information. And that
tends to register in
patients’ minds. That
we’re promoting
prevention from all
sorts of chronic diseases.”
(Nurse at XX Place).
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A positive experience

Sense of security

A positive experience can look like being happy. For the
Social Care programme, staff suggest that members/clients
gain a sense of contentment from being there. When asked
how people react to being in Social Care sessions, the team
said – overwhelmingly – that people are “happy”. After
happiness, staff said that people are “pleased by what they
have achieved in the day” and “pleased about the work they
have completed”.

For patients, there is much that the practice does which may
be invisible – particularly around safety and security. So for
example, GPs talk about themselves as holding the risk for
the wider NHS – being the “risk sink” (GP at XX Place). In
particular, this has to do with ensuring that a patient’s care
pathway is taking place as directed.

The staff suggest that happiness is signalled by people
“laughing” and “smiling”. These may seem like simple
statements, but in our observation of the team there is great
care paid to the subtle expressions of feeling. The clients
in Social Care have a range of accessibility needs – some of
which include language. In this case, smiling and laughing
are primary signals. In more concrete terms – the team also
talked about members “always asking for more days” and that
they “look forward to coming back”.
While the Social Care programme tends to work with a
small group of people intensively – sometimes over many
years – the PA team works with people in short bursts
of engagement. In this context, offering recognition and
knowing people by sight and name was an important feature
of the way Patient Assistants talked about their work. For
example, some PAs talked about “knowing” most of the
patients that come to practice.

Researcher:

How many people are
people you recognise
and feel you have a
relationship with?

PA:

All of them.

Researcher:

Really?

PA:

Most of them. Except
obviously the new
people that are coming
from the walk-in, the
walk-in centre from
wherever outside Tower
Hamlets, or even outside
Tower Hamlets. But our
registered patients, I
think we recognise most
of them, ninety per cent.
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For some PAs, recognition is way they talk about a positive
experience. For others, the language is “customer service”.
When asked what this term means, one PA described
customer service as: “It would be how we deal with people our approach to them - approach them nicely I guess, having
a friendly approach - making sure they’re leaving happy with
everything they need” (PA at STAHC)
For people who work in the Health Partnership, there is a
sense that they rely on the PAs to do that recognition work –
as an important part of the care journey.

GP:

GP:

GP:

They’re kind of the
glue that holds the
organisation together
really. I know I can rely on
them if I send a message
saying ‘Can you bring this
patient in, in two weeks
or three weeks’ I know
they’ll act on that. Which
reduced my stress levels.
So the PAs are very much
the front desk. And they
come across so much
at the front desk. I think
you’re right, I think the
glue is a good way of
describing them, I mean
I think without them we
wouldn’t function. (GPs
at XX Place).

So safety checks, that
role of the GP as a
gatekeeper because
we’re receiving all
the information from
everyone and it is at
present, although we
might not be that role
in the future, at the
moment we are receiving
the hours forms, we are
getting the visitors, we
are reading them all and
making sure that things
suggested on there
are happening because
they’ve said, refer to
physio, I’ve checked that’s
happened.

GP:

We manage the risks with
the NHS.

GP:

Yeah.

GP:

So primary care is the
risk sink for the NHS,
we’re the gatekeeper.

While patients may not realise the extent of risk management
which occurs on their behalf, staff across different roles in the
Health Partnership are working to create a sense of security.
For Patient Assistants, “communicating, letting patient know
this is where we are with your process now - keeping them
updated” (PA at STAHC) is part of the way they approach
their work. And this in turn is thought to build “trust” in the
system of support that that practice offers.
For Nurses, there is a sense that the routine monitoring
which they have in place for long term conditions offers a
kind of ‘safety net’ to patients.

_________________________________________
“So with the long health conditions
management, you’re promoting self-care
by giving people sufficient resource and
education to do that. But people are asked
to come in to us regularly. So even if they
actually seem well, they’re still required to
come in.” (Nurse, XX Place).
_________________________________________
Security can manifest in other subtle ways as well. In Social
Care, security looks more like keeping a routine. When
the staff talked about their work, they emphasised the
importance “making and serving tea”. In the Social Care
sessions, the tea break is an important pause in in day. Clients
are served first by the staff and there is usually some “biscuits
and sweets” to go along with it. Clients will also bring in
something to share from time to time. Other staff members
will sometimes come in for the tea break – particularly those
who used to work in the Social Care team and have now
moved on to other roles. There is subtlety to the work of
Social Care. It can be easy to underestimate the importance
of a routine – of a 11:30am tea break. But there is comfort in
the tea break. It is signal that everyone has been working hard
and deserves a rest.
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Deeper changes
(Intermediate outcomes)
With time – and when key enablers are in places – these
immediate outcomes can stretch further – to create a sense
of connectedness (which can equally mean joined up support
or friends) and to meeting people’s concrete needs (which
can mean health needs, debt reductions, a new job). Taken
together, the model drives towards creating connection –
with the aspiration of creating stability and growth where
people need it.
Collectively, the work that staff do and the way that they
do that work strives to achieve three outcomes for people
who access support or make use of the community of the
Bromley by Bow Centre and Health Partnership.
1. Concrete changes in circumstances
2. Connectedness
3. Confidence

Concrete changes in circumstances

Navigation
On the Empower project, Energy Champions were
supported through a training programme and worked as
peer-educators in energy conservation and money saving.
Similarly, the Two Way Street project offered a shortterm training programme and inspirational coaching and
support for entry into the labour market. The facilitation and
guidance of people through these training programmes help
people to navigate a new experience – in this case, being a
peer-support worker or trainee social care practitioner.
At the Health Partnership, the role of navigation is slightly
different – in part because the universalism of the service
means that there is an ongoing role for staff to help people
navigate the GP practices themselves as well as the wider
health system. Patient Assistants in particular talked about
the work they do to help people gain access to the Health
Partnership’s clinical resources in an efficient way. Much of
their work focuses on ensuring people get an appointment,
get the referral they need, and get to the next stage of their
journey. As discussed previously, most of this navigation work
is done ‘on behalf’ of patients – it is an invisible kind work
that involves recording, following up and double checking
that the care pathway has progressed as planned.
Similarly, GPs talked about their role in helping people
navigate the wider health system, along with a range of
others supports that may be needed (i.e. social services
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Staff talked about a range of change that people might
achieve – often with a focus on the stabilising role that
concrete changes can have for people.
and social care). When GPs talked about their work they
said they do the following: “Listening, active monitoring,
linking, referring and gatekeeping, signposting, informing and
educating, providing emotional support, addressing social
needs, prescribing, diagnosing, offering treatment”. There is a
substantial amount of navigation work that GPs do, i.e. linking,
referring, gatekeeping, signposting, and informing all have a
navigation role to place.
Social Prescribing is, by design, primarily focused on
supporting people navigate a next step. Here we have good
evidence from clients to say that they get help with finding
activities and support. This kind of navigation usually involves
a ‘referral’ to another service. For example: In a focus group
with clients accessing the Macmillan Social Prescribing
service, people said: “They listened to what I had to say”;
“Helped me to get information” ; “They suggested things I
could do”; “I got referred to yoga” and received “a referral
to mindfulness”. The most recent evaluation report, people
accessing the service said that that were more aware of
local activities and where to go for support . The majority of
people said this increased knowledge was due to the work of
the social prescribing team.

For the Social Welfare Advice Team, for example, staff
talked about the following changes: “Housed and avoid
homelessness”; “not go through hardship”; “avoid
overpayment” of benefits; “debt written off”; “benefit or reinstated benefit”; and “increased income”. Other staff talked
about concrete changes in terms of “moving into paid work”
or a “new qualification”. Clinical staff talked about concrete
changes in terms of “diagnosis” and “treatment”. But there
are also more subtle changes that happen – like the ear
syringing which Health Care Assistants described as a small
thing that can be meaningful to someone else.
Seeing concrete changes in people also affects staff wellbeing
– in a positive way. Here one staff member talks about the
highs and lows of their day:

_______________________________________
“So working in the Connection Zone
sometimes you hear quite emotional stories.
Sometimes they can get to you depending
on how bad the situation for the person.
That can have a sort of effect on you. But
then when you come back on a new day
and you’re ready to start with a new day so
you just bounce back off of other people’s
energy in the Connection Zone. Whereas
someone has probably just told me about
such a disheartening situation but then I can
see in the Connection Zone that one of my ex
clients is using the computer comfortably, so
it’s just growing and learning.” (Community
Connections staff member).
_________________________________________
Here the staff member signals that sometimes concrete
changes move people towards ‘growing and learning’ – but
at other times, people seem to be struggling and stability is
more what’s needed.
Where we have evidence from people accessing projects
and services from the model, there is a sense that concrete
changes are only part of the story. For example, learners
in the Two Way Street project note that they “gained a
qualification in health and care” and a “confidence boost”
– but that they’re “still looking for a job”. For one learner
who we spoke with, the barrier isn’t just available job
opportunities, or the lack of confidence, or even the lack
of qualifications – for some people, there are issues around
“being a single parent, jobs are during childcare, so not having
time to work away from children” (Two Way Street learner).

4 “80% of clients that were consulted stated that their knowledge had increased of activities (such as work and welfare advice and healthy
lifestyle programmes) in the local area since accessing the MSP service. A further 88% said their understanding of where to go for support
with non-medical issues had increased. 71% said this was a lot or completely a result of engaging with the MSP service. (Macmillan Social
Prescribing Evaluation Report, 2017, p47)
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Connectedness

Confidence

Staff suggest that ‘connectedness’ is another central
outcome for people who engage in to the Centre to the
Health Partnership. When staff talked about the connections
that people might gain from the Bromley by Bow model –
they talked about both formal and informal pathways.

The work that staff do – with people, and for them – is
focused on confidence building. In this case, confidence can
be about growth.

Many of the connections which occur in the Bromley by Bow
model are informal – they involve conversation, connection
to a place, to a group of people. Connectedness can result
from having a positive experience with others – from “feeling
part of something” (Social Care) or “being more involved
in the community” (Empower Project). Connection can be
the recognition that a Patient Assistant offers by knowing
a person’s name. Or the routine tea break that Social Care
groups do every day.
But other connections are formal – they involve
appointments and referral pathways, a ‘next step’ or access
to another service. For example, being able to access the
expertise and treatment of a secondary care service through
the examination and referral of the clinical team at Bromley
by Bow.
On a more invisible, but no less formal level, connection
can also involve being connected into a data system,
where a record of one’s health conditions and treatment is
documented to ensure that care pathways occur as planned.
This documentation has a range of other purposes –
audit trails, financial accountability, clinical governance just
being a few.
The kinds of connections can support people with stability
and growth. Routine tea breaks might be a kind of stabilising
connection – but they might also be a place for people, to
make a relationship stronger. Likewise, ‘being more
involved in the community’ might help someone address a
feeling of isolation.

For staff who run ESOL classes, confidence is about learning
– as well as support:

BBBC staff
member:

Why do we do it? Well
why we do our job.
Because you’re able to
support them on the
spot. Provide support for
clients and communities.

BBBC staff
member:

Yeah this is the main
thing. It’s about building
their confidence.

BBBC staff
member:

We teach them. We
help them to learn and
develop new skills.
To build their confidence.

BBBC staff
member:
BBBC staff
member:

In this case, confidence can also be about people’s
stability. It can be focused on providing the basics of
support, of being there when people need help. As one GP
put it, “people value that we’re working in their interest – that
means something to people” (GP at BBB).
In the day-to-day work of the model, staff work with life
threatening medical conditions and destabilising social
circumstances. Except for the occasional mention of
“vulnerable people”, it’s notable that staff didn’t often
talk in specifics about the people they work with and the
circumstances that they might be in. This is notable because
Tower Hamlets remains one of the most deprived Boroughs
in the UK. When asked to specifically comment on their reach
into the community, the Social Welfare Advice Team – as one
example – talked about working with “people in crisis, addicts
over 18, low income families/adults, domestic violence clients,
people with health problems, people with debts, people from
deprived backgrounds, isolated clients, vulnerable adults”.

If we take the Welfare Advice team’s words as a signal of
the potential vulnerabilities that people face – we might
see the significance of the work that the Social Care, and
other teams, do by ‘paying attention’ and ‘meeting needs’.
Where things go wrong, a high-quality service and safe
and supportive environment may create the basic level of
confidence that people need to be stable and to cope. From
the staff perspective, that is no small thing.
Confidence can be associated with moving forward – of
knowing that there is “always a next step”, as PAs put it. Or
of “signposting” as the Employment and Skills team put it.
For staff, there is a connection between people being able to
move forward, and people’s level of confidence. As discussed
above, GPs and Welfare Advisors both talked about way
that new understanding and making good decisions overlap
with confidence. Confidence – from the perspective of staff
– comes from being able to address issues and have a plan.
Having a plan, helps people gain confidence.

To support them.

Confidence also comes from getting a qualification, a core
outcome from the Two Way Street project. Confidence
comes from learning new things and being able to use that
knowledge to help others, which was focus of the Empower
project, are just two examples of the way that staff say people
gain confidence.
For staff, even when confidence building is focused on
growth, on new skills or qualifications, they continue to
emphasise the need for support – of stability.
Confidence, from the staff perspective – is part of the safe
and supportive environment that the model offers. In Social
Care, the staff talk about paying “attention” and making sure
that people’s individual “needs are met” – which in this case
can mean support for personal care and mobility support, or
attention to the creative ideas people have for their projects
the way they’ve improved their work. Staff also talked about
companionship and creative activities as core functions of the
Social Care team. Taken together – confidence reflects staff’s
aspiration that people will feel confident that their needs will
be met, that they will have connection and companionship, as
well as creative opportunities.
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Conclusions for the crossorganisational theory of change
What does this theory of change on the
‘shared ways of working’ tell us about
the Bromley by Bow model?

First

– it tells us that the work that staff do –
across projects, services, job roles and organisational
boundaries – is done on a spectrum between doing
with and doing for people. Sometimes staff are
managing risk for people behind the scenes, i.e. through
clinical governance, and sometimes they are working
collaboratively to make a change with community
members. Sometimes they’re being a companion and
supporting someone to enjoy the small things in the dayto-day, and other times they are managing access to the
services that are available.

Second

– it tells us that staff engage is
a balancing act between relational and transactional
ways of engagement. Sometimes staff are focused on
being efficient, on doing ‘for’ people, on a transactional
coordination which gets results. This can be done with
people – or behind the scenes through administrative
work. At other times, staff are focused on listening to, and
working with, a person as an individual (rather than a set
of circumstances).

Third

– that the work that staff do – despite its
diversity – hinges on one central mechanism: connection.
Connection is multi-faceted. It links people to resources
and support, to others, to a plan or to a safe, and
supportive, environment.

Fourth

– that the many kinds of work, the
different pathways into the model, and journeys through
are – at their essence – about stability and growth.
And so, the top three outcomes concrete changes in
circumstances, connectedness, and confidence reflect
these elements.

Fifth

– connection is not straightforward – it
requires resources like time, good project management, a
wider system of support which meets people's needs and
interests. It also requires conversation – and staff who are
sophisticated in having good conversations.

Challenges and Enablers to the
Theory of Change
What helps, and what hinders, the theory
of change we have presented here?
Staff talked about the challenges – and the enablers of their
role in three ways: their own approach to their roles, the
constrains and possibilities of their project or service, and
the dynamism of the model – which can create a sense of
immense possibility, as well as a sense of fragmentation.
In this part of the chapter, we look at the challenges and
enablers to the theory of change at three levels:
1. Individual approach to work
2. Project and services
3. The model’s design
For staff, across job roles, professional identities and
organisations, there is one central tension – which plays out
across these challenges and enablers: the need to help people
in an individualised way, and the need to work with a wide
range of people and meet the demands/needs of the group
or population which they are serving. This will be a familiar
tension to anyone working in the third sector or in services.
The remainder of the chapter offers a different insight in the
way that staff work to achieve the outcomes of the model.
There are balances to be struck in their own professional
practice, within the design and delivery of their project or
service and within the organisational structures that surround
them. When the balance is functioning, the outcomes of
confidence, connectedness and concrete changes are
possible. When the balance is off – there is a risk that these
outcomes do not occur.

