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User involvement approaches 

Models of user involvement 

There are several models that describe different approaches 

to user involvement.1,3,4,5 This Appendix describes the one used 

in the ‘Involving users, carers and the public as equal partners’ 

learning and development resource that is linked to this 

resource.2 Your Link Person will discuss it with you. 

 
This model is used because it gives 6 different approaches 

that fit in different situations. In some approaches users, 

carers and the public have very little influence and decision-

making. In others they have a great deal. This helps you decide 

which approach fits with the goal of the user involvement 

activity you are in. If possible the approach with the most 

influence and decision making for users, carers and the public 

should be used. But remember that not all people can or want 

to be involved in the same way. So more than one approach will 

be needed to allow for these differences. 

 
Each of the six approaches in the model will be described with 

examples that represent the approach. Advantages and 

disadvantages will also be listed.  
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Figure: Approaches to user involvement model 

 

 

 

 

 

 

 

 

 

 
Approach 1: Ad hoc input 

The ad hoc input position is a first step into user involvement. 

Staff recognise that users, carers and the public can provide 

information about their needs and experiences of services. 

They set up ways for users, carers and the public to do this. 

Some are direct and others are indirect (see examples below). 

Users and carers’ rights to be included and informed about 

decisions affecting their lives are seen as important.  

 
The service makes sure that information is provided to users, 

carers and the public, and their concerns can be heard and 

included in how it provides its services. With ad hoc input 

there is limited or no commitment given to responding directly 
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to users, carers and the public. They do not always know what 

the service is doing to address the concern, as they do not get 

direct feedback.  

 
Examples of ad hoc input include: 

 
§ A suggestion box in the service waiting room - indirect 

§ Offering users or carers a satisfaction survey to complete 

and return at the end of a period of care - indirect 

§ Staff talking to users and carers who they meet during 

their job - direct 

§ Staff talking to the public during activities based in the 

community, such as health information booths, or while 

visiting community settings - direct 

§ Advertising a one-off public forum for whoever wants to 

attend - direct 

§ Public inquiries or hearings – direct and indirect 

§ Setting up and advertising hot-lines or phone-ins on a 

particular issue - direct 
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Advantages of ad hoc input are: 

 
§ A large group of people can have input 

§ Input from people who cannot or do not always give their 

point of view is possible 

 
Disadvantages of ad hoc input are: 

 
§ Input is often indirect and is interpreted by staff 

§ There is a limited ownership of issues and outcomes for 

users, carers and the public, as their involvement is indirect  

§ Users, carers and the public often do not get any direct 

feedback about the effect of their input  

§ Solutions or action taken are influenced more by staff 

expertise and service preferences rather than by user 

perspectives 

 
Approach 2: Structured consultation 

In the structured consultation position services create a 

strategy to gain opinions from users, carers and the public 

about health and social services and issues. This may include: 

 
§ what problems they face 

§ what they need to help fix these problems 



Appendix 1   CORE 3: Unit 3 – Part D 

© 2004, National Patient Safety Agency & Birmingham Heartlands & Solihull NHS Trust 5 

§ what strategies could be used to respond 

 
These problems may focus on personal concerns or services in 

general. The problems might be broader than the regular 

business of the health and social services. For example, they 

may be about public transport, environmental hazards or 

employment opportunities in the local area. The strategies 

suggested might require the service, staff, or users, carers 

and the public to do specific things.  

 
In structured consultation there is a two-way flow of ideas 

between those who are asking – the staff - and those being 

asked for their opinion – users, carers and the public. The 

service makes an effort to reach particular populations. They 

try to represent the diversity of the people to whom the 

service is meant to provide services. 

