a13H ALEVSIA 3HL NI ONILLIHVYIN TVIOO0S 40 TVIINALOd IHL ONIAOHdWI | LNSINSSISSY SA3EN ONINIVHL

NOISNTINI TVIJ0S 404
ONILIMAVI 1VIJ0S

Co-funded by the
Erasmus+ Programime
of the European Union




Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

Authors:

José Manuel Gil Guzman and M2 Asuncion Hernandez Fernandez (Universitat de
Valencia)

1stedition: April 2021

ISBN:978-972-99566-7-6

This publication can be adapted, reproduced and shared; the creator has to be
indicated whenever the work or a derivative is used or shared; the work cannot
be used commercially; and any derivatives have to be shared under the same
license or licensing terms.

This project has been funded with support from the European Union. This
document and all its content reflect the views only of the author, and the
Commission cannot be held responsible for any use which may be made of the
information contained therein.



Co-funded by the [N
Erasmus+ Programme [,
of the European Union e

ERASMUS+ - Strategic Partnerships for adult education
Project - 2019-1-PT01-KA204-060716



Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

Social Inclusion marketing project "SIM project" is an educational proposal on

PROLOGUE

"Cooperation for innovation and the exchange of good practices"”, developed under the
key action of adult education of the ERASMUS+ programme. The strategic partnership
of "SIM project" is formed by 4 partners from Switzerland (Universita della Svizzera
italiana); Bulgaria (National Association of Professionals Working With Disabled People
- Narhu); Spain (Universitat de Valéncia) and Portugal (Associacdo De Paralisia
Cerebral De Coimbra).

Specifically, SIM project tackles the challenge of improving the social inclusion of
people with disabilities by adapting social marketing principles, tools and techniques to

be used by disability professionals in their working routine.

The first intellectual output of this project as here presented consists of an assessment
of the social marketing training needs of disability professionals. It was started and
finished before the beginning of the project with the objective to be able for the
partnership to design the project objectives and activities according to the real training
needs of disability professionals. In addition, the theoretical content and conclusions of
this study have been used during the project life as a reference to develop the other 3
project intellectual outputs: 101) SIM workbook; 102) SIM pedagogical strategy; and
103) MOOC course.

This intellectual output explores, from an education and training perspective, the
potential of social marketing to be better implemented in the disability field. Its contents
might be divided into 3 different parts. The first part (Theoretical background)
introduces the reader to the paradigm of social marketing, its most important
characteristics, comparing social marketing with a few disability theoretical approaches.
The second part explains the mixed method approach followed by the research to
complete the training needs assessment and obtain the conclusions. Finally, the last
part (discussion and conclusions) offers a prioritization of the social marketing training
needs of disability professionals, explaining the synergies found between both fields
and describing the potential of social marketing to be further implemented in the
disability field. In addition, the reader will find at the end of the document the online
questionnaire completed by disability professionals and the most relevant statistical

analysis outputs.
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ABSTRACT

Purpose - This research explores, from an education and training perspective, the
potential of midstream social marketing (SM) in the disability sector. It describes the
most important features of SM, and assesses: a) which are the training needs of SM for
disability professionals; and b) how to transfer SM techniques and strategies to
disability sector organizations in order to improve the social inclusion and the quality of
life of people with fewer opportunities.

Design/methodology/approach - This is a mixed method approach combining: a) a
review of existing SM literature and other secondary sources; b) a web-based self-
administered questionnaire in several European countries (N=137); ¢) and unstructured

qualitative interviews pre and post questionnaire.

Findings - The SM concept, techniques and strategies are virtually unknown by the
social service workforce. Qualitative data has shown that SM has the potential to be
better implemented in the social sector. Quantitative data has identified that front-line
professionals working directly with people with disabilities have higher SM training
needs. These needs are mostly related to the clients” behaviour and value co-creation.
Their SM training priorities are: a) How to evaluate the factors influencing the clients’
behaviours; b) How to design and carry out some of these actions together with the
clients (value co-creation); and c) How to evaluate the impact of the interventions. In
addition, action learning and case study were identified as the preferred pedagogical
methodologies to learn SM.

Originality/value. This paper is the first to explore the untapped potential role of SM in

the social sector using social actors as the principal delivery mechanism.

Key words: training needs assessment, midstream, value co-creation, behaviour,

social marketing, social inclusion, disability.

Paper type: Report / survey research paper.
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1. INTRODUCTION

Social marketing

Social marketing (SM) was born out of commercial marketing in the seventies, being
developed and implemented largely by scholars and professionals from the marketing
sector.

There are many definitions of SM in current literature (Dann, 2010; Smith, 2000;
Gordon, 2013; iISMA, 2013; Kotler & Lee, 2008, Saunders et al., 2015...). It is proposed
in this introduction a definition that is very closely connected with the scope and
objectives of this research: "Social marketing is the application of marketing principles
to shape markets that are more effective, efficient, sustainable and just in advancing

people’s wellbeing and social welfare" (Phils et al., 2008).

Two of the most important characteristics of SM in its early stages were the use (or
overuse) of marketing mix techniques (Lefbvre, 2012; Luca & Suggs, 2013; Tapp &
Spotwood, 2013); and a downstream approach to address primarily the behavioural
change of individuals (Dann, 2010; French and Russell-Bennet, 2015; Gordon, 2013;
Truong, 2014; Wymer, 2011; Zainuddin et al., 2017). These two approaches might

have arisen as a logical result of the initial SM dependence on commercial marketing.

As SM was evolving, new approaches and strategies were put into practice, leaving
behind this initial limited individually focused marketing mix approach. Scholars and
social marketers started to expand the boundaries of the discipline, embracing new and
more complex social challenges that needed to be tackled by using a more holistic
ecological approach (Andreasen, 2002; Brennan & Binney, 2008; Dibb, 2014;
Domegan et al., 2013; Luca et al., 2016; Wood, 2016).

As a result of this, SM interventions started to be supported to a higher extent by
psychological models and theories such as "ecological model”, "Social cognitive

theory”, "Theory of planned behaviour" and "Health belief model" (Truong, 2014).

SM programs started to focus not only on the downstream level (individual behaviour),

but also on the midstream level (professionals, community associations, service
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providers...) and on the upstream level (strategic level, politicians, decision takers,

etc.).

During the last years, "SM has moved from its marketing management roots to a
service mindset" (Luca et al., 2016). Very close to this approach, there are two aligned
concepts that are crucial to this research which have gained particular strength in the
SM field: the service-dominant logic and the value co-creation.

The service-dominant logic plays a key role at midstream level, allowing organizations
and their professionals to become key actors to co-create value (Luca et al., 2016a,;
Lusch and Vargo, 2006; Vargo, 2009; Russell-Bennett et al., 2013, Vargo and Lusch,
2008; Vargo and Lusch, 2016a; Vargo and Lusch, 2016b; Vargo et al., 2015).

Midstream actors (staff, services organizations, stakeholders, industries bodies,
community associations, etc.) are key in the creation of value by shaping perceptions
and improving the customer experience, facilitating the individual behavioural change
(Wood, 2016).

This new whole holistic approach also allows SM to extend its range of action. SM has
evolved with commercial marketing and with society's needs. SM started out by
focusing exclusively on health issues such as nutrition, physical activity, diabetes,

family planning, HIV/AIDS and smoking cessation/prevention (Luca & Suggs, 2013).

But SM has recently evolved extending its interventions to other social fields such us
quality of life (Zainuddin et al., 2017), wellbeing, global warming, social welfare,
working conditions, and social innovation (Lefebvre, 2012); and sustainability (Tapp &
Spotswood, 2013).

Education and training of the social sector workforce.

The European Commission and The World Health Organization have produced many
documents stating the importance of education and training in social services. This
point of view is also shared by practitioners and stated in academic literature. In
addition, the ageing and increasing dependency of the European population will make

it difficult to find the appropriate social services workforce.
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Regarding to the implementation of SM in social services, professionals and
organizations will need to be empowered. "The introduction of social marketing
programs can be a challenge...social staff will need to understand that the benefits of
social marketing are more than promotion..." (Russell-Bennett et al., 2013). Regarding
the need to empower professionals, several authors suggest the benefits of improving
staff competences on SM before starting any intervention (Luca et al., 2016a; Russell-
Bennett et al., 2013; Wood, 2016).

The research on SM, social inclusion and disability.

Due to the commercial marketing origins of SM and the specific features of the
discipline, SM has not tackled all social challenges existing in our society. Although
some topics such as social inclusion, immigration or disability are high priorities for The
European commission, ERASMUS+ initiative, and many National States, there is no

evidence of any SM intervention addressing these priorities.

SM and social service have many things in common such as the use of psychological
models, the costumer-focused and service-focused orientation; and even they share
the "social" name and objectives. In spite of this, the truth is that SM is a "ghost"
concept for the vast majority of professionals and decision-takers within social service

organizations.

This might indicate that SM has not been recognized yet as a "social" tool by the social
sector. Perhaps, this is because social services workforce is not confident in the SM
discipline. It might be seen as a professional trespassing or encroachment of SM into
the social sector. This leaves a huge space to explore looking into the reasons for this

and how the potential of SM can be unlocked.

In addition, the few reviewed programs in which social organizations were carrying out
what appeared to be SM actions did not fulfil the SM criteria (Andreasen, 2002; French
& Russell-Bennett, 2015). Furthermore, these actions misunderstood the concept of
SM. It was confused with other concepts such as social advertising, social media or

corporate social responsibility.
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This research focuses on this existing gap, trying to unlock the potential of SM

to improve the social inclusion and quality of life of people with disabilities.

Because the social sector is a field too wide and complex to be covered, this research
has chosen what is assumed to be an accurate representation of the social sector: the
disability field. Likewise, not all the elements shaping the disability field are addressed
in this research. It only focuses on what are currently the most important priorities and
guiding framework models in the disability sector: a) the concept of quality of life
(Schalock, 2004); and b) the individualized support model; and in one of its more

important dimensions: social inclusion.

Social inclusion is a crucial concept for the European Union to achieve the key goal of
"The Europe 2020 Strategy": "turning the European Union into a smart, sustainable and
inclusive economy". Social inclusion is also a high priority by other European initiatives

such ERASMUS+ and World-wide organizations such as World Health Organization.

With regard to the target groups, they have been divided into four professional
categories: a) care-givers; b) front-line professionals; ¢) program designers/evaluators;
and d) managers and decision takers. These categories have been considered by the
research as the key independent variable to design and develop future training

materials and to carry out learning and training activities.

Finally, and according to what we have exposed above, this research has four

objectives:

e To explore the SM concept.

e To explore the relationship between SM and Social Services.

e To assess the training needs within SM that may impact on the social service
workforce.

e To lay the foundations for future educational and training proposals to improve

the competences on SM of social services workforce.

Taking into account these objectives, four research questions will shape this

investigation:
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RQ1- Do SM and Social Services share theoretical approaches?

RQ2- Could SM techniques and strategies benefit the social services
workforce?

RQ3- If so, what are the SM training needs of these professionals?

RQ4- Could the results of this research be the basis to develop SM educational
and training materials for the disability sector?

The first question will be discussed from a theoretical point of view, focusing on the
relevant characteristics and models of both disciplines (Literature review). The two
following questions will be addressed by completing a mixed method research
(literature review, qualitative interviews with front-line professionals and managers of

social services; and an online self-administered questionnaire).

The final question has the objective to find out if the topic (SM), target groups, and the
identified training needs meet the criteria to design, develop and implement future

educational and training tools and programs, giving to this research a practical value.
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2. THEORETICAL BACKGROUND: SOCIAL SECTOR, DISABILITY AND SOCIAL
MARKETING

2.1. INTRODUCTION

This research tackles the challenge of: "the training needs of social services
professionals and decision-takers to learn methodologies and techniques from the
social marketing (SM) field in order to improve the social inclusion and quality of
life of disadvantaged groups".

Before starting to explain the methodology and discuss the results, it is crucial to define

the theoretical structure supporting this research study.

Therefore, this section is devoted to explain three key concepts which lay the
theoretical foundations of this research: a) The features of the social services and
disability field in European Union; b) the concept of social inclusion; and c) the concept
of SM.

In addition, the last part of this section is aimed at defining the most important shared
approaches, similarities and differences between both fields. These concepts are

crucial to try to assess the potential of SM in the disability sector.

10
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2.2. THE SOCIAL SERVICES SECTOR

According to the Labour Force Survey (Eurostat, 2011), health and social services
gives employment to 23.1 million workers in the European Union (10.4%), of which
78% are women. The number of workers in this sector has steadily risen in recent
years, even during the crisis. Its weight in the economic output of the European Union

is estimated to be higher than 7%.

