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Original Research

Improving the lives of people with complex health and social 
care needs does not constitute a single response or a pre-
scribed service intervention. Instead, the multiplicity and 
complexity of need should be mirrored in services provided 
(Hardwick, 2013; Neale et al., 2014; White, 2007). 
Significant social determinants of health lie outside the 
health sector; therefore, action within and between sectors 
(intersectoral action) is required (Mikkonen & RaphaeL, 
2010; Shankardass et al., 2012). Partnerships require rela-
tionships, procedures, and structures that are different from 
practice as usual (Lasker et al., 2001). Policies emphasize the 
importance of partnership to improve outcomes (The Scottish 
Government, 2018). However, there is no comprehensive 
guide that sets out how partnerships can be achieved (Cook, 
2015). Building partnerships is time-consuming, resource-
intensive and very difficult (Petch et al., 2013). It is not sur-
prising that many partnerships fail to thrive (New Economics 
Foundation, 2012).

Partnership and collaboration are required for intersec-
toral practices. Collaborative thinking has been described as 
transformative (Best et al., 2010; Greenhalgh et al., 2009). 

People and organizations change when they are exposed to 
new partners (Jetten et al., 2012; Johansson, 2004; Joseph 
Rowntree Foundation, 2010). Actors within partnerships 
have the potential to think and act comprehensively, carrying 
out interventions that coordinate services, strategies, and 
systems (Erickson & Andrews, 2011; Trickett & Beehler, 
2013; Trickett et al., 2011). When complex social issues are 
being tackled (substance abuse, domestic violence, alcohol 
issues, etc.), collaboration requires the formation of new 
groups to encourage work across stakeholders and joint 
action (Allen, 2005, 2006; Allen et al., 2008). As described 
in other literature, “coordinating councils” (Allen, 2005, 
2006; Allen et al., 2008), “community coalitions” (Fawcett 
et al., 1997), or “community collaborations” (Lasker & 
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Weiss, 2003) can engage in a variety of activities aimed to 
promote change, including being well positioned to promote 
knowledge among key stakeholders, promote relationships 
among key stakeholders, and foster interagency working 
through social ties or relationships that cross sectors.

In this research, “intersectoral partnerships” (ISPs) are the 
focus. The term ISP has been used to describe partnerships 
that involve collaboration among different sectors: including 
the state (statutory/public sector), the market (private/com-
mercial sector), and the third sector (voluntary/charity sec-
tor; Waddell & Brown, 1997). These sectors harness human 
and social capital from diverse partners and are a response to 
problems that have historically not responded well to single-
sector intervention (Herens et al., 2017). ISPs reduce dupli-
cation (Trickett & Beehler, 2013) and stimulate innovation 
and creativity (Cameron et al., 2014). It is through combin-
ing the perspectives, resources, and skills of partners some-
thing new and valuable is created, a whole that is greater than 
the sum of its parts (Stevens, 2011; Welbourn, 2012). It is 
collaborative, boundary-traversing partnerships that are par-
ticularly capable of implementing comprehensive multicom-
ponent interventions (El Ansari et al., 2001; Gillinson et al., 
2010; Trickett et al., 2011).

Developing effective ISPs is an important policy target 
(The Scottish Government, 2018) but remains a challenge. 
The reasons for success or failure are complex. It is known 
that partnerships benefit when there are clarity of roles and 
clear responsibilities (Greenhalgh et al., 2009; Jagosh et al., 
2012; Woodhead et al., 2017). Among other attributes, con-
ditions, or factors identified as contributions to good partner-
ship working are the inclusion of stakeholders, mutual trust, 
honesty, reliability, shared vision, interdependence, open 
communication, appropriate distribution of power, political 
influence, governance, executive support, and skilled conve-
nors (Marchal et al., 2013; McCormack et al., 2013; Wand 
et al., 2010). Poor performance factors include personal 
agendas, individual egos, politicking, poor managerial rela-
tionships, geographical distances, and cultural differences 
(Dowling et al., 2004; Trickett & Beehler, 2013). However, 
there are many gaps in the literature and the heterogeneity of 
ISPs makes studying them difficult. As ISPs are complex 
interventions, research approaches that embrace dynamic 
systems are required. Realist methodologies are particularly 
amenable to such problems.

Realist research is a form of theory-driven research that 
seeks to build explanations on how programs achieve their 
objectives (Pawson, 2006; Pawson et al., 2005; Pawson & 
Tilley, 1997; Wong et al., 2016). Realist perspectives and 
theory building approaches are well equipped for investigat-
ing complexity (Gilmore et al., 2019) and causal pathways of 
interventions (Dalkin et al., 2015). Pawson (2006) asserted 
that the prime focus of realist practice is to explore the under-
lying theories of social, policy, or health interventions (termed 
program theory). The way programs operate is described in 
terms of this “program theory,” which is a particular way of 

articulating how a program may achieve its objectives, by 
focusing not on activities, but instead on causal mechanisms 
(Wong et al., 2016). Program stakeholders are a key source of 
such theory. The key assumption is that a particular interven-
tion works through mechanisms (M) in different contexts (C) 
leading to outcomes (O) (Pawson, 2006). From this perspec-
tive, interventions work because the individuals who are 
involved in complex interventions make decisions, and 
engage in a social and psychological processes whose opera-
tion leads to outcomes (Pawson, 2006). The reasoning and 
actions of these actors (i.e., “mechanisms”) are what causes 
outcomes (Dalkin et al., 2015; Emmel et al., 2018; Pawson & 
Tilley, 1997). External factors (e.g., policy, environment, or 
cultures) either favor or disfavor activation of mechanisms 
(i.e., “context”; Pawson, 2006).

A number of realist-informed investigations of sectoral 
partnerships and ISPs focused on people with multiple and/or 
complex needs have sought to identify key features. Jagosh 
et al. (2015), in their study on successful community-based 
participatory research, concluded that trust and power sharing 
were key features. However, power sharing was not discussed 
as distinct from trust. Herens et al. (2017, p. 312) described 
intersectoral collaboration as a strategy to “find and bind” 
participants. Herens et al. (2017) identified that building and 
maintaining trust was a key mechanism to increase effective-
ness and align projects. Trust also retained people within the 
partnerships and served to attract others. Boydell and Rugkasa 
(2007) focused on the ways in which partnerships created the 
conditions that made change possible. Empowerment, bridg-
ing social ties, and creative solutions were key features that 
made change possible. Evans and Killoran (2010) concluded 
that projects with a strong sense of purpose, focused on com-
munity needs, and which were able to operate effectively at 
the micro level and connect strategically were more likely to 
make progress. Overall, however, the current literature does 
not explain what happens in a successful ISP. The frameworks 
developed thus far do not appear to identify the key mecha-
nisms that enable ISPs to be effective and accomplish more 
than can be done by individual sectors on their own (Hunter 
& Perkins, 2012). No previous study has developed a pro-
gram theory of intersectoral collaboration for people with 
complex and multiple health and social care needs.

Method

Aims

The current study examined the efforts of six ISPs focused on 
improving health, well-being, and opportunities for people 
with complex health and social care needs. These ISPs pro-
vided support to individuals in response to specific needs and 
were defined by geographical location or in respect to service 
requirements. Common features of good practice were 
obscured by differing models for provision, apparently dissimi-
lar client groups, and a diversity of providers and contributors. 
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Key success features and elements of effective practice required 
investigation and synthesis. It was important to understand, 
from the people involved themselves, what factors were neces-
sary to replicate this work. The goal of this current study was 
therefore to develop a retrospective program theory of success-
ful ISP development. The focus was not on the interventions 
provided by the ISPs, or outcomes for service users, but rather 
how the different stakeholders had been successful in develop-
ing, negotiating, and continuing to maintain partnerships. The 
focus was therefore on professional collaboration among the 
agencies and sectors involved, and the factors or processes that 
led to the development of a successful partnership.

Selection of ISPs

The ISPs in this study represented partnerships that were cur-
rently active within one urban local authority in Scotland, 
which met following criteria: They (a) were part of the health 
authority’s strategic plan for mental health and well-being 
(Irvine et al., 2011), (b) included partners from two or more 
sectors, (c) had been established for 2 or more years, and (d) 
had a focus informed by and directed toward people with dif-
ficult to meet needs, including trauma, substance misuse and 
enduring mental or physical health problems (see Table 1 for 
included ISPs).

The six ISPs had partners from a variety of sectors, includ-
ing private, the state/statutory sector, and third sector. People 
who attended the partnerships received help from doctors, 
social workers, psychologists, volunteers, justice system 
workers, and various other kinds of clinical, social and advo-
cacy services. The ISPs reflected a number of shared con-
cepts, including community services, recovery, maximizing 
opportunities for people, and values-based practice (Irvine 
et al., 2011) and they were all aimed at developing partner-
ships to meet the needs of people with more complex needs 
(e.g., enduring mental health, trauma, substance misuse, obe-
sity, or suicide prevention).

Design

The study was completed by health and social care profes-
sionals, who had experience of developing and evaluating 
ISPs, as well as experience of working with public, private, 
and voluntary sectors. One author (corresponding author) had 
preexisting professional relationships with the individuals 
included in this study. The researchers used qualitative and 
realist methods. The utility of realist-informed approaches 
combined with qualitative research has previously been 
established (Gilmore et al., 2019). The aim was to develop a 
retrospective program theory of effective ISP development.

Advisory Group

The advisory group consisted of four people with lived expe-
rience of accessing mental health and addictions support, and 

four professionals. People with lived experience were volun-
teers, recruited through networking and had been involved in 
similar processes previously. It was planned that the group 
would meet 3 times: first, to cover introductions, the inter-
view schedule, and program theory; second, to discuss the 
findings and emerging theory; and, third, to review before 
finalization. However, due to the usefulness and enthusiasm 
of the group, two additional meetings were conducted. 
Debate and review of the study outcomes were completed, as 
well as a discussion on impact and application. The research-
ers engaged and supported email communications between 
meetings, acknowledging that members may have wanted to 
reflect outside of meetings.