1. Barriers and enablers for individual
approaches to work: Transactional vs.
Relational
The theory of change has provided insight into the ways that staff
work with individuals and focuses on the human relationship at
the heart of their work. There is an ethos of person-centered
health care in the Health Partnership and values of ‘be a friend’
and ’long journeys’ at the Centre. Taken together, these indicate a
strong foundation for relational practice.
The theory of change has also shown the transactional ways
that staff work – and the efficient and safe – environment
which is created to support people. We stress that we offer
no value judgement to these ways of working – both offer
important contributions to the outcomes of the model. For

example, concrete changes often rely on staff who are able
to be being “organised” (GPs), “proactive” (PAs) or have the
ability to “work under pressure” (Social Welfare Advice). So
too, confidence in oneself may rely on staff’s ability to offer
a “listening ear” (Macmillan Social Prescribing) or the “don’t
fluff them” attitude that Social Care staff bring to their work.
For staff, finding the balance between these relational ways
of working and more transactional ways of working is an
ongoing struggle. The tensions seem to play out in two ways.
Transactional ways of working can mean that staff are focused
on their funder’s targets and the other forms of oversight
they receive for their work. Relational ways of working can
lend themselves to emotional stress and sensitivity as well as
attachment to people. Again, both ways of working have great
value – it’s the balance between them that is difficult.

Barriers and enablers to relational ways of
working
Staff across the model balance a desire to work with people
in a way that is stabilising, that meets concrete needs –
whilst also trying to find a way to support people with new
opportunities and growth. This is where staff may find
themselves stretched. Sometimes they are working and
worrying about people who seem to be in crisis and at other
times they are hoping the new opportunities are taking hold:

_________________________________________
“But sometimes, the client will come in
with one thing and we’ll ask a question, and
without realising it, you’ve actually opened
up a can of worms. Because they’ll start to
ask for more information. But there isn’t
necessarily all that time, because you haven’t
planned to speak with then in advance about
something so deep and personal. They’ve
brought it up, but there isn’t anywhere
private for you to go at that time. But then
they keep talking, and in my mind, I don’t
know about anyone else, I actually think ‘are
you actually okay speaking here about what
you’re speaking about?”. (Employment and
Skills staff member)
_________________________________________
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Most staff balance a need to make connection, to form a
relationship with someone they are supporting, as well as
need to ensure people can make their own choices and have a
strong sense of control. For example, Nurses and Health Care
Assistants talk about the need to “promote independence” as
well as their concern that they also need to “let go” of people:

Nurse:

HCA:

Nurse:

We promote
independence for these
patients to, you know,
because some patients,
if you give them the
opportunity they just
rely on you. But allowing
them to do things
themselves. They can do
it. You know, “you can
change the dressing on
your wound, and cover it
with another dressing”.
You know, but sometimes
we hold their hands.
Independence is very
important. We can
promote independence
and reassure them.
It’s important. Yeah.
So, we have to let go,
because we like holding
on … Sometimes we just
hold on to them. Like
<name of patient> I really
enjoy going to see her.
You know, some patients
I just enjoy going to,
but you have to let go.
(Nurses, XX Place).

There are emotional implications of relational work, which for
these staff members can appear in ‘holding on’ to people or
being affected by the circumstances someone is experiencing.
Enabling the outcomes is made possible – sometimes – by
letting go. In other circumstances, it may not be possible to
be emotionally unaffected by the work that is done.
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Barriers and enablers to transaction ways of working
For staff, finding the balance between these relational ways
of working and more transactional ways of working is an
ongoing struggle. We noticed this tension from the first
conversations we had with staff – to the discussions we still
have today. Staff voiced a desire to focus on the people they
support, and their individual journeys, but acknowledged the
need to hit targets and ensure the viability of their project.
Where staff voiced stress about their work, it was often
around the tension.

involve an overemphasis on targets and a narrow project or
service focus on activity. Staff voiced a desire to focus on
the people they support, and their individual journeys, but
acknowledged the need to ensure their funder requirements
were being met.
We asked staff in the Bromley by Bow Centre to explore this
perceived dichotomy between ‘delivering’ to targets and
having ‘meaningful conversation’ (Centre-wide workshop,
November 2017).

Transactional ways of working can involve efficiency, high
standards of quality and wide reach – but they can also

We must deliver to
funders

Where do these overlap?

We must have meaningful
conversations

Boxticking

Going against the grain of service
provision

Hitting a certain target
compromises the quality

Provide help and support to
clients

Time constraints

Build stronger valued
relationships with clients

Give statistics – but don’t tell
the whole story, ‘how’ and ‘what
difference’

Sharing knowledge to empower

Reputation

Campaigning – data – people tell
us what’s wrong – people don’t do
this, but we could

Hard to deliver the service when
side tracked

Our intention is to genuinely help
people, so we need the funding

Can be like a counselling session

Targets met = pay day

Can be mentally tiring – need to
debrief or case supervision and
reflective practice

Heavily target driven which makes
it difficult to focus on the softer
outcomes – e.g. confidence and
self-esteem

Client number – can’t have
meaningful conversations

Create strategies to reach out
and promote the service – and
improve reach
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Their conclusions show that there can be positives to the
target focus – i.e. ‘improve the reach’ of the service. But there
is also a sense that targets are linked to funding and not much
else. There are other staff who view targets as evidencebased standards of care. This view is more commonly held in
the Health Partnership than the Centre.
For example, clinical staff in the Health Partnership talk about
the role of evidence, and the importance of understanding
‘effectiveness’, in their work:

_________________________________________
“When I first started here, we didn’t have
QOF <Quality Outcomes Framework>.
And it was a Beacon practice. And the
Bromley by Bow GP surgery prided itself
on its Beacon status. When we introduced
QOF, we got a complete shock. Because
we thought we were doing a really, really
amazing job, and we realised there were
X amount of patients that we never saw,
and we never called in, because they
just weren’t the people who came in.
And actually, we weren’t really meeting
their health needs. And so, we were
pretty shocked, because we were there
in a comfortable place. Just thinking “oh,
aren’t we’re fantastic?” And there were a
lot of people that were really missing out.
And so, for example, with diabetes for
example, within your standard charters
for looking after people with diabetes,
everybody should have retinal screening,
eye screening, every year. And I think we
realised, you know, only about fifty percent
of our people having that. And other
people had never, ever had it. It was quite
startling” (Nurse at BBB).
_________________________________________
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Standards and targets can provide a useful framework, as the
example above illustrates. Or they can be seen to get in the
way of the good work that staff are trying to do.

_________________________________________
“One other thing I would like to point out,
and Bromley by Bow Centre is only alive and
living because of the community. Because
all of these funding issues they make it hard
for us to deliver. This is only existing because
of people. Whereas now we’re making
everything harder for them people. It’s just a
conflict really, that’s one of the main things.”
(Community Connections staff member)
_________________________________________
Transactional work can, for some staff, improve the effectiveness
and reach of their work. For others, a perceived overdependency
on funding and targets as the driver for activity can create
barrier to working with people in the community.
What do these, particular, barriers and enablers signal for
wider model?
• Working relationally can be “mentally tiring”
• Working relationally can create too much attachment
• Working to targets can have both negative, and positive,
implications for quality
• Working to targets can also improve accessibility and reach
The aspiration to help people meet their basic needs and
make concrete changes to their lives is paired with an
aspiration to enable people to find meaningful opportunities
for growth. It is in this stretch between these two aspirations
that staff are sometimes at risk. They can struggle to balance
the energy required for a relational way of working. Staff can
also struggle to manage the demands of targets and funder
requirements with the work they truly want to be doing.
This balancing act between relational and transactional ways
of working is an important consideration for staff in their
day-to-day practice. It can be the difference between working
with one person in a careful, individual, way – and working
with many people to achieve a larger impact. The decision
is often one of individual, professional, capacity – with staff
sometimes referring to their work to ‘go the extra mile’
when they take time to work relationally. But this kind of
work is also impacted by the project or service in which staff
are based. As the next section shows, projects and services
have their own drivers and their own approach to achieving
outcomes. Individual, professional, practice occurs within
the constraints and the possibilities that these projects and
services offer.

2. Project and service level challenges and enablers
Staff talked about the experience of transactional and relational ways of working within
their day-to-day practice. They also talked about the constraints and possibilities that
their particular role affords them.
The following three examples give an insight into particular projects or services. The
challenges and enablers that staff described can be structural, e.g. the length of the
appointment time, or particular to the person accessing support and the challenges /
opportunities they have.

The Empower Project was focused on energy debt
in the area. This project is a good example of the
‘collaborative action’ and ‘training’ work described
above as it involved peer-supporters, called Energy
Champions, who worked with their neighbours,
housing providers, and wider community to provide
education on issues surrounding fuel poverty.
One of the challenges, was the length of the
project. The team talked about the “short length of
the project” and the “need to build specific skills/
knowledge to do our job”, in particular “learning to
train” others to be peer-supporters.
Another challenge was successful engagement. For
example, the team experienced a “mismatch between
Champion skills and interest/aspirations”. The team also
notes that Energy Champions had a other things going
on for them”. Engaging housing providers in the project
was also challenge, and it was here that team felt they
had not achieved their aspirations. For them, one of the
biggest barriers was the “size” of the housing providers
which “meant change is difficult”. Engaging residents
in the local area was a challenge because “people don’t
want to admit they’re struggling”.
The primary enabler was communication and
collaboration in the team, plus good project
management. Although the team didn’t explicitly
mention these enablers, our observation from this
workshop with the Empower Team is that they
had excellent team communication and a strong
collaborative ethos. These two enablers, coupled
with strong project management skills, seems to have
enabled them to deliver the project well.
What do these, particular, challenges signal for the
wider model?
• People who engage with the model may be starting
from a low place of confidence and may be unwilling
to be completely honest about their circumstances.
• People have other things going on – and so any
engagement they have with model is only part of
their day-to-day life.
• Projects which are short term put pressure on staff
to deliver outcomes.

The Social Prescribing service links people to nonclinical resources by way of an initial triage and, when
needed, a more in-depth conversation.
The primary challenge that Social Prescribing can
face is the complexity of individual need. As the team
put it, “People often have a range of needs or longstanding issues that can lead to ‘not coping’”. For Social
Prescribers, the worry is that the service cannot do
enough to meet these complex needs: “People say that
they feel better - but it might not last - maybe only 1/2
hour”.
Another challenge is access. Social Prescribers talked
about the “the need to give equal resource versus
meeting needs and being person-centered”. In this
case, the team put an importance on “managing the
boundaries” and “expectations” given the “limits of the
resource”. Additionally, staff point that another major
challenge for the team is the number of other kind of
local supports in the community: “Social Prescribing is
only as successful as the services that you’re referring
to”.
The core enabler seems to be the different kinds of
conversation. Staff talked about the “wide range of
approaches” that they take to conversation – including:
“breaking down what feels overwhelming, motivational
interviewing, active listening, providing information - e.g.
knowledge of rights”.

“The primary
challenge that Social
Prescribing can face
is the complexity of
individual need.”
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What do these, particular, challenges signal
for the wider model?

What do these, particular, challenges signal
for the wider model?

3. Challenges and enablers of the model:
Diversity and fragmentation

• Connection to other support relies upon the existence of
local activities, groups, services, etc. which fit the person’s
interest and need.
• Access to the service is mediated through negotiation – of
need, resource limits, and expectations.
• Complexity of people’s circumstances – it is not clear
whether all services and projects can begin where people
are at.

• The time pressures on staff roles are both structural
(amount of time for an appointment) and cultural (a sense
that everyone needs to work faster).
• Time enables staff and patients to have conversations
beyond the clinical care
• There is a desire for people accessing support to
understand how the healthcare system works and the
range of expertise which can help.

In the model as a whole – the central enabler is diversity. The
offer, to people who live and work locally, is a set of activities,
programmes, services – and ways of working – which are
wide ranging and can meet both the needs people may have
and enable their aspirations for growth. Where diverse ways
of working, numerous different kinds of staff roles, multiple
pathways in and out of the model can be strengths. They can
also feel like fragmentation to the people who work within it.

Taken together there are enablers and challenges which cut
across the projects and service – though they look and feel
different in each. Time pressures appear as themes in all
three examples. In Social Prescribing, the complexity of the
person’s situation means that a challenge is lack of time to
properly engage with the individual This challenge of time
is mirrored in both the Empower Project, which was, in the
views of staff, too short. Similarly, nurses experience time
pressures to work faster.

In the following section: we tell a story of ‘two worlds’
– between the Health Partnership and the Centre. We
emphasise the differences between them, with the intention
of showing the diversity of possible pathways that people can
take within them and beyond. Clinical care can be linked to
welfare advice, and vice versa. Accessing Social Care, can be a
link to an ESOL class. The possible connections are numerous
– and yet, staff did not often talk about referral between
projects and services as an everyday activity. More often
than not, people voiced a desire for more ‘integration’, more
knowledge about ‘what’s going on’.

Nurses offer people a mix of comfort, protection,
plans and support for self-care. For Nurses, the
major challenge is not enough time with patients:
“It’s actually weird, someone who is on ten
medications and has all these illnesses … We only
have fifteen minutes to do everything. Well actually,
it’s not enough time.” (Nurses and HCAs at XX
Place). There is a related challenge, which is the
pressure to work faster: “But the pressure is always
going to be there to work faster, and to get people
out of the door” (Nurses and HCAs at XX Place).
Unspringingly then, one of the major enablers is
time for conversation:

_________________________________________
“If I’m running on time, I have time to get
a nice catch-up with the patient. I have
time to care as well, to talk to patients. You
know? It’s not just treating their symptoms,
but able to talk to them as well. Because I
do a lot of trial immunisation. So, mothers
sometimes like to have a chat about the
babies and stuff. And I enjoy that, you know.
I’ve been doing for so long now. And you
know the family. Sort of know who’s the
first child and the fourth child.”
_________________________________________
A key enabler for Nurses is patient knowledge about the
system of care they are accessing: “As far as the patient is
concerned, understanding that’s it’s not just one person you
go to. But actually, there are a great many people who can
look after your needs” (Nurse)
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Looking back to the balancing act of relational and technical
ways of working, the decisions that staff make – towards one
way of working or the other – is constrained by the amount
of time they have (e.g. with patients in the appointment, or
over the course of the project). These time pressures can
become more or less of an issue for staff depending on the
organisation they are working for.
Sometimes the diversity of projects and services can lead to a
sense of possibility. At other times, this diversity of work and
activities can feel like fragmentation. We explore the diverse
ways of working at the organisational level next.

The model is a puzzle. From the outside, it can look integrated
and holistic. From the inside, it can feel fragmented. This
section shows difference, between two parts of the model, as a
potential strength as well as a challenge.

Organisational context
The Bromley by Bow Centre is as charity with multiple
funding streams, targets and KPIs. It generates approximately
£4 million in income and employs approximately 100 staff.
It has a 30+ year history in the same community. Values are
used as an organising principle (e.g. ‘be a friend’). The Centre
has evolved through at least five different models over time
(as described in the historical research section of this report).
It is highly flexible in terms of the projects and services it
delivers which leads to an experience of innovation as well as
fragmentation for staff.
The Bromley by Bow Health Partnership operates as a
‘business’ with single public-sector funding stream (NHS). It
generates approximately £6 million in income and employs
150 staff across three sites. In its current configuration – as
a part of the BBB model – it has a history of 15+ years in
the community. The work of the Partnership is organised
around professional identity and role – with some discussion
of values. Evolution has occurred through partnership with
the Centre and growth from one GP surgery to three GP
surgeries across Tower Hamlets. In contrast to the Centre,
the Partnership has a more fixed set of services it delivers
and statutory requirements to meet. This can lead to a slower
pace of change.

Professional roles
The two organisations have distinct professional roles. At
the Health Partnership, there are five main professional roles
– general practitioner, nurse, health care assistant, patient
assistant and manager. The distinction between professional
and patient is usually clear.
In the Centre, professional roles are not always clear – but
seem to fall into staff, project manager, director or artist
categories. Most people are identified with their project
or team. Projects change frequently, and staff are often
associated with multiple projects over their time at the Centre.
Another role for people at the Centre is volunteer and
member. There are longstanding volunteers at the Centre who
are known to staff. Likewise, there are members of the social
care day centre who have been attending the group for many
years. These individuals are also known to staff at the Centre
and are viewed as part of the Bromley by Bow community.