The European Commission (COM(2006) 177 final) establishes, in addition to health
services, two other categories of social services: a) statutory and complementary social

security schemes; and b) other essential services provided directly to the person.

The statutory and complementary social security schemes are organised in various
ways (occupational or mutual organisations), covering the main risks of life, such as
those linked to disability, ageing, social housing, social assistance, health,

unemployment services, training, elderly, and occupational accidents".

The other essential services provided directly to the person facilitate their social
inclusion, offering customised support in areas such as drug addition, unemployment,
social housing, care of the oldest or youngest, occupational training or integration of
disabled people.

In accordance with the above classification stated by The European Commission
(COM(2006) 177 final) , people with disabilities can be provided for by multiple services
belonging to both categories.

For example, a typical individualized support plan for a person with intellectual
disabilities will contain support to improve -or maintain- their transversal competences
(educational field), to find a paid job (employment field), to improve their social network
(social inclusion), to live in a sheltered home (social housing and daily life activities)
and to keep their physical fithess (health field). In addition, our society is currently
facing for the first time in history the challenge of this target group ageing, needing

more specific services delivered to elderly people.
Summing up, the scope and responsibilities of the disability organizations and their

professionals taking part in this training needs assessment can be considered as an

excellent representative sample of all professionals working in social services.

11
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The effectiveness and efficiency of social services and its workforce.

The European Commission states in several documents the relevance of measuring
and improving the labour competences of the social services workforce. Papers such
as "Literature review and identification of best practices on integrated social service
delivery", "Health and social services from an employment and economic perspective"
(2C); "Investing in the social services workforce" (3/2017) and "Integrated social
services in Europe" states the need of: "...new competencies from front-line staff who
need to be able to assess and respond to the needs of new groups of clients, liaise
with new partners....". The relevance and need of further training of the professionals
working in the social services is also stated in these documents. The document
"Investing in the social services workforce" (3/2017) not only states the importance of
training professionals of the social services, but also determines that the two most
important needs assessed are closely related to the SM discipline: a) "Assessment of
service users’ needs (95%); and b) "Working in partnership with other professionals"”
(93%). In addition, this paper provides evidences of the key role that training can have
to improve the necessary mutual understanding between social services and other

services or fields such as the one being discussed in this research: social marketing.

In addition, the ageing and increase of dependency of the European population will
make it difficult to find the appropriate social services workforce.

Evidence suggests there is a need to improve how the effectiveness in Social services
is measured and how performance is reported (Goh et al., 2015). In this line of thought,
the Global Service Alliance (2015) suggests that it is important to develop a framework

to measure the efficiency of social services.

According to the document "EU employment and social situation (2014)", there will be
a need to increase the workforce of the social sector due to the ageing of its workers,
the consequences of the crisis (higher number of people demanding social services)

and the demographic changes (ageing of the population).

As a result of this, the European Union states the need to improve the potential
in the health and social services by, among other measures, developing more

efficient learning and training schemes for the social professionals.

12
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This needs study assessment aims directly at the core of this problem, providing

information to contribute to improve efficiency of the social services sector.

13
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2.3. SOCIAL INCLUSION

Although social inclusion lacks a formal definition and its concept seems to remain
unclear (Bigby, 2012a, 2012b; Hall, 2009; Oxoby, 2009), several attempts to define
social inclusion and its scope have been found in public documents supported by

European Union and National States; and in existing academic literature.

From the academic point of view, social inclusion might be associated with the
person’s degree of integration in the social, political and economic framework of a
society (Oxoby, 2009). It can also be associated to the "abandonment of mainstream
norms" (Lafree, 1998; Liebow, 1967) or "the generation of separate subcultures"
(Hagan and Macarthy, 1998; Oxoby, 2004)

According to the Spanish National Action Plan on Social Inclusion 2013-2016, Social
inclusion is "the process of a loss of integration or participation of the people in a
society and in different social, economic and political fields". It is a complex and multi
causal phenomenon that must be addressed from a holistic approach.

To do so, together with the priorities of smart and sustainable growth, the EU put
forward a third priority directly linked with social inclusion. This priority is called
"Inclusive growth". It aims at fostering a high-employment economy in which states
must deliver better social and territorial cohesion. The target established by the
European Union in the 2020 strategy related to poverty and social exclusion was: "At
least 20 million fewer people in — or at risk of — poverty/social exclusion for the 2020
year".

According to the European Union, some statistical indicators might contribute to
understand the risk of poverty and social inclusion of a person or a society: a) not
having a paid job; b) living with severe material deprivation (lack of resources to own a
car, telephone, washing machine, face unexpected expenses or heat their home); c)
living on less than 60% of their country's average household income; d) to live in

households where no one is employed.

In addition, there have been other risk factors identified by the existing literature such
as living in a country in the European Union that has an insufficient welfare system; the
person’s social network; health status; regional cohesion and the Gini coefficient;
dropping out of the education system early; substance abuse, dependency and

addictions; the level of education and skills; and belonging to vulnerable groups such

14



Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

as the Roma population, female victims of domestic violence, immigrants, elderly

people, and the project target group (disabled people).

The condition of being social excluded might be caused by only one of these factors,
but usually the combination of several of these factors affecting a person is what

triggers the state of social exclusion.

An excellent example would be the following: "not all poor people are in situation of
social exclusion and vice versa" (Spanish National Action Plan on Social Inclusion
2013-2016).

The European Union and National States have a range of tools to help them achieve
the objectives related to these three priorities. In the case of the priority named
"inclusive growth", the most important tool is "The European platform against poverty
and social exclusion”. Erasmus+ and the "Agenda for new skills and jobs" might be
considered two other important tools to fight against social exclusion. In addition, and
according to the Spanish National Action Plan on Social Inclusion (2013-2016), The
European Structural funds, and specifically, The European Social Fund are also key to

reducing social exclusion.

The education and training activities developed under these programmes should
contribute to implement "The European policy agenda for growth, jobs, equity and

social inclusion”.

According to ERASMUS+ principles, the investment in improving professionals
competences (this is the case of one of the objectives of this research) will benefit not
only these professionals but also the organizations they are working for and society as

a whole.

Related to the concept of social inclusion in the field of intellectual disability, we have to
note the relevance of the concept of "quality of life". The approach of quality of life "has
increasingly being applied to people with intellectual disability over the past 20 years"
(Schalock, 2004). In fact, it is used as a reference framework by all intellectual disability
organizations taking part in this study. Disability organizations use this approach as a
guide to their programmes and to measure the personal outcomes. "It has become the
link between the general values reflected in social rights and the personal life of the
individual" (Buntinx & Schalock, 2010).

15
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According to this approach, QOL is a multidimensional phenomenon based on the
ecological paradigm in which disability and human functioning are based and explained
by the interactions between environmental and personal characteristics. "The
ecological model understands disability as a individual limitation in a social context"
(Brown et al., 2009). "It is based upon a system perspective in which several
environments (macro, meso, micro...) are influencing the person’s wellbeing" (Verdugo
et al., 2005).

Two of the most important strategies used by organizations to enhance the wellbeing of
persons with intellectual disabilities are the "person centred-planning” and
"individualized supports". Both responsive and flexible strategies are interlinked having
the common goals to assess how a person wishes to live their own life (self-
determination) and what individual and specific supports organizations and
professionals have to deliver to them. It implies "involving clients in the decision making
of their own lives and supports... through the knowledge of their rights, empowering
them to be effective self-advocates" (Verdugo et al., 2012). The most important
outcome of this process is the development and implementation of an individualized
plan for each person. This plan "defines the types of supports needed to take part in
specific settings; and the activities required to implement the plan" (Buntinx &
Schalock, 2010)

Finally, and directly linked with social inclusion, the quality of life model is formed by 8
domains which "refers to the set of factors defining personal well-being" (Verdugo et
al., 2005). Social inclusion is one of these domains, referring to a person’s community
integration and participation; community roles and support; the access to public goods
and services (public transportation, retirement clubs, evening classes, community
associations and services...); and social network activities with people who are not

staff, family members or other people with ID.

16
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2.4. SOCIAL MARKETING FIELD (SM)

2.4.1. First stages of social marketing

As it was mentioned in the introduction, SM was first coined by Kotler and Zaltman
(1971) to describe those practices, techniques, concepts, elements, logic, etc. that,
belonging to commercial marketing, were being used to modify individual behaviours
for the better. In the same article, the authors posited the first definition of SM: "The
design, implementation, and control of programs calculated to influence the
acceptability of social ideas and involving considerations of product planning, pricing,

communication, distribution, and marketing research".

In its first stage, the two most relevant characteristics of SM were: its downstream
approach, and the overuse of marketing mix. Nowadays, these features are still
considered important in SM but with lower relevance.

Firstly, at the beginning of SM, its interventions mostly targeted individuals™ health
behaviours (downstream approach), leaving aside the midstream level (communities,
NGOs, front-line social professionals, services providers, schools) and upstream level

(decision-makers, politicians...).

This downstream approach is supported by several scholars analysed. For example, a
systematic review of research on SM accomplished by Truong (2014) found that many
researches (76%) were made at the downstream level. This research also found that
71.4% of the interventions were made in public health (smoking, alcohol, physical
activity...). This author also found evidence that SM started within an advertising
approach but it rapidly moved into social communication and promotion actions.
Gordon (2013) concluded: "until the second part of the 90s, the focus of SM was on
individual behaviour change, downstream". In addition, French and Bennet (2015)
stated that: "The upstream approach in SM gained traction in the mid-2000"s when
Andreasen (2002) noted that several levels of SM existed and formed a continuum®.
The supremacy of the downstream level over the upstream in SM is also stated by:
Dann (2010); Wymer (2011); and Zainuddin et al. (2017).

The second of the features of SM during the twenty century was the overuse of

marketing mix, mostly caused by its strong initial dependence of commercial marketing.

17
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It seems logical to think that SM, as a result of having its roots in commercial
marketing, had strong ties with commercial marketing and its techniques. These ties
are still evident but to a lesser extent. In addition, SM has logically evolved over the

years as commercial marketing has done.

In too many cases, SM has used only persuasive communication to achieve its goals
(Lefebvre, 2011). It has found a tendency to use “promotion” as the most important
element of SM (Luca & Suggs, 2013). Tapp & Spotswood (2013) also state the
relevance of the 4Ps in SM, but questions its effectiveness. On one hand, Tapp points
to the relevance of 4Ps, highlighting their usefulness to exchange propositions. On the
other hand, the authors state that the marketing mix might be too close to commercial
marketing and be too simple model to tackle complex social problems. Gordon (2013)
states that: "the dominant four Ps marketing mix is no longer fit for purpose in
contemporary SM". MacFadyen et al. (1999) stated that early SM actions focused on
4Ps to achieve social change. Another example is found in Peattie & Peattie (2003)
where it is exposed that early social marketers seemed to refuse to tackle social
problems that did not fit the marketing mix model.

Therefore, As Lefbvre (2011) and Luca & Suggs (2013) support, many of the social
interventions in the first stage of SM focused mostly on persuasive communication and
targeted only individuals (downstream level).

2.4.2. Evolution of social marketing

Not long after SM started, several key issues begun to attract attention of the SM
community. Some examples are: a) the use of psychological theories, models and
principles guiding or framing the interventions; b) the discussion around a proper
definition of SM, meaning and scope; c¢) the use of tools, technigues, and practices
(exchange propositions, interaction, value co-creation, service dominant approach,
formative research...); d) the effectiveness of programs; e) the approach of academic

research in the field; f) and the future and challenges of SM.

One of the most important issues discussed by SM scholars has been the attempt to
define or update the concept of SM. Two recent examples can help us understand how
much this is still an open debate. Dann (2010) offers an updated well-structured

definition of SM: "“the adaptation and adoption of commercial marketing activities,

18
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institutions and processes as a means to induce behavioural change in a targeted
audience on a temporary or permanent basis to achieve a social goal”. According to
one of the most recent definitions found in the existing literature SM is (Saunders et al.,
2015): "the application of marketing principles to enable individuals and collective ideas
and actions in the pursuit of effective, efficient, equitable, fair and sustained social
transformation”. The former focuses exclusively on the behavioural change of a target
audience. The latter broadens the scope of SM to tackle any kind of social
transformation. In addition, and according to Saunders et al. (2015), social actors must
play a key role in transforming and supporting sustainable and more fair societies.
These authors see social marketers as a "social enablers". Following this line of
thought, Peattie & Peattie (2003) debated the convenience to reduce SM dependence
on commercial marketing, stating that the 4Ps should be abandoned.

The effectiveness of SM interventions has also been discussed by authors such as
Stead et al., (2007) and Wymer (2011). Both articles conclude by stating that SM
interventions they analysed were effective. At this point, it should be also stated (Stead
et al., 2007; and Gordon, 2013) that is difficult to evaluate SM outcomes in comparison

with commercial marketing outcomes.