Initial Program Theory

A draft or initial program theory is required to progress a 
realist-informed investigation (Pawson, 2006). The research-
ers, in collaboration with peers and colleagues, developed an 
initial program theory by synthesis and analysis of several 
sources. A summary of literature was developed first. This 
literature review included seminal theoretical work from 
sociology, psychology, economics, and social movements 
(Bhabha, 1996, 1999; Bourdieu & Wacquant, 1992; Bowlby, 
1973; Coote, 2012; Diani, 2000; Diani & Mcadam, 2003; 
Elias, 1978, 1987, 1991, 1994; Foucault, 1995; Fox, 1993; 
Freire, 1973, 1994, 1998; Goffman, 1962, 1974, 1981; 
Gramschi, 1995; Granovetter, 1973; Habermas, 1973, 1987; 
Lefebvre, 1991; Putnam, 2000; Soja, 1996, 2009; Tajfel & 
Turner, 1979, 1986; Turner & Oakes, 1986) and realist-
informed investigations with similar foci to our own (Boydell 
& Rugkasa, 2007; Cheyne et al., 2013; Evans & Killoran, 
2010; Hawe et al., 2009; Herens et al., 2017; Jagosh et al., 
2015; Macaulay et al., 2011). Gray literature, including pol-
icy documents, strategies, and commissioning plans; ISP 
statements of values and intentions; reports to government 
agencies; newsletters/flyers; and, where available, published 
protocols and evaluation data were also reviewed. The 
researchers developed the initial program theory using the 
realist framework of context, mechanism, and outcome 
(CMO). This analysis also drew upon the researchers’ own 
experiences of working with ISPs. The researchers also pre-
sented and discussed the proposal and initial program theory 
with the research advisory group. The draft program theory 
contained 11 contexts, 17 mechanisms, and 12 outcome areas 
across eight preliminary themes. Through these processes, 
draft mechanisms, contexts, and outcome were developed, 
communicated, and debated before the primary research 
interviews. Among the early ideas identified as important for 
exploration were power, and how this needed to be consid-
ered, understood, and managed; how partnerships could 
define/refine relationships; the importance of spaces; and the 
importance of narratives. Initial mechanisms focused on fac-
tors that may drive positive outcomes. These included orga-
nizational drivers (such as power sharing, communication, 
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and practicalities of working together), personal influences 
(such as belonging to a new community, reciprocity, feeling 
safe, and having new experiences), and context (such as poli-
tics, policy, culture, and funding). Throughout, the research-
ers’ interest in outcome was targeted at understanding and 
elucidating the development of an efficient, effective part-
nership between statutory, commercial, and/or third-sector 
partners delivering health and social care objectives for peo-
ple with complex health and social care needs.

Data Collection

A semi-structured interview schedule was designed contain-
ing exploratory questions based on the initial program theory 
(see Table 2). A pilot interview was carried out, resulting in 
refinements. Interviews were audio recorded and lasted 60 to 
90 min. The questions aimed to encourage participants to 

recount experiences and to collaborate with the researchers 
in making interpretations. This relationship (between inter-
viewer and interviewee) is different from traditional qualita-
tive interviews because it occurs within the context of an 
egalitarian discussion, including debate, argument, and rec-
ognition of the expertise on both sides (Pawson, 2006; 
Pawson et al., 2005).

Participant Selection

The study employed purposive sampling (Patton, 2002). 
From the six identified ISPs, 18 individuals were approached 
and all agreed to be interviewed (see Table 3). Participants 
were selected on the basis of expertise, influence, and lead-
ership positions. Professionals with such experience are 
mechanism and outcome experts (Pawson, 2006). The strat-
egy aimed to collect in-depth data, rather than large-scale 

Table 1. ISPs Included in the Research.

ISP (Est) Clients Focus Locale(s) Partners

A sense of 
belonging arts 
program

(2015)

People with mental health 
problems who have an 
interest in the arts as part of 
their recovery journey and 
members of the public who 
are interested in the arts as 
a vehicle for social change

Use the arts to raise awareness of 
mental health and reduce stigma

Art galleries
Cinemas
Other art venues

Statutory Services
Third-Sector Agencies
Private Sector—arts based

GameChanger 
Public Social 
Partnership

(2013)

Football fans, friends, and 
associated communities

Improving community health and 
well-being through encouraging 
participation in physical activity, 
tackling social isolation, and 
working to tackle complex 
community problems such as 
diabetes, obesity, and suicide

Football stadiums Commercial Football Club
Football Community 

Foundation Statutory 
services

Third-Sector Agencies

Veterans First 
Point Lothian 
(V1P)

(2009)

Veterans and their friends 
and families

Create a national network of one-
stop shops to provide interventions 
and support for veterans, whatever 
their needs may be

City center office Veterans’ Charities
Statutory Services
Military

The Prospect 
Model

(2016)

People who require 
Interpersonal 
Psychotherapy

Providing a clear pathway for initial 
interventions aimed at distress, 
higher intensity interventions 
aimed at more severe lasting 
illness, and highly specialized 
interventions that are individually 
tailored interventions aimed at 
highly complex/enduring illness

General 
practitioner 
(family doctor) 
practices

Accident and 
emergency (acute 
hospitals)

Community venues

Statutory Services
Universities and Colleges
General Practitioner 

Practices
Third-Sector Agencies

The Re:D 
Collaborative

(2012)

People who have mental 
health and substance 
misuse problems and who 
are in contact with the 
criminal justice system

Create a community of practice to 
improve the mental health and 
well-being and life circumstances of 
those in contact with the criminal 
justice system who have mental 
health and substance misuse issues

Courts
Prisons
Justice centers

Statutory Services
Judicial Courts
Third-Sector Agencies

Rivers Public 
Social 
Partnership

(2015)

People of all ages who have 
experienced very significant 
trauma

Establish an open-access community 
resource for people who have 
experienced very significant trauma 
to access help and support

Service located 
within a public 
library

Statutory Services
Third-Sector Agencies

Note. ISPs = intersectoral partnerships.
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quantification (Patton, 2002). Rule-of-thumb guides sug-
gest 15 participants as the minimum required (Guest et al., 
2006). Six ISPs were included; therefore, a sample of 18 
participants (three per ISP) was adequate. The sample 
reflected the three sectors—statutory sector (seven 

interviewees), private sector (three interviewees), and third 
sector (eight interviewees). Participants were judged to be 
very experienced, and each had knowledge and/or involve-
ment in two or more ISPs, or experience of working in 
another sector.

Table 2. Example Realist-Orientated Interview Probes Used in the Study.

Example probes

Please explain your role in the partnership . . .?
How did partnership start? What were the drivers, policy, and practice . . .?
Who is it that you think you are reaching/helping?
What kind of problem or issues might a person in the ISP be having?
What characteristics in the way the staff work are important?
Why do you think that people have participated in the ISP?
What influence do you think location has had in terms of the ISP?
What ideally would you want to experience/gain when participating in an ISP?
Could you explain your reasoning when [you do X, Y, and/or Z thing]?
What ideally should happen in terms of X, Y, and/or Z?
When I have spoken to others, they have told me that X, Y, and/or Z have been helpful. What do you think? Why?
When do you think X, Y, and/or Z would help? Why?
How do you think the X, Y, and/or Z has affected how X, Y, and/or Z is happening?
I am thinking that [example] are be doing things differently than before. How is it different?
Some people have also told me that X, Y, and/or Z gets in the way? What do you think? Why?
There seem to be external factors affecting outcomes, like X, Y, and/or Z that may influence decisions?
Could you tell me about anything surprising that has happened?
I am thinking about how X, Y, and/or Z outcome is not supposed to happen but sometimes does?
Have there been any unintended outcomes (use example)?
In your opinion, how appropriate is the activity used to do X, Y, and Z?
Suppose you did XXX differently. Would this help, do you think?

Note. ISP = intersectoral partnership.

Table 3. Interviewees Included in the Research.

Identifier Gender Sector Position No. of years involved in ISP No. of ISPs involved in

1 F Third/Charity Chief Executive 5 2
2 M Public/Statutory Board Position 5 1
3 F Commercial/Private Chief Executive 5 1
4 M Commercial/Private Senior Manager 5 2
5 F Public/Statutory Senior Clinician 9 5
6 F Public/Statutory Researcher 6 2
7 M Public/Statutory Senior Manager 6 1
8 F Third/Charity Chief Executive 4 6
9 M Third/Charity Board Position 9 1
10 F Public/Statutory Senior Clinician 9 2
11 F Public/Statutory Senior Manager 6 3
12 M Third/Charity Board Position 9 1
13 F Third/Charity Senior Manager 1 2
14 M Commercial/Private Board Position 1 5
15 F Third/Charity Senior Practitioner 2 3
16 F Third/Charity Chief Executive 2 5
17 F Third/Charity Senior Manager 3 6
18 F Public/Statutory Senior Manager 1 6

Note. ISP = intersectoral partnership.
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Analysis

Interviews were professionally transcribed by a third party 
and read several times by each team member. The analytic 
procedure drew on qualitative approaches of thematic and 
framework analysis involving familiarization, identification 
of a thematic framework, coding of the data according to the 
framework, charting the themes, and mapping and interpret-
ing (G. McGhee et al., 2007; Ritchie & Spencer, 2002; 
Seale, 1999; Stringer, 2007). Each of these steps was adapted 
to focus on realist aspects of CMO (Gilmore et al., 2019). 
One researcher (corresponding author) completed the main 
coding with close supervision from a researcher with sig-
nificant qualitative experience (second author). The focus of 
the analysis and coding was to find and align the evidence to 
demonstrate that particular mechanisms may be generating 
particular outcomes and to demonstrate what aspects of con-
text may matter. Context, mechanism, and outcome were 
used as sensitizing concepts in construction of the coding 
design and the initial analysis, and as an organizing frame-
work in ongoing coding cycles. Data were therefore coded 
in these terms. Coding rules for context focussed on identi-
fying aspects of the physical and social environment that 
favored or disfavored mechanism activation. Coding for 
mechanisms identified any explanation or justification why 
a service or a resource was used by an actor to achieve an 
outcome, and their reasoning on processes and successful/
unsuccessful strategies employed. Outcomes were the inter-
mediate outcomes linked to mechanisms, and participants’ 
views on features of a successful ISP. Concepts were identi-
fied and incorporated into the coding framework as required. 
The data were revisited on several occasions. Detailed tables 
of CMOs with supporting data were developed. Themes 
were derived to represent clusters of related CMOs. 
Concepts (themes, contexts, mechanisms, and outcomes) 
were sorted and grouped to be mutually exclusive and 
coherent through designation with a single unifying label, 
aiming for increasingly greater levels of abstraction and 
explanation.