Services and projects
Activity at the Centre is organised around ‘projects’. Work
is mostly organised around a service delivery and project
management paradigm. Activity in the Health Partnership is
organised around professional roles, expertise and medical
conditions. Work is organised around a clinical and biomedical
paradigm – with discussion and understanding of the wider
determinants of health. Examples of the services that are
provided include clinical support from general practitioners
and nurses, social prescribing, social welfare advice,
employment and career advice, a social care day centre, a
social enterprise support scheme, English as an additional
language training, a Timebank as well as a range of different,
short-term, creative opportunities such singing or tapestry
making.
The two organisations have a different degree of flexibility in
the services and activities they offer. The Health Partnership
offers a relatively fixed service of clinical care – nursing,
general practitioners and health care assistants. The Centre
offers a range of different services and projects – some of
which have remained relatively stable over time, such as
the social care programme, the welfare advice programme,
the social enterprise programme and the employability
programme. Other activities, such as the art done by the
affiliated artists at Bromley by Bow is also a stable feature of
the model.
However, a number of services, projects and activities have
come and gone over the years, including the children’s
daycare, the gardening social enterprise, the apprentice
programme, the health trainers programme and the inclusive
arts programme.
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Conclusions on
Organisational Perspectives

For both
organisations,
financial
sustainability
(and survival)
are core themes.

In this Chapter, we have focused on the Bromley by Bow
Centre and the Bromley by Bow Health Partnership as they
are today. Building on the ‘Rich Cake’ metaphor from the
previous chapter on the development of the Bromley by Bow
model, we presented an organisational perspective focusing
mainly on how staff talk about their work, and the difference
they feel it makes.

The term integration implies an accomplished ‘fact’ – a state
of being. So does fragmentation – and diversity. These are not
established, finished, states of being. To work in this sector is
to seek integration – to strive for “joined up” ways of working
– on behalf of patients and clients. But, perhaps the unspoken
truth of this professional world is that there will be never be a
final state of integration and ‘joined up-ness’.

The first part of the chapter showed the combined, crossorganisational, theory of change for both the Bromley by
Bow Health Partnership and the Bromley by Bow Centre.
Never before have the activities and outcomes of the two
parts of the model – primary care and community anchor –
been combined. The logic model on the following page offers
staff a clear picture of the work they do across job roles,
professional identities, and organisations. It also shows the
pathway from resources to outcomes – which gives staff a
better understanding of the work they do, and the tensions
they balance.

Likewise, staff enjoy the diversity of their work and the work
of their colleagues. Where they have repetitive tasks, they
don’t enjoy it. There is frustration at the fragmentation – but
there is also a sense of the possibility that this diversity of
projects and services offers.

There are three key messages to take away from this chapter.

1. First, connection is the core mechanism for change. As a
Quality

Impact

At the Centre, quality in the everyday work that people do
is maintained by culture and ‘active values’ – as well as the
targets that are attached to project/service level funding.
as opposed to a regulator/quality assessment framework
or strong professional identify. The Centre does need
to comply with standards of the national regulator, the
Charity Commission, but this form of quality assurance
does not seem as relevant to day-to-day activity as funder
targets and the organisation’s “active values”.

At the Centre, impact is measured through key
performance indicators, case studies and some projectlevel evaluation. The diversity of projects and services
– along with the short-term nature of some of that work –
means there is no single, agreed upon, narrative of impact

At the Heath Partnership, quality maintained by the
professional identify, national standards of good practice
and clinical leadership (which the various Royal Colleges,
e.g. Royal College of Nursing, promote and maintain).
Values were discussed mostly by clinical staff, and may
also play a role in the maintaining the organisation’s vision
of quality care.
High levels of documentation and bureaucracy – both
within the service of General Practice and beyond into
Secondary Care and Social Services – means that quality
is also managed through data and information which are
then audited to ensure standards have been met.
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At the Health Partnership, impact measurement through
activities and outputs – i.e. Quality Outcomes Framework.
Assessment of compliance with national standards is
carried out by the Care Quality Commission, who inspects
the health centers. Impact is also measured through
compliance with national and local health targets for the
population.
For both organisations, financial sustainability (and
survival) are core themes. One of the less openly
discussed elements of impact is actually survival
– organsiational survival. This idea of survival is
demonstrated in how managers talk about project and
services continuing (or discontinuing) to operate and
staff retention. The idea is also present in how the senior
leadership of the two organsations talk about the future
– where a need to stabilise and prevent the reduction of
services, is balanced with a desire to change and grow.

result, the model must hold a vast network of pathways.
Some of these are data pathways, some are service
pathways, or connections between different services and
activities. Some of the pathways they hold are rich and
deep – lasting thirty years. Other connections are more
fleeting – the person passing through the park or coming
into the Walk-in Centre.

2. Second, staff balance relational and transactional ways of
working. Staff create connections through coordination
and administration, which means that people are often
connected through paperwork and information systems.
Staff also create connections through conversation and
interaction, sometimes this is very person-centered and
individual – but not always. There can be transactional
and efficient conversations too.

With this in mind, perhaps we need to redefine integration
so that it accounts for the ‘active’ nature of this work – i.e.
integrating. And perhaps there is something powerful about
being able to work in a way that accepts and adapts to the
fragmentation and diversity we have seen in the BBB model.
Integration is more than the work that happens between
organisations and services - it can also mean finding the
balance between relational and transactional ways of working,
i.e. acknowledging and working with the tensions in one’s own
practice.
In the spirit of that integration, this report has shown the
value of understanding the everyday work of staff – and their
practice wisdom. When these insights are combined with the
historical perspectives – one case see that the model’s most
substantial change is one of growth – both in terms of size
and also the increased focus on meeting need and offering
services and support. In the next chapter, perspectives from
the community show the value of meeting need, but also
the desire for stretch. We will also return to this theme in
Chapter 8 and the integrated theory of change and outcomes
framework for the BBB model.

3. Third, the outside looking in – the model seems

integrated. The cross-organisational theory of change
has shown that there are shared ways of working, shared
outcomes and a shared mechanism (connection). But
there is deliberate diversity in the model which means
that there are many different types of job role and
professional identity. This diversity can make for many
pathways of support for people. But it can also feel like
fragmentation for staff when working on the inside.
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Findings:
Community
perspectives
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Introduction
This chapter focuses on community perspectives emerging from our community-led
research in two sections:
• Firstly, it provides a picture of the community’s own lives
- a view from outside of the walls and park of the Bromley
by Bow Centre and the three GP practices.
• Secondly, it offers local people’s experiences of the
Bromley by Bow model – a view looking in from the
community – illuminating where there is alignment and
where there isn’t between these two viewpoints.
The Bromley by Bow model grew from its community,
is considered a community-centred approach (South
et al 2015) and aspires to create ‘vibrant and healthy
communities, person by person’; this evidence stream
provides a community-defined benchmark from which to
evaluate success against that description and intention. It
presents a rich picture of the ingredients of a good life from
the perspective of the 23 individuals that we interviewed
and across the 500+ comments captured on the streets and
in the gatherings of Bromley by Bow. It also includes the
imaginative interpretations of the 19 people who were part
of creative art workshops that built an exhibition to share,
explore and build findings with a wider public.
Our aspiration was that the process of inquiring and
dreaming of a good life had an effect for the people that
took part, and a great deal of activity towards this goal sits
behind and beyond the words contained here on paper. This
research was designed to lead to change for local people.
Our interviews were redefined as ‘conversations’. They gave
people the space to connect with the community researcher,
talk about their lives, and in doing so to build critical
reflection and awareness about what’s important for them.
The workshops created a mini-community of makers, with
some people fired up to make change happen and others
simply enjoying the chance to keep coming back together to
improve their lives that day through collective creative work.
The creative process is captured in a separate Community in
the Making booklet available at www.bbbc.org.uk/insights.
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Why ‘ingredients of a good life’? Underpinning our approach
and direction of questioning are several assumptions: firstly,
that every person deserves to lead a good life according
to their own definition; secondly, that whilst every person’s
definition of a good life is individual, there are some
fundamentals that we all want and need; thirdly that this
combined definition of a good or fulfilling life can provide
a set of community valued outcomes for organisations
seeking to support an equality of opportunity or capability
(Nussbaum 2006, South et al 2015).
The view out into people’s lives offers rich individual stories
which combine to provide a set of community valued
outcomes. This section also presents local people’s account
of the enablers and barriers to achieving these outcomes, and
their observations of the local and societal context.

Community
Perspectives on
their Own Lives

What emerges across the human stories that follow
is a picture of both human struggle and strength, at
both an individual and community level.
The outcomes demonstrate the importance to each person for both
a level of stability in their lives, and for growth and expansion. Not
everyone in our sample has achieved the stability they need and their
stories offer poignant insight into some of the difficulties of human life
as well as the fight and determination to seek growth no matter what.
Whilst others are in such a place of expansion that they are helping
peers, and in the process continuing to feed their own wellbeing.
Community views on social change demonstrate both nostalgia for a past
where community connection felt more possible, and fears for a future
in which commericalisation and technology make it even harder.

What will these human stories tell us about where the
Bromley by Bow model could be having an impact? The
second half of this chapter provides an account of how some
of the local people we spoke to experience the Bromley by
Bow model. Lastly, it draws some conclusions about what can
be learnt from a community framing of what is important and
how it can be achieved.
It is our intention that this chapter and its conclusions
provide a benchmark of the outcomes that are most
important for people, as well as an understanding of how
local people can be supported to achieve them. We italicize
this last wording to emphasise that it is people who will
ultimately achieve the outcomes, albeit potentially with very
welcome support from Bromley by Bow. This distinction
is important, as the other intention of this chapter is to
act as a reminder that ultimately it is people, rather than
organisations, that most inform the direction of their lives
and their outcomes. And that these outcomes are lived out
in community contexts, rather than within the walls of an
organisation.
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Community Valued Outcomes
(or ‘Ingredients of a Good Life’)
‘What do local people value
most in the community and why?’
‘What are the ingredients of a good life?’
The core outcomes that people in Bromley by Bow valued
most in their lives are:

"So, you have like things like having a family, things that
positive and work and things like that, you’ve got something
to come back to. If you have nothing to come back to,
nothing to hold on to while it’s like ... it’s like you’re falling."
(Male, Black African / Caribean, 45-60, unemployed)

1. feeling good in myself.
2. connection to others.
3. giving and getting back.
We are calling these ‘growth outcomes’. There is a
relationship between the three growth outcomes. Both
giving and getting back (work life) and connection with
others (social life) feed a person’s wellbeing. And vice versa:
if someone feels good in themselves, they are more able to
take up a full and fulfilling work or social life. If someone is
earning money from their work life, they are more able to
socialise with friends and family, using the money that they
have available to engage in activities. If someone is supported
by the love of a stable set of relationships, they are more
confident to enter the world of work.
They are growth outcomes not only because they feed each
other, but also because we witnessed a range of capability
and aspiration within these three categories, indicating a
potential for dynamic movement along a trajectory – stability
and stretch within each.

Work Life

Self

Social life
Basic needs
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Housing

It would help me financially and make me more social and
sociable. It would make me happier, because I would be giving
back. Then again, it would tie in as I would have more money
and I would be able to send them to the extra-curricular
activities they really want to do, they will be happy, I will be
happy. (Female, preferred not to say)
Underpinning these core elements of a fulfilling life, are a
set of basic needs which must be met as a foundation of
security and stability. They do not in themselves represent
a good life, nor provide the opportunity for growth and
expansion. People did not get excited about them. However,
they are not to be underestimated, as, if they are missing,
growth and expansion will not be possible. These are: good
physical health, enough money to get by, a secure home and
a positive environment. We call these ‘survival outcomes’ and
they correspond broadly with the physiological and safety in
Maslow’s hierarchy of needs (Maslow 1943).

Giving and getting back

Stretch

Feeling
good in
myself

Growth

Connection to others

Stretch

Positive
environment

Physical
health

Money

Growth Outcomes
The following sections outline what these outcomes mean to local people. Each outcome
provides the opportunity for expansion of a good life. And, it is apparent that within each
outcome there are aspects that provide a sense of stability, and other aspects which are
more stretching, enabling growth. We highlight these differences in the descriptions below.
1. ‘Feeling good in myself’ (personal wellbeing):
Personal wellbeing features at the centre of the set of
community valued outcomes because for many people it is
the central ingredient that dictates and drives everything else.
There are many definitions of wellbeing some of which take
in physical health (Happy City 2016, Diener E. 2009). The
definition that emerged in conversation with local people
relates most to what the literature refers to as psychological
or emotional wellbeing. This is what we are terming ‘feeling
good in myself’.
"I think happy is [the most important ingredient of a good
life], because at the end of the day, you have to be happy
with your life. If you are not happy, but you have friends or
family, or you have work or whatever, but at the end of the
day, if you are not happy about it, you are not going to have a
good life, so that’s the most important."
(Asian, 16-25, Male, student)
Feeling good in myself from people’s descriptions can be
both the stable foundation (contentment) and the engine
(resourcefulness) that drives other aspects of a good life.

Stability
Feeling good in myself included passive, grounding feelings of
simply "being happy" and having contentment: "I’ve a feeling
that you need to feel happy in yourself, in that you more or
less want to, you know how to do something – before it’s
done" (Female, White, 45-60, unemployed) and “maybe fun
as well, so you actually enjoy your life and enjoy what you
are doing" (Asian, 16-25, Male, student). It could also mean
having self-esteem and resilience: "sometimes you feel like
I’m not good enough for this, I’m not good enough for this.
But you are good enough … we sell ourselves short" (Female,
Ethiopian, 25-44, unemployed).
Stretch
Feeling good also includes more active feelings of confidence,
control and assertiveness. In this sense, feeling good could
enable more active participation in life, stretching to asking
for help: "To be resourceful, what I mean…is the ‘can-do’
attitude, when people are not necessarily able to help you
themselves, but they might know somebody else that can"
(Female, White, 45-60, retired). It can also mean that people
no longer need help: “To have the confidence to not to keep
asking but to be able to do it yourself" (Female, White, 45-60,
unemployed).