Another element of SM that has attracted the attention of the SM community has been
the usefulness of theories and models that support the SM interventions. The
proposition that social interventions should be guided or framed by a theoretical
framework is widely accepted by SM scholars and marketers. Grier and Bryant (2005)
suggest that theoretical underpinnings might help SM to develop tools, understand
influencing factors and to expand its vocabulary. The use of theories in SM will be a
positive influence when designing the processes and evaluating the outcomes (Stead
et al., 2007; and Luca & Suggs, 2013). According to these authors, and a systematic
review of research (Truong, 2014), the most implemented theories in SM are: "Social
cognitive theory", "Theory of planned behaviour" and "Health belief model". Later, we
will discuss the progressive role that "System thinking and change" and the

"Ecological model" are playing in SM when trying to tackle complex problems.

Other important elements of SM that have also been widely discussed during the SM
life are: a) the use and role of models; b) the concept of exchange proposition; c)

interaction and value co-creation; and d) the service dominant approach at
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midstream level. The latter two concepts, as they have an utmost importance for this

project, will be explained in detail later.

As society became aware not only on health issues, but also on other social issues
such as quality of life (Zainuddin et al., 2017), wellbeing, global warming, social
welfare, working conditions, and social innovation (Lefebvre, 2011); or sustainability
(Tapp & Spotswookd, 2013), the initial downstream approach and the marketing mix
actions started to be looked at as being too limited.

Finally, SM, at the same time that was acquiring knowledge and growing as a
discipline, realized the demands on society had created a new market opportunity.
Then, what was needed was to broaden its strategies beyond the initial individual
behavioural change to become in which SM is today.

2.4.3. Social marketing today

The information referred in this section will help us to understand and assess what the
current state of SM is. The research will show only those SM features which will help to
develop the project framework and answer the questions to research. Specifically, the
project devotes the following paragraphs to explain: a) the nature of the discipline; b)
the ecological holistic approach; c) the service-dominant logic and value co-creation;

and d) SM models, techniques and strategies.
a) The nature of SM

As it was noted before, SM started as a branch of commercial marketing mainly
focused on behavioural change at individual level, but it has evolved over the last fifty

years, without a clear agreement as to its nature, limits or interventions.

One of the most important problems that SM faces is the misunderstanding as to what
is or is not. SM is still confused with other disciplines such as education, non-profit
marketing or social media. Another example that shows a lack of agreement in this
discipline is the number of definitions of SM found in the literature. Dann (2010) found
more than forty-five definitions of SM. Finally, Peattie & Peattie (2003) states: "SM

should develop a distinctive theoretical base".

20



Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

For some authors, SM is nowadays a mature discipline using, to some extent,
marketing principles (Andreasen, 2002), but others suggest there is still some work to
do to become a distinctive discipline. French & Russell-Bennett (2015) highlight the
lack of agreement about the focus and nature of SM. In this line of thought, Stead et
al., (2007) state that SM is not a theory, it is only a framework. Lefebvre (2012) notes
the difficulty for SM to develop a common perspective and to make progress in an
unique way. From other points of view, scholars have spoken about the convenience of
broadening the discipline and purpose (Saunders et al., 2015; Brennan and Parker,
2014; and Wood, 2016).

Therefore, it seemed that SM needed to evolve, specifically, if it wanted to tackle
modern social problems. According to Lefebvre (2012), SM could play a key role
protecting disadvantage groups from negative externalities of "market failures". If SM
wanted to grow as a solid independent discipline, it should widen its scope to other

fields outside of health behaviours.
b) The holistic ecological approach

To tackle the wicked problems that humanity is today facing such as social inequalities,
sustainability and the lack of quality of life, SM needs to broaden its strategies and

approaches.

There is an agreement that SM should develop programs targeting downstream,
midstream and upstream groups; and to integrate new techniques in addition to the
4Ps.

Basically, it could be stated that there are two factors influencing the individual
behavioural changes: a) internal factors; and b) external factors. The first one is linked
to the downstream level; and the second is associated with midstream and upstream

levels.

The internal factors are those belonging to the person and under their control (at least
theoretically). For example, education level, skills, motivations...or other more specific
to SM such as: general individual wellbeing (Zainuddin et al., 2017); underlying factors

such as: beliefs, intentions, self-efficacy (Lefebvre, 2011); life experience and
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personality (Gordon, 2013); and self-efficacy or willingness to change (Grier et al.,
2005).

External factors (midstream and upstream approaches) are those belonging to the
individual’s environment. The alteration of these influencing factors are almost always

out of reach of the target group whose behaviour SM wants to modify.

Upstream level refers to elements of the structural environment (policies, laws, social
and economic conditions....) which might be a negative influence on behavioural
change. An updated definition of upstream SM (Gordon, 2013) is: "The adaptation and
application of marketing alongside with other approaches to change the behaviour of
decision makers and opinion formers which alters the structural environment and has a

resultant positive influence on social issues".

Midstream level refers to the influence that the nearest social environment might have
on the target group. This environment depends on the person and is different for each
specific challenge. It may be formed by a combination of different elements such as
communities, and schools (Gordon, 2013); consumer associations (Wymer, 2009);
fitness centres, and sports clubs (Zainuddin et al., 2017); personal networks, and peer

groups (Luca, et al., 2016); or Service organisations and staff (Wood, 2016).

An example of these three levels is the case of obesity problem in children (Wymer,
2011) in which the children’s unhealthy practices are caused not only by their wrong
choices, but also by external ones influencing these choices such as the food industry's
marketing campaigns. According to the author, SM strategies on obesity, to be
effective, need to focus on these three approaches: a) downstream: mass media
campaigns (which have had only limited results), and actions to educate children; b)
Midstream: activities targeting consumer associations and schools; and c) Upstream:

strategies to make government change food industry regulation.

But the inclusion of new actions (in addition of the 4Ps) and the integration of the three
levels in SM programs do not seem to be effective. In addition, and most importantly, if
SM is going to add real value to our society, it will need to understand and
acknowledge the complexity and dynamic nature of the systems where individuals live

today. The systems, their components and people develop strong, intertwined and
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complex processes, forces, interactions, and relationships which have a huge capacity
to influence the persons' behaviours. Social problems are multidimensional and caused
by a diversity of factors on different levels. The effective solutions to these problems

will be found only by embracing a holistic ecological approach.

Therefore, theories such as "Systems thinking and change" (Andreasen, 2002;
Brennan & Parker, 2014; and French et al., 2017); and "Ecological model" (Zainuddin
et al., 2017; Truong, 2014; Wood, 2016; Brennan et al., 2016; and Luca et al., 2016;)
have recently started to attract the attention of SM literature and are being used as
theoretical frameworks in SM programs alone or combined with other theories such as
"Health belief model", "social-cognitive theory", "theory of planned behaviour" and
"Stage of change".

Systems thinking and change (Several authors, 1990)

It can be understood as a discipline -but also as a philosophy- by which systems are
constantly changing, and behaving as a result of the existing relationships among their
elements. It is a theory: "for observing the wholes". System thinking contributes to
identifying the underlying causes of behaviours, pushing social actors to develop a mix

of interventions within a strategic SM framework to tackle complex problems.
The social ecological model (Bronfenbrenner, 1977,1979)

According to this model, the human psychological functioning is influenced by four
environmental systems: a) The microsystem is the closest level to the person (work
colleagues, neighbours, family peer groups); b) The mesosystem is a system linking
two or more Microsystems. It might be formed by social places and organizations; c)
Exosystem refers to those factors indirectly affecting the person (parents' workplace,
local government, social services, mass-media...); and d) Macrosystem are all these

factors linked with culture and ideology (national economy, costumes, values, beliefs...)

From when a person is born, these four nested structures interact with them modelling
their cognitive, moral and emotional development and influencing their behaviour. "This
model offers a good framework for understanding the various levels of action that may

be required in social marketing programmes" (French & Gordon, 2015).
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c) The service-dominant logic (SDL) and value co-creation

Since the first articles of SDL were published (Vargo & Lusch, 2004 Vargo, 2009;
Vargo & Lusch, 2004; Vargo & Lusch, 2006; Vargo, & Lusch, 2008; Vargo & Lusch,
2016a; Vargo & Lusch, 2016b; Vargo et al., 2015), this marketing logic has being
attracting the attention of scholars and practitioners, being considered as an alternative
to the traditional good-dominant logic (GDL).

While GDL focuses on goods and the exchange of these good to create value, SDL
sees "the service as the foundation of the economic exchange, with all providers
becoming service providers" (Edvardson et al., 2011). According to these authors, the
concept of service focuses on how providers and customers create and use the
resources, becoming both parts in resource integrators. The application of these
resources in the specific social context of the customers makes full sense to the
resources (value co-creation). Value is not considered a deliverable output (Zainnudin
et al., 2017). Only the customers through their experiences and interactions can value
the resources in context, giving a meaning to them. Therefore, the value of these

resources is unique.

"SDL is based on the principle that value must be co-created with customers and
assessed on the basis of value-in-context" (Edvardsson et al., 2010). Therefore, the
beneficiaries become the co-creators of value. The relationship, dialogue and
interaction between the beneficiaries and the service providers has maximum
relevance. "The interaction and dialogue will be possible if organizations support the
customer’s capacity for change (knowledge, skills, motivations...) across various touch
points (Luca et al., 2016).

Therefore, the application of these resources and competences (knowledge and skills)
are the basis of exchange, benefiting all the parts" (Vargo et al., 2008; and
Edvardsson, et al., 2010).

Social organizations (NGOs, associations...) and customers (people with disability)
become resource integrators. "The application of these resources associated with the
competence (knowledge and skills for the benefit of an actor), are the bases of the

economic exchange" (Vargo and Lusch, 2008).
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According to SDL, stakeholders and clients are partners rather than intervention targets
(Johansson et al.,, 2018). It requires an active participation of the stakeholders,
interactively collaborating with social marketers. In this way, social actors, clients and
stakeholders together create value. The collaboration among services providers,
stakeholders and customers is key to achieve interactive exchanges where the value is
co-created (Johanson et al., 2018). Therefore, "organizations are key to co-create
value, coordinating and facilitating these resources at network level" (Luca, et al.,
2016). In addition, the experiences of interactions together with the search of a social
role are the needed elements to create value. (Luca et al., 2016).

The relevance of SDL in this research is that "SDL can be usefully applied to complex
social challenges that require change" (Luca et al., 2016); and the importance given to
the use of social theories to obtain this positive change (Edvardsson et al., 2010).

Following the example of a car manufacturing firm (Vargo et al., 2008), and
transforming it into a disability case, we would have that a disability organization
applies its knowledge, skills and capabilities to offer a service to people with
disabilities. The value creation occurs when the people with disabilities use this service
and integrate it with other resources and make use of it in their context of their life. This
is the value of the exchange. In this social context people with disability and social
services organizations co-create value: disability organizations use their knowledge
and skills to offer a service or improve the customers' competences; and people with
disability apply their knowledge and skills in the use of the service in their daily life

context.
d) SM models, techniques and strategies.

Nearly all the articles reviewed in this study spend several paragraphs discussing the
role, convenience, or how to reformulate marketing mix within the SM framework. 4Ps
and its techniques are considered by many authors the core of SM, at least for those
interventions targeting behavioural change of individuals, which have dominated SM

since its inception.

On the one hand, some authors have made an attempt to use the 4Ps in an effective

way or adapt them to be used within the framework of social actions. To that, some
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advantages of using the marketing mix in SM have been found. SM, by using the 4Ps
but not only communication and advertising, can contribute to create attractive
packages and quality exchanges for the target audience (Andreasen, 2002). The
marketing mix is crucial to plan and implement marketing strategies in SM (Grier &
Bryant, 2005). In addition, the marketing mix is a key factor of differentiation for SM
(Luca & Suggs, 2013)

On the contrary, other authors highlight the importance of abandoning the marketing
mix and using other techniques from commercial marketing and other disciplines or
theories. This improvement will allow SM to broaden its scope and objectives.
Marketing mix might be obsolete when trying to develop upstream actions such as
public relations, advocacy or some stakeholder engagement (Gordon, 2013). Finally,
there are authors who advocate to abandon the preconceived and limited 4Ps
approach (Gordon, 2013; and Peattie & Peattie, 2003).

Although SM considers that marketing mix is at the core of SM, this technique will not
be the focus of this research. As it was previously mentioned, marketing mix is playing
an important role in SM, but there are other actions developed within the framework of
SM and beyond the 4Ps and behavioural change. What will be crucial for this research
is those other activities labelled as "SM techniques" outside the 4Ps. This is because:
"many social interventions are not managed by social marketing experts with large
budgets" (French & Russell-Bennett 2013).