Rigor and Trustworthiness

All interpretations were recorded alongside quotes to main-
tain an audit trail. The researchers were aware that an 
“insider” perspective may have influenced the analysis. A 
key aspect was the process of reflexivity (Palaganas et al., 
2017). The researchers used logs to record their thoughts, 
feelings, attitudes, and reactions. Throughout, researchers 
were challenging assumptions and conduct. In addition to the 
components of subjectivity and social action, rapport was 
key. When the researchers commenced interviews, they 
introduced themselves as researchers (rather than a profes-
sional role). The stance was to use introspection and reflec-
tion (Bloom & Sawin, 2009) to make explicit links between 

knowledge, personal experiences, and social context. The 
dynamic between the researcher and participants resulted in 
asking probing questions that touched on personal motiva-
tions and emotions that were being provoked (Palaganas 
et al., 2017). To further ensure rigor and trustworthiness 
(Forero et al., 2018), a presentation was made to 14 of the 18 
participants. A revised program theory, and draft recommen-
dations were shared. The participants strongly articulated 
support, recognizing themselves in the analysis. A similar 
presentation was made to the advisory group, where feed-
back was also positive, and orientated toward a desire for 
future educational approaches, such as manuals and training, 
based on the work.

Ethics

Ethical approval was provided by the Queen Margaret 
University Ethics Committee. Participants provided written 
informed consent and were free to withdraw at any time 
without giving any reason.

Results

How Were Successful ISPs Developed?

Narrative accounts of the development of partnerships were 
felt by the participants to be important, covering “phases” of 
development. A brief summary is presented below.

The first phase was termed the “invite” phase. Here, 
stakeholders were invited to an event to discuss drivers and 
opportunities. This phase enabled people to engage with 
curiosity. Participants elaborated on how this attitudinal 
stance was fostered by the media for presentation, on the ini-
tiation of narrative through metaphor, and on the time given 
to exploration and dialogue. Participants described how their 
strong sense of being driven to “do right” by the people 
whom they served was a motivator. Participants described 
how this phase made them feel excited about opportunities, 
wanting to understand the new partnership, and having per-
mission to “walk away” if required.

People were subsequently invited to complete short 
statements detailing why they wanted to be part of the ISP 
and what they could offer. People completing the forms 
were then invited to be part of ongoing activities. Being in 
this “create” phase allowed participants to feel a sense of 
belonging to the process. The “create” phase was described 
as constructed to create a different framing of problems 
and solutions. Participants stated that they were making a 
commitment to continue to understand partners’ contribu-
tions, which led to shared commitment to actions. In this 
phase, participants described wanting to do something, 
which started with the sharing perspectives, where differ-
ent points of view were exposed, and congruence of values 
examined.



Irvine Fitzpatrick et al. 7

Once ISPs have passed through initial stages, participants 
described the “enactment” phase. Here, a platform for change 
was created, focussing on delivery. Attitudes toward failure 
were important. Participants appreciated that actions that did 
not achieve intended outcomes were not viewed as a nega-
tive, but rather as a natural consequence of engaging in a 
complex innovation. This perspective was supported through 
reframing experiences as opportunities and giving permis-
sion to take radical actions.

Realist Analysis

In the realist approach, special attention is paid to mecha-
nisms. Mechanisms represent the collective or individual 
reasoning, actions, thoughts, and reactions of human agents 
enacted to facilitate outcomes (Dalkin et al., 2015; Emmel 
et al., 2018; Pawson & Tilley, 1997)—in this case, the mech-
anisms that supported progression through the invite, create, 
and enactment phases toward becoming a functioning ISP, 
delivering health and social care objectives for people with 
complex health and social care needs. In this article, the 
focus is mainly on these mechanisms. For brevity, contextual 
elements (factors that favor or disfavor activation of mecha-
nisms) and outcomes (intermediate and overall outcomes) 
are briefly summarized. See Table 4 for an overview.

Context

Context comprises factors that favor or disfavor the activa-
tion of mechanisms and therefore the development of suc-
cessful ISPs. Such elements are already well described in the 
literature and not felt to be the novel findings. A brief over-
view is provided.

Context 1: Social determinants of health. A climate of signifi-
cant debate around social determinants of health was support-
ive of ISP development. The interrelated and deep-seated 
nature of social determinants of health were a strong driver 
within the development of the ISPs. Here was strong acknowl-
edgment and frustration that there was a significant body of 
knowledge on social determinants, but that knowledge was 
not being utilized. Lack of recognition of the impact of basic 
rights, such as housing not being met, and the effect of that on 
individuals’ ability to engage, was highlighted.

Context 2: Policy. The policy context in relation to the aspira-
tions of improving health and well-being in Scotland was 
well understood by participants. However, frustrations were 
expressed by participants that the policy narrative was still 
focussed on traditional service responses and “silo” working. 
This was despite a policy vision describing enablement, 

Table 4. Realist Analysis: Context, Mechanisms, and Outcomes.

Context Mechanisms Intermediate outcomes Final outcomes

Historical 
perspectives

Power
– Talking about power
– Understanding power

– Power sharing
– Power shifting
–  Authenticity of relationships and 

decision-making
– Commitment to ISPs
– Fluidity of relationships
–  Increase in social capital and social 

cohesion
– Different relationships with participants
– Clarity of purpose
– Emotional connectivity
– Aspiring to sustainability
– Increased societal awareness
– Transformed world view
– Increased psychological safety
– Authentic relationships
– Greater reach

Efficient, effective partnership 
between statutory, commercial, 
and/or third-sector partners 
delivering health and social care 
objectives for people with complex 
health and social care needs

Organizational 
cultures

Narrative
–  Establishing shared 

values
– Developing appeal
–  Seeing all perspectives 

as valid
Policy Identity

–  Challenging 
professional Identity

–  Redefining 
professional and 
personal identity

Social determinants 
of health

Momentum
– Desire for change
– Pace of change

Safe, secure space
–  Creating a safe 

psychological space
–  Creating a safe 

meeting space
–  Using spaces with 

ascribed meaning

Note. ISP = intersectoral partnership.
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empowerment, and recovery, with legislative levers such as 
self-directed support and community empowerment that 
could unlock more effective responses. Participants within 
this study described a disconnection between policy intent 
and policy enactment, which left a space for ISPs to fill.

Context 3: Organizational cultures. Participants expressed views 
of how prevailing organizational cultures were part of the rea-
son why innovative practice was hampered. Participants stated 
that there was organizational protectionism and resistance to 
change. Negative behaviors included withholding information, 
defending practice, retaining power, and hiding failures. A par-
adigm of “outright competition” detracted from collaboration. 
Public agencies retained a privileged and powerful position. 
This was in contrast to the low power of charity or third-sector 
agencies. There was stratification with some roles (e.g., doc-
tors) being positioned higher than others. The private sector 
was viewed as exerting influence for financial gain. The mech-
anisms necessary to counteract these contextual impediments 
were core aspects of the ISPs.

Context 4: Historical perspectives. Historically, organizations 
labeled people by their behaviors, lifestyle choices, or prob-
lems. Practices focused on reactive, crisis, or punitive 
responses. Negative societal attitudes were often reflected in 
services, for example, immigrant populations being excluded, 
offender populations being punished rather than rehabili-
tated, lack of attention to gender-specific needs, and misuse 
of alcohol contributing to social problems. ISP function was 
embedded in this climate of negative representations of peo-
ple with more complex needs. Traditional service responses 
still focused on changing the behavior of individuals rather 
than focusing on what societal conditions contributed to con-
tinuing exclusion across generations. This context was both 
negative and motivating, providing obstacles and strong evi-
dence that new responses (i.e., ISPs) were necessary.

Mechanisms

Mechanisms are clustered thematically in five areas. Quotes 
are provided where appropriate.

Mechanism Cluster 1: Power. The nature of power and how 
this was dealt with was foundational to the development of 
the ISPs. Participants frequently identified issues around per-
sonal and organizational power, both within the interplay and 
dynamics of the partnership and the power status they per-
ceived their role or organization to have. The mechanisms 
were “talking about power” and “understanding power,” 
which led to intermediate outcomes in terms of power shar-
ing and power shifting.