Met
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2. Connection to others
We are social beings and it is perhaps no surprise that
‘family’, ‘friends’ and loved ones came up time and time again
in our conversations with local people about a good life. A
broader need for a sense of community connection was also
important.
A human being is not set up to live by itself... We need
community, you know.
(Male, White, 45-60, volunteer)
In local people’s definition, connection to others is made
up of and brings different benefits:
• a solid platform of known and familiar people.
• excitement and stretch from diverse, new and different
people.
• belonging and engagement from a broader community of
people.
• For some people connection to others is also derived
from their faith.
Stability
Love, meaningful companions and genuine connection
were core to everyone, whether they had family or not: “It’s
important seeing family and knowing you well and you can
communicate effectively and so much love.” (Female, Somali,
25-44, unemployed)
Feeling known and valued appeared to provide a sounding
board for identity:
“Some are familiar…. So it’s more tied down. I’m getting that
sort of sound board, you know? And I’m in the middle” (Male,
white, 45-60, volunteer)
Families and meaningful companions also gave people a
support system: “Like good ... good time, bad time, illness...
If something goes bad, you all have to support. And we got a
child, so we have to think of his future as well and his life… we
want to run the family happily, we both have to understand
each other.” (Female, Asian, 25-44, unemployed)

“Suffered from depression, came here, not
everyone’s cup of tea, lots of laughing and
swearing. Some people don’t like the idea of
drinking at the club, as I say it doesn’t suit
everybody. We go out a lot, people like yourself
come in, we have fun it’s amazing, come here
for 4 years now, maybe 5, never seen serious
argument disagreements.” (Male, White, age
unknown, retired)

Page 104 | Researching the Bromley by Bow model

3. Giving and getting back
Not to be underestimated, spending time with family and
friends gives us important chances for fun via shared
interests and socialising: “a lot of happiness comes from my
friends and family, so making sure that, even when I am busy,
I take the time out to see them and do things with them.”
(Male, Asian, 16-24, student)
Stretch
The growth and challenge that came from meeting new
people and those from different backgrounds or abilities
to oneself was as important as having a firm foundation of
people who know you well: “Meeting new people. Making
connections...New and existing. Of various age groups, you
know?...And abilities.. Like talking to people that are less
mobile, like Zoe there for instance, she was in her electric
scooter. I made a point of saying good morning to her, you
know? It makes me feel that there’s connection there, for that
brief interaction. All these little actions build up, don’t they?”
(Male, white, 45-60, volunteer)
Diversity and a community spirit across cultural boundaries
came up time and again in the community research:
“Engaging with the community. And it would be nice to know
each other’s culture…Community spirit. Acceptance of others,
differences, culture.” (Female, Somali, 25-44, unemployed)

Whether in paid work or volunteering, people expressed an
innate need to contribute and to experience a reciprocity
or exchange of labour. Similar to the benefits derived from
connection to others, work and volunteering provide a
feedback mechanism for people’s identity or sense of self.
There is significant potential for personal expansion in this
space, as people get an experience of overcoming challenges,
pursuing their talents and learning new skills. There is also
potential for communal expansion, expressed particularly by
people with families, who wanted to build a community or
good future for their children. When we explored this theme
in the creative workshops, the emotional and psychological
benefits of reciprocity were much more important than the
financial.
“I like to give back. Volunteering. It’s very rewarding. It’s
fruitful. It’s being selfless…And I realised, I didn’t take it in at
the beginning, but I was told that if you volunteer, you’ll get
more out of it than what you’re giving in. So, it’s like you’re
making a deposit, you know?”
(Male, White, 45-60, volunteer)
“Everyone has a talent out there, so it’s one of those things
like whether you want to bring it to life or pursue it. And then
you know, sometimes passion whether it becomes a job or
just something that takes your mind off things, you know it’s
important, because it makes you human I suppose, yeah.”
(Female, Vietnamese, 16-24, employed)

Giving back was also important for laying a foundation for a
good future for those with children: “I am volunteering for
this project because I obviously want my children’s future to
grow up in a good community” (Female, Asian, 25-44, fulltime mum and volunteer).
Stretch
Giving back, whether through work or volunteering give
people a wealth of growth. One important factor was
overcoming challenges - having goals and achieving them:
“I always wanted to open my own restaurant in catering and
stuff like that. So always trying to do things like developing.
Looking for a job until I find something. That sort of thing still
looking.…It’s stressful if you want something and then if you
can’t do it.” (Female, Somali, 25-44, unemployed).
“I just got stuck in to it, you know it was ... it was a challenge. I
love a challenge” (Male, White, 75+, retired).
People also take a huge amount of learning from their jobs
and from volunteering which provid stretch and growth:
“That’s the best thing I like about it, people learn to do
things like putting wallpaper up. Doing painting. That was the
best thing I like about that” (Male, Black Caribbean, 45-60,
unemployed).
“I am learning about how to deal with different people,
how to cope with different situations” (Male, Asian, 16-24,
Student).

Stability
Contributing, whether through work or volunteering, was a
stabilising factor for people. In many ways, contributing and
the forms in which people contribute built people’s identity
or sense of self:
“I think because of what I do, making a difference, I feel like
it is very tied in with what I’m doing at work…If you can do
a good deed, or if you can do something that is going to
benefit the community then you know, do it…because it
makes you feel good” (Female, White, 16-24, employed).
This identity is at risk if people are not getting access to
a work life that they desire and need, which could be due
to a number of barriers. In this example the barrier was
mental health issues: “One of the things with me is I hate not
working, that has been one of the things that has caused me
some problems, you know, depression, and things like that”
(Male, White, 45-60, unemployed).
Childcare responsibilities which, whilst also very rewarding
had the potential to crowd out a parent’s own identify: “I say
my family’s everything but sometimes you need that work
life… then come home and you’re able to interact with your
child, ‘cos then you have something to have a conversation
about” (Female, Asian, 25-44, employed).
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1. Enough money to get by
People were often pragmatic and philosophical about money:
“A good life for me, as long as I’ve got a roof over my head,
clothes on my back, food on my table and I’m able to pay my
bills, pay my way, beholden to nobody… You can have wealth
and be unhappy. And you can be poor, and you can be happy
as a sandboy” (Male, White, 75+, retired).
Even whilst it is clearly a focus of considerable stress for
some (demonstrated in some ways by how much they
mention it), these people resist the potential of money to
define their good life, saying: “money is just a thing what we
use…when I’ve got no money I’ve got my bike I’ve got ways of
getting to a place…I mean I’ll walk there, it’s not going to stop
be from going to that place” (Male, Black African / Caribbean,
unemployed).

2. Physical health

Basic needs and survival outcomes
What emerged from the range of aspirations expressed in
our conversations was that for people to have any hope
of achieving a good life they first needed to have access
to a ‘good enough’ life. Some people we spoke to had very
low expectations of a good life, perhaps dictated by the
desperation of the situation they were living in. For them,
a good life was an absence of the stress caused by lack
of money, health or housing issues or living in a negative
environment. These lives can be precarious.
"You have to be strong, otherwise you are going to lose
everything." (Female, Iraqi, 25-44, unemployed)
Stability and security in these basic aspects forms the stressfree foundation from which a good life can grow:
1. Enough money to get by
2. Physical health
3. A safe home
4. A positive environment
“I guess you having the basic minimum as well of things ...
food, so basic resources. So, whether you have a house over
your head ..... you know you can have food…So, and I think
not worrying about money.” (Female, Vietnamese, 16-24,
employed)
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For most people that we spoke to, physical health was an
important minimum requirement but was not in itself a life
goal:“If you don’t have good health, you can’t live a good
life. You have to be strong to work.” (Female, Black African
/ Caribbean, 25-44, employed). The one exception to this
was people who are currently experiencing significant health
issues, for whom physical health held emotional significance
for their definition of a good life.

Community-defined Barriers and
Enablers of a Good Life
‘What helps and what stops people leading a good life?’
Local people’s aspirations (valued outcomes) for a good life were both very personally articulated and felt and, in their broad
sweep, fairly consistent across our community research. Chiming with the wider literature, people’s capability to attain them
was being influenced by the composition of enablers and barriers in their lives (Marmot 2010, Nassbaum 2006). Personally
manifesting barriers were compounded by societal or local change, which people could see disproportionately impacting on
some social groups more than others.
Enablers
The enablers of a good life that people told us about
demonstrated an abundance of resources within people
themselves, their faith and their support networks.
Whatever their circumstances, people often had a philosophy
or approach that helped them direct their lives more fully: ‘As
Muslim’s we believe everything is planned for you so we take
each day as it comes’ (Female, Somali, 25-44, unemployed).
"No one is perfect, everyone has a problem, but still you have
to go forward, move to make life easy and happy. It is hard,
but still you have to move forward, you have to find out what
makes you happy." (Female, Asian, 45-60, unemployed)

3. A secure home
Decent and secure housing was seen to be a minimum
requirement for a good life. Comments here were matter
of fact, but it is clear that it is psychologically important for
people that this most basic of human of needs, for shelter,
is met: “You need accommodation. Secure...you need a front
door key, and a back...you need a set of keys” (Male, White,
45-60, volunteer).

4. A positive environment
The immediate environment that people live in also has an
impact on how people feel about their lives, and themselves
within this life. A pleasant and well-kept local environment
is another example of a feedback mechanism that tells a
person something about their standing in the world. A good
environment can fuel their sense of pride and give them a
message that they are being respected: “the environment
that you grow up in, if it looks run down and shabby it’s not
pleasant. So a good pleasant living environment because you
want to feel proud of where you live” (Female, Asian, 25-44,
full-time mum and volunteer).
Safety and lack of intimidation or negative role models
was particularly important to people with children
who commented on “the negative energy, the groups
congregating outside” (Female, preferred not to say). A good
local area can also offer resources to people that support
their wellbeing, such as green spaces or parks.

In order of mentions the enablers mentioned were:

"Some people ask ... they’d start organising it with their
friends and family, it’s like doing activities with families and
like, oh where did you do this? Oh, I did it through this. How
did you learn this? I did it through this. So…then the other
person goes to their school, they start saying oh my friend
does this or my family member does this. This is what the
school does ... or this is what the community does. This
is how it goes through by talking to each other or getting
involved." (Female, Asian, 25-44, employed)

And of course, people mentioned fun - socialising, joining
clubs, going to events, fitness and hobbies, all sorts of
activity as enablers of their good life. Often forgotten in
a services context (!) this finding reminds us of a central
human capability of ‘play. Being able to laugh, to play, to enjoy
recreational activities’ (Nassbaum 2006).

• Learning (learning from life and experiences, parental
teaching and role models, skills development, education);
• The capability to manage stress and health;
• Getting involved in clubs or groups;
• Mindset;
• Help and support (particularly via peer or family networks
but also services);
• Activities and fun (events, hobbies, socialising);
• Know-how (language, what’s going on, routes to access);
What is most striking amongst the enablers is the importance
of people knowing themselves, learning from life experiences
(especially challenges) and peers. The most resourceful were
using this knowledge to make more purposeful choices as a
result. People’s main support network is each other – families,
friends, neighbours.
When I came here I had to do it by myself, I had to push
myself, because some of the things you have to learn from
the past, and know that was wrong, so you have to do it.
Life is going to show you more about that. I was supporting
myself." (Female, Iraqi, 25-44, unemployed)
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Barriers
The barriers point to a continually reinforcing trap which can
occur when core ingredients of a good life are missing, or
external forces act to prevent people from accessing them
fully. For example, the potential of ill-health to cause social
isolation (preventing them connecting to others): “Because
if you had mental health issues or you’re not well so it would
be very hard for you to interact with the people in the
local community. You’ll be restricted and you’ll be isolated”
(Female, Somali, 25-44, unemployed). Lack of confidence
stopped people from getting support.
Systemic barriers were also in evidence, for instance difficulty
with benefits payments and bureaucracy or support stopping
in a way that felt random in the context of a person’s life
where the need continues: "I’ve got my social worker, and he
was looking after all my paperwork and things about my life
and all that kind of thing… they tell me that he’s gone and he’s
not about anymore so I’m trying places, I’m trying to find a
new one." (Male, Black Caribbean, 45-60, unemployed)
Societal and cultural forces were also at play. For example,
lack of confidence could quite easily be compounded
by advances in technology. In several examples this was
further compounded by bureaucratic requirements which
felt beyond their control to muster and yet would have
material impacts on their finances: “It’s alright saying use the
computer, but if you don’t know or if you’re not confident
enough…I’m not sure of what I’m doing” (Female, White,
45-60, unemployed).
House and child care responsibilities were mentioned as a
barrier to achieving a good life by many of the women that
we spoke to. The need to look after children was acting as a
barrier to women getting jobs "I had a little child to look after
and I can’t work, I don’t have any relative" (Female, Asian,
25-44, unemployed) and from connecting with other people
or themselves:

Because sometimes when you have a busy life, you’re kind of
isolated. So you don’t even have a grownup conversation… It’s
very hard sometimes to find time for yourself because you
have so much engagement with the kids and things.(C4)
People at the creative workshops said that caring
responsibilities, for example, for an older parent, had a
similar limiting effect. Flexibility in the services and supports
provided was one way of overcoming this barrier, for
example, allowing mums to bring children along.
In order of mentions barriers people told us about
included:
• Disability or life-limiting illness;

Community Perspectives
on the Local and Societal Context
In conversation about the ingredients of a good life and what people value in their
community, some people told us about their perceptions of the local area or wider
societal influences.
The majority of these observations were negative in nature and have some connections to the barriers that people mentioned,
for example a loss of free public spaces and loss of community increasing social isolation. People with children or a job in
People observe:

• House or care responsibilities;

• A loss of community (more division and less mutual help
or even basic greetings);

• A lack of confidence;

• Cuts to local services (such as libraries);

• Loss of funding or benefits;

• Housing instability (people living in precarious living
situations or being pushed out of the area through
gentrification);

• Stress;
• Social isolation;
• Past actions, for example criminal behaviour;

• Lots of teenagers hanging around on the streets and
intimidating behaviour;

• Support, services or activities stopping;

• Commercialisation of public spaces and an increase in
materialism, particularly influencing kids;

• A lack of know-how (not knowing what opportunities are
available, not speaking the language or understanding
how to navigate systems of support);

• Technological advances and their impacts on social
isolation and materialism;

• Unwanted external disruption such as bureaucracy
or advertising.

• The impacts of bureaucracy and advertising on personal
wellbeing and a sense of control;
• Social progress for some but not for others.
These observations are significant because of how they
relate to the ingredients of a good life. Many of the changes
people observe point to a perceived loss of connection to
others. Commercialisation of public spaces, cuts to local
services and technological advances could be diminishing
the opportunities for such connection to happen. Some of
the changes people notice such as housing instability and an
increase in youths with nothing to do could be influencing
basic needs for a positive local environment and a secure
home.

1.

Perhaps it is unsurprising that there is a correlation between
the things that people value most and the changes that they
find most worrying, since people’s attention will naturally
follow their interest. It is worth noting that the London
Prosperity Board, in their end of phase 1 report reference
the fact, unprompted, that people are more likely to describe
things within their own control (UCL, 2016). People would
be less likely to mention population wide trends such as
childhood obesity, cancer rates etc.
This pattern is also apparent in our study, although when
prompted these broader trends were seen to be important.
To test the relevance of public health outcomes, we
presented a group of local people with a set of public health
profiles produced by Tower Hamlets and asked them
to comment on data that caught their attention. People
were concerned about some of these broader trends. For
example, one local person highlighted a high mortality rate
from cancer for under-75s as a concern and linked this to
experience of loss of loved ones in her life. The number of
young people acting as unpaid carers, similarly invisible on
local streets, had resonance for another. Bringing people into
deliberative conversations such as these, in which they can
combine their own lived experience with wider evidence and
staff know-how offers distinct opportunity for collaborative
action in Bromley by Bow and similar organisations (see
recommendations). For example, at present Tower Hamlets
policy makers are redefining their approach to public health
based on a literature which defines health as a resource
but wellbeing as the outcome . This is keeping with what
local people told us here. Such synergy offers powerful
opportunities to create new futures.

http://fingertipsreports.phe.org.uk/health-profiles/2016/e09000030.pdf

2. Tower Hamlets Health and Wellbeing Strategy 2016-2020. Developing a strategy that will make a difference – next steps
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Community valued
outcomes in context

Perspectives On the Bromley By
Bow Centre and on General Practice
‘How can the Bromley by Bow model help?

Some of the sample of people we spoke to have experience of either or both of the Bromley by Bow Centre or one of Bromley by
Bow Health Partnership’s surgeries. We asked for their perceptions of these organisations and how they meet their needs or support
their definitions of a good life. Where people used a different surgery, we still asked them for their experiences of that GP and have
drawn conclusions from them about what is valued in primary care, for application here.
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Those who have visited or made use of the Bromley by Bow Centre are predominantly positive about their experiences.
Across all the features, the main things that people value in
relation to BBBC are:
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There are relationships between the societal
and local trends noted by people and the
barriers and enablers and the ingredients
of a good life. These relationships form
chains of impact which can be broken, and
so offer opportunities for policy-makers,
commissioners and local organisations such
as Bromley by Bow to intervene, in dialogue
and collaboration with local people. Much
of this consideration is beyond the scope of
this research. But in the sections that follow
we point towards these opportunities, as well
as the opportunities for further study and
application of the data to its context.