For example, Social marketers might become "social enablers" to support the self-
determination of individuals to freely choose their actions. (Saunders et al., 2015).
When targeting the upstream level, other techniques outside marketing mix might be
used, such as relationship building, stakeholders engagement, advocacy, public
relations, and engaging in policy forums (Gordon, 2013). From the same author
(Gordon, 2013), one attempt to re-tool the SM mix proposes actions such as: relational
thinking, community engagement, and co-creation. The project START (Pentz et al.,
1989) developed techniques such as school curriculum, community organization or
activities targeting parents. Other scholars have found education to be an important
technique of SM (Stead et al., 2007). Other techniques also developed within the SM
framework are volunteer programs (Peattie & Peattie, 2003); or interpersonal

interactions, training, financial and technical assistance, public relations, giveaways
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and fremiums...(Brennan et Parker., 2014). A point of view held by scholars and
professionals close to charities is that SM actions might resemble those executed by
"activists" more than marketers. This would allow SM stands out in social welfare and
public health (Wymer, 2011).

It seems there is not a clear agreement of which techniques can be useful or should be
included within the SM framework.

Finally, we would like to highlight four acknowledged efforts to add knowledge or to find
alternatives to the 4Ps: a) reviewing the 4Ps (Gordon, 2012), b) the intervention matrix
(French, 2011); c¢) a new vocabulary framework for SM (Peattie & Peattie, 2003); and
d) a hierarchical model of social marketing (French & Russell-Bennet, 2015)

¢ An alternative approach to the 4Ps (Gordon, 2012).

The author states that the 4Ps are nowadays obsolete to be used within the framework
of SM. The author argues for the need of SM to develop new independent interventions
and techniques detached from those of marketing mix. According to the author, the
short-term orientation of marketing mix (the lack of long-term commitments, co-creation
value engagement, stakeholders' involvement) are limitations that SM must overcome.
To tackle these limitations, the author has developed a new SM mix model. The key to
this model is its consumer orientation (community-owned, co-creation of value,
research driven...). In addition, the other 5 components of the model are: Process
(relational thinking, holistic approach, long-term,...); Channels/strategies (Policy,
advocacy, lobbying, PR/media, relations, information,...); Costs linked with
modifications in the consumers behaviour; Organization and competition (relation
between stakeholders, policy agenda...); and Circumstances (structural environment

and upstream actions, social norms,...)
e The intervention matrix (French, 2011).

The article: "Why nudging is not enough” offers a review of the forms of exchange and
the types of interventions used to bring about social good. The four forms of exchange

described by the author are: Nudge, hug, smack, and shove. These four categories can
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be better represented in an exchange matrix. According to the author: "The matrix is
formed by two axes: passive/active choosing; and positive and negative incentivizing or
penalizing". The possible types of interventions are classified by the author into five
categories: communicate/inform, engage/educate, service/support, context/design and
regulate/control. Both domains combined (type of intervention and form of exchanges)
form the intervention matrix. According to the article, SM scope may combine different
approaches, interventions, and forms of exchange such as education, include the
action carried out by service providers, support to empower individuals...

e A new vocabulary framework for SM (Peattie & Peattie, 2003).

Focusing on three commercial marketing concepts (customer orientation, exchange
and marketing mix) authors study the validity of these concepts when translated into a
social context. According to the authors, SM has achieved a growth stage, therefore, it
is needed to develop their own theoretical base, tools and vocabulary, and to leave
behind the marketing 4Ps. According to the authors, the use of the following vocabulary
would benefit SM: "Social proposition" rather than product; "cost of involvement" better
than price; "accessibility" instead of place; "social communication" rather than
promation; "Interaction" better than exchange; and increased use of "ideas competition
to attract acceptance and attention"). In addition, this need for SM to develop new
vocabulary and tools, and the stated negative side-effects that marketing is having in

social values might be very useful to justify my study.
e A hierarchical model of social marketing (French & Russell-Bennet, 2015)

Based on the definition of social marketing stated by the International Social Marketing
association (iISMA), The Australian Association of Social Marketing (AASM) and The
European Association of Social Marketing, French & Russell-Bennet (2015) developed
a new model in order to create a framework to describe and categorize social
marketing, setting out the essential elements of SM: descriptors of actions, techniques

and activities, together with some principles and concepts.

It is a theoretical work in which authors compare similarities and differences between
marketing and SM by analysing previous literature, and improving the results from two

previous models: Andreasen, (2002) and French and Blair-Stevens, (2005). These
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attempts to codify SM will allow the differentiation not only of commercial marketing
from SM, but also the latter from other disciplines such as social media marketing,

social advertising and social intervention.
According to the authors, their hierarchical model is formed by three categories of
descriptive criteria: a) a SM principle; b) four marketing-derived elements; and c) five

SM techniques.

Figure 1. Model of three categories of social marketing criteria.

Systematic and Systemic Planning

Source: French & Russell-Bennet (2015)

The proposed core principle of SM is "the creation of social value through the
exchange of social offerings (products, ideas, experience, service, environment and
systems". The exchange can be positive (to pay for using a product that is less
environmentally damaging) or negative (reducing speed when driving). The capacity to
influence the behaviour and to measure the impact of any intervention are key
elements of a SM practice. Citizen-centric planning and the construction of a robust
relationship with citizens and stakeholders are also key features of SM.

A relevant feature of SM is its close relationship with the concept of "value creation”

and the following four core marketing-derived elements:

a) Social behavioural influence: a range of upstream, midstream and downstream
interventions are developed with the objective of changing specific behaviours
by using behavioural theory, measurable objectives and indicators.

b) Citizen/customer/civic society-orientation focus: qualitative and quantitative
behavioural analysis should be carried out to plan, implement and evaluate

interventions around the target group’s attitudes, beliefs, wants and needs.
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c) Social offerings; targeting markets (e.g. disabled people, their educators and

decision takers) to offer products (assistive technology), services (health,

education, housing, employment), ideas (self-determination, voting in elections),

accessible environment (easy-to-read documents or signs) that provide value

and advantage.

d) Relationship building. Wellbeing is achieved by a process of engagement and

exchange. Stakeholders and citizens take part in the selection of priorities and

in all stages of social interventions (design, implementation and evaluation)

These four concepts are the necessary supports to allow SM to create social value.

The presence of the five core SM techniques demonstrates the planning and analysis

of an intervention has been correctly developed. This application will allow social actors

to increase the effectiveness and efficiency of social interventions.

The five core SM techniques are the following:

a)

b)

d)

Integrated intervention mix. Combination of different types of interventions
(segmentation analysis, target market insight data, and competition
analysis) to ensure the effectiveness and efficiency of a social program.
Competition analysis and action. Assessment of internal (genetic, internal
psychological factors, risk taking, desires..) and external factors
(environmental, social, cultural factors...) to reduce negative competition.
Systematic planning and evaluation. It refers to the use of proven models,
theory and strategies to develop robust programs that will employ
techniques such as "formative research, pre-test, situational research,
monitoring evaluation and the development of learning strategies".
Insight-driven segmentation. To generate useful knowledge and hypothesis
that can be used to help people. This data is obtained from the feelings and
beliefs of the target market and their environmental circumstances. In
addition, the segmentation to identify similarities and what influences target
groups will lead to the production of tailor-made interventions based on the

person’s values, needs and circumstances.
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e) Co-creation through social markets. Key social actors are engaged in all the
stages and elements of the social interventions in order to maximized their

contribution.

Summing up, the development of social offerings, the value creation using exchanges,
the relationship with stakeholders and the use of the described SM principles and
techniques are key to be able to influence the individual behaviours and obtain a

positive social change.
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2.5. SM AND DISABILITY SECTOR: SHARED THEORETICAL APPROACHES

This section will be devoted to explain the most important theoretical similarities and

differences between SM and disability sector.

To start with, both fields have the common ultimate goal to support the behavioural
change of a targeted audience to improve their personal well-being. In addition, and
crucial for both fields is to start their social interventions with an assessment of the

clients” needs in order to plan the interventions.

But not only do they share the same goal and diagnosis of needs approach. They have
also developed in parallel specific models and instruments based on similar principles
and logic. This section will discuss the most relevant of them: a) the ecological model);
b) the midstream level; and c) the SDL and the value co-creation.

The ecological model.

The ecological model was adopted by SM (Zainuddin et al., 2017; Truong, 2014;
Wood, 2016; Brennan & Parker 2014; and Luca et al., 2016;) to understand the
complexity and dynamic nature of the systems where individuals live today. The
systems, their components and people develop strong, intertwined and complex
processes, forces, interactions, and relationships which have a huge capacity to
influence people's behaviour. Social problems are multidimensional and caused by a
range of factors on different levels. The effective solutions to these problems will be
found only by embracing a holistic ecological approach. This adoption allowed SM to
extend its interventions from exclusively health interventions, to other social fields such
us quality of life (Zainuddin et al., 2017), wellbeing, global warming, social welfare,
working conditions, and social innovation (Lefebvre, 2012); and sustainability (Tapp &
Spotswood, 2013). As a result of this evolution, a door has been opened to research
the potential of SM in the social sector.

The ecological model is also a relevant theoretical framework for the disability sector
and in the development of the construct of "quality of life" (Brown et al., 2009; Buntix &
Schalock, 2010; Schalock, 2004; Schalock et al.,2008; and Verdugo et al., 2012). First
and foremost, the ecological model is implicit in the very concept of disability: "disability
is the expression of limitations in individual functioning within a social context".

Secondly, QoL is understood as "a multidimensional construct influenced by individual
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and environmental factors... becoming the link between the general values reflected in
the social rights and the personal life of the individual" (Buntix & Schalock, 2010).
Finally, "the individualized support model" is intended to provide not only guidance and
personal training, but also other actions directly linked to improving the clients
environment. Some examples are: a) the huge number of actions found to improve the
clients” social support; and b) the relevance of designing specific environments for the
clients (accessibility, design for all...). Both actions aimed at improving the final goal of
improving the client’s social inclusion (Schalock, 2004).

Midstream level.

Midstream level refers to the influence that the nearest social environment might have
on the target group. It is formed by a combination of a range of elements such as
communities, and schools (Gordon, 2013); consumer associations (Wymer, 2009);
fitness centres, and sports clubs (Zainuddin et al., 2017); personal networks, and peer
groups (Luca, et al., 2016); or Service organisations and staff (Wood, 2016). The last
two elements mentioned (disability organizations and staff) are the two main target
groups of this research. The relevance that service organizations and their staff have in
midstream SM is highlighted by many relevant authors. Some examples are: "the staff
play a critical role in co-creating value" (Russell-Bennett, 2013); "the close contact that
staff generate with customers and families" (Luca et al., 2016); "the powerful role of
staff-client relationships to co-create value" (Wood, 2016); "consumers working
cooperatively with organizations and staff to co-produce” (French, et al., 2017); or "the
critical staff capacity to create value" (Domegan et al., 2013).

On the social sector side, two key different roles of the disability sector at midstream
level should be highlighted. On the one hand, disability organizations are themselves a
key element of the environment in which people with disabilities and their families live.
On the other hand, disability organizations are the resources that society has placed at
the disposal of people with disabilities to make it possible for them improve their quality
of life. In this way, they become resource integrators (SDL), facilitating the adjustment

to the other elements of disabled people’s environment.

As it was stated in the preceding pages, QoL is the most relevant model for the
disability organizations; and social inclusion is the crucial dimension of this model.

Social inclusion addresses the midstream level, having the objective to achieve the
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person’s integration into the community (Verdugo et al., 2005). As a result of this,
social inclusion is embedded in the organizational culture and strategy of many
disability organizations, being one of its most important strategic objectives. Therefore,
many of the activities carried out by disability organizations are directly linked with
social inclusion at the midstream level. Some examples of activities found in the
existing literature are: volunteerism; access to community activities and services; work
environment and relationships with people who are not staff, family members or other
people with disabilities; "social support and home programs" (Schalock, 2000); and
inclusive friendly environments, assistive technology and stable environments that

promote well-being (Schalock et al., 2008).

Service dominant logic and value co-creation.

As it was posited in the previous section, "SDL is based on the principle that value
must be co-created with customers and assessed on the basis of value-in-context"
(Edvardsson et al., 2010).

According to SDL, Social organizations (NGOs, associations...) and customers (people
with disabilities) become resource integrators. "The application of these resources
associated with the competence (knowledge and skills for the benefit of an actor), are
the bases of the economic exchange" (Vargo and Lusch, 2008).