Talking about power. Participants expressed that unless 
the “conversation” on power was explicit and overt, ISP 

staff remained rooted in traditional roles and responses, 
which resulted in “more of the same” interventions that did 
not meet the objectives of improving provision for people 
with multiple and complex needs. ISPs were also viewed 
as supportive of highlighting the reality of power imbal-
ances:

If we just try and pretend that everybody’s equal it doesn’t 
really . . . I don’t know, it’s never going to work. (15: Voluntary 
Sector)

The creation of a space for acknowledgment and discussion 
around power positioned the ISP as a place where all voices 
could be heard:

I think sometimes it can be helpful to be explicit about the 
power relationships because then it makes it clear, it can be easy 
to feel like you’re not on the same footing as everyone else. I 
mean unless it’s explicitly said that you are, and unless it’s 
explicitly laid out about who’s got the power to do what. Okay 
this group’s taking the lead on this, but this group’s taking the 
lead on that bit, then everyone is clear that that power is meant 
to be shared. . . (8: Voluntary Sector)

Talking about power offsets the risk that the ISPs would per-
petuate historical silos rather than challenging traditional 
power structures. The explicit recognition of power signified 
the potential for shift in power:

. . . if you feel your voice isn’t being heard or you’re not really 
contributing anything valuable or your contribution isn’t making 
a difference, why would you keep coming? So if you’re being 
heard and there is elements of power sharing and all of that I 
think that does absolutely help. (13: Voluntary Sector)

Understanding power. Understanding power within the 
ISPs was multifactorial: It entailed an understanding that 
power was not absolute and could move between sectors 
as appropriate and recognition that power could be misused 
or abused. Both these elements were important in order for 
the ISPs to be optimally effective. Participants also stated 
that power was not predetermined or absolute. Power was 
“earned” by visibility, showing that a sector or organization 
or person displays that they have the best knowledge to hold 
the power:

There’s an acknowledgement of actually I don’t have all the 
answers and neither do you and that’s both within sectors and 
across. (5: Public Sector)

There was some recognition that power could be misused or 
abused. There was also some frustration expressed regarding 
people who have been historically ascribed power and who 
were not using it, not prepared to share it, and/or misusing it 
to belittle, chastise, or punish:
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People don’t work well with a punishing regime. Whereas look 
what happens when you reward and you praise, actually, people 
start flourishing and you get more from people in the system. (5: 
Public Sector)

Mechanism Cluster 2: Narrative. Narrative, or how the ISPs 
created a foundational story, including the objectives and 
benefits of the partnership, was identified as a central ele-
ment. Participants described how naming the ISP translated 
into a recognizable “brand” served to encapsulate the charac-
ter of the ISP and build a sense of shared purpose. The mech-
anisms driving outcome within narrative were “establishing 
shared values,” “creating appeal,” and “seeing all perspec-
tives as valid.” These were most linked to intermediate out-
comes in terms of authenticity of relationships and 
decision-making, increased commitment to the ISPs, and 
fluidity of relationships.

Establishing shared values. Having shared values was 
explicitly stated an essential mechanism for ISP effective-
ness. Shared values were often introduced and discussed as 
part of people’s initial contact to the ISP, creating a founda-
tion for working together:

I think from the outset there was a very clear proposal with quite 
a clear description of what was expected and intended, and the 
likely outcomes and benefits. So, that was then really quite easy 
to support . . . it would be difficult to see why we wouldn’t 
support it. (18: Public Sector)

Participants acknowledged that they were bringing their own 
values to the ISP, but for an ISP to function, a set of shared 
values needed to be developed and “owned” by the 
participants:

It had an identity. People got it. They knew what it was about. 
They understand. They could see the potential benefit. I think 
everyone . . . I think all the partnerships benefitted from that. 
(18: Public Sector)

The mechanism of establishing shared values entailed people 
being honest and transparent about their personal or organi-
zational values, imperatives, and agendas. This was also 
described by some participants as difficult, as it challenged 
their worldview.

Creating appeal. Creating appeal was described by partici-
pants as a mechanism for stimulating curiosity through using 
attractive and engaging methods, approaches, or processes. 
Examples included using public figures who were perceived 
as “heroes,” for example, sports people; being in “differ-
ent” spaces to discuss ideas and work together, for exam-
ple, nonclinical spaces; and the use of a creative medium to 
convey information and provoke discussion, for example, 
drama. The positive stories (narratives) associated with the 
ISPs were perceived as inspiring, with the knowledge that 

individuals were “doing something different” and therefore 
engendering motivation and willingness to engage:

Our own experience with 106 kids or whatever it was who had 
trouble managing their diabetes, was that they weren’t going to 
listen to clinicians but they listened to a football player. Go 
figure, go figure, you know. (14: Private Sector)

Seeing all perspectives as valid. The starting point of the nar-
rative, or underpinning story for all the ISPs, was about inter-
sectoral solutions to improve outcomes for people who were 
often marginalized. This led to a conclusion that no one would 
be marginalized within the ISP, and therefore, it was critical 
to the success of the ISP that all perspectives were seen as 
valid. Participants stated that “respectful” organizations val-
ued their clients and staff regardless of who they were, or their 
perceived status or importance. Participants discussed how 
the ISPs viewed people (regardless of role, circumstances, or 
health status) as having something to contribute:

So when you actually meet the organisation and the individuals, 
it’s having to share your understanding, that’s when it becomes 
much easier and . . . to have that kind of mutual respect and 
willingness to listen and learn. To see that we do it this way but 
actually we could do it your way. (2: Public Sector)

Participants described how this served to equalize and level out 
roles, which created a sense of belonging. The ISPs facilitated 
participants gaining a wider understanding of different perspec-
tives through dialogue. Seeing all perspectives as valid did not 
necessarily entail agreeing with the stated position of others. 
Participants described how at times this led to conflict but that it 
was mitigated through shared narratives and shared values:

I think it’s also, it kind of normalises it in a sense. We’re not 
labelling or pigeonholing people. It’s something that everybody 
can identify with. Whether you’re . . . at whatever level you’re 
involved. Whether you’re involved as a service user or as a head 
of service or as a partner, we all, I think . . . we know what that 
means, to have a sense of belonging. (17: Voluntary Sector)

Mechanism Cluster 3: Identity. The development of an effec-
tive intersectoral identity, or how the different ISP actors per-
ceived themselves, their roles, the structures of the 
partnerships, and how they (re)claimed and celebrated their 
new identity were identified as central. The mechanisms were 
“challenging professional identity” and “redefining profes-
sional and personal identity.” These mechanisms were linked 
to intermediate outcomes in terms of increased social capital 
and developing positive relationships with ISP recipients.

Challenging professional identity. Participants described 
how their own professional identity could blind them to 
the possibility of other approaches to helping people; they 
described being involved in the ISP as challenging the 
“default setting”:
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So, realising that there are all sorts of ways of managing some of 
these problems . . . doesn’t always necessarily . . . the way we do 
is best. Learning about what people . . . different agencies do 
because we. . .haven’t really been that aware . . .we don’t really 
know necessarily what works. (2: Public Sector)

Participants also described how the ISP process supported 
them to see beyond the problems or behaviors that clients 
may be displaying, and instead consider the context of the 
person’s wider life and lived experience, and how this could 
lead to different solutions for different people:

But they [service users] were speaking as equal partners and 
recognising the role they actually . . . what they were actually 
able to offer. For me, that’s what was different. That was a shift 
in my thinking about how the . . . if you like how the Re:D 
approach was actually working. It was about brokering these 
kinds of relationships. (18: Public Sector)

Redefining professional and personal identity. Participants 
reflected on changes that being part of the ISP had meant 
not just for their professional role but for their own personal 
identity. Participants described strong resistance to change 
which was particularly challenging to the voluntary sector, 
which historically had been placed in a position to compete 
for funding rather than to collaborate:

It’s difficult working with the public sector but actually it can be 
more difficult working with voluntary organisations at points. 
Despite the view of charitable organisations ultimately focusing 
on a common good, the competition between them I think almost 
detracts from that. (4: Private Sector)

Explanations were given as to how involvement in the ISPs 
had enabled some participants to review their roles, and the 
opportunities that they could take through the ISPs to influ-
ence people’s lives. Participants reflected on how the ISPs 
had shifted or had reinstated the importance of relationships 
and social capital for them:

It’s good to be moved by people sometimes, it really is good to 
be moved by people . . . sometimes we can fight our own 
emotions when we should actually just allow our own emotions 
to be there because it’s a positive thing. I think it broadens your 
experience; it broadens your depth as a human being. (14: 
Private Sector)

Yeah, and there’s no doubt about it. It has made me feel a better 
person, and that’s a bit selfish, right. You can kind of say, well, 
you did it to make you feel . . . but it has made me feel as if I’ve 
actually been able to kind of facilitate some change, whether 
that be a little bit of visibility, whatever it might well be . . . but 
I know that this stuff really does create change in people’s lives. 
(3: Private Sector)

Such reflection and review was a mechanism for ISP success. 
The ISPs were perceived to give people space to reflect on 

their practice or to reflect on others’ experiences, which in turn 
influenced their practice, and the ongoing work of the ISP:

I think staff create a culture where people can trust each other 
and be prepared to be vulnerable in that kind of setting so you 
can . . . if you’re able to do that then you can be open and honest 
about your role and difficult . . . it’s that reflective supervision 
bit that you can say I’ve experienced this and this is what 
happened to me and this is how I responded. I think if you do 
that, you’re in with a better chance of being able to validate and 
recognise the importance of each other’s roles within that. It’s an 
attitude isn’t it? To me, it’s about being reflective and being 
willing to recognise what other people can contribute, along 
with what you can contribute. (18: Public Sector)

Mechanism Cluster 4: Momentum. Creating, building, and sus-
taining momentum were not the responsibility of a single 
individual, agency, or sector but a joint responsibility of all. 
Momentum was identified as pivotal to ISP development. 
There was discussion regarding the importance of maintain-
ing momentum, of not becoming “stuck,” and of the issues 
which could cause inertia. “Desire for change” and “pace of 
change” were the mechanisms. There was recognition that 
this was not always a steady incremental flow but context 
dependent. Emotional connectivity, aspiring to sustainability, 
increased societal awareness, and transformed worldviews 
were intermediate outcomes associated with momentum.