Page 110 | Researching the Bromley by Bow model

• The wealth of support and opportunities on offer;
• Helpful staff going the extra mile;
• Being a diverse group of people – everyone welcome;
• A reciprocity of support, being made to feel like you’re
part of the place, similar to a home or a family.
"I feel that the calibre of person that comes to the Centre
who I engage with, there’s a connection. What I mean by
a connection, there’s the same sort of...how could I put it?
Behind the stage, there’s a lot going on behind the stage,
and the setting up for a show...There’s so much preparation
before you even become a volunteer, you know? You don’t
just become a volunteer, that’s been my experience.. Over
time you build up friendships with people, you know?"
(Male, White, 45-60)
There were several individuals who told stories of how
the BBBC had impacted on their lives. These stories of
progression are very individual, and people will start in
different places according to their particularly needs and

Volunteering
opportunities

existing resources. In fact, the stories as a whole provide an
indication of mix of the Bromley by Bow Centre’s offering
that can enable to start and end in different places. Many
people mentioned the wealth of support and opportunities
on offer.
The impacts that people described in some cases indicated
progression - going from one thing to another, as in this
man’s situation who was referred by the Job Centre:
“When I first came here, I was no good with computers,
and it was causing me trouble with work and things like that,
so I came and done a computer course. From there they
obviously told me about other little courses. At the moment
I am on a course to be a Community Activator”
(Male, White, 45-60, unemployed).
People also spent time telling us about how they were treated
at the Centre, and how that made them feel, providing some
data on what might be key to achieving these impacts above
and beyond simply the activities – training, volunteering
etc. Below is a mocked up example (taken from across the
stories) of how an aspect of the BBBC’s offer - volunteering
opportunities - combined with the BBBC’s specific way of
working – needing help in return and a family feel - could help
a person’s aspiration to get their dream job.

Home, family
feel
Belonging
Staff needing
help in return

Building
confidence

Get dream job
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Valued Features of General Practice
Overall, people were fairly critical about how primary care is
meeting their needs and wishes. The majority of people we
spoke to received care from other GP practices, meaning that
most of the responses are not directed to BBBHP practices.
However, they provide a useful insight into what people value
from primary care services from which we can compare the
Bromley by Bow model.
Across all of these categories, what people say they would
most like from GP services are:
• Convenience - local, appointments when you need them
and being seen quickly;
• A proactive, welcoming approach – familiar, personalized,
potentially even specialized;
• Help with their immediate issues, some of which are
urgent and serious;
• The extra support to learn how to manage their own
health longer term.
It is interesting to note that people value both efficiency and
the relational approach of GPs, but that “at the end of the
day it’s about usability and accessibility” (Female, Vietnamese,
16-24, employed).

In this example, doing Bromley by Bow’s DIY health course,
helps someone to manage their own and their children’s
health and to use the GP less. This relates to one of the
enablers of a good life (the capability to manage stress and
health). It is important, in terms of ways of working, that the
course allows for mothers to bring their children along, and
that it is at a convenient time: “They allow for you to take a
child or two which is great because obviously being a Mum
I’m always with a child so it’s good that they accommodate
for that” (Female, Asian, 25-44, full-time mum and volunteer).
As a result of increased knowledge and decreased usage of
the GP service, the mother has a reciprocal expectation that
the GP practice in turn would respect that when she does
access services, it is for valid reasons and not question her:
“I did a DIY health course because as parents you get anxious.
So when I did a DIY health I learned how to do skin condition,
temperature how to maintain it at home, norovirus and
things like that. How to distinguish that. And that training
it did really helped me so I hardly access the GP. Unless it’s
an emergency. And then when you see I’m not a frequent
caller and I call I don’t want the admin staff to ask me why I’m
calling, it might be something private I don’t want to discuss
with you, I just want to discuss it with the doctor” (Female,
Somali, 25-44, unemployed).

However, those who had experienced extra preventative
support did value learning how to manage their own health,
and this is one of the enablers of a good life. The below
diagram shows an impact story which comes from two
patients of the Bromley by Bow Health Centre.
It is interesting to spot the ingredients of a good life within
this journey. The act of volunteering, staff needing help
in return and the end goal of getting dream job all offer
opportunities for people to give and get back – one of the
core ingredients of a good life:
“And also what I find is they’re not worried to ask for help
either. I’ve been sitting at a table and people have seen me
many times, and have said ‘oh I have got to organise this but I
am running out of date and it has all gone pear shaped, here’s
a list, can you call these people? Here’s my phone, Could you
call these people and put it later?’ and I’m thinking ‘yeah, I
can do that, I don’t mind!’. Random, but I’m thinking that
it feels good to be trusted to do something that is for the
community…. So, not only are people helpful, but they don’t
mind asking for help either at any level.” (Female, White,
45-60, retired)
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Another ingredient - connection to others – is apparent in
the way that Bromley by Bow Centre creates a homely, family
feel and in a resulting sense of belonging: “when I came
here, to me, I was a total stranger but you were made to
feel like part of the place, like you were just a regular person
coming in and that’s what I liked” (Female, White, 45-60,
unemployed).
Building confidence relates to the ingredient ‘feeling good
in myself’. Implicitly, getting a dream job will also meet one
of the basic needs – enough money to get by.
After considering the valued features of general practice, we
continue this exploration of how the model aligns, and also
doesn’t quite align with the ingredients of a good life and the
barriers and enablers to it.

I did a DIY
health course
because as
parents you
get anxious

Being able to
bring children
At a convenient
time (morning)

Learnign
about how to
manage own
and child's
health

Decreased
use of GP
Managing own
and child's
health

?

Trust that
any access is
needed
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How Does the Current Bromley
By Bow Model Align with
Community Aspirations?

There is an opportunity for Bromley by Bow, and others interested in supporting equality
of access to a good life, to consider how their own intended outcomes correspond to
community-valued outcomes. And how their work maximises the enablers and helps to
reduce the barriers to a fulfilling life for all.
Mapping local people’s perceptions of the Bromley by
Bow model and staff articulation of the model against
the ingredients, enablers and barriers of a good life, there
indications of a strong synergy at a headline level and
interesting areas of divergence. We find a gap between
staff-articulated outcomes and community valued outcomes
– particularly around reciprocity or ‘giving and getting back’.
We find nuances or differences in framing where Bromley by
Bow may not be making the most of people’s own enablers.
And lastly, we find areas where Bromley by Bow may be either
failing to address or in some cases compounding the barriers
to a good life articulated by local people. The below analysis
marks only the beginning of a process of matching staff and
community aspirations and one which will be important
for Bromley by Bow to continue, in collaboration with local
people (see recommendations).
At a headline level, there is a strong match between the
community’s aspirations for a good life and the intermediate
outcomes that staff identify:
• between ‘feeling good in myself’ and ‘confidence’
• between ‘connection to others’ and ‘connectedness’
• between ‘basic needs being met’ and ‘concrete changes
to life circumstances’.
“One of my, sort of fears, is loneliness. And it’s being able to
come to a place like the Bromley by Bow Centre that that
diminishes that connection” (Male, White, 45-60, volunteer).
It is important to note the subtly different meanings of
these terms, as portrayed in the corresponding evidence. In
many ways these reflect the differences between a service
or organisational paradigm, which can often assume more
influence than it has within what is in reality quite a limited
time and space, and a person’s life in all its breadth and
complexity. For example, ‘feeling good in myself’ in a local
person’s definition is a rich and very personal mixture of
all the things that help them get up in the morning and
be the best and most potent version of themselves. It is a
felt sense, with emotional texture and significance. From a
service perspective, staff’s definition also included aspects
of self-esteem and sense of self, but also more technical
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interpretations of the confidence that people have in the
support they are receiving from Bromley by Bow staff.
Confidence in support is important, especially for those with
an ongoing relationship with services, for example those with
a long-term health condition, but is not the be-all-and-end all
and the contrast is subtle but clear if we consider our own
lives and support networks.

Connecting people to resources corresponds to the ‘knowing
what is going on’ mentioned by so many people in the
community research and reflected in this local person’s
comment that “if they can do that for parents of the child, to
introduce us to different things and what is really happening
in the community, then why not?” (Female, Vietnamese, 1624, employed). Help and support was an important enabler
of a good life and people particularly valued GPs taking action
to resolve their issues efficiently and carefully. This quote
indicates people’s distress when this doesn’t happen: “I went
to see my GP after waiting about four weeks to one month to
see them and that is too long.. they’re taking so long to give
proof to the Job Centre” (Male, Black African / Caribbean,
45-60, unemployed). However, when people talked about the
help and support, in the overwhelming majority of cases this
help came from peer or family networks: "Because at the end
of the day everybody helps each other and that’s what I like
about it" (Female, White, 45-60, unemployed).

Interestingly, staff did not highlight one of the community
valued outcomes ‘giving and getting back’ as core to
the Bromley by Bow model, although it is referenced by
community members who access the Bromley by Bow Centre
as volunteers. And is a key feature in the models of the past
captured in the historical research.

This research suggests that there are opportunities to
increase the presence of peer learning and support models at
Bromley by Bow and optimise the volunteer programme. This
is based on the importance of giving and getting back, and
connecting to others as valued outcomes, the prominence of
peer support and learning in the enablers people mentioned
and direct suggestions for improvement from the local
people we spoke to.

Similarly, staff’s account of the Bromley by Bow model today
matches many, but not all of the barriers and enablers that
local people raise. Much of the more transactional activity
that staff say they do as part of the Bromley by Bow model
corresponds to barriers and enablers that local people
mention. For example, navigating administration potentially
addresses the bureaucracy adding stress and a sense of loss
of control in people’s lives as described here: “If I just have
the letter from the Job Centre Plus or the Department of
Work, when I see the brown envelope, I jump out, oh my
God, what’s in there, God knows” (Female, Asian, 25-44,
unemployed).

“Exactly so it is about using the community, whether or
not there is funding, it’s about using the resources that are
available and being creative and I think that there is enough
people out there who want to do it but it’s about us finding
them and accessing them and telling them the areas that
we need support for our locality. So you can target youth
workers who have been there in those fights when they were
kids, who’ve done drugs, who’ve have changed their lives
around. Target those people to come and talk because I know
there are plenty of them” (Female, Asian, 25-44, full-time
mum and volunteer).

“It saddens me when I go shopping in Tesco’s and an elderly
man, he comes with his little letter and he asks me if I speak
Bengali and when I tell him yes I do he said can you please
explain to me what this letter says. If he knew about the
Bromley by Bow centre and that you guys are here to help
perhaps he would have come here instead. This guy must
have been carrying his letter around and then his electric bill,
I mean this is all confidential stuff..we need to target these
people and say you know what actually Uncles and Aunts
you don’t have to feel alone… bring your letters to us, we will
explain them to you.”
Female, Asian, 25-44, unemployed

“Maybe that could be a project of looking at investing in
volunteers. I used to get appraisals when I was a volunteer, I
used to do advice work” (Male, White, 45-60, volunteer).
There was also work that people who access Bromley by
Bow recognised in the model but that staff did not mention.
For example, enablers such as fun and enjoyment, through
activities and events at the Centre, as mentioned by one
person: “This centre always have events going on in the
holidays and things. So there is always something for the
community” (Female, Asian, 25-44, full-time mum and
volunteer). The diversity of people and opportunities at
Bromley by Bow was another area mentioned more by local

people than staff as articulated by this young volunteer:
“giving me the opportunity to come here, volunteer,
and meet lots of different people with lots of different
experiences from different cultures. I think that is what has
helped me” (Male, Asian, 16-25, student).
It is also important to note that there were some aspects
of the Bromley by Bow model that, through local people’s
account, highlight some risks for the model, especially where
they correlate to barriers. These include:
• Training stopping, creating a sense of loss and lost
control, as in this example of a man who says “so I just
always come here. Set up on the computer. I was doing
this training... Tuesday, Wednesday, Thursday but they’ve
stopped that” (Male, White, 75+, retired).
• Insufficient staff time, apparent in one person’s
observation that: “a lot of members of staff, the
employees, have a lot of, what do you call it, they’re not
time-rich. So I think it’s about double sizing the fact that
the Bromley by Bow Centre is here, and you can access it
for, you might be having like problems with the landlord
or something” (Male, White, 45-60, volunteer).
• Insufficient outreach into all parts of the community –
people not knowing what is available, as in the example of
one person who says: “I am a floater” and “I know there
is stuff going on, I just can’t figure it out. I know there
are computer courses, do they do that?...I don’t really
know what goes on” (Female, Black African / Caribbean,
25-44, student). Demonstrating the potential impact of
insufficient outreach, another person told us: “I wish I had
known it before, and about the computer things, and then
I might well have still been working at the place I was, if I
had already had a knowledge of computers, I might not
have struggled, I lost my job due to this” (Male, White,
45-60, unemployed).
• Reaching people who are not confident enough to walk
in the door, as in this man’s case whose mental health
issues (articulated as ‘the powers that be’) prevent him
accessing help: “It’s nerves...the mind puts up a barrier
because you’re not ready, they don’t want you to take that
... the powers that be don’t want you to take that step yet”
(Male, Black African / Caribbean, 45-60, unemployed).
• The tension between boundary management (which
local people understand) and making people feel known
and part of a family (which they really value): “You just
know them in a sort of like, a certain time of the week,
at a certain hour in the week, you know, on that day. And
outside of that, it’s sort of...because staff keep correct
around boundaries, you know” (Male, White, 45-60,
volunteer).
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Conclusions and
Recommendations –
Community Perspectives

What emerges across the human stories above is a picture of both
struggle and strength, at both an individual and community level.
At an individual level, some of the people that we spoke to
are experiencing very real difficulties in their lives and craving
stability as a first step. But they also want and aspire for more
than this. People do not consider themselves vulnerable
and continually talk of positivity and strength amongst their
struggles. Some people that we spoke to have attained
sufficient stability in their basic needs and were proactively
achieving growth in their lives, and in some cases for others.
They were full of ideas of how they could help and contribute
more.
Many people, whether struggling or thriving, demonstrate
a wisdom and a strength gained for a large part from life
experience and a set of enablers either self-generated or
offered to them by others. Peer networks meet two of the
ingredients of a good life – offering connection to others and
the potential to give and get back. Peer networks are also
apparent in the enablers of a good life – in the form of friends
helping each other out or the learning gained from a colleague.
This is significant given that some of the people we spoke to
described a fracture in the community and a breakdown of
traditional support systems and modes of communication.
Cutting across all the people we spoke to, regardless of
circumstance, the ingredients core to a truly good life as
articulated by local people are:

What is apparent from the diversity of lives we encountered
is that these outcomes are neither static nor hierarchical –
they are complex, dynamic and organic. They expand and
contract in relation to each other and contributing enablers
and barriers. Outcomes are also enablers. And within each
outcome, there is the potential for stability and stretch, which
can lead to growth. In social justice terms the implications of
meeting these outcomes are significant; with stability in place,
people’s growth can be exponential – if all the ingredients are
in place, and the enablers that feed them too, individuals can
expand to meet their potential and go on to support others
too, creating virtuous circles of growth and aspiration.

Discussion:

Balancing tensions
in the model

The complexity – the messiness of human life – can be
overwhelming. But the prize of confronting it is a model
which is truly community-centred and which is able to
hold itself accountable its aim to create vibrant, healthy
communities, one person at a time. The dynamic set of
community valued outcomes described in this chapter
contribute to a stretch theory of change which will enable
the Bromley by Bow model and others to measure
themselves against aspirations to address social inequality.
How? By measuring against the ability to create both stability
and growth for all in its local community. The following
chapters elaborate on this twin goal, and the framework we
propose to measure achievement of them.

• Feeling good in myself;
• Connection to others;
• Giving and getting back.
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Introduction
In the previous sections we have presented our analysis of the stories from the past, an
integrated staff account of the Bromley by Bow model as it is today, and the community’s
aspirations for their own futures and the future of the Bromley by Bow community.
These three evidence streams are rich in insight not just in
terms of aspirations but also the tensions which occur in this
complex community of support.

In the following section, we describe two interlinking tensions:

Through our analysis we have come to conclude that the
Bromley by Bow model has two main interlinking tensions
which sit at the heart of the model - and mirror twin needs at
the heart of human life. Given that this is a complex human
system, it may be that these tensions cannot be resolved.
In fact, the success of the model over time may be due to
its ability to hold these tensions productively as ‘generative
paradoxes’ (Eoyang 2011).

• Need and opportunity

• Stability and growth; and

We define these terms and explain how we have come to the
conclusion that they are at the heart of the Bromley by Bow
model. Following that description, we provide an overview
of examples taken from the different strands of evidence
collected as part of this project. We conclude with some
questions for the future of the Bromley by Bow model.

“...the success of the model
over time may be due to
its ability to hold these
tensions productively as
‘generative paradoxes’”
(Eoyang 2011).