Some of the SDL principles are also shared by the theoretical models of the disability
sector. In this case, the QoL model has adopted proposals that share features with
concepts embraced by SDL: a) the value creation in the client’s daily-life context (value
in context); and b) a measurement strategy based on a stakeholders approach (co-

creation).

The disability models reviewed in this research are completely aligned with the
principle that the value of the interventions must be assessed in the client’s
context. One of the most important challenges of disability organizations is to ensure
that the competences acquired by people with disabilities become adaptive behaviours
which will be used to match their wants and needs in their natural context. This concept
is known in the disability sector as "transferability to the daily-life activities" and
associated with two other domains of the QoL model: a) Personal development

(personal skills and adaptive behaviour); and b) Self-determination (autonomy,
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personal goals, decisions, choices....). Behaviours such as housekeeping, money
management, self-care skills, meals...have to be expressed "in the daily life situation of
the person” (Buntinx & Schalock, 2010).

In addition, QoL model encourages the involvement of staff, families and clients in the
development of the evaluation methodology. The indicators to measure the individual
performance behaviour are based on consumer satisfaction and personal outcomes
(clients behaviours in their natural context). One of the key features of these indicators
is that "they have to be built around what a person wants in their life and those factors
that disability organizations have control over" (Schalock et al., 2008). The final
objective is to assess "the degree to which clients have life experiences that they
consider valuable" (Verdugo et al., 2005).
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3. METHODOLOGY

* 4 *

As it can be seen in the figure 2, this exploratory research employs a mixed method

approach combining qualitative and quantitative strategies.

3 Phases:

1. Pre-test phase. The research completed 20 unstructured interviews and 1

online group interview.

2. Quantitative cross-cultural

research:

137 web-based self-administered

guestionnaires were completed in 6 European countries.

3. Quantitative results validation. 8 unstructured interviews were completed to

validate the quantitative results.

Figure 2. Research methodology phases.

PHASE 1

=

14 face-to-face interviews;
2. 6Bonline interviews;
3. 1 online group
with SM experts

interview

QUALITATIVE METHOD: PRE-TEST

a) gaining insight about the potential of SM

b) Shaping the research design and questionnaire
c) European level sampling

d) Gelting support from organizations

e) Validating the questionnaire

f) Ethical questions

PHASE 2

QUANTITATIVE CROSS-CULTURAL RESEARCH

Sections:

a) 6

WEB-BASED SELF-ADMINSTERED

(N=137 - 6 European Countries)

demographic
variables. Key variable: professional category

b) 18 Likert-scale
professionals training needs. Based on SM
criteria (French, & Russell-Bennett, 2015)

c) Preferred learning methodology and practical
learning hours

QUESTIONNAIRE

questions:  independent

items t{o measure the

PHASES:

a) Pre-items development and selection: 1 focus group: 4
disability professionals.

b) Pilot test: face-to-face with 6 professionals: items aesthetics,
wording, clarity; clear instructions.

c) Sampling: 16 European disability organizations acting as a
link to disability professionals.

d) Reliability:18 likert-scale items: Cronbach’s Alpha: .924

e) Face validity: board of experts of SM and 3 disability
organizations

f) Analysis: Kolmogorov-Smirnov, ANOVA and factor analysis

v

PHASE3 QUANTITATIVE RESULTS VALIDATION

Interviews to 8 representatives of disability
sector:

a) 2 CEOs; b) 1 head of unit public
organization; c) 1 programs supervisor; and d) 4
front-line professionals

a) Interpreting quantitative results
—_—

b) Confirming quantitative results
and potential of SM

Source: own elaboration

36




Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

3.1. Phase 1: pre-test

The information provided by the theoretical analysis completed in section two has been
very valuable in getting an insight into the most important features of the two fields
studied. In addition, several key and diverse new approaches for this research were

also identified.

In order to organized all this information and pave the way to start the quantitative
method (phase 2), a pre-test (phase 1) was completed. This would allow us to compare

the theoretical information with the opinions of experts in SM and disability.

In this pre-test phase, the research completed 20 unstructured interviews (14 face-
to-face; 6 online) with professionals and politicians in social services sector from
Australia, Spain, Belgium, Bulgaria, Italy, Portugal, Holland, Switzerland and UK, In
addition, it was carried out an 1 online group interview with experts in SM from UK,
Spain and Switzerland.

The objectives of these interviews were: a) helping to shape the nature and process of
the research design; b) gaining insight about the potential and barriers of implementing
SM in the disability sector; ¢) finding information to shape the questionnaire and define
the target groups; d) finding organizations to support the research; e) validating the
questionnaire; f) discussing ethical questions; and f) helping to improve the sample at

European level.
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3.2. Phase 2: quantitative cross-cultural research.

Because one of the most important objectives of this research was: "to prioritize
training needs using disability professionals as the principal delivery mechanism”, a

guantitative research method was included in the research design.

In addition, to be able to achieve the status of "European Research”, there was a
requirement to contact a set of disability organizations in selected European countries.

The best tool to collect quantitative information that matches these requirements is the
web-based self-administered questionnaire. In addition, this method presents several
advantages such as: a) no interviewer is needed; b) time and cost advantages; c)
respondents privacy; d) no interviewer variability; and e) convenience for respondents

which have influenced our decision.

Therefore, a web-based self-administered questionnaire was developed formed by
three sections:

a) The 6 demographic questions (country of residence, age, years of working
experience, type of organization, size of organization and professional
category)

b) 2 questions about the preferred learning methodology. 1 question to find the
preferred training methodology and 1 question to establish the number of
theoretical/practical learning hours.

c) In addition, the respondents had the chance to leave their email address if they

wanted to receive a summary of this research.

The demographic questions aimed at: a) gathering background information about the
sample; but also, they have been used as independent variables to conduct the one-
way ANOVA test.

In addition, the last demographic question "professional category" is considered a key
independent variable in this research. The existing literature on SM (downstream,
midstream and upstream levels; the service dominant logic; and the concept of value
co-creation) and the qualitative interviews carried out suggested the relevance of
focusing the research on this "professional category". This differentiation was
understood to be crucial due to the different training needs that, "theoretically" these

group have. Accordingly, 4 professional categories were defined:
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o Care-givers: ongoing personal and physical care and support (transfers,
dressing, toileting, grooming, eating...)

e Frontline professionals: direct contact intervention with the final beneficiaries.
(For example: occupational therapists, educators, employment mediators,
nurses, psychologists...)

e Program developers, coordinators or technician staff not working every day with
the final beneficiaries. (For example: Professionals responsible for designing
and evaluating interventions programs)

e Strategic level: Decision-takers, directors, politicians, managers. Management
professionals, executive directors, lawmakers, responsible for approving

policies and laws, and allocating budgets.

The core of the questionnaire is formed by 18 Likert-scale items designed to assess
the specific training needs of disability professionals in SM. A set of pre-items was
written by the author of this research based on the SM criteria explained previously in
this document (French & Russell-Bennet, 2015). A focus group with 4 disability
professionals was carried out in order to select, re-write and edit the relevant items.

An initial instrument was developed with 19 items.

A pilot test was completed with a sample of 6 professionals (face-to-face interviews) to
measure whether the features of the items (aesthetics, wording, clarity, cultural issues
and response time) were appropriate and if the instructions were clear. The word
"stakeholders" was changed to the expression: "key social actors". It was suggested
the concepts of "clients", "key social actors” and "manager" were explained. Two

sentences were rephrased. Only one item was removed.

Data source

20 representatives of European disability organizations were contacted and invited
to take part in the project. After explaining the goal of the research, an email with
instructions and a specific link to the survey was sent. 4 of these organizations did not
provide any answers. The distribution of the sample by country can be seen in the table
1. The questionnaire was translated into Spanish and Bulgarian. The participating

organizations of the other countries circulated the English version.

39



Co-funded by the NN
Erasmus+ Programme [,
of the European Union [

Table 1. Country distribution of the sample.

Country Number of Sample
organizations

Spain 7 94
Belgium 1 13
Italy 3 6
Bulgaria 3 11
Portugal 1 7
Holland 1 3
Other - 3

| TOTAL 16 137

Source: own elaboration.

Reliability and validity.
Reliability.

Cronbach’s Alpha test was run to check the internal reliability of the 18 Likert-scale
items. The test showed a score of .924 which is considered excellent. Similar results
were obtained when the test was run independently for each of the 4 professional
categories: caregivers: .946; frontline professionals: .919; program designers: .909;
and managers: .944.

Table 2. Cronbach’s Alpha using the 18 Likert-scale variables.
Estadisticas de fiabilidad

Alfa de
Cronbach
hasada en
elementos
Alfa de estandarizad M de
Cronbach s elementos
G24 G24 18

Source: own elaboration from the sample data.

Face validity.

A board of experts of ESMA (European Social Marketing Association), a Bulgarian
association that represents people with disabilities (NARHU), and a Portuguese
organization of Cerebral Palsy (APPC) determined that the scale apparently reflects

contents of SM that are appropriate for the research questions.
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Exploratory factor analysis was conducted to identify the underlying factor structure of

Analyses

the 18 items. KMO and Bartlett’s test indicates the suitability of the test. A minimum
eigenvalue of 1 was used to define the factors. Component analysis was conducted
followed by Marimax rotation. Factor loading >.60 was used to include an item within a

domain.

Table 3. SPSS’test of KMO and Bartlett.

Prueba de KMO y Bartlett

Medida Kaiser-Meyer-Qlkin de adecuacidn de

muestreo 881

Prueba de esfericidad de Aprox. Chi-cuadrado 1308,733
Bartlett al 153
Sig. 000

Source: own elaboration from sample data.

It has been decided to use the Likert-scale items as quasi-interval variables in spite of
the existing controversy around this issue. This has allowed us to calculate the means,

prioritize the items and run several tests.

Kolmogorov-Smirnov test showed that the 18 Likert-scale variables do not behave as
normal data. But as ANOVA may tolerate some violations of the normality, the sample
size is greater than 30 in many categories and there is no reasons to believe that the
observations are not independent, it was decided to conduct this test. Therefore, the
obtained results must be carefully interpreted.

One-way ANOVA was conducted to determine whether the means of the 18 Likert-
scale items (dependent variables) differ by the categories included in the 6

demographic questions (independent variables).

In addition, two new variables were created. The first one, with the mean score of the
18 items. The second one grouped the four professional categories into two: a)

caregivers and front-line professionals; and b) program designers and managers.

A p-value < 0.05 was considered in all the tests performed as an indicative of statistical

significance.
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3.3. Phase 3: Quantitative results validation

Once the quantitative phase was finished and the data analysed, 8 unstructured
interviews were completed with the objective to help the researcher confirm and

interpret the results.

The sample was formed exclusively by the following representatives of the disability
sector: a) 2 legal representatives of disability organizations; 1 head of unit of a
Regional Ministry body; 1 programs supervisor; 2 front-line professionals; and 2 care-

givers.

A Drief report with the summary of the conclusions was sent to the participants before
being interviewed. In addition, a Power-point presentation was prepared to explain the
research results and discuss the following issues: a) training needs prioritization by
professional category; b) specific training needs of care-givers; c) results of the factor
analysis; and d) general thoughts of the participants regarding the development of

pedagogical materials of SM for the disability sector.
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4. DISCUSSION OF RESEARCH RESULTS
4.1 Introduction

This section will show how the methodology links to the research questions. As it can
be seen in figure 3, the research questions and the methodologies can be divided into
two blocks: a) the first two research questions have a theoretical orientation; and b) the

other two have a more practical orientation.

Figure 3. Relationship between methodology, research questions and type of
result outputs.

Section 2:
- ABSORBING
Theoretical background \\ -l RQ1. mf‘fh.:'d Social THEORETICAL

Theoretical 71 approaches? KNOWLEDGE
Orientation ) (Synergies, shared
%\, RQ2. Could SM fechniques and _ approaches,
———3 strategies benefit the social [ differences, barriers,
services workforce? I opportunities)
———— . P
WEBBASEDSELFADMASTERED |
?-m il mﬂwnm 1 faas gog 4
- e 5 RQ3.Whatare the SM training
= fi =774 needs of these professionals? DESIGNING
4|8 derogaphe geesions  moieperderd |
b Vi I PEDAGOGICAL
Practical ey = i " Y i ] TOOLS
orientation . ’,’ \ (Training plans,
‘ 'y RQ4. Could the identified learning courses,
training needs on SM be the K workbooks, case study
_~~7 basis o design fulure education pedagogical strategies
- and training programs?

Source: own elaboration

In this sense, the two first phases "theoretical background"” and "pre-test" are
gualitative methods aimed at theoretically comparing the two fields and finding
possible sources of synergies.