Desire for change. To create, build, and sustain a new 
ISP, desire for change was required. Desire for change was 
reflected in deeply held personal beliefs and experiences. 
Participants described their frustration at the continuation of 
a current state of practice that was intolerable to them, and 
often informed by insights into institutional oppression per-
petuated against marginalized people. There was a feeling 
that services needed to radically change and innovate so that 
marginalized groups could access what they need:

. . . because I think these kinds of initiatives require a fair amount 
of change and taking some risks, not always doing what might 
be popular or . . . you’re inevitably going to get a hard time about 
certain things. You’ve got to have people who have an intuitive 
sense of . . . I was going to say the right way to go but how can 
I put this into words? I suppose . . . this is going to sound really 
corny but a really . . . a good moral compass, somebody who’s 
going to know just . . . it’ll be in their DNA that if you’re not 
seeing people from deprived areas, for example, then there’s 
something wrong in the system. (10: Public Sector)

Pace of change. Participants recognized that there was not 
a steady state in relation to momentum, that at times it may 
accelerate or slow down, and therefore a mechanism was 
pace of change. Pivotal events were triggers for accelerating 
and continuing momentum. When change was rapid, it cre-
ated disruptive moments that would provoke and engender 
further change within participating organizations:
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There is a momentum and it’s not a sort of continuous 
momentum, but you’ve got to keep it flowing fast enough to 
keep the momentum but not too fast. It’s that pace, sometimes 
it’s going to slow, sometimes it’s going to quicken. Momentum 
is not a steady state. (10: Public Sector)

Mechanism Cluster 5: Safe, secure space. The challenge of 
ensuring that safe and secure spaces were available for ser-
vice users and of maintaining a psychologically safe and 
secure space for ISP staff to collaborate in was discussed 
extensively. It was clear from participants’ opinions that 
developing such spaces was an issue that was very impor-
tant. The mechanisms were “creating a safe psychological 
space,” “creating a safe meeting space,” and “using places 
with ascribed meaning.” These were associated with inter-
mediate outcomes in terms of feeling psychologically safe 
and having more authentic relationships with ISP partners 
and service users.

Creating a safe psychological space. Belonging to the part-
nership was described as a “safe haven,” which enabled dif-
ferent approaches and an environment where failure would 
not be judged. Participants said that they could have con-
versations with knowledge that they would be listened to, it 
would not be repeated to others, and that they could be sup-
portive and open with each other:

It involves, I think, staff creating a culture where people can 
trust each other and be prepared to be vulnerable. (18: Public 
Sector)

This was particularly important in the case of any conflict or 
difficulty, where temporary withdrawal or revision was 
required from the partnership. Participants also described 
congruence of ISP values and their own values, which sup-
ported a psychologically safe space.

Creating a safe meeting space. Participants valued the 
creation of a safe meeting space for stakeholders to come 
together. The space allowed time to be exposed to each oth-
er’s views, process these views, feel listened to, and have an 
emotional response to discussion. This provided a platform 
for shared learning across sectors in relationship to their role 
with others and their collaborations:

I do think people . . . in order to contribute you do need to feel 
safe and valued. Then the spaces, the physical spaces are 
important for people as well, but I wonder if the . . . I think you 
do need to feel psychologically safe. (15: Voluntary Sector)

Using spaces with ascribed meaning. Using spaces with 
positive cultural connotations or using spaces perceived to 
be notable or “different” was a key mechanism. Participants 
understood the power of environments to promote or con-
strain positive actions, thoughts, and behaviors:

Your environment is all important because that’s what dictates 
and moulds and shapes your behaviour and the way you act and 
see things. (10: Public Sector)

The participants within one initiative described the meanings 
ascribed to the place used (a football/soccer stadium) and 
how that had had a positive effect in terms of appealing to 
staff and service users. Participants ascribed an emotional 
connection to the space and feelings of safety, belonging, and 
reverence. The space was known and understood to be part 
of the community, so it was familiar and welcoming:

. . .a football [soccer] club has a great big building that people 
almost call home . . . the people who come here feel very much 
at home; it’s kind of their place, it’s a place they come to which 
they see as theirs a lot of the time. (14: Private Sector)

Similar views were expressed around the spaces used by 
partners in an arts-focussed ISP, with public art spaces such 
as galleries having positive meanings and connotations:

There’s a good thing, the whole thing about the space. I would 
say [the space] it is also that, that feeling of a safe space. No, 
not a space . . . a space people can connect with, and that’s 
why despite all the difficulties and the ups and downs each 
year of tech not being done on time and rooms changing and 
everything else. The group still feel that they want to be in that 
space, and they feel that’s where the exhibition belongs and 
fits, and they feel good about being in that space. (8: Voluntary 
Sector)

Participants were aware of how community spaces acted in 
contrast to stigmatizing “clinical” spaces. In “clinical” 
spaces, diagnosis or other stigmatizing aspects were usually 
visible through signage (e.g., “addiction”):

. . . actually it’s a huge change for people to go into a community 
space that is . . . doesn’t have a glass front and channels [laughs] 
because people are like scared, screened off, ticked off . . . where 
it’s like you walk in the front door and there’s like one desk for 
mental health, one desk for addictions. . . (8: Voluntary Sector)

Utilization of nonclinical spaces, it was felt, could reduce 
fear, trepidation, and stigma for people by offering help in 
spaces with positive connotations. This was felt to be impor-
tant by the participants, and a mechanism for ensuring con-
gruence between espoused values and practices.

Discussion

This study has developed a refined program theory of ISP 
development to provide solutions for people experiencing 
complex health and social care issues. Existing research has 
focused on service development or change, with less focus on 
intersectoral innovation. The current study demonstrated the 
associations among momentum, spaces, identity, narrative, 
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and power, as expressed through an interaction of mecha-
nisms, contexts, and outcomes.

Power was important concept. Researchers have pro-
posed that democratization of structures is an important 
aspect of partnerships (Repper & Perkins, 2003; Sapouna 
et al., 2011; Schon, 2010; Shildrick & Macdonald, 2013; 
Trickett et al., 2011). The data from the current study dem-
onstrate that the ISPs were constructed spaces in which 
participants were asked to acknowledge and engage in dis-
cussions about power. By triggering mechanisms of talk-
ing about power and understanding power, the issue of 
power was explicit. Power shifting and power sharing were 
the outcomes. An interesting finding regarding power con-
cerns the inclusion of commercial partners in the ISPs. 
Power exerted by business and media has often been 
excluded from conversations around health and social care 
partnerships (Eastwood et al., 2016). Findings from the 
current study support the idea of expanding ideas around 
power to include aspects relating to economic capital. By 
including holders of power from the private or commercial 
sector, their power, which is often economic, can become 
part of the ISP, increasing reach and capacity. Theories of 
social capital (Bourdieu, 1977; Putnam, 2000), emotional 
capital (Bourdieu, 1977), and economic capital (Bourdieu, 
1977) strengthen these explanations.

An important barrier to the development of collaborative 
programs is a lack of shared understanding models, or theo-
ries of working (Evans & Killoran, 2010; Herens et al., 
2017). An important finding from the current study, with 
regard to “narrative,” is that by building a value-base, which 
encompasses ideas around structures, processes, and culture, 
a powerful, supportive, and encompassing story is con-
structed. This narrative then in turn supports the ISP through 
the complexities of providing interventions. However, if a 
shared strategic vision is created too early and is too fixed, it 
can constrain activity (Evans & Killoran, 2010). In the cur-
rent study, the mechanisms of developing appeal and seeing 
all perspectives as valid helped to avoid the problem of rigid-
ity, allowing priorities to emerge, rather than be imposed. 
This left space for the ISPs to grow and allowed for a fluidity 
that was shaped by various factors.

The present study adds to the understanding that creat-
ing places where people can be open with one another will 
help encourage collaboration. Such participatory spaces are 
places for creating partnership, where people can acquire 
skills and become more effective (Cornwall & Coelho, 
2006; Trickett & Beehler, 2013; Trickett et al., 2011). 
“Identity” was a key idea, focussing on the interplay of pro-
fessional and personal identity. The current study provides 
insight into Habermas’s (1987) “third concept” of identity 
as the power of dialogue between self and the other (p. 
131). Habermas described how people talk about them-
selves and others, how they position themselves, and where 
they locate themselves within a community. In the current 
study, participants described how their engagement and 

involvement in the ISPs had enabled them to consider dif-
ferent discourses, with the ISP opening up new possibilities 
for identity, or alternatively for congruence between preex-
isting identities to be reached. The ISPs gave participants a 
chance to explore their own identity. Javdani and Allen 
(2010) conceptualized the promotion of knowledge and 
relationships as interdependent processes that reflect grow-
ing social capital evidenced through increased knowledge 
about issues, and local systems response through the devel-
opment of personal and organizational relationships. This 
social capital has a generative potential (Javdani & Allen, 
2010) and yields further collaboration (Javdani & Allen, 
2010; Lasker & Weiss, 2001; Mandarano, 2009). Relatedly, 
some participants reflected on how their initial motivation 
to become a health (or helping) professional was reacti-
vated by their involvement in the ISP.

The ISPs had all developed momentum, that is, a pace of 
change that was effective and self-sustaining. Taking time to 
mobilize different parties and informal networks has been pre-
viously identified as a success factor (Herens et al., 2017). Our 
study found that desire for change and pace of change were 
key mechanisms. Our study indicates that to maximize pace of 
change and develop momentum, partnership members need to 
feel connected, which in turn spurs further momentum that 
continues to transform worldview, which may then begin to 
reshape organizational cultures. The study provides novel 
findings in relation to the importance of how an ISP needs to 
interlock the “story” or the narrative with momentum, and the 
momentum will in turn become part of the story, rather than a 
more traditional narrative with beginning, middle, and end.

The findings of our study confirm that creating a safe space 
mitigates against fragility and unsettled responses of individu-
als when confronted with unfamiliar ideas or situations. 
Important outcomes were increased psychological safety and 
authentic relationships. The creation of safe spaces was closely 
linked to the developmental phases. In fact, it may not have 
been possible to progress if a safe space did not exist. It is clear 
that a safe space served to manage or eradicate negative behav-
iors which other researchers have highlighted (Glasby & 
Lester, 2004; Mukumbang et al., 2016) and which have led to 
abandoned programs (Evans & Killoran, 2010). The findings 
of the current study demonstrated that ISPs could achieve 
greater success when different settings such as art galleries 
and football stadiums, places with positive meaning, were 
used. Other studies have demonstrated that settings produce 
emotions and behavioral responses (Curtis, 2010; Hawkins & 
Abrams, 2007). The current study’s findings accorded with the 
work of J. M. Irvine (2007), who suggested that particular con-
figurations of “scripts,” the performance of the “actors,” and 
the “staging” are each important.