Tensions: Stability and Growth
/ Need and Opportunity
If we imagine these tensions as two different axes, we can see
that there is sometimes a pull to work in a way that focuses
on inspiring growth by creating opportunity. But there is also
a pull to work in a way that ensures stability through meeting
concrete need.
On the first axes is a tension between stability and growth.
This tension is reflected in the aspirations that staff have

for people accessing support. It is also reflected in the
organisations’ journey over time and its own attempts to
remain a stable form of support as well as its efforts to grow
and innovate. People who participated in the community
research project also voiced a need for stability – for basic
needs being met – and for growth and stretch in their lives.

“So, I would say stability is you’re at that stage where
you know you wouldn’t have to worry so much about
some of the basic things that people might have.”
(Female, Vietnamese, 16-24, employed)
“I am going consider myself a plant, and what do
Growth

Need

Balancing

Opportunity

Stability

plants need? They need sunshine, they need water, they
need nourishment, and that would be literal or it could
be in your mind, your brain needs to be nourished
equally. It is not just substance, it is not just food”
(Female, White, 45-60, retired).
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Examples of how the tensions
manifest in the model
The tension between stability and growth is consistent with complex
systems “characterized by emergence [where] a tension arises
between the stability necessary to sustain identity and the change
required for adaptation” (Eoyang 2011). Complex systems theory,
according to Gilchrist, offers fresh insight into the “dynamics
of social connections and the functioning of community
networks” (2000, p265). In particular, the idea that individuals, and
communities, flourish when there is a balance between “rigidity
and randomness” (Gilchrist 2000, p266) – something which
looks and feels creative without being overwhelming, and
is stable enough to be reliable. This sense of being in
between is a core feature of ‘healthy’ sytems –
because they allow for growth as well as
stability.

Community development paradigm
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money to get by, a decent home, physical health and a clean
and positive environment.
But meeting needs is just one aspect of work at Bromley by
Bow and of what is important to achieving rich fulfilling lives
and a vibrant community. People who live locally described a
good life as one within which there are opportunities to grow.
There are core elements of the Bromley by Bow model which
seek to find and create opportunities. This is particularly
clear in the stories from its past and the evolution of the
model over time. The model has grown from being a small
network of people affiliated with an East London church to
the creation of a beautiful park and the development of three
GP practices. The model’s development reflects the growth
of opportunity for staff and volunteers. In its current state,
it continues to run programmes which encourage people
to think creatively, have ideas and take ownership of the
development of their community centre, health centre and
local area.

Service paradigm

Finding / creating opportunities

Meeting needs

Conversation

Tasks

Work holistically – see the interconnections
between issues and look to the assets available

Prioritise immediate need

Wider determinants

Biomedical / clinical

Family / village

Professional and efficient

Relational

Transactional

Growth

There is also a second tension at play, which relates
to the organisational response which vaties between
meeting needs through a service paradigm and creating
opportunities through a community development paradigm.
One of the core intended outcomes for staff working in
the Bromley by Bow model is to help people address their
concrete, material, needs – i.e. resolving a debt, securing
their legally defined right to benefits, getting access to a
training programme or an English as a second language
class, addressing physical health issues. These are often
viewed as the ‘first steps’ in a journey for people who
access the Bromley by Bow Centre. Within the three health
centres, a concrete change looks like the stabilisation of a
health condition – either through diagnosis and treatment,
or through the routine monitoring that occurs which
can catch health issues if they flare up. These ‘concrete
needs’ are mirrored in the aspirations from people who
participated in the community research when they voiced
the need for a minimum standard of living such as enough

vs

vs

Stability

BBB taking risks, being informal and unstable
(e.g. financially)

BBB being safe, stable and regulated

BBB being able to do what it wants to (within
more limited means)

BBB being led by funders and responsibility

BBB determinedly connecting to the community

BBB being a hidden ‘oasis’

Short-term engagement – i.e. a course

Long-term belonging – i.e. social care, long-term
staff members

Allowing for difference

Integration

Change as opportunity for innovation

Change as losing something valuable

BBB being makeshift, run down

BBB being beautiful, carefully thought through

A rich work, personal and social life

Basic needs - enough money, health, a safe home
and a positive environment

Meeting new and different people

Feeling known and loved
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Conclusions and discussion tensions in the model
Is a willing response to both human vulnerability and
strengths? Over the course of its history, this ‘response’
has tended to take two forms: creating opportunity, often
through community development; or meeting needs, often
through a service paradigm. The impact of this response is
also two-fold: growth - as in the ingredients of a good and
fulfilling life; and stability - as in the basics of human survival.
These tensions form the basis for the theory of change we
present in the following chapter. Theories of change have a
core logic within them. It is our suggestion that the balance
between creating opportunity and meeting need is the
fundamental thread that runs throughout the model.
Complex adaptive systems are neither linear in form nor
impact, so do not lend themselves easily to a straightforward theory of change. They present risks in terms of
oversimplification in a set of disconnected indicators. In her
chapter on ‘Complexity and the Dynamics of Organisational
Change’ Glenda Eoyang suggests that complex systems
demand both positivistic and interpretative research:

“depending on the
circumstances, some
facets of a situation can
and should be bounded
and measured while
other facets will enfold
such high dimension,
unique and unpredictable
phenomena that
measurable indicators are
meaningless” (Eoyang 2011, p.329)
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With that statement in mind, we pose a set of questions
which can help people working in complex systems puzzle
out their own form of balance.
1. What is the correct balance of stabilising activity
(service delivery paradigm) and creation of opportunity
(community development paradigm) in a communitycentred model with an aim of tackling health inequality?
2. Is professionalisation a response to a (perceived) need to
be stable for people?
3. What has most influenced shifts in the balance of offering
opportunity and meeting need in the Bromley by Bow
model? What can be learnt about the impacts of policy
making, commissioning and funding models?

Proposition:

An integrated
theory of change

4. Is it always as black and white as this? For instance, we
witness examples of opportunity creation (growth) within
what might be considered more traditional service delivery
activity in BBB (stability). In the proposed outcome
framework that follows, we show how both stabilisation
and growth can be offered within the same outcome.
5. What does this complexity mean for measurement
approaches?
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Introduction
In this section, we bring together the evidence from the community research,
organisational research and historical research to propose an integrated theory of change.
Our proposition combines what we know about the past, our understanding of the work
people do today, and the community’s dream for the future.
The theory of change is organised around six overarching
outcomes. The outcomes reflect what could be possible for
people when they engage with the Bromley by Bow model.
Each outcome offers stability and growth. Stabilising
sub-outcomes help make life more manageable. Growth
sub-outcomes involve new opportunities, new ambitions, and
perhaps a transformative experience and new or unexpected
path in life.

To take guidance from Patton (2012), we have certainly
‘broadened’ the ‘degrees of connection’ in this study. We have
worked ‘abductively’ in that we have tracked back and forth
between the data in these three research streams and the
theory of change we present below. This abductive movement,
between data and theory, is particularly robust because it has
involved rich reflection and conversation between the research
team and staff within the Bromley by Bow model.

We have used an evaluation methodology called contribution
analysis to build this framework. Contribution Analysis is part
of a family of theory-based approaches to evaluation (Weiss
1998; Funnell & Rogers 2011; White 2010). Contribution analysis
begins with a theory of change and shows the pathway from
resources to outcomes. As a justification for this approach, we
draw inspiration from Michael Quinn Patton, who has written
extensively on evaluation methodologies in complex systems:

The ambition of this research was to capture the complexity
of the Bromley by Bow model – to do justice to its stories, its
everyday work, and the community’s dreams for a good life.
We paired this aim with a practical goal of helping to enable
the conditions for future research. The following theory of
change is our proposition to that effect.

Simple linear causality is an overly narrow way of understanding
the interconnections in complex systems where nonlinear
interactions, iterative feedback loops, and interdependencies
prevail. Attribution analysis tends to focus on direct, verifiable
causality. Contribution analysis broadens the questions to
include a full continuum and range of degrees of connection
and relationship between the activities undertaken and the
results observed. This often involves forensic logic and abductive
inference (Patton, 2012, p376).

Stretch outcomes

Contribution analysis distinguishes itself in this field by:
• Working with complexity, rather than trying isolate and
control features of complex system. In working with
complexity, it focuses on the context as much as the
intervention itself, and insists on measuring ‘contribution’
rather than ‘attribution’.
• Being more comprehensive – because it combines a focus
on ‘how’ an intervention makes a difference as well ‘what’
that difference is (process and outcomes).
• Emphasizing learning and development as much as
definition and measurement – it uses a systematic six step
approach which includes iteration and learning loops.
As we note in our methodology, our literature review of
contribution analysis has revealed no examples where
a theory of change has been built using: (1) narrative
interviews on organisational change (historical perspectives),
(2) sociological description of everyday work (organisational
perspectives) and (3) participatory and arts based research
on community perspectives.
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We call these 'stretch' outcomes because they include both
‘stability outcomes’ and ‘growth outcomes’ and the ‘stretch’
in between. For some people an outcome of coming to the
Bromley by Bow model is as simple and as important as being
recognised – of having a place to go where people know you.
But in time, this outcome could stretch to sense of belonging.
Others may come to Bromley by Bow to get help with the
practical tasks of living such as help with filling out a form or
getting help with a medical concern. But, over time, these same
individuals may be able to get a range of their concrete needs
met (e.g. through debt advice or employment support or a
referral to another kind of care).
Taken as a whole, the outcomes also represent a ‘stretch’
for Bromley by Bow in its current articulation, something to
aspire to. The idea that both stability and growth are essential
elements of a good outcome is a view we heard from staff,
people who have been involved in a shaped the model over
time, and community members, even if not all of these are
given equal focus in the current model. The value of using both
stability and growth as concepts in these outcomes is that they
show the importance of an initial point of recognition, of the
smile and the greeting and knowing someone’s name. It also
makes space for aspirations, for opportunities, for the big shifts
that can happen for us all when we have the right combination
of resources and support.

3A theory of change is built around these ‘stretch’ outcomes.
The tables that follow offer a definition of each outcome,
which is drawn from the insights within our three data streams.
As this is a robust theory of change, we show the resources
and the mechanisms which may enable these outcomes to
occur, as well as the risks and enablers to success and any
alternative explanations for why this outcome might occur.

Summary of stretch outcomes:
1. Basic needs met: From being supported with
practical tasks w Securing tangible resources
w To basic needs being met and w Potentially,
further opportunities sought
2. Connection to others: From a simple feeling of
connection w Stability of a relationship over time
w A village-like network and diversity of connections
that help a person grow
3. Confidence: From sense of self w freedom, selfbelief, assertiveness and broad horizons (growth)
w Capacity to act and resourcefulness
4. Connection to support and resources: From connection
to support and resource
w Know how w Teaching others
5. Feeling known: From recognition w Belonging
6. Contribution: From contribution w Reciprocity

We emphasise the ‘stretch’ between stability and growth
outcomes for four reasons.
• Firstly, we want to show the significance of some the small
steps that people take and how the evidence shows that
these can – at times – become the beginning of a longer
journey.
• Secondly, we want to showcase the aspirations that people
have for their lives and for their community. Aspirations are
a strong feature of the community research project and
many of them are mirrored in the historical account of the
Bromley by Bow model over time.

In proposing these outcomes, we stress that the next step is
further testing and refinement, ideally through a collaboration
with staff and community members.

Evidence used to build this theory of change
We have drawn from three distinct data streams to build this
theory of change. As a result, it builds on the rich insights from
the development of the model over time, the work done today,
and the community’s dream for the future. It is highly unusual to
create a theory of change with such diverse evidence and insight.
We caution that the Bromley by Bow model has changed over
time – and therefore the resources, context and mechanisms
of the past are not necessarily those of today. Likewise, where
there are particular gaps between community valued outcomes
and current practice, service re-design may be required in order
to meet the outcomes proposed here. The table is intended to
be transparent about where the evidence is coming from and
its weight in order to help mitigate the risks inherent with this
integration of evidence.
What we have not yet done is test this framework and refine
accordingly. While there is evidence presented as part of the
theory of change – it should be read as justification for the
model’s logic and not proof that outcomes have been achieved.

How to judge the robustness of this theory
of change:
To judge the robustness of this proposed theory of change,
we suggest using the following guidelines which Patton (2012,
p375) suggests are crucial to good theories of change:
1. Multiple perspectives are included in the creation of the
theory of change.
2. Alternative explanations for change are thoroughly
addressed and accounted for.
3. The process itself is reflective and iterative, in order to
be appropriately critical.

How to read the tables:

• Thirdly, given the aspiration of the Bromley by Bow model
to reduce inequality, it feels important that the model does
not stop at aspiring to stabilise basic needs, but rather
supports people’s capability and potential to live the lives
they want to.

The outcomes tables are ordered according to their weight
of significance in the different research streams. The tables
that appear first represent an outcome which was mentioned,
frequently, across the historical perspectives, organisational
perspectives and community perspectives.

• Fourthly, we want to be clear that for the current Bromley
by Bow model, these are a ‘stretch’ and not all of the
outcomes that we mention are in evidence in its current
description by staff.

The risks suggested in this table are drawn from current
evidence across the three streams of research and show where
everyday practice – and service design – can meet a set of
community and staff valued outcomes.
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1

Basic needs met

2

Connection to others

Definition

Assumption

Mechanism

Resources

Definition

Assumption

Mechanism

Resources

This outcome can stretch
from:

Support with practical
tasks is valued and can stop
people falling between the
cracks e.g. at times of crisis
or when other support is
absent.

Different kinds of support
‘under the same roof’ means
there is a diverse offer: from
debt advice to clinical care
to knitting groups.

A person’s own lived
experience of their situation
and knowledge of what
works and doesn’t work for
them.

This outcome can stretch
from:

A good relationship builds
trust and helps people to
open up.

The café – a village feel.

Diversity of roles – from
people who can help with
filling out forms, digital
literacy classes, ESOL
classes, as well as debt
advice and diagnosis.

Knowing what support to
seek and the confidence to
access it.

w Stability of a
relationship over time

A spectrum – from simple
moments of meeting people
and a culture of saying hello,
through to long and lasting
relationships akin to village
or family.

The dedication of staff.

Staff expertise.

The combination of
efficiency (to get the
needs met) and relational
approaches (increases
confidence).

A culture of relational
and as well as high quality
transactional ways of
working – i.e. good
conversations as well as help
to get debt cancelled quickly.

w Being supported with
practical tasks
w Securing tangible
resources
w Concrete needs met
w Seeking other
opportunities

In local people’s definition,
basic needs being met
include:
• Enough money to get by.
• Physical health.

(why it’s important)

Securing tangible resources
and stabilising mental and
physical health significantly
impact wellbeing.
Meeting basic needs
alongside offering
opportunity provides a
stable platform for growth.
A relational approach may
support people to engage in
another part of the model –
or make use of another part
of the offer – should they
want it.

(activities and quality of
engagement)

A safe and supportive
environment.

Funding for practical
support.
Opportunities to grow: the
park as a space to play and
use; the creative space for
artists to work, and the
facilities - e.g. the printing
facilities (and in the past, the
creche).

Risks

• People lack the confidence or know how to access support at all.
• Time with staff is too short (i.e. clinical appointments or welfare benefits advice) to effectively
identify appropriate next steps.
• Courses or projects are too short – so that people are not able to effectively progress through
to another stage of confidence and capability
• People do not know what other opportunities are on offer (beyond the survival services).
• Relational ways of working take time and are rarely funded. Staff can struggle to support people
on to the next stage of opportunity and progression.

w A simple feeling of
connection

w A village like network
and diversity of
connections that help a
person grow

In local people’s definition,
connection to others offers
both a:
• Solid platform of known
and familiar people
(stability).
• Excitement and stretch
from meeting diverse,
new and different people
(growth).

(why it’s important)

Being able to talk to and
trust one another is a core
element of connection.
Being able to relate doesn’t
necessarily happen straight
away, it can require work and
attention.

(activities and quality of
engagement)

Examples:
• Offering “company” to
people and “a place to
offload” (Nurses and
HCAs).
• Client-led and personcentered coaching (Social
Prescribing).

Time to sit and have a cup of
tea and a conversation.
Staff dedicated to building
relationships who also have
the time to do so.
A culture of ‘being a friend’.
Porosity and space to
make and build new things
together.
A person’s own confidence
level to connect with others.