The phase "Quantitative cross-cultural research" was designed to provide practical
information about the specific needs of disability professionals in SM. The fourth phase
"guantitative results validation" contributes in confirming and interpreting the research
results. The ultimate goal of this block is the design of specific SM pedagogical

materials for the disability sector, giving this research a practical utility.

Although, each methodology was designed with the objective to focus only on

answering the questions of one of the two blocks, in practice the information obtained
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from each methodology has contributed to some extent in answering the four research

questions.

RQ1 - Do SM and Social Services share theoretical approaches?

Yes, they do.

The answer of the first research question requires the use of a qualitative methodology.
The methodology chosen to answer it was the analysis of existing literature: section 2

of this research (Theoretical background).

To start with, both fields have the common ultimate goal to support the behavioural
change of a targeted audience to improve their personal well-being. In addition, and
crucial for both fields is to start their social interventions with an assessment of the

clients” needs in order to plan the interventions.

But not only do they share the same goal and diagnosis of needs approach. They have
also developed in parallel specific models and instruments based on similar principles
and logic. This section will discuss the most relevant of them: a) the ecological model;
b) the midstream level; and c) the SDL and the value co-creation.

a) The ecological model.

The ecological model allowed SM to extend its interventions from exclusively health
interventions, to other complex social challenges such those close related to the
disability field such as wellbeing, social welfare, working conditions, and social

innovation.

Related to the disability sector, the ecological model is implicit in the very concept of
disability: "disability is the expression of limitations in individual functioning within a
social context". As a result of this, the social context has to be also relevant for all
modern disability models such are the cases analysed in this research: a) the construct
of "quality of life"; and b) the "individualized support model". According to these
models, "several environments (macro, meso, micro...) are influencing the person’s

wellbeing (Verdugo, et al., 2005)
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b) Midstream level.

Midstream level refers to the influence that the nearest social environment might have
on the target group. The relevance that service organizations and their staff have in
midstream SM has been highlighted by many relevant authors analysed in this

research.

On the social sector side, two key different roles of the disability sector at midstream
level should be highlighted. On the one hand, disability organizations are themselves a
key element of the environment in which people with disabilities and their families live.
On the other hand, disability organizations are the "midstream” resources that society
has placed at the disposal of people with disabilities to make it possible for them
improve their quality of life and social inclusion.

c) Service dominant logic and value co-creation.

As it was posited in the previous section, "SDL is based on the principle that value
must be co-created with customers and assessed on the basis of value-in-context"
(Edvardsson et al., 2010).

Some of the principles of the disability models reviewed in this research are completely
aligned with the SDL logic. Some examples are: a) the value creation in the client’s
daily-life context (value in context); b) a measurement strategy based on a

stakeholders approach (co-creation).
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RQ2. Could SM techniques and strategies benefit the social services workforce?

Yes, they could.

SM techniques and strategies could benefit the social services workforce (synergy
creators). But also several barriers have been found which should be taken into
account (synergy destroyers).

The first interviews (Pre-test) completed by the research revealed a good overall
acceptance of the research objectives among disability professionals and marketers.
Although SM is a very unfamiliar field for the disability sector, once the concept was
explained, Interviewees generally expressed the opinion that SM would benefit the
social sector, and that it was worthwhile to take part in the research or future SM
training activities. In addition, interviewees suggested that due to some similarities
between both fields, synergies could be easily found and generated (Synergy
creators).

The theoretical background analysis (section 2) found that SM is a mature discipline
able to tackle many of today's complex social challenges (Luca et Al., 2016) such as
those precisely affecting people with disabilities: quality of life (Zainuddin et al., 2017),
wellbeing, social welfare, working conditions, and social innovation (Lefebvre, 2012);

and sustainability (Tapp & Spotswood, 2013).

In addition, the exiting literature and the qualitative interviews have also confirmed the
relevance of training the social service workforce if SM wants to be implemented in the
disability sector ((Luca et al., 2016a; Russell-Bennett et al., 2013; Wood, 2016).

Interviewees (phase 3) also stated that the relationships developed in the disability
sector between front-line professionals (specially care-givers) and customers are
unique, genuine and long-lasting. No other professionals develop this strong
relationship. Logically, front-line professionals are very interested in all the issues
focused on understanding their customer needs and behaviours. This unique
relationship and how the value is co-created between the professionals and clients

could be a subject of interest for social marketers.
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In addition, the development of SM training materials and courses specifically for
disability staff, and awareness-raising activities were considered by interviewees as

appropriate methodologies to implement SM in the Social Sector.

Finally, in spite of disability being a sensitive topic, interviewees did not find any ethical

issue in the research.

Table 4. Mapping disability sector & SM.

SYNERGY CREATORS (Similarities between both fields)

. Ultimate goal: behavioural change to improve the personal well-being

e Interventions begin with a clients' needs assessment

e  Problems are complex and caused by a range of factors: ecological model

e  The midstream level (disability organizations) is key to achieve the objectives
e  The relevance of the client’s social context (value-in-context)

e  Value co-creation: involvement of stakeholders in the process

SYNERGY DESTROYERS (Differences between both fields)

Social Marketing Disability field
Behaviours are determined by the mesosystem (public Behaviour should be agreed with the client and their family.
bodies)
Strategies: segmentation, marketing mix, raise-awareness, Strategies: development of an unique and genuine relationship,
impact evaluation, competition analysis, education. individualized support plans, person-centered planning.
Interventions focused on health behaviours to improve well- Interventions focused on adaptive behaviour to improve self-
being. determination, social inclusion, personal well-being.

Main barriers to implement social marketing in the social field

. Disability sector is already successfully using several evidence-based practices.
. Negative sector attitudes towards marketing (professional trespassing)

Opportunities for social marketing

e  To help disability sector to improve the image of disability.

e To help disability sector to launch efficient campaigns to prevent health problems.

e  The existing disability models (QoL, individualized support...) are not fully implemented in disability organizations. New
and specific pedagogical materials are demanded by professionals.

e  To acquire the disability sector know-how.

Source: own elaboration

SM barriers (Synerqgy destroyers)

The research has found three relevant barriers that should be taken into account when

trying to implement SM techniques and strategies in the disability field.
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The first and most important difference is associated with the concept of "behaviour"
and based on: a) the subject who decides the behaviour that must be modified; and b)

the behaviour goals set out and strategies used to achieve them.

Regarding to the first point, it has been found that a high number of SM interventions
are determined by subjects unknown by the target group, and belonging to their
mesosystem or exosystem (municipalities, health departments of Regional
Ministries...). This is understood by the disability professionals interviewed (phase 3) as
an "imposed" behaviour. On the other side of the coin, the intervention plans designed
in the disability sector are expected to be the result of an agreement between the client
and several components of their microsystem (family, community services, disability
professionals and employers). Although professionals (phase 3) have also expressed
that an important set of behaviours such as those related to clients' health are
unilaterally decided by the service provider, therefore also "imposed" on the clients.

As a result of the client-professional agreement, disability intervention plans set up
different objectives and deploy different working strategies which have been rarely
found in SM by this research. The most relevant of them are: a) the individualized
supports; b) the person-centered planning, c) self-determination; and d) adaptive

behaviour.

Theoretically, "the concept of QoL is designed in terms of gains in adaptive behaviour
skills" (Claes, et al., 2010). According to this, disability professionals modify their
client’s behaviour to allow clients to manage their own life (Verdugo et al, 2012). Two
domains of the model of QoL are understood to be specific to the disability sector and
radically different from SM principles: Self-determination (autonomy, choices/decision,
personal goals, personal control); b) and personal development (personal skills,

adaptive behaviour...)

The objectives related to the development of these two domains are achieved by using
two specific tools neither of which have been found in SM: a) the individualized
supports; and b) the person-centered planning (Buntinx & Schalock, 2010; Schalock,
2000; Schalock et al., 2008; Schalock et al., 2018; and Verdugo et al., 2012).

The second relevant barrier found by the research is related to the professionals and
families attitudes or beliefs. Two aspects of disability sector beliefs/attitudes have been
discovered by the research that should be highlighted: a) the negative beliefs found in

part of the society, disability professionals and families towards the full social inclusion
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of people with disabilities in the society; and b) the negative attitude of the disability

sector towards marketing.

Finally, and regarding the three levels of marketing, participants in phase 1 suggested
that it would be difficult to involve politicians (Upstream level) in this research or in later

training activities related to SM.
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RQ3. What are the SM training needs of disability professionals?
Those related to factors influencing and explaining client’s behaviours.

The two first research questions have been answered by using exclusively qualitative
research methods. In contrast, the RQ3 will be answered mostly focusing on the
guantitative information given by the disability professionals (Phase 2: quantitative
cross-cultural research). The Phase 3: Quantitative results validation has been
designed to help to confirm and interpret these quantitative result.

We will start this section by offering a general view of the sample demographic data
(Further information can be seen in annex 2). It will follow a training needs prioritization
and an ANOVA’'s analysis of the 18 likert-scale and the independent variables,
focusing on the "professional category" variable. Factor analysis will help us to group
these training needs into four factors. Finally, the preferred training methodologies will
be described.

Demographics

The questionnaire was completed by 137 disability professionals from 6 European
countries. The sample is composed by professionals with high experience working in

the social sector (89,8% have more than 3 years).

Related to their professional category, 47.4% of the respondents belong to the
category of "Front-line professionals"; 21.9% to "strategic level"; 12.4% to "care-giver";

10.9% to "program designers"; and 5.1% to "others" (Figure 4).

Figure 4. Sample distribution of professional categories.

PROFESSIONAL_CATEGORY

Source: own elaboration from data sample.
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Training needs prioritization: 18 Likert-scale items

The core of the questionnaire is formed by 18 Likert-scale items designed to do a

guantitative assessment of the professional training needs in SM. The score of these

items ranks from 1 to 5.

As it can be seen in table 5, the means of the 18 items vary from 3.61 to 4.46. This
means that disability professionals have showed to have a high interest on the SM

techniques appearing in the questionnaire.

Table 5. Means of the 18 Liker-scale variables and the transformed variable

.

The items that have obtained a higher score are those related to the factors
detecting, explaining and influencing the clients' needs and behaviours. It also

can be highlighted the high scored obtained by the items related to the concept of

"mean 18 ITEMS".

ITEM SCORE
4.1 need to learn how to evaluate the factors that influence my clients behaviour. 4,46
12. I nead to learn how to evaluate the impact (effect) of my interventions on the
behaviour of my clients. 4,29
3.1 need to learn how the interventions can be designed between clients and
professionals both working together. 4,26
6.1 need to learn how to design interventions with the capacity to modify my clients
dysfunctional behaviours. 4,26
13. I need to learn how to implement good practices from other sectors. 4,22
15. I need to learn new techniques to evaluate the needs of my clients. 4,16
1.1 need to learn how several organizations and companies (key social actors) could
work together with the common objective to satisfy the needs of my clients (final
beneficiary) 4,15
2.1 need to learn how to build long-term relationships with key social actors and
organizations (different services providers) 4,11
14. 1 need to improve my skills to communicate with my clients using different
channels. 4,1
8.1 need to learn how to use the objectives and indicators of the intervention programs 4,09
7.To learn how to design objectives and indicators to better measure my clients
behaviour. 4,08
5.1 need to learn how to evaluate the barriers (Architectural, lack of supports...} in the
environment that prevent my clients from having a positive behavioural change. 4,06
9.1 need to learn how to use the theories and models of behaviour that explain human
actions (motivation theory, social cognitive theory, Health belief model, Theory of
planned behaviour...) 3,96
10. I need to learn how to use qualitative and guantitative technigques of gathering
information in order to design intervention programs. 3,91
17. I need to learn how to evaluate the expectations of our social key actors about the
service we are offering to the clients. 3,82
11. I need to learn how to make subgroups with my clients according to their needs to
provide more specific interventions. 3,77
18. I need to learn how to evaluate and modify the image that the stakeholders have of
our 3,76
16. I need to learn how to classify my organization's stakeholders (key social actors). 3,61
Mean 18 ITEMS 2,06

Source: Own elaboration from data sample.

value co-creation (12, 1 and 2).
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According to the interviews completed in the phase 3, the modern disability paradigms
(QoL and the individualized support models) are still being implemented in the disability
sector. Disability organizations have had to adapt their strategies to implement these
models. On many occasions, this has resulted in professionals” having insufficient skills
and becoming frustrated. Logically, new professional profiles and training needs have
started to be relevant. This has been stated by interviewees (phase 3) as an
opportunity for SM to benefit social services workforce.

ANOVA

Related to the independent variables, ANOVA test has not found significant differences
between the Likert-scale items and the different categories of the independent

variables.

But in the case of the variable "professional category”, it has been found significant

differences between the four professionals categories in 3 items (Table 6).