The Incite Model

Our aim was to create a new program theory. The selected 
title of the theory was the “Incite” model (Figure 1). This 
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title was selected to motivate and inspire. The word incite 
means to stir to action or feeling: excite, foment, galvanize, 
goad, impel, inflame, inspire, instigate, motivate, move, 
pique, prick, prod, prompt, propel, provoke, set off, spur, 
stimulate, touch off, trigger, work up (Roget, 2014). The pro-
gram theory covers the five themes, namely, (a) narrative, (b) 
momentum, (c) identity, (d) safe secure space, and (e) power, 
with three phases (a) invite, (b) create, and (c) enact. The 
model can be used to guide the development of partnerships 
across sectors to improve outcomes for people with complex 
needs. The model provides a response to the identified gap of 
how to identify the mechanisms that enable ISPs to thrive. 
The ideal outcome of the Incite model is an effective ISP 
delivering health and social equality objectives.

Recommendations for Research and 
Practice

Recommendations for research are the following: (a) under-
take research to explore stakeholder reactions to Incite, (b) 
develop a realist evaluation protocol to assess ISPs using 
Incite, and (c) develop national and international research 
partnerships to review use of Incite. Consideration of the 
concepts from Incite offers an opportunity, and guidance, for 
practitioners. The questions detailed in Table 5 can be used to 
support reflection and review of nascent or preexisting ISPs. 
In response to research findings that note the effectiveness of 
multifaceted and active educational approaches such as prac-
tical manuals and reminders (e.g., Cornelissen et al., 2011), 

Figure 1. The Incite model.
Note. The Incite model describes key themes for intersectoral partnership. Mechanisms and outcomes of effective practice are identified. Restrictive and 
facilitative aspects of context are identified. In the model, three phases of development, “Invite,” “Create,” and “Enact,” are presented. This model pays 
explicit attention to creating spaces where partners are “more than the sum of their parts.” The model contains key aspects that should be considered 
in the development of intersectoral partnerships. The model offers an approach to policymakers that will assist in realizing policy ambitions by offering 
a paradigm for responding to major societal issues that have historically been viewed as issues for resolution by primarily by health and social care 
providers working alone.
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next steps for the Incite Model include development of man-
ualized practical materials that operationalize the findings in 
a manner that can be applied to real-world situations.

Limitations

Participants voluntarily self-selected to participate. It was the 
intention to select senior individuals who would be able to 
give a full analysis of the ISPs. This may have created bias in 
favor of participants most enthusiastic about ISPs. It is pos-
sible that if junior or “on-the-ground” staff had been selected, 
the outcomes may have been different. Inclusion of people 
with lived experience may also have enhanced this research. 
However, professionals have the experience of working with 
a range of people, and they will be able to provide an account 
of the purpose of programs, the actions taken, and the under-
pinning processes that led to program success (i.e., mecha-
nisms). Nonetheless, the advisory group for this study did 

include people with lived experience. Discussion and dia-
logue through these meetings brought expressions from indi-
viduals that the findings made sense and resonated with the 
group. It may be appropriate for future research to examine 
the Incite model from the perspectives service users. 
Furthermore, although mechanisms for citizen and end-user 
participation were interwoven into the narratives and a key 
aspect of the ISPs, these have not been explored deeply in the 
current research and would warrant further extrapolation. 
Finally, the model is not empirically tested, and future 
research will be required to operationalize and implement 
Incite in different real-world situations.

Conclusion

The Incite model can be used to structure and guide the 
development of ISPs for people with multiple and complex 
health and social care needs. Discussions surrounding the 

Table 5. Reflective Questions to Help Organizations Review on Their Partnership Processes and Outcomes.

Before you begin . . .
What is the problem or opportunity you need an ISP to address?
Make your invitation to participate provoking; it should be inclusive and engender curiosity.
Invite the people whose lives the ISP is aiming to improve.
Consider the medium for presentation—consider methods other than traditional “PowerPoint”
Be aware of the phase you are in The “create” phase is important. Talk about values of the partnership and ask 

people to sign up to these. Ask people what they are bringing to the partnership—
introduce the concept of reciprocity.

Don’t rush into enactment too quickly, but equally don’t get “stuck” in create—it is 
through actions that the partnership will coalesce and develop.

Know your context Think about what has happened before that hasn’t worked. What learning is there?
Be mindful. What experiences have people had that might make them not want to 

work as partners? What has worked well for people previously?
Consider your policy drivers . . . who else needs to be involved? Maybe people or 

sectors you never thought to partner with? Think creatively and laterally.
Frame it
(mechanisms)

What is your narrative? Whose narrative is it? How are you going to establish shared 
values, develop appeal, and make sure all perspectives are seen as valid?

How are you going to create and maintain a safe psychological space for people to 
work together?

How will you make sure people talk about and understand power relationships and 
dynamics?

How will you support people to explore their professional identity and potentially 
redefine that identity (both personally and professionally)?

Have you considered working in spaces that already have positive meanings (consider 
nonclinical spaces, community, sports venues, libraries, schools, etc.)?

Think momentum. Are you fostering a desire for change? What is the pace of change? 
Too quick, too slow? Be conscious of the need to recalibrate.

Outcomes—how do you know if your 
partnership is working well?

Are people connected to what they are doing? Has the partnership changed views, 
increased awareness, and created a desire for sustainability?

Are partners developing relationships that feel psychologically safe? Are they reaching 
out to more people?

Do partners have different relationships from previously, and a clarity of purpose?
Are you able to see changes in social capital and social cohesion?
Is there a co-created narrative? Has this resulted in authenticity and flexibility in 

relationships, improved decision-making, and commitment to the partnership?
Are more people joining the partnership; is your reach increasing?

Note. ISP = intersectoral partnership.
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appropriate conceptualization of and response to people with 
complex patterns of need have seen significant change over 
recent decades. In particular, there has been a change away 
from “treating” people to a more ecological, collaborative, 
and recovery-focused approach which is shaping health and 
social care research and practice. Involving and including the 
lived experiences of people and including the development 
and use of ISPs are gaining recognition as being increasingly 
important and desirable. Such work reflects not only funda-
mental shifts in practice but a deeper and more nuanced 
understanding of the complexities of lives lived and corre-
spondingly the support and help that is thus required.

Authors’ Note

The content in this work was derived from a Doctoral thesis (Irvine 
Fitzpatrick, 2019).

Acknowledgments

The authors would like to acknowledge the input and commitment of 
a number of people and agencies, including study participants and 
members of the research advisory group; Aid & Abet; Armed Forces 
and Veterans Health and Wellbeing Group; CAPS Advocacy; City of 
Edinburgh Council; Clear Design; Cyrenians; Edinburgh Health and 
Social Care Partnership; Edinburgh Leisure; Edinburgh Social 
Enterprise Network; EVOC; Health in Mind; Healthy Active Minds; 
Hibernian Community Trust; Hibernian Football Club; Leith Festival 
Association; MECOPP; Mental Health Foundation; Network Rail; 
NHS Lothian; Patients Council, Royal Edinburgh Hospital; Police 
Scotland; Prospect Team; Rivers Centre; SAMH; Scottish Mental 
Health Arts Festival; Summerhall; Strange Town Theatre Company; 
Street Soccer; Support in Mind; the Citadel; the Stafford Centre; the 
State (Leith) CIC; Turning Point; V1P Lothian; Willow.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest 
with respect to the research, authorship, and/or publication of this 
article: The first author has a role that provides strategic leadership 
within the health authority where this research has taken place and 
for the ISPs included.

Funding

The author(s) disclosed receipt of the following financial support for 
the research, authorship, and/or publication of this article: We acknowl-
edge funding contributions from the Scottish Government’s Third 
Sector Division and Mental Health Division and Community Covenant 
Grant.

ORCID iDs

Linda Irvine Fitzpatrick  https://orcid.org/0000-0002-9599-8015

Donald Maciver  https://orcid.org/0000-0002-6173-429X

References

Allen, N. E. (2005). A multi-level analysis of community coordi-
nating council. American Journal of Community Psychology, 
35, 49–63.

Allen, N. E. (2006). An examination of the effectiveness of domes-
tic violence coordinating councils. Violence against Women, 
12, 46–67.

Allen, N. E., Watt, K., & AHess, J. Z. (2008). A qualitative study 
of the activities and outcomes of domestic violence coordinat-
ing councils. American Journal of Community Psychology, 41, 
63–73.

Best, D., Walker, D., Aston, E., Pegram, C., & O’Donnell, G. 
(2010). Assessing the impact of a high-intensity partnership 
between the police and drug treatment service in addressing 
the offending of problematic drug users. Policing & Society, 
20(3), 358–369.

Bhabha, H. K. (1996). Unsatisfied: Notes on vernacular cosmopoli-
tanism. In L. Garcia-Moreno & P. C. Pfeiffer (Eds.), Cross-
disciplinary essays on cultural and national identities (pp. 
191–207). Camden House.

Bhabha, J. (1999). Embodied rights: Gender prosecution, state 
sovereignty and refugees. In N. Yuval-Davis & P. Werbner 
(Eds.), Women, citizenship and difference (pp. 3–32). Zed 
Books.

Bloom, L. R., & Sawin, P. (2009). Ethical responsibility in feminist 
research: Challenging ourselves to do activist research with 
women in poverty. International Journal of Qualitative Studies 
in Education, 22(3), 333–351.

Bourdieu, P. (1977). Outline of a theory of practice. Cambridge 
University Press.