• Working together e.g. as
volunteers, colleagues
(Empower project).
• Building meaningful
relationships that blur
the boundaries of a
professional/client
relationship (Social Care).
• Sharing space, talking
and meeting people
where they are at,
making people feel at
home (Historical and
community perspectives).
• Mutual support – relying
on each other (Historical
perspectives).

Risks

• Groups or projects stopping (usually as a result of short-term funding cycles).
• A tension in the model between being connected like ‘a family’ or ‘village’ and being ‘professional’
and the needs of staff to maintain professional boundaries.
• Not everyone feels included – there are references to a sense of exclusion in the historical and
community interviews.

Where does the
evidence come from?

1. Meeting basic needs, especially for people in crisis, was a feature of previous models.
2. Descriptions from staff about how they support people with practical tasks in the current model,
as well as the risks and enablers to that support.
3. Local people value and need their basic needs being met. On their own, this is not what leads to
a fulfilling life.

Where does the
evidence come from?

Alternative
explanations and
questions

• Not everyone progresses beyond getting a single basic need met (e.g. a previous study of
integrated service use between the Centre and the Health Partnerships showed that many
people only access one aspect of the model such as the GP service (see S. Dye 2008).
• Local people could be meeting their own needs or getting them met in ways beyond the Bromley
by Bow model, including their own social networks.
• Also, many of the factors influencing people’s housing and environment, and potentially also
physical health and finances are structural e.g. requiring policy or change or changes to
statutory services.

1. In the historical account of the Bromley Bow Model, connection to others is reflected in the way
that people came together to build the organisations as they are today.
2. Connecting to others is reflected in the way current staff connect with people accessing support
– so one kind of connection is between a professional and a personal accessing support / patient.
A number of current and past projects focus on connecting people to each other e.g. Empower.
3. Connection to others is one of the most important community valued growth outcomes and
was talked about in terms of family, friends, community and faith.

Alternative
explanations and
questions

• How much can a large, well-established professional organisation be a family for people, whilst
also being financially viable?
• Is it the role of organisations to make up for a loss of family connections in the community?  
• In the community research, love, socialising and fun are core elements of connection to others
(usually their family) – how much of this is realistic for an organisation to provide?

Page 126 | Researching the Bromley by Bow model

Unleashing Healthy Communities - Full Report | Page 127

3

Confirdence

4

Connection to support and resources

Definition

Assumption

Mechanism

Resources

Definition

Assumption

Mechanism

Resources

This outcome can range
from:

If people are struggling,
confidence enables people
to even get on the first rung
of accessing support, by
having the courage to ask
for help.

Examples:

A person’s own life
experience and the learning
they can gain about
themselves, the confidence
they achieve by experiences
of overcoming challenges.

This outcome can range
from:

Knowing what kind of
support is out there and
getting involved in local
initiatives builds confidence,
through strong sense of self
and expansion of possibilities
for growth.

Examples:

A person’s confidence to
access support and to know
how to.

w Sense of self as a
foundation of good
mental health (stability)
and trusting supports
around you.
w Freedom, self-belief,
assertiveness and
broad horizons
(growth).
w Capacity to act: the
confidence and the
capability to make use
of the resources that
they have.

For many local people that
we spoke to, confidence and
sense of self (feeling good
in myself) is the engine that
drives a good life.

(why it’s important)

And as they build in
confidence and self-belief,
they have the potential
to create their own
opportunities.

(activities and quality of
engagement)

•
•
•
•

•

Somewhere to go,
something to do (Two
Way Street)
Feeling recognised,
listened to, seen (Patient
Assistants)
Affirmation and
encouragement (Social
Care)
Staff who provide nonjudgmental support and
knowledge of resources
which can help (Social
Welfare Advice)
Connecting people to
their own needs and
aspirations (e.g. Social
Prescribing)

•

Changing lives through
experiences e.g. trips
– especially the trip to
Sinai Desert (Historical
perspectives)

•

Courses, skills,
volunteering, routes into
employment (Historical
perspectives)

Informal mentors and peers.
A safe, and vibrant place to
come to with activities to
take part in.
Opportunities for people
to challenge themselves
personally (training, trips,
running sessions for peers)
Staff skills in and experience
in: active listening coaching,
participatory art (to name
a few)

w Connection to services
and support (stability)
and resources and
opportunities (growth).
w Know how:
understanding ‘how’
to the resolve issues
for oneself, or how to
make the most of an
opportunity.
w Teaching others: sharing
learning and experience
as a guide to others
who are on a similar
journey.

(why it’s important)

Connection to resources
can result in a redistribution
of power where people
have the capability to help
themselves and others.

(activities and quality of
engagement)

•

Navigation of support
systems (Social
Prescribing, clinical
teams, Patient Assistants,
Connection Zone Staff)

•

Skills training (Empower
Project, Two Way Street)

•

Opportunities to try
new things (Social Care,
and many examples in
historical perspectives)

•

Informal and peer
learning (Historical
perspectives)

•

Conversations which
help people identify
what they need and can
do (open up spaces for
connection) (Community
perspectives)

A person’s own life
experience and sense of self.
A person’s motivation and
goals.
The ‘can-do’ attitude of staff
and volunteers.
A culture of ‘be
compassionate’ and assume
it's possible.

Risks

• People not having enough confidence to engage with the BBB model in the first instance.
• A dominance of transactional ways of working which can limit the time and space for everyday
moments of confidence building.
• Paternalistic / disempowering approaches even when well-intentioned.
• Stop-start nature of funding and sudden endings of projects/programmes.
• Overwhelming stresses in a person’s life – for example, if their basic needs are not being met.

Risks

• Not enough resources and support (either within the Bromley by Bow model or in the wider
system) means that some people aren’t able to get the basic help that they need in order to
progress as they wish.
• People not knowing what opportunities are available in the model.
• Not enough time for conversation because of the need to meet targets and work in a more
transactional way.

Where does the
evidence come from?

1. In the historical research: confidence and personal growth are seen to be some of the most
significant impacts the model has had – on staff, volunteers and people in the wider community.
Many of the interviewees talked about model’s impact as them, personally, as transformational
growth.
2. Today, confidence building remains a dominant focus for staff across the model – manifested
in outcomes at a project and service level, e.g. confidence in one’s self (Social Prescribing),
confidence in skills and new knowledge (Two Way Street, clinical teams), confidence in the
supports offered (Patient Assistants)
3. Local people described enjoyment and contentment simply from the experience of being at the
Bromley by Bow Centre and stretch and challenge gained, particularly from volunteering.

Where does the
evidence come from?

1. Connection to mutual support and shared action – rather than formal services – is a feature of
the early stages of the models development. Latterly, the development of the Advice Service and
the building of the Health Centre was a direct response to identified needs in the community.
2. At present, connection to services and projects is a dominant feature of the model. Informal
connections still occur, but the weighting is towards services.
3. For community members, connection to support and resources encompasses the idea of
learning. In a community framing, most learning and connection to resources referenced came
from informal networks and peers.

Alternative
explanations and
questions

• Pathways to formal support are contingent on wider system features – e.g. secondary care and
the welfare benefits system are highly bureaucratic, whereas there may be many easier pathways
into weight loss or fitness programmes.
• What kind of priority does the model want to place on helping people navigate complex systems
of support?
• Peer learning and connection to resources was people’s main source of support in the
community research. How can this be maximized?

Alternative
explanations and
questions
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• Confidence and how someone feels in themselves is informed by so many life experiences,
beyond the influence of the BBB model – familial, societal etc.
• After basic needs are met, if a person’s own sense of self, and their peers are the greatest source
of confidence, where can services like BBB best intervene?
• Which has the most impact on confidence – the activity itself or quality of engagement?
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5

Feeling known

6

Contribution

Definition

Assumption

Mechanism

Resources

Definition

Assumption

Mechanism

Resources

This outcome can range
from:

Feeling known was a valued
outcome for local people, as
part of what they gain from
connection to others such
as family or old friends. This
relates to a human need to
be seen and understood.

Examples:

The expertise and practice
wisdom of staff.

This outcome can range
from:

Examples:

Opportunities to volunteer.

Time and emotional
bandwidth of staff to be
relational in their work.

w Contribution: having
and being able to
offer something to
others – often seen
in the experiences of
people who volunteer
or help out. Being able
to help is part of the
movement towards
reciprocal exchange.

The opportunity and
experience of giving and
getting back builds selfvalue and people’s feeling
that they have a place in the
world.

•

Flexibility (sometimes
even vulnerability and
chaos) which invites
someone to help and get
involved (Community
perspectives).

Support for volunteers –
over time.

Diversity of people and
perspectives can lead to
opportunities for learning
and exchange (Historical
perspectives).

Staff willingness to be
vulnerable and ask for help,
invite genuine input.

w Recognition: someone
knowing your name or
your needs.
w Belonging: feeling
part of a place and a
community.

In local people's definition:
Feeling part of something
is akin to local people’s
expressed need to feel part
of a community or a family.

Risks

(why it’s important)

‘Community’ and
‘togetherness’ was highly
valued by local people. In a
context of a breakdown of
community in the local area
and increasing isolation,
anything which builds a
sense of place and belonging
is welcomed.

(activities and quality of
engagement)

•
•

•

Staff recognizing your
needs or situation (e.g.
Welfare Advice).
Being part of building or
making the place or its
activities (Social Care,
Historical perspectives).
Knowing staff or staff
knowing you (Community
perspectives).

A person’s innate desire to
contribute and to belong,
propelling them to get
involved.
Porosity and space to
make and build new things
together.

• Similar to other outcomes, a target culture or lack of time can detract from the relational
approach that builds a sense of recognition.
• Stabilisation and professionalisation of the model over time means there is less informality and
perhaps less opportunities for people to create and place-make together, with knock on impacts
for people’s sense of belonging.

Where does the
evidence come from?

1. Belonging is a dominant feature of people who have been involved in the model over time.
2. From a staff perspective today, recognition begins to turn into belonging in parts of the current
Bromley by Bow model like the Social Care programme. But otherwise, is little mentioned.
3. ‘Community’ and ‘togetherness’ was mentioned frequently in the research with local people.

Alternative
explanations and
questions

• In the historical account of the model, belonging could also easily lead to a sense of attachment
– and sometimes a deep sense of loss and hurt when things changed.
• Staff raised boundary management as a key part of their work today. What are the implications
of porous role boundaries for staff and their wellbeing?

Page 130 | Researching the Bromley by Bow model

w Reciprocity: Within the
community research,
this was referred to
as “giving and getting
back”. Primarily people
get back a sense of
wellbeing, connection
and value. But they
may also get learning,
new opportunities or
material gains such as
paid employment.

(why it’s important)

There is significant potential
for personal expansion in
this space, as people get an
experience of overcoming
challenges, pursuing their
talents and learning new
skills.
If they are earning money,
this may also contribute to
securing stability in their
lives.

(activities and quality of
engagement)

•

•

Spaces for peer support
and exchange such as
the walking groups (Well
Programme and East
Exchange.

•

A person’s time,
willingness and skills

•

Volunteering
opportunities and
informal acts of
contribution.

Space to create – something
unfinished, potentially
chaotic.

A person’s confidence,
health and time to get
involved.

Risks

• Professionalisation and stabilisation of the model provides less opportunities for porousness
• Volunteer opportunities being  given insufficient focus, becoming overly professionalized and
transactional

Where does the
evidence come from?

1. The power of exchange and building something together was in many ways the essence of
stories from Bromley by Bow’s history.
2. Volunteering was mentioned by staff, but reciprocal exchange did not emerge as a headline
outcome of staff’s work. Volunteering remains a part of the Bromley by Bow model, and was
referenced by community members accessing it but little by staff.
3. ‘Giving and getting back’ was a core ingredient of a good life emerging in the community
research.

Alternative
explanations and
questions

• The chaos of the model, whilst porous, can also be uncomfortable and off-putting, particularly
for staff.
• Stabilisation may offer greater and more efficient opportunities for people to give back e.g. via
formal projects like East Exchange and Communities Driving Change.
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Conclusions and discussion
- stretch outcomes
In focusing on ‘stretch’ outcomes we have showcased the
possibility for stability and growth under one roof. This is
one of our key findings – that the Bromley by Bow model
makes space for small first steps and, over time – with the
right combination of enablers – can support people on very
long journeys indeed.
The focus of our research has mirrored Bromley by Bow’s
primary focus on supporting individual wellbeing as a means
of contributing to community wellbeing. The Bromley by
Bow model also seeks to influence the wider system: within
the local area, East London and indeed nationally and
internationally via its Insights team. Contribution to system
change could be a meaningful focus for future research.
For instance, system change is not the primary...model. So
given that many of the factors....services, what impact is their
service provision having in this wider context?
Further questions we would like to pose:
• How much can the Bromley by Bow model claim to impact
people’s life circumstances, given structural, cultural and
personal influences?
• And how could this be measured?
• After basic needs are met, if a person’s own sense of self
and their peers are the greatest source of confidence,
where can services like BBB best intervene?
• How much can a large, well-established professional
organisation be a family for people, whilst also being
financially viable?
• Is it the role of organisations to make up for a loss
of family connections in the community? Is helping
people navigate complex systems of support a valuable
intervention for Bromley by Bow?

As Patton says – robustness cannot rely on thorough
evaluators alone, rather, it depends on the testing, use, and
refinement by evaluation users:

“It is not enough for
evaluators to understand
and engage in rigorous
contribution analysis.
The central point of this
article is that primary
intended users involved
in the evaluation must
also have an opportunity
to learn about, come
to understand and
appreciate, and engage
in contribution analysis.
In that way contribution
analysis contributes to
evaluation use.”

Conclusions
and
recommendations

• Of the support or activity itself that is on offer, and
the quality of engagement or way someone is treated,
which has the most impact, for example on a person’s
confidence?
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Conclusions from the study
This research set out to define the Bromley by Bow model
and to help create the conditions for future research. In
doing so, our research goals were:
1. Deep and rich – and so we focused on stories as a way of
creating new interpretations and understanding;
2. Broad and practical – and so we set about creating a
conceptual framework.
To meet our first goal, we took a qualitative approach and
produced three strands of evidence. Each of these provide
different perspectives on what the model is, how it works and
what it seeks (or should seek) to achieve. To meet our second
goal, we combined the three strands of evidence to produce
a prospective theory of change. Here we charted the insight
from the model’s development into the detail of its current
day to day work from staff perspectives, and then wove these
together with the community’s experiences and aspirations
for the future. We have also highlighted tensions which are
apparent in the model and in human life. These will have
significance for anyone designing, running, commissioning or
setting the policy context for community-centred approaches
like Bromley by Bow.

So what is the BBB model?
The evidence tells us that, when operating to its full potential,
the Bromley by Bow model prioritises people – their stories,
their journeys, their needs and aspirations. It is focused
on human experience, human strength – and it recognises
human vulnerability, its own as much as anyone else’s. To
capture this finding, we suggest that the model is ‘human’.
The evidence also tells us that model has grown and changed
over time, taking inspiration from the people who have joined
in to shape it. At its best, the model responded ambitiously
and directly to the needs it sees in the wider community
i.e. building the first health centre was a response to the
death of a local mum and the community’s demand for
better care. But there are also many small ways that staff
are responsive and adaptive – an activity which is sometimes
called “going the extra mile”. There is also evidence from the
historical perspectives to suggests that the model has had to
respond to wider shifts in policy and regulatory environment
– seemingly becoming more service-oriented and targetfocused as a result. Throughout its history, many people have
commented on the importance of the physical space of the
Centre and the Bromley by Bow Health Centre/GP Surgery.
The park is a particularly beloved part of the model. It is a
symbol of the work that has gone into building the model
as well as a space for tranquility. To capture this finding, we
suggest the model is adaptive.
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The evidence tells us that there is a diversity of work that
occurs everyday in Bromley by Bow model, and many
different iterations of that work over time. The different
Bromley by Bow models which have grown and changed are
still present today, in some form. This interweaving of the
past and present means the story of Bromley by Bow is multifaceted – like a tapestry – with lots of overlapping layers. This
tapestry reflects many different stories – rather than one
single perspective. To capture this evidence, we describe the
model as ‘complex’.
The Bromley by Bow model is about connection and
relationships. Connection between people is the most
obvious way that the model works and this can be observed
every day. But the model also connects people to other
forms of support, to referrals, to care pathways. It connects
people to a next step and a plan – to a diagnosis, to a way
to reduce one’s debt, to a weight management programme,
to a class. And the model also connects people to a safe
and supportive environment – in a way which is sometimes
invisible to the eye. Our evidence shows the extensive behind
the scenes work that people do to manage information
so that pathways of care work, to ensure good clinical
governance, and evidence-based care. This network of secure
roots is there when people need support, just as the park
is there as an oasis when people need it. To capture this
evidence, we use the term: system.
Taken together – we suggest that our findings lend
themselves to a definition: The Bromley by Bow model is a
complex, adaptive and human system.
Why is this definition useful? From the wider literature on
complex adaptive systems, we take away the idea that when
a complex human system is well functioning, it is responsive –
not rigid. It makes use of the diverse skills within its
network, it learns and adapts, and can collectively create
initiatives which respond to problems in the wider world
(see Gilchrist 2000).
With this definition, our evidence suggests that the Bromley
by Bow model has the potential, in the scope of its work,
to respond to both need and aspiration, and in its ways of
working to recognise people’s struggle and their strength.