Table 6. Means of the 3 items with significant differences for the professional

category.

ITEMS (TRAINING NEEDS) Professional Category Mean

5. I need to learn how to evaluate the barriers (Architectural, lack of Care-givers 4.47
supports...) in the environment that prevent my clients from having a Front-line professionals 4.17
positive behavioural change. Program designers 3.47
Managers/directors 3.83

14. | need to improve my skills to communicate with my clients using Care-givers 4.47
different channels. Front-line professionals 4.25
Program designers 3.87

Managers/directors 3.69

15. | need to learn new techniques to evaluate the needs of my clients. Care-givers 4.47
Front-line professionals 4.32

Program designers 3.80

Managers/directors 3.93

Source: own elaboration from sample data.

An initial approach suggests higher training needs in these three topics of the two first
categories: a) care-givers; and b) Front-line professionals. It seems these two
categories might behave similarly. The different training needs of the two professional

groups was confirmed by the participants interviewed in the phase 3.

As a result of the differences observed in table 6 (similar behaviour of the categories of

"Care-giver" and "Front-line professionals"), a new variable was created. The primary 4
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professional categories were transformed into 2 categories. The first category was
formed by grouping the former categories of "care-giver" and "front-line professionals"
and named "All front-line professionals”. The second category was formed grouping the
former categories of "program designers" and "managers", and was call "strategic

level". (Figure 5)

Figure 5. Transformation of categories of the variable "Professional categories”.

| Care-givers

All Front-line professionals }
| Front-line professionals
| Program designers

Strategic level ’
| Managers

Source: own elaboration.

In this case, ANOVA test did find significant differences between the means of the
two new professional categories and the dependent variable "mean 18 ITEMS"
(P=.030).

Table 7. ANOVA test output of the new two professional categories and the
variable "mean 18 ITEMS".

ANOVA

Suma de Media
cuadrados gl cuadratica F Sig

MEAMN_18_ITEMS Entre grupos 1768 1 1.768 4817 030

Dentro de grupos 45874 125 367
Total 47,642 126

Source: own elaboration from the sample data

There has been a general agreement among interviewers and participating
organizations (phase 3) that the more a professional is directly working with a person
with disabilities and is responsible to evaluate their needs or modify their conduct, the
more they would benefit from social marketing techniques and strategies.

Factor analysis
Factor analysis does confirm what has already been stated in the above paragraphs.

The test has revealed four underlying factors which can be easily associated with the

two new professional categories and their specific training needs (table 8 and 9).
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Table 8. SPSS’ factor extraction

Varianza total explicada

Autovalores iniciales Sumas de extraccién de cargas al cuadrado Sumas de rotaci6n de cargas al cuadrado
Componente Total % devarianza | % acumulado Total % devarianza | % acumulado Total % devarianza | % acumulado
1 7,948 44,158 44,158 7,948 44,158 44,158 4128 22,534 22,934
2 1,862 10,344 54,502 1,862 10,344 54,502 3,089 17,182 40,005
3 1177 6,541 61,043 1177 6,541 61,043 2,893 16,070 56,166
4 1,100 6,110 67,153 1,100 6,110 67,153 1,978 10,887 67,153
5 844 4,690 71,843
5 790 4,391 76,234
7 759 4218 80,452
8 510 2,835 83,287
a 492 2,731 86,018
10 439 2,440 88,458
1 393 2,181 a0,639
12 323 1,795 92,433
13 307 1,703 94,137
14 260 1,446 95,583
15 253 1,405 96,988
16 221 1,227 93,215
17 474 L9689 95,184
18 147 816 100,000

Método de extraccion: analisis de componentes principales.

Source: own elaboration from sample data

The items with a loading higher than .60 that cluster around the same factors suggest:

a) factor 1 represents "Understanding clients” behaviours";

b) factor 2 represents "stakeholders mapping";

c) factor 3 represents "Clients' value co-creation”;

d) factor 4 represents "Stakeholders' value co-creation".

Table 9. Underlying factors; items with loading higher than .60.

GROUP

ITEMS REPRESENTING THE FACTOR

Understanding
clients' behaviours
FRONT-LINE
PROFESSIONAL

I need to learn how to evaluate the factors that influence my clients behaviour.

I need to learn how to design interventions with the capacity to modify my clients dysfunctional
behaviours.

I need to learn how to design objectives and indicators to better measure my clients behaviour.

| need to learn how to use the objectives and indicators of the intervention programs.

| need to learn how to make subgroups with my clients according to their needs to provide more specific

interventions.

Stakeholders’
Mapping
STRATEGIC LEVEL

I need to learn how to classify my organization's stakeholders (key social actors).
I need to learn how to evaluate the expectations of our social key actors about the service we are offering
to the clients.

I need to learn how to evaluate and modify the image that the stakeholders have of our organization.

Clients' value co-
creation
FRONT-LINE
PROFESSIONAL

| need to improve my skills to communicate with my clients using different channels.

| need to learn new techniques to evaluate the needs of my clients.

Stakeholders' value
co-creation
STRATEGIC LEVEL

I need to learn how several organizations and companies (key social actors) could work together with the
common objective to satisfy the needs of my clients (final beneficiary)
| need to learn how to build long-term relationships with key social actors and organizations (different

services providers)

Source: own elaboration from sample data.
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The first and third factor ("understanding clients” behaviour" and "Clients value co-
creation™) would show the training needs of Front-line professionals, and the second
and fourth factor ("stakeholders mapping" and "stakeholders' value co-creation™") would

show the training needs of "strategic" staff.

"Understanding clients' behaviours" is considered the most important factor (44% of the
variance). It is represented by 5 items reflecting the professionals needs related to
understand, modify and evaluate clients” behaviours. The third factor "clients' value co-
creation” is also associated with this professional category, but having a slightly lower

priority than the first factor.

According to the opinions stated by the participants in the phase 3, the factor
"understanding client’s behaviours should have the highest priority when
starting to design specific training material or courses of SM for disability

professionals.

The other two factors have been named: "stakeholders' mapping" and "Stakeholders”
value co-creation". They address the needs of the second professional category

"strategic level".

As strategic staff has showed lower training needs in SM, these two factors are not
considered as relevant for the research as the two factors associated to the "All Front-
line professionals” category. This statement was generally supported by the

participants in the phase 3.
Training methodology

Finally, and related to the preferred pedagogical methodologies and percentage of
practical learning hours, 53.7% of the respondents stated "action learning" as the
preferred pedagogical methodology to take part in SM learning activities. This
methodology was closely followed by the methodology "case study" (49.3%). The Case
study methodology was also confirmed by interviewees in phase 3 to be the best
methodology to adapt SM strategies in the disability sector.

In addition, the respondents have showed a preference for practical learning contents.
The training and learning activities should have practical orientation, having at least

60% of practical learning hours.
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RQ4. Could the results of this research be the basis to develop SM educational

and training materials for the disability sector?
Yes, they could.

As stated at the end of "introduction” section, one of the objectives of this research is to
provide useful information to the community that can be used to develop innovative SM
educational and training materials specific for the disability sector.

This paper has pointed out that since the research was explained to the SM and
disability organizations (Pre-test phase), some of them decided to fully take part in all
the project phases and in future actions stemming from this research.

The phase 2 (Quantitative cross-cultural research) identified a set of training priorities
associated with SM, and the professionals interviewed in the phase 3 (Quantitative
results validation) confirmed these training needs, helping to transform them into two
practical working proposals.

The first proposal is already being used. Several European organizations (a Regional
Ministry of Valencia Region, a UK expert organization in SM, three Colleges, and
several European disability organizations) considered that the topic meets the eligibility
ERASMUSH+ criteria to apply for EU support (innovation, educational approach, social
inclusion, target group, participating organizations active in the educational sector,

European dimension to the problem and the proposal...)

As a result of this, a strategic partnership was formed and an ERASMUS+ proposal

was designed and submitted.

The proposal aims at improving the SM competences of the disability workforce and is

formed by three intellectual outputs:

1. A social marketing handbook. Educational contents to deliver a course of
SM. It can be used both by trainers to give the lessons and by disability
professional as a self-study book. It is divided into two sections: a) an
introduction to social marketing; b) four real disability case study solved using
SM techniques and strategies.

2. A social marketing case study pedagogical strategy. This is a systematic
method for supporting the acquisition of SM learning outcomes through the use

of the case-study methodology. The pedagogical strategy will be based on the
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adaptation of social marketing techniques and strategies to be used as a case-
study for disability professionals.

3. A social marketing MOOC COURSE. The most important SM training materials
and methodologies will be adapted and uploaded to one of the Universities'

platforms.

Finally, three participants in phase 3 suggested the idea of developing a "kind of a SM
resource centre". As a result, there have been discussions among participating
organizations about setting up in Valencia a SM non-profit organization aimed at: a)
developing SM techniques for the disability sector; b) capturing European funds; c) to
improve the image that society has about disability; and d) to launch social media

campaigns to prevent health problems in the target group.
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SM has evolved from a marketing-mix downstream approach to a mature discipline

5. CONCLUSIONS

able to tackle many of today's complex social challenges (Luca et Al., 2016) such as
those precisely affecting people with disabilities: quality of life (Zainuddin et al., 2017),
wellbeing, social welfare, working conditions, and social innovation (Lefebvre, 2012);

and sustainability (Tapp & Spotswood, 2013).

The SM concept, techniques and strategies are virtually unknown by the social service
workforce. Nevertheless, the research has found enough evidence to determine that
Social marketing has the potential to be better implemented in the social sector,

improving its capacity to tackle specific challenges.

This statement is based on three specific findings: a) both fields have in common some
social challenges and have similar ultimate goals which evolve around the concept of
"behavioural change"; b) both fields share some theoretical background and principles;
and c) the quantitative analysis indicates that disability professionals have specific
training priorities closely associated to SM techniques and strategies. These three

findings have been identified as "synergy creators" and explained below.

The first feature that might help to create synergies is the fact that both fields have the
common ultimate goal to support the behavioural change of a targeted audience to
improve their personal well-being. In addition, and crucial for both fields is to start their
social interventions with an assessment of the clients” needs in order to plan the

interventions.

To achieve this goal, Both fields also share similar principles and logic from which
they develop their social interventions. The most important similarities come from three
elements: a) the ecological model; b) the midstream level; and c) the SDL and the

value co-creation.

On the one hand, SM embraced the ecological model (Zainuddin et al., 2017
Truong, 2014; Wood, 2016; Brennan et al., 2016; and Luca et al., 2016;) to tackle the
complex problems that humanity is facing today. On the other hand, the disability
sector also embraced the ecological model, but in this case as a theoretical
framework to support the development and implementation of three disability key
concepts: a) the construct of "quality of life" (Brown et al., 2009; Buntix & Schalock,
2010; Schalock, 2004; Schalock et al.,2008; and Verdugo et al., 2012); b) the
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generation of the modern concept of disability; and c) the implementation of the

individualized support model.

The relevance of the Midstream level in SM to influence the clients” behaviour has
been discussed throughout the document, and is being supported by many authors
(Brenan et al., 2016; French et al., 2017; Luca et al., 2016; Wood, 2016...). The
relevance of midstream level in the disability sector comes from the fact that disability
organizations and their staff are one the most important elements of the client's
midstream level. It is believed that this justifies the disability professionals being the
most important target of this research and the key vehicle to implement SM in the
social sector. This statement is supported by many SM authors already mentioned in
this research (Domegan et al., 2013; French, et al., 2017; Luca et al., 2016; Russell-
Bennett, 2013; and Wood, 2016).

The third theoretical shared concept found by this research is the SDL and the value
co-creation. In this case, two key similarities between both sectors have been found
that both might also facilitate the implementation of SM in the social sector. Focusing
on the disability sector, the QoL model encourages the involvement of staff, families
and clients in the development of the interventions (value co-creation). In addition, the
competences taught to people with disabilities have always to be referred to "their daily
life situation" (Buntinx & Schalock, 2010), which is understood as a parallel concept of
"value-in-context" used by SDL.

The utmost importance to improve the competences of the social service workforce in
the European Union has also been proved by this research. In relation to the specific
training in the SM field, several authors suggest the benefits of improving staff
competences on SM before starting any intervention (Luca et al., 2016a; Russell-
Bennett et al., 2013; Wood, 2016).

The analysis of the quantitative data also confirms the conclusions obtained by the
qualitative data. The questionnaire respondents have showed to have high
professionals training needs associated to some SM techniques and strategies. In
addition, two groups of professionals with different SM training needs have been found:

“the front-line professionals" and "strategic staff".