Bourdieu, P., & Wacquant, L. J. (1992). An invitation to reflexive 
sociology. University of Chicago press.

Bowlby, J. (1973). Attachment and loss: Volume II: Separation, 
anxiety and anger. The Hogarth Press and the Institute of 
Psycho-Analysis.

Boydell, L., & Rugkasa, J. (2007). Benefits of working in partner-
ship: A model. Critical Public Health, 17, 217–218. https://doi.
org/10.1080/09581590601010190

Cameron, A., Lart, R., Bostock, L., & Coomber, C. (2014). Factors 
that promote and hinder joint and integrated working between 
health and social care services: A review of research literature. 
Health & Social Care in the Community, 22, 225–233. https://
doi.org/10.1111/hsc.12057

Cheyne, H., Abhyankar, P., & McCourt, C. (2013). Empowering 
change: Realist evaluation of a Scottish Government pro-
gramme to support normal birth. Midwifery, 29(10), 1110–
1121.

Cook, A. (2015). Partnership working across UK public services. 
What Works Scotland.

Coote, A. (2012). The wisdom of prevention. New Economics 
Foundation.

Cornelissen, E., Mitton, C., & Sheps, S. (2011). Knowledge trans-
lation in the discourse of professional practice. International 
Journal of Evidence-Based Healthcare, 9, 184–188. https://
doi.org/10.1111/j.1744-1609.2011.00215

Cornwall, A., & Coelho, V. S. P. (2006). Spaces for change? The 
politics of citizen participation in new democratic arenas. Zed 
Books.

Curtis, S. (2010). Space, place and mental health. Routledge.
Dalkin, S. M., Greenhalgh, J., Jones, D., Cunningham, B., & 

Lhussier, M. (2015). What’s in a mechanism? Development 
of a key concept in realist evaluation. Implementation Science, 
10(1), 1–7.

https://orcid.org/0000-0002-9599-8015
https://orcid.org/0000-0002-6173-429X
https://doi.org/10.1080/09581590601010190
https://doi.org/10.1080/09581590601010190
https://doi.org/10.1111/hsc.12057
https://doi.org/10.1111/hsc.12057
https://doi.org/10.1111/j.1744-1609.2011.00215
https://doi.org/10.1111/j.1744-1609.2011.00215


16 SAGE Open

Diani, M. (2000). The concept of social movement. In K. Nash 
(ed.), Readings in contemporary political sociology (pp. 158–
176). Blackwell.

Diani, M., & Mcadam, D. (2003). Social movements and networks. 
Oxford University Press.

Dowling, B., Powell, M., & Glendinning, C. (2004). 
Conceptualising successful partnerships. Health & Social Care 
in the Community, 12(4), 309–317.

Eastwood, J. C., Kemp, L. A., & Jalaludin, B. E. (2016). Realist 
Theory construction of a mixed methods multilevel study of 
neighbourhood context and postnatal depression. SpringerPlus, 
5, 1081.

El Ansari, W., Phillips, C. J., & Hammick, M. (2001). Collaboration 
and partnerships: Developing the evidence base. Health & 
Social Care in the Community, 9(4), 215–227.

Elias, N. (1978). What is sociology? Hutchinson.
Elias, N. (1987). Involvement and detachment. Blackwell.
Elias, N. (1991). The society of individuals. Continuum.
Elias, N. (1994). The civilizing process: The history of manners 

and state formation and civilization (E. Jephcott, Trans.). 
Blackwell.

Emmel, N., Greenhalgh, J., Manzano, A., Monaghan, M., & Dalkin, 
S. (Eds.). (2018). Doing realist research. SAGE.

Erickson, D., & Andrews, N. (2011). Partnerships among commu-
nity development, public health, and health care could improve 
the well-being of low-income people. Health Affairs, 30(11), 
2056–2063.

Evans, D., & Killoran, A. (2010). Tackling health inequali-
ties through partnership working: Learning from a realistic 
evaluation. Critical Public Health, 10, 125–140. https://doi.
org/10.1080/09581590050075899

Fawcett, S. B., Lewis, R. K., Paine-Andrews, A., Francisco, V. T., 
Richter, K. P., Williams, E. L., & Copple, B. (1997). Evaluating 
community coalitions for prevention of substance abuse: The 
case of Project Freedom. Health Education & Behavior, 24(6), 
812–828.

Forero, R., Nahidi, S., De Costa, J., Mohsin, M., Fitzgerald, G., 
Gibson, N., McCarthy, S., & Aboagye-Sarfo, P. (2018). 
Application of four-dimension criteria to assess rigour of quali-
tative research in emergency medicine. BMC Health Services 
Research, 18(1), 1–11.

Foucault, M. (1995). Discipline and punish: The Birth of the prison. 
Random House.

Fox, N. J. (1993). Postmodernism, sociology and health. Open 
University Press.

Freire, P. (1973). Education for critical consciousness. Seabury 
Press.

Freire, P. (1994). Pedagogy of hope: Reliving pedagogy of the 
oppressed. Continuum.

Freire, P. (1998). Pedagogy of the oppressed (M. B. Ramos, Trans.). 
Continuum.

Gillinson, S., Horne, M., & Baek, P. (2010). Radical efficiency: 
Different, better, lower cost public services. Nesta.

Gilmore, B., McAuliffe, E., Power, J., & Vallières, F. (2019). Data 
analysis and synthesis within a realist evaluation: Toward more 
transparent methodological approaches. International Journal 
of Qualitative Methods, 18, 1609406919859754.

Glasby, J., & Lester, H. (2004). Cases for change in mental health: 
Partnership working in mental health services. Journal of 
Interprofessional Care, 18, 7–16.

Goffman, E. (1962). Asylums: Essays on the social situation of 
mental patients and other inmates. Anchor Books.

Goffman, E. (1974). Frame analysis: An essay on the organisation 
of experience. Harper Colophon.

Goffman, E. (1981). Forms of talk. University of Pennsylvania 
Press.

Gramschi, A. (1995). Further selections from the prison notebooks. 
University of Minnesota Press.

Granovetter, M. S. (1973). The strength of weak ties. American 
Journal of Sociology, 78(6), 1360–1380.

Greenhalgh, T., Humphrey, C., Hughes, J., Macfarlane, F., Butler, 
C., & Pawson, R. A. Y. (2009). How do you modernize a health 
service? A realist evaluation of whole-scale transformation in 
London. The Milbank Quarterly, 87(2), 391–416.

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews 
are enough? An experiment with data saturation and variabil-
ity. Field Methods, 18, 159–182.

Habermas, J. (1973). Theory and practice. Beacon Press; Polity 
Press.

Habermas, J. (1987). The theory of communicative action. Vol. 2: 
The critique of functionalist reason (T. McCarthy, Trans.). 
Polity Press.

Hardwick, R. (2013). Integrated services for women through a One 
Stop Shop: A realist review. Journal of Integrated Care, 215, 
263–275.

Hawe, P., Shiell, A., & Riley, T. (2009). Theorising interven-
tions as events in systems. American Journal of Community 
Psychology, 43(3–4), 267–276.

Hawkins, R. L., & Abrams, C. (2007). Disappearing acts: The social 
networks of formerly homeless individuals with co-occurring 
disorders. Social Science & Medicine, 65, 2031–2042. https://
doi.org/10.1016/j.socscimed.2007.06.019

Herens, M., Wagemakers, A., Vaandrager, L., Van Ophem, J., 
& Kolen, M. (2017). Contexts, mechanisms and outcomes 
that matter in Dutch community-based physical activity 
programs targeting socially vulnerable groups. Evaluation 
and the Health Professions, 40, 294–331. https://doi.
org/10.1177/0163278716652940

Hunter, D., & Perkins, N. (2012). Partnership working in public 
health: The implications for governance of a systems approach. 
Journal of Health Services Research & Policy, 17, 45–52. 
https://doi.org/10.1258/jhsrp.2012.011127

Irvine, J. M. (2007). Transient feelings: Sex panics and the politics 
of emotions. GIQ, A Journal of Lesbian and Gay Studies, 14, 
1–40.

Irvine, L., King, R., & Lowrie Sand McEwan, A. (2011). A sense 
of belonging: Lothian’s Joint Strategy for Mental health and 
Wellbeing. NHS Lothian.

Irvine Fitzpatrick, L. (2019). An exploration of intersectoral part-
nerships for people with multiple and complex needs: A realist 
informed qualitative study. Queen Margaret University.

Jagosh, J., Bush, P., Salsberg, J., Macaulay, A., Greehaigh, T., 
Wong, G., Cargo, M., Green, L., Herbert, C., & Pluye, P. 
(2015). A realist evaluation of community based participatory 
research: Partnership synergy, trust building and related ripple 
effects. BMC Public Health, 15, 725. https://doi.org/10.1186/
s12889-015-1949-1

Jagosh, J., Macaulay, A. C., Pluye, P., Salsberg, J., Bush, P. L., 
Henderson, J., Sirett, E.,Wong, G., Cargo, M., Herbert, 
C. P., Seifer, S. D., Green, L. W., & greenhalgh, T. (2012). 

https://doi.org/10.1080/09581590050075899
https://doi.org/10.1080/09581590050075899
https://doi.org/10.1016/j.socscimed.2007.06.019
https://doi.org/10.1016/j.socscimed.2007.06.019
https://doi.org/10.1177/0163278716652940
https://doi.org/10.1177/0163278716652940
https://doi.org/10.1258/jhsrp.2012.011127
https://doi.org/10.1186/s12889-015-1949-1
https://doi.org/10.1186/s12889-015-1949-1


Irvine Fitzpatrick et al. 17

Uncovering the benefits of participatory research: Implications 
of a realist review for health research and practice. Milbank 
Quarterly, 90(2), 311–46.