What does it look and feel like to work in a
complex and adaptive human system?
From a staff perspective, working with complexity, being
responsive and human seems to involve a great deal of
balancing. Balancing tensions which at one and the same time
pull staff to deliver technical solutions to very immediate
needs, and to work relationally and offer spaces for growth.
To deliver to funders, and to hold on to what makes them
passionate about the positive human change they are seeking
for local people. To invest in building relationships and
understanding, and to meet targets and deliver a response
to overwhelming need. This last example shines light on just
how the organisation’s need to survive mirrors their attempts
to shore up the survival of the people they serve. There is
space for further reflection on the implications and nature of
this mirroring for future research and application in Bromley
by Bow’s organisational development.
Whilst a mix of relational and technical working happens
across the Bromley by Bow model, the balance of these is
held to differing degrees in its constituent parts. The charity
and the Health Partnership have different possibilities for
working with people’s vulnerabilities and strengths because
they work in different paradigms which accordingly each
privilege one over the other. The Health Partnership has
statutory requirements which means it has responsibilities to
meet clinical need within its geographic footprint.
The Centre in its current form operates largely around
services and projects. Ultimately, it doesn’t have statutory
requirements to ‘deliver’ those services – just funder needs
and its own organisational stability and survival to consider.
At its heart, staff across both organisations told us that their
work is about connection: to other people; to resources and
supports and; to themselves and their own strengths and
aspirations.
But connection often looks like projects and services, and
it can feel very fragmented for staff. From the inside, this
doesn’t always feel like an integrated model. We wonder,
what the implications might be for the organisations – as
formal entities – of a shared responsibility and
aspiration for meeting need and making space
for growth?

Our research provides some alternative framings of the
outcomes the Bromley by Bow model could seek to achieve,
via a study of where the Bromley by Bow model grew from,
and of the aspirations and lived experiences of the local
people who live around it.
The model has changed significantly over time. The five
models we have illustrated, in many ways has marked a
movement away from prioritising opportunity and growth
and towards structure and meeting need. And as the
model has grown in reach, it is likely to have provided more
opportunity to more people. Examples of key changes
include: growth – in size, number of staff, patients and
participants, projects and sites; activities and infrastructure
becoming more professional and structured; relationship
with funders and NHS changing; physical changes such as
site development; growth of service delivery as an activity;
change in communication between teams; and change in feel
of the Bromley by Bow site. Of course the truth is less simple
than this – growth of the model has demanded organisational
structure.
At a headline level, there is a strong match between the
community’s aspirations for a good life and the intermediate
outcomes that staff identify as part of the current model:
• between ‘feeling good in myself’ and ‘confidence’
• between ‘connection to others’ and ‘connectedness’
• between ‘basic needs being met’ and ‘concrete changes to
life circumstances’.
But it is notable that staff did not highlight one of the
community valued outcomes ‘giving and getting back’ as
core to the Bromley by Bow model, whilst it was a key
feature in the models of the past captured in the historical
research. People want to contribute to a shared good life,
a community, as well as living it fully for themselves. Those
who were finding life difficult felt this desire to contribute
and connect as keenly as those who were in a more expansive
place of growth. They do not consider themselves vulnerable
and there is a wealth of wisdom and strength in their lived
experience and peer networks which should not be ignored,
any more than staff’s vulnerability should be.

What can be learnt from what was valued
in the past and is valued now by local
people?
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How can the Bromley by Bow model be
measured?
Our research has captured the reality of staff’s everyday work
and considered where it aligns and where it is stretched by
the insights from those who have had a long journey with the
Bromley by Bow model, the practice wisdom of staff and the
aspirations and experiences of local people.
By bringing these streams of evidence together we have
proposed six ‘stretch’ outcomes by which the Bromley by
Bow model could be measured. These outcomes stretch
between stability and growth.
1. Basic needs met: From being supported with practical
tasks w Securing tangible resources w Concrete needs
being met and potentially further opportunities sought
2. Connection to others: From a simple feeling of
connection w Stability of a relationship over time
w A ‘family’ network and diversity of connections that
help a person grow
3. Confidence: From sense of self w freedom, self-belief,
assertiveness and broad horizons (growth) w Capacity
to act and resourcefulness
4. Connection to support and resources:
From connection to support and resources
w Know how w Teaching others
5. Feeling known: From recognition w Belonging
6. Contribution: From contribution w Reciprocity
To give an indication of ‘how’ these outcomes can be met
– including the resources that the model can draw from
and the mechanisms which they can use, we have created
a theory of change for the Bromley by Bow model. This
theory of change takes clues from the development of the
model over time, builds on the practice wisdom of today and
connects to the aspirations that local community members
offered us.

Furthermore, complex community-led and based approaches
such as the Bromley by Bow model do not have readily
available data and data systems to support quantitative
measurement of their impact. These will require external
investment, given the financial conditions in the community
and voluntary sector. The ideal situation is that such nonclinical data systems. However, this in itself adds a further
set of issues, both technical and around data sharing and
governance.
Some of the conditions needed to enable ongoing
embedded measurement - for example: a culture and
practice of reflective practice and evidence-based learning
and innovation - exist in pockets in the two organisations.
Evidence collection is primarily driven by funder
requirements and is impeded by a scarcity of practitioners’
time to engage in learning, research or reflection. As a result,
there are few resources (especially time) for staff at Bromley
by Bow to make best use of existing data and/or develop
more meaningful measures of the model. Concurrently, it
is our learning that staff and community involvement in
the development of measures and the application of data
collection will be crucial.

Final thoughts
The Bromley by Bow model has established itself, over the
last thirty years, as a place where concrete needs can be
met – where you have an appointment with a good doctor,
a knowledgeable welfare advisor, where there might be
some training for you, or a class you can take, where there is
someone who might be friendly and make space for you to
come and just ‘be’ there. It also a place where you can see the
fruits of your labour, where the gardening work you do each
week transforms the park over the course of the year, where
you can start a card-making group, or use the space to meet
as a group of carers, where you can start as a volunteer and
become a staff member.
It is also a place where something new is always happening –
where staff can have an idea to run a film making course for
people, or a health literacy programme, and then they can
see it flourish. It can also be a place where the relationships
between staff feel like a family, or a village, where there is a
sense of shared purpose – even when the work is very hard.
We began with Bromley by Bow as a study in contrasts – and
propose that this ‘both, and’ story is in keeping with

complexity as a place of ‘generative paradoxes’ (Eoyang 2011)
in which contradictions are embraced for their creative force
and response to their context.
We conclude by saying that the Bromley by Bow model is a
complex, adaptive and human system. It is complex: meaning
it is made up of many different stories and continually moving
parts which resist definition. It is adaptive, meaning that is
responds to the context in which it is based – as well as the
people who shape it. It is human: meaning it reflects the
realities of human life – in this case, the need for stability as
well as the desire for opportunities to grow. It is a system:
built from relationships and in connection to networks.
Evidencing the impact of such a complex human system
on the health and social circumstances of individuals, and
potentially communities, will require a correspondingly
complex and human approach to measurement. It is by
providing both a technical framework, and the rich nuances
of different stories that we have sought to lay the foundation
for meaningful, human measurement of Bromley by Bow.

There is an appetite at the Bromley by Bow Centre and the
local clinical commissioning group and borough council
for developing more meaningful outcome measures in
collaboration with the local community and using them to
shape practice. But there is little infrastructure, expertise
or resources to help this connection to happen nor the
translation of findings into action. Communities themselves
are clear that they are only interested in engaging in such
collaboration on theory development and insight gathering,
if practical change results. By creating a conceptual outcome
incorporating community aspirations, we have furthered a
long-term endeavour to align strategy to what matters to
local people. But further follow up work must be done with
some urgency to demonstrate tangible results that maintain
a contract of trust and reciprocity with contributors to the
research findings – both staff and local people.

In proposing this theory of change, we stress that the next
step is further testing and refinement. In particular we
caution that the Bromley by Bow model has changed over
time – and therefore the resources, context and mechanisms
of the past are not necessarily those of today. Likewise,
where there are particular gaps between community valued
outcomes and current practice, service re-design may be
required in order to meet the outcomes proposed here.
Based on our experience of being embedded researchers at
Bromley by Bow over two years, we do not underestimate
the ongoing measurement challenges ahead. As a complex
adaptive and human system, the model does not lend itself to
linear, cause and effect impact measurement (Eoyang 2011)
and it is likely that any measurement processes will require
careful design.
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Recommendations
As a scoping project Unleashing Healthy Communities was
always intended to set the foundations for further work, and
to be a catalyst for new ways of thinking and doing, within
and beyond Bromley by Bow.
The project was designed to confront the complexity of the
Bromley by Bow model and create pathways for both:
1) Shared understanding, learning and development for today
and
2) Onward research and measurement.
As both a research and a development project Unleashing
Healthy Communities has sought to create spaces for
reflection and tools for action alongside research evidence,
and it therefore has multiple avenues for further work. Given
the systemic challenge of tackling health inequality and the
multiplicity of the Bromley by Bow model, the research
invites a wide range of actors to take it forward.
In fact, given the range of voices involved in creating the
aspirations captured in this report and its conceptual offering
– community voices, the practice wisdom of staff and a wide
range of founder’s voices – we want to particularly signal
the importance of continuing a collaborative ethos into its
interpretation and application. Specifically, for example, in the
process of refining and developing measures and deciding
what to do next in terms of practice, policy and strategy.
Whilst we have targeted the following recommendations to
specific audiences, there will be lessons within each that are
useful to all.

For the Bromley by Bow model
For the strategy builders of Bromley by Bow we provide
recommendations for continuing to build a research function
and for interpretation and application of the evidence so
far. These are not finite, and we look forward to continuing
work with you to support the process of embedding and
developing research findings and processes.

Interpretation and application of evidence
i. Understanding and honesty are the foundations to
whatever you do next. Use the findings to continue to
create and expand spaces for honest reflection and
learning with staff, community members, partners and
visitors – on your work and aspirations.
ii. To enable this, secure protected (funded) time for
reflection and learning from this work and existing projects
– as well as more formal evaluation and research.
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iii. When more formal research and evaluation is
commissioned (or if research on the model is conducted
by others), it should be accompanied by a knowledge
exchange programme and funded staff time to engage
with the findings, learn and take any necessary next steps.
iv. Build the outcomes into the known system levers that
direct behaviour, for example appraisals and inductions.
Consider carefully what really shapes behaviour in
Bromley by Bow – for instance it may be that adapting job
descriptions would have little effect, whereas ensuring
programme and project managers understand and
embrace the findings would. Consider securing support
from professionals in organisational development.
v. Work with community members, Board Members and
GP Partners, staff and local partners to consider the
implications of the community research findings and how
to use them as a springboard for collaborative action. Be
transparent and bold about what’s possible, using this as
an experiment to explore how to set up more ongoing
processes for making community views and ideas for
action to be a part of the fabric of the organisations.
Secure funding and assign someone to drive this work to
make it tenable rather than nice to have.

Ongoing measurement and research
i. Set up ongoing, resourced processes and roles to make
community views and ideas for action part of the fabric of
the organisations.
ii. Decide on a proportionate research function for the
model based on organisational values, medium and longterm aspirations, making sure to consider the differences
between the two organisations and the learning from
community research projects in the area.
iii. Create permanent research and evaluation officer posts
who can support teams to evaluate their work in line with
the stretch outcomes and to interpret and make use of
data from these evaluations.
iv. Design in effective research support for these roles,
particularly at the start when they are a new function for
the organisation.
v. Test and refine the stretch outcomes – as well as the
mechanisms for change – to adapt them and begin
the process of building indicators and processes for
measurement and learning.
vi. Build the stretch outcomes into the development of the
organisations and model.

For Bromley by Bow staff
i. Use the findings for reflection (both personally and in your
teams) on the nature of your work.
a.
b.

c.

What tensions do you experience in your job? How
do you balance them?
What outcomes are you striving for, for the people
you serve? How does this fit with what local people told
us is important for them? What are the implications for
your work?
What mechanisms for change are you using most?
How do they fit with the outcomes you’re seeking to
achieve?

ii. Seek support if you need it to interpret the research
findings and to build the outcomes into your ongoing
evaluations and people development processes.
iii. Consider nominating research and evaluation champions
within your teams who can take up this support role,
potentially with additional training and development.

For other community-centred models
i. See the recommendations for Bromley by Bow above –
which of these apply to your context too?
ii. Consider how the tensions in Bromley by Bow mirror your
own experiences and whether you have other tensions
at play which may be subtly directing the shape of your
impact and effectiveness.
iii. Get in touch with our Insight Team if you would like to
collaborate on continuing the process of establishing
measurement processes that capture the impact and
account for the complexity of community-centred
approaches.

For commissioners and policy makers
i. Be bold, creative and collaborative to rethink how the
impact of your investment is protected or measured – for
example, reconsider the appropriateness of output and
target-focused funding agreements for complex, relational
community-centred models like Bromley by Bow. Consider
experimenting with more trust-based and relational funding
arrangements such as those used by innovative funders like
Lankelly Chase

For researchers and research funders
i. Invest in research capability and data infrastructure in
Bromley by Bow and other comparator sites to enable the
development of a robust evidence base on the impact and
impact mechanisms of community-centred approaches.

ii. Support participatory and developmental research
processes as an investment in long-term capacity building,
knowledge mobilisation and research impact.

Recommendations for future research
Between September 2018 and February 2019 Catherine-Rose
and Becky will continue in their contracts with Public Health
England to:
q Publish the findings, and methodology, from this research
in peer-reviewed journals.
q Carry out focused dissemination work to increase
awareness and build shared understanding of the findings
and their implications for policy and practice.
q Work with Bromley by Bow to continue the process of
embedding findings and building research capability.
q Inform a larger bid to a research funder to apply the
outcomes framework to further measurement.
There are significant opportunities for a closer study of the
features and balances of Bromley by Bow within the large
amount of existing data. These are only a few of the possible
avenues that further study could take:
i. Tracing the features through literature, particularly that of
organisational development theory, could place Bromley by
Bow within a useful context to explore further. Particularly,
inquiring into the survival story of Bromley by Bow – what
is it that has helped this community-centred model endure
where others have ended?
ii. Additional narrative analysis of the interviews could also
prove fruitful – particularly around the transformational
change which occurred for some participants, as well as
the emotional quality of people’s journeys with the model.
iii. Further narrative interviews with people who have become
part of the model more recently could provide additional
insights into how the model functions today.
iv. Connect the findings to the wider literature on complexity
theory, to explore the value of complex adaptive systems
that are flexible and responsive to their contexts.
v. Design a study which investigates the influence of policy
shifts over time, and their connections with funding
paradigms.
vi. Design a participatory and creative study with staff and
community members about the role of paperwork,
bureaucracy and audit in their day to day experience.
Explore the significance of an audit culture for helping, or
hindering, people's wellbeing.

vii. Apply for funding and seek partners for experimental
research to explore longitudinal impact measurement
using the stretch outcomes.
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