 
Examples of structured consultation include: 

 
§ A series of organised forums to reach a diverse and 

representative range of users, carers and the public 

§ Sending out a written survey to a diverse range of users, 

carers and the public – this could also be done by phone 
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§ Setting up focus groups (small meeting groups) with a 

smaller but representative group of users, carers and the 

public  

§ Having a formal complaint mechanism for users, carers and 

the public to use (e.g. such as ICAS – Independent 

Complaints Advocacy Services) 

 
Advantages of structured consultation are: 

 
§ Users, carers and the public have direct input  

§ Issues are explored in more depth  

§ It may be less time consuming than stronger involvement for 

users, carers and the public, as well as staff 

§ It challenges and improves existing ways of working with 

users, carers and the public 

 
Disadvantages of structured consultation are: 

 
§ Outcomes may not reflect what users, carers and the public 

want 

§ Outcomes may be based on staff’s interpretation of the 

concerns and ideas, rather than what users, carers and the 

public actually say 
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§ Users, carers and the public may not recognise the outcome 

as something they said 

§ Users, carers and the public do not make any decisions 

§ Expectations of rapid action can be created - if this does 

not happen people become disappointed and frustrated when 

they receive no direct feedback  

 
Approach 3: Influence 

When an influence position is taken the service has created a 

formal structured approach to gain opinions from users, carers 

and the public about health and social services and issues. Once 

again this may include: 

 
§ what problems they face 

§ what they need to help fix these problems 

§ what strategies could be used to respond 

 
Like in structured consultation these problems may focus on 

personal concerns or services in general. Once again, the 

problems might be broader than the regular business of the 

health and social services. The difference with influence is 

that it ensures that users, carers and the public have some 

level of ongoing influence within the service. At this point they 
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become user consultants. People may be there as individuals or 

as representatives of specific user or carer groups. Sometimes 

efforts are made to get a broad range of people involved.  

 
Examples of influence include: 

 
§ User consultants as representatives on existing boards, 

committees or working groups where they help make formal 

recommendations to the service 

§ Establishing an ongoing user consultant council, committee, 

advisory group or forum as part of an organisation (e.g. 

Patient and Public Involvement Forums) 

§ User consultants who are appointed and serve for a 

specified term on high level committees, boards or panels - 

they might provide regular input to the service or only when 

it is requested 

 
Advantages of influence are: 

 
§ User consultants are able to speak their minds 

§ Issues are explored in depth 

§ User consultants have a direct link with decision making 
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Disadvantages of influence are: 

 
§ The independence to speak may be limited by the way in 

which the process is set up and how comfortable it is for 

user consultants 

§ Outcomes may still not reflect what user consultants want 

§ The impact can be limited as decision-making power is low – 

they get to influence but not decide on issues with staff 

§ User consultants are usually required to fit into staff 

structures and environments – these may not work well for 

user consultants – and other ways of working with user 

consultants are not always considered 

§ It can create expectations for a rapid action by the service 

and this might not happen, creating frustration 

§ User consultants will want direct feedback but this may not 

be guaranteed by the service 

 
Approach 4: Delegation 

The delegation position represents a more solid approach to 

user involvement. It occurs when user consultants are provided 

with real responsibility for undertaking particular tasks for a 

service. Clear guidelines must be provided for the task. There 

must be joint understanding between staff and user 



Appendix 1   CORE 3: Unit 3 – Part D 

© 2004, National Patient Safety Agency & Birmingham Heartlands & Solihull NHS Trust 10 

consultants about the amount of power and decision-making 

that user consultants have within the task. User consultants 

need to understand the wider activity to which the task 

contributes. User consultants may have a staff member who is 

a support and/or contact person. 

 
Examples of delegation include: 

 
§ User consultants on staff selection panels 

§ User consultants as peer educators 

§ User consultants conduct research 

§ User consultants on research or service review groups 

§ User consultants on an audit team for services 

§ User consultants develop content for and present at staff 

training programs 

§ Citizen juries 

 
Advantages of delegation are: 

 
§ Tasks can be created to meet user consultants’ interests 

and needs, including issues that user consultants suggest  

§ User consultants have clear and real responsibility 

§ User consultants have some decision-making roles 
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Disadvantages of delegation are: 
 
§ Outcomes may not always reflect what user consultants 

want or prefer 

§ User consultants may still be left out of decision-making - it 

depends on the nature of the tasks they get to do and the 

bigger issue with which the task fits 

§ Confusion over expectations can cause conflict between user 

consultants and staff 

§ The task is often previously decided by the service - this 

might be a disadvantage if it does not match what user 

consultants believe are critical concerns to them, or it does 

not have useful outcomes for users, carers and the public 

§ User consultants may be required to fit into staff 

structures and environments – these may not work well for 

user consultants - other ways of working with them are not 

always considered 

 
Approach 5: Negotiation 

Partnership is central to the negotiation position. User 

consultants and the staff share their ideas, information and 

opinions about health and social services or issues. This 

involves discussion about: 
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§ what the issues/problems are 