Javdani, S., & Allen, N. (2010). Proximal outcomes matter: A 
multilevel examination of the processes by which coordinat-
ing councils produce change. American Journal of Community 
Psychology, 47, 12–27. https://doi.org/10.1007/s10464-010-
9375-0

Jetten, J., Haslam, C., & Haslam, S. A. (2012). The social cure: 
Identity, health and well-being. Psychology Press.

Johansson, J. (2004). The Medici Effect: Breakthrough insights 
at the intersection of ideas, concepts and cultures. Harvard 
Business Press.

Joseph Rowntree Foundation. (2010). Resilience and the recession 
in six deprived communities: Preparing for worse to come?

Lasker, R. D., & Weiss, E. S. (2003). Broadening participation in 
community problem solving: A multidisciplinary model to 
support collaborative practice and research. Journal of Urban 
Health: Bulletin of the New York Academy of Medicine, 80, 
14–60.

Lasker, R. D., Weiss, E. S., & Miller, R. (2001). Partnership syn-
ergy: A practical framework for studying and strengthening the 
collaborative advantage. The Milbank Quarterly, 79, 179–205.

Lefebvre, H. (1991). The production of space. Blackwell.
Macaulay, A. C., Jagosh, J., Seller, R., Henderson, J., Cargo, M., 

Greenhalgh, T., Wong, G., Salsberg, J., Green, L. W., Herbert, 
C. P., & Pluye, P. (2011). Assessing the benefits of participa-
tory research: A rationale for a realist review. Global Health 
Promotion, 18(2), 45–48.

Mandarano, L. (2009). Social network analysis of social capital 
in collaborative planning. Society and Natural Resources, 22, 
245–260.

Marchal, B., Westhorp, G., Wong, G., Van Belle, S., Greenhalgh, 
T., Kegels, G., & Pawson, R. (2013). Realist RCTs of complex 
interventions–an oxymoron. Social Science & Medicine, 94, 
124–128.

McCormack, B., Rycroft-Malone, J., DeCorby, K., Hutchinson, 
A. M., Bucknall, T., Kent, B., Schultz, A., Snelgrove-Clarke, 
E., Stetler, C., Titler, M., Wallin, L., & Wilson, V. (2013). 
A realist review of interventions and strategies to promote 
evidence-informed healthcare: A focus on change agency. 
Implementation Science, 8(1), 107.

McGhee, G., Marland, G. R., & Atkinson, J. (2007). Grounded 
theory research: Literature reviewing and reflexivity. Journal 
of Advanced Nursing, 60(3), 334–342.

Mikkonen, J., & RaphaeL, D. (2010). Social determinants of health: 
The Canadian facts. York University School of Health Policy 
and Management.

Mukumbang, F., Van Belle, S., Marchel, B., & Van Wyk, B. 
(2016). Towards developing an initial programme theory: 
Programme designers and managers assumptions on the antivi-
ral treatment adherence club programme in primary health care 
facilities in the metropolitan areas of Western Cape Province, 
South Africa. PLOS ONE, 11, Article e0161790. https://doi.
org/10.1371/journal.pone.0161790

Neale, J., Tompkins, C., Wheeler, C., Finch, E., Marsden, J., 
Mitcheson, L., & Strang, J. (2014). You’re all going to hate 
the word “recovery” by the end of this: Service users’ views of 
measuring addiction recovery. Drugs: Education, Prevention 

and Policy, 22, 26–34. https://doi.org/10.3109/09687637.201
4.947564

New Economics Foundation. (2012). The wisdom of prevention: 
Longer term planning, upstream investment and early action 
to prevent harm.

Palaganas, E. C., Sanchez, M. C., Molintas, V. P., & Caricativo, 
R. D. (2017). Reflexivity in qualitative research: A journey of 
learning. Qualitative Report, 22(2), 426–438.

Patton, M. Q. (2002). Qualitative research & evaluation methods. 
SAGE.

Pawson, R. (2006). Evidence based policy: A realist perspective. 
SAGE.

Pawson, R., Greenhalgh, T., Harvey, G., & Walshe, K. (2005). 
Realist review-a new method of systematic review designed 
for complex policy interventions. Journal of Health Services 
Research and Policy, 10, 21–34.

Pawson, R., & Tilley, N. (1997). An introduction to scientific realist 
evaluation. In E. Chelimsky & W. R. Shadish (Eds.), Evaluation 
for the 21st century: A handbook (pp. 405–418). SAGE.

Petch, A., Cook, A., & Miller, E. (2013). Partnership working and 
outcomes: Do health and social care partnerships deliver for 
users and carers? Health & Social Care in the Community, 21, 
623–633. https://doi.org/10.1111/hsc.12050

Putnam, R. D. (2000). Bowling alone. Simon & Schuster.
Repper, J., & Perkins, R. (2003). Social inclusion and recovery: A 

model for mental health practice. Elsevier Science.
Ritchie, J., & Spencer, L. (2002). Qualitative data analysis for 

applied policy research. In A. M. Huberman & M. B. Miles 
(Eds.), The qualitative researcher’s companion (pp. 305–331). 
SAGE.

Roget, P. M. (2014). Roget’s Thesaurus. Houghton Mifflin 
Harcourt.

Sapouna, M., Bisset, C., & Conlong, A. (2011). What works 
to reduce reoffending: A summary of the evidence. Justice 
Analytical Services, Scottish Government.

Schon, U. K. (2010). Recovery from severe mental illness, a gen-
der perspective. Scandinavian Journal of Caring Sciences, 24, 
557–564. https://doi.org/10.1111/j.1471-6712.2009.00748.x

The Scottish Government. (2018). Delivering for today, investing 
for tomorrow: The Government’s programme for Scotland 
2018-2019.

Seale, C. (1999). The quality of qualitative research. SAGE.
Shankardass, K., Solar, O., Murphy, K., Greaves, L., & O’Campo, 

P. (2012). A scoping review of intersectoral action for health 
equity involving governments. International Journal of Public 
Health, 57, 25–33. https://doi.org/10.1007/s00038-011-0302-4

Shildrick, T., & Macdonald, R. (2013). Poverty talk: How people 
experiencing poverty deny their poverty and why they blame 
“the poor.” The Sociological Review, 61, 285–303. https://doi.
org/10.1111/1467-954X.12018

Soja, E. W. (1996). Thirdspace: Journeys to Los Angeles and other 
real-and-imagined places. Wiley-Blackwell.

Soja, E. W. (2009). Thirdspace: Towards a new conscious-
ness of space and spatiality. In K. Ikas & G. Wagner (Eds.), 
Communicating in the third space (pp. 49–61). Routledge.

Stevens, A. (2011). Telling policy stories: An ethnographic study 
of the use of evidence in policy-making in the UK. Journal of 
Social Policy, 40(2), 237–255.

Stringer, E. (2007). Action research (3rd ed.). SAGE.

https://doi.org/10.1007/s10464-010-9375-0
https://doi.org/10.1007/s10464-010-9375-0
https://doi.org/10.1371/journal.pone.0161790
https://doi.org/10.1371/journal.pone.0161790
https://doi.org/10.3109/09687637.2014.947564
https://doi.org/10.3109/09687637.2014.947564
https://doi.org/10.1111/hsc.12050
https://doi.org/10.1111/j.1471-6712.2009.00748.x
https://doi.org/10.1007/s00038-011-0302-4
https://doi.org/10.1111/1467-954X.12018
https://doi.org/10.1111/1467-954X.12018


18 SAGE Open

Tajfel, H., & Turner, J. C. (1979). An integrative theory of inter-
group conflict. In W. G. Austin & S. Worchel (Eds.), The 
Social Psychology of Intergroup Relations (pp. 33–47). 
Brooks/Cole.

Tajfel, H., & Turner, J. C. (1986). The social identity theory of 
intergroup behaviour. In S. Worchel & W. G. Austin (Eds.), 
Psychology of intergroup relations (pp. 7–24). Nelson-Hall.

Trickett, E. J., & Beehler, S. (2013). The ecology of multilevel 
interventions to reduce social inequalities in health. American 
Behavioral Scientist, 57, 1227–1246. https://doi.org/10.1177
%2F0002764213487342

Trickett, E. J., Beehler, S., Deutsch, C., Green, L. W., Hawe, P., 
Mcleroy, K., Miller, R. L., Rapkin, B. D., Schensul, J. J., 
Schulz, A. J., & Trimble, J. E. (2011). Advancing the sci-
ence of community-level interventions. American Journal 
of Public Health, 101, 1410–1419. https://doi.org/10.2105/
AJPH.2010.300113

Turner, J. C., & Oakes, P. J. (1986). The significance of the 
social identity concept for social psychology with reference 

to individualism, interactionism and social influence. British 
Journal of Social Psychology, 25(3), 237–252.

Waddell, S., & Brown, L. (1997). Fostering intersectoral partner-
ing: A guide to promoting cooperation among government, 
business, and civil society actors. IDR Reports, 13, 3.

Wand, T., White, K., & Patching, J. (2010). Applying a realist(ic) 
framework to the evaluation of a new model of emergency 
department based mental health nursing practice. Nursing 
Inquiry, 17(3), 231–239.

Welbourn, D. (2012). Leadership of whole systems. Kings Fund.
White, W. L. (2007). Addiction recovery: Its definition and conceptual 

boundaries. Journal of Substance Abuse Treatment, 33, 229–241.
Wong, G., Westhorp, G., Manzano, A., Greenhalgh, J., Jagosh, J., 

& Greenhalgh, T. (2016). RAMESES II reporting standards for 
realist evaluations. BMC Medicine, 14(1), 1–18.

Woodhead, C., Collins, H., Lomas, R., & Raine, R. (2017). 
Co-located welfare advice in general practice: A realist quali-
tative study. Health & Social Care in the Community, 25(6), 
1794–1804.

https://doi.org/10.1177%2F0002764213487342
https://doi.org/10.1177%2F0002764213487342
https://doi.org/10.2105/AJPH.2010.300113
https://doi.org/10.2105/AJPH.2010.300113