§ how they affect different people 

§ what strategies could be developed to fix the 

issues/problems 

§ how the outcomes will be monitored and evaluated  

 
In the negotiation approach there is a high level of 

collaborative work. Decisions are reached by discussion, 

consensus and compromise. User consultants have bargaining 

power. They cannot just be over-ridden by staff because there 

is a commitment to achieve jointly acceptable decisions.  

 
User consultants are appropriately supported in their user 

involvement role. There is also clear understanding and specific 

discussion about how staff will be accountable to user 

consultants involved in the user involvement activity. User 

consultants also understand their responsibilities, including who 

they represent and who they report to in the service. They are 

supported to look after these responsibilities. 

 
Examples of negotiation include: 

 
§ Users, carers and staff jointly develop and monitor personal 

care plans 
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§ Joint user consultant and staff committees or working 

groups where they deal with jointly agreed issues for user 

consultants and the service - this could be in many areas, 

but especially in service planning and service improvement  

§ User involvement projects where staff support is 

consistently provided - the amount and type of support is 

identified and negotiated with user consultants 

§ High levels of user involvement in creating, implementing and 

monitoring a services’ user involvement policy  

§ User consultants and staff jointly develop service evaluation 

plans, and then implement, analyse and write them up 

§ User consultants and staff work together on research 

projects or any stage of the research and development cycle 

 
Advantages of negotiation are: 

 
§ User consultants and staff create a genuine partnership 

§ User consultants are actively involved in identifying issues 

and developing solutions – their expertise is respected 

§ User consultants have strong decision-making roles and real 

responsibility 

§ User consultants and staff learn a great deal and jointly 

benefit 
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Disadvantages of negotiation are: 

 
§ When no attention is given to unequal levels of power 

between user consultants and staff the partnership can be 

destroyed or become fake 

§ The process can be time consuming 

§ It involves changing meeting structures to allow user 

involvement – to be more user-friendly (this may be more of 

a disadvantage for staff) 

§ It may still require user consultants to fit into staff 

structures at times 

§ It may not always focus enough on user consultants’ 

identified issues 

 
Approach 6: Control 

The control position means user consultants make all or many 

of the major decisions within a service, project or group. This 

can include: 

 
§ policy 

§ priorities 

§ program management 

§ financial management 
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§ the hiring and firing of staff 

 
Users and carers are in management positions or on a board of 

management. If health and social service staff are employed 

they are directly accountable to these users and carers. Total 

user control is rare in health and social services, except in 

organisations that are only open to users and carers (e.g. The 

Alzheimer’s Society). These organisations are often user-

initiated, developed and managed. They are often focused on a 

specific health or social well-being issue. They are quite formal 

and are usually involved in a range of activities. For example, 

they may do advocacy, run support groups, provide information 

and training, or offer direct services to users and carers. 

 
Examples of control include: 

 
§ User and carer groups or forums with no or limited health 

and social services staff involvement 

§ User and carer projects where health and social services 

staff support is provided as needed - the amount and type 

of support is identified and negotiated by users and carers 

§ A reference group of user consultants who have 

management control and are responsible for the overall 
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direction of a project - they may have health and social 

service staff working for them  

§ User-run services or organisations – they may have health 

and social service staff working for them 

 
Advantages of control are: 

 
§ User consultants are actively involved in identifying issues 

and developing solutions 

§ User consultants direct and own the process, solutions and 

decisions 

§ Many skills are gained by user consultants involved 

§ Solutions are relevant to user consultants  

§ User consultants can have total involvement in all stages of 

planning, monitoring and evaluating activities 

 
Disadvantages of control are: 

 
§ The process can be time consuming (for everyone) 

§ Staff often find it difficult to step back and allow user 

consultants to take up powerful roles 

§ Giving up control involves staff taking risks and trusting 

user consultants to succeed, fail, learn and grow 
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