Related to the professionals categories, the most important conclusion is that the more
a professional is directly working with a person with disabilities, the more they

would benefit from SM techniques and strategies.
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Training actions in SM should be primary addressed to front-line professionals such as
care-givers, occupational therapists, psychologists, social workers.... SM pedagogical
materials and training courses should be specifically developed for these professionals
and based on their real daily problems working with people with disability (case-study

methodology).

The SM training priorities of the front-line professionals can be grouped into two
categories (factors): a) "understanding client's behaviour"; and b) Clients value co-

creation.

The first factor is named "Understanding client's behaviours" and expresses the
following front-line professional training priorities: a) to understand and evaluate the
factors influencing the client’s behaviours; b) to evaluate the impact of interventions in
the clients” behaviours; and ¢) to design interventions with the capacity to modify
dysfunctional behaviours. The third factor is named "Clients' value co-creation" and
refers to two training priorities: a) to evaluate the needs together with the client; and b)

to improve skills which facilitate better communication with the clients.

The "strategic professionals" category has showed different and lower SM training
priorities. In this case, SM might help these professionals to improve their competences
linked with: a) the stakeholders mapping; b) to improve the image of the organization;

and c) to co-create value with the organization’s stakeholders.

All professional categories showed the same preference for practical learning courses,
with "action learning" and "case study" being the preferred pedagogical methodologies

to learn SM.

In addition, disability experts believe that SM could play three key roles in helping the
disability sector: a) to improve the image of the concept of disability: b) to launch
campaigns to prevent health problems in the target group; and c) to change society
and disability professionals' incorrect beliefs and attitudes towards the social inclusion

of people with disabilities.

But the research has also found that the disability sector has specific and different
methodologies and principles from SM. These differences might be considered as
barriers (synergy destroyers) that could prevent SM from being implemented in the
social sector. The two key differences are: a) the interventions in the disability sector

aimed at empowering clients to manage their own lives according to the self-
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determination principle; and b) professionals, client and family work together to agree
an intervention plan. Therefore, the behaviours to be modified are not usually
"imposed" by the macrosystem. In addition, negative disability sector attitudes towards

marketing (professional trespassing) have been found by the research.

Finally, to make the implementation of SM easier within the disability sector, this
discipline should take into account several techniques and evidence-based practices
already successfully being used in the disability sector such as the QoL, person-
centered planning or the individualized support model. In addition, the relationships
developed in the disability sector between front-line professionals (specifically care-
givers) and customers are unique, genuine and long-lasting. They might be

considered as a source for "value co-creation".

Finally, some know-how and evidence-based practices from the disability sector might

be also be adapted and used by SM practitioners to improve the SM field.

Research limitations

The most important research limitations come from the sampling method used and the

web-based self-administered questionnaire.

This research has used a non-probability sampling method. This means that the
organizations and professionals closer to the research team have been more likely to

be selected. This is considered as a sampling bias.

In addition, although the disability sector is an accurate representation of the social
sector, it is not the whole social sector. Future research should consider improving the
sampling method, adding other social sectors and types of organizations to the

sampling.

The use of web-based self-administered questionnaires have some limitations such as
the impossibility to contact the respondents before sending the questionnaire; the
difficulty for some professionals to access the questionnaire; the fact that the
respondent can only view a part of the questionnaire on their PC or Smartphone; or the

impossibility to know the non-response rate.
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It should be also taken into account the social desirability and acquiescence response

bias of the Likert-scale questionnaires.

Therefore, the findings of this research can not be generalized to the whole population

of the social sector.

Future lines of action.

Three areas have emerged from this work that may have the potential for further

research.

First, if the training initiative explained in RQ4 is eventually implemented, there will be a
need for further research to evaluate the effectiveness of the proposal (short and long
term). Research based on mixed methods using structured observation; focus groups;
the development and use of validated tools are not common in SM, but might be

considered as a way to evaluate this training proposal.

Second, The assessment of the needs of people with disabilities is considered to have
huge potential for further research. The development of tools and methodologies to
evaluate these specific needs; and the correlation that these needs have with the

training needs of the professional taking care of them should be explored.

Third, the beliefs and attitudes of the social services sector towards marketing have
been considered by this research to be a barrier to implement SM in the disability field.
Further research about this issue and the development of validated tools to assess

these beliefs might be appropriate.
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ANNEX 1. QUESTIONNAIRE: ENGLISH VERSION.

Training needs assessment for
professionals of the social

services
INSTRUCTIONS

This survey tries to identify the training needs of
professionals of the social sector in some specific areas.
The data will be only used for research purposes and to
develop free-to-use training materials.

Please, fill it if you are a professional, director, manager,
politician, civil servant, working in a public or private
organization of the social services (disability, immigration,
youth, volunteerism, international cooperation, elderly,
unemployment, domestic violence o any other type of
vulnerable group).

Your answers are anonymous. You can leave blank the
questions that you do not have a clear opinion.

If you are interested in receiving a copy of the
conclusions, write your email in the last question.

Thank you very muchl!

ano Trminiog reecds et et ek vt o P sl e rvices

1. 0. Country of residence
Mark onfy one oval

Belgium
| Bulgary
I Italy
I Portugal
| Spain
| Other

1

1. Age
Mark only ome oval.

18-30
3 3140
) 4150
) ‘54-7O

3. 2. Number of years of experience working as a
professional in the field of social services
Mark onfy one oval.

Less than 1 year

| Between 1 year and 3 years

More than 3 years

4_ 3. Currently working in an organization
Mark only one oval.

| Private
I Public
| <Joint organization {private and public)

Self-employed professional
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e e

Z. 4. Size of the organization or company You are
working for

Mark only one oval.

J

| From O to 5 workers

AR

From 6 to 10 workers

L

From 11 to S0 workers
I From S1 to 250

PR

AN

! More than 250

h,

E. 5. Choose the option that best suits your
professional category and duties

AMark only one oval.

::. Care-giver
{ ':. Frontline professionals: direct contact
intervention with the final beneficiaries (clients). (For
example: occupational therapists, educators,
employment mediators, nurses, psychologists___)

{ ) Program dewvelopers, coordinators or
technician staff not working every day with the final
beneficiaries. {For example: Professionals responsible
for designing and evaluating interventions programs)

1 Strategic level: Decision-takers, directors,_
politicians, managers. Management professionals,
executive directors, lawmakers, responsible for
approving policies and laws, and allocating budgets_

T Others

Training needs

PLEASE RATE THE FOLLOWING

TOPICS ACCORDING TO THE

IMPORTANCE TO RECEIVE

Fm ko ol A LI OIS O i TS T g L e L

IR

Trsiring reseds issesrent fof o ofebors of D socsel o

TRAINING IN YOUR CURRENT JOB
POSITION.

KEY CONCEPTS

"CLIENT"

Final beneficiary or user of the service. For example:
person with disability, immigrant person, unemployed
person or any other kind of vulnerable group._

"KEY SOCIAL ACTOR"

Organizations providing final services to the user. For
example: health departments, community-based services
{leizure time, employment, sports, social services.__.)
‘“YVocational training centres, employment agencies, local
MNGO"s, social enterprizes...

7.1. 1 need to learn how several organizations and
companies (key social actors) could work together
with the common objective to satisfy the needs of
my clients (final beneficiary)

Mark only one owval.

Mot Yy = TN ey Wery
important e e important

8. 2.1 need to learn how to build long-term
relationships with key social actors and
organizations (different services providers)
Mark only one owval.

Mot Y ™ P P Very
important — — M e important

it ko emgbe b il e TR DA BT MG O E A LA T Lt Ao
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Ao Thmkriog e et 1ol o (ol ormie of e socel wefvioms
9. 3. 1 need to learn how the interventions can be
designed between clients and professionals both
working together.
Mark only one oval.
1 2 3 4 =1
Mot E R N T Very
imporiant d - L ko . important
10. 4. | need to learn how to evaluate the factors that
influence my clients behaviour.
Mark only one oval.
1 2 3 4 5
Mot 7 N v Y - 7 \ Very
important 3 : : - important
11. 5. | need to learn how to evaluate the barriers
{Architectural, lack of supports...) in the
environment that prevent my clients from having a
positive behavioural change.
Mark onfy one oval.
1 2 3 e 5
Mot - Ty — s T erny
important k. rN k k - 4 important
Mot Trmitdng rmects o e o e ok o D vl e rvhoms
12, 6. | need to learn how to design interventions with
the capacity to modify my clients dysfunctional
behaviours.
Mark only one oval.
1 2 3 4 5
MNada r \ A r \ v - By
importante 4 — L 3 - - importante
13. 7. To learn how to design objectives and
indicators to better measure my clients behawviour.
Mark only one oval
1 2 3 4 S
MNada r . - & r v 7 \ ’ By
imporiants —_— ~* N’ ! importante
14. 8. I need to learn how to use the objectives and
indicators of the intervention programs
Mark only one oval
1 2 3 4 5
Mada 7 ~\ F y I \ By
importante - o g importante
15 9. I need to learn how to use the theories and
models of behaviour that explain human actions
{motivation theory, social cognitive theory, Health
belief model, Theory of planned behaviour...}
Mark only one oval
1 .3 3 4 5
Mada r P ~ P ¥, W My
importante ’ / — e — importante
et o, rogbe St s T R AR DT G S CHE e S A Y Lt L
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IRMD0TG Traitsng rreedts ot o e s ! e ol mefvions.

16. 10. | need to learn how to use qualitative and
quantitative techniques of gathering information
in order to design infervention programs.

Mark only one oval.

Nada ) # ~_ - - ~ Muy
importants 4 . o - i importante

17 11. 1 need to learn how to make subgroups with
my clients according to their needs to provide
more specific interventions.

Mark only one oval.

Mada e p o - ~ . | My
importante — - . B - s importante

1B8. 12. 1| need to learn how to evaluate the impact
{effect) of my interventions on the behaviour of
my clients.

Mark only one oval.

1 2 E ] 4 S
MNada ——, —— = . y  Muy
importante : : - 3 . - importante
18. 13. I need to learn how to implement good
practices from other sectors.
Mark onfy one owval.
1 2 3 4 S5
MNada F ~ " N - Muy
importante - . g g — importants
s S G e v T T o T e CLAF BRI D S, Ol S A Y il Tho
SRNO0MN Tty rromis et W o ofommsorinin of e s Sl wervices
20, 14, | need to improve my skills to communicate
with my clients using different channels.
Mark only one oval.
1 2 3 4 5
HMada ( . P 1 r Y - \ By
importante — — h e — importante
21.15. 1 need to learn new techniques to evaluate the
needs of my clients.
Mark onlfy cne owval.
1 2 3 4 E=
Mada 1 r \ 1 . v My
importante s el L ! e o importante
22 16. I need to learn how to classify my
organization"s stakeholders (key social actors).
Mark only cne owval.
1 2 3 4 5
Mada “ — y P — LI
importante e - - ~ — — importante
22.17. I need to learn how to evaluate the
expectations of our social key actors aboul the
service we are offering to the clients.
Mark only one oval.
1 2 3 4 =t
MNada .' = 7 ~ —, Muy
importante o e - et — importants
R A e T T T o WO e LA LT DS il oS A ey v Lt ano
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T reseets dsersent fof S Ofimeb ot of e sl e rviom

24 18. | need to learn how to evaluate and modify the
image that the stakeholders have of our
organization.

Mark only one oval.

Mada Ty — P o T BAuny

importante e ol e o’ et importante

25 419. About the topics you have rated above, select
one or two training methodologies you would
prefer (Choose only 1 or 2 options)

Tick all that apply-
|:| Online training

|:| Traditional classroom training: the teacher
condenses the training contents and delivers them to
the students in an organized way.

|:| Leciures: an expert explains the theorstical
aspects of a social topic with a Powerpoint as a wvisual
help. Students take notes or absorbk the information.

Action leaming: working in small groups of
arcound 6-5 people, meeting on regular bases, working
throwgh real social problems: reflexion followed by
action to resolve the prolkxlem.

|:| Case studies: description of a challenging real
social problem which its solution requires the
application of theoretical concepts, an analysis and to
take a decision.

|:| Group discussions: A trainer moderates an open

conversation (exchange of ideas) on a social topic
among the students.

e oo e AR BHLIT O St O E S AD g Lt

BTG

s g ¥t sty e W S et O] e i mavom

26. Please, select the percentage of theoretical &
practical concepts you would prefer to receive:

Mark only one oval
1 Only practical training
i Theoretical training 20%: and practical training

s0%%

, ) Theoretical training 40% and practical training
B0%

3 1 Equal proportion SO0%/S0%

: 1 Theaorstical training 80% and practical training
40%

{ 1 Theoretical training 80% and practical training
20%

Onfy theoretical training

27. If youw wish to receive a
report with the
conclusions of the
assessment, write your
email address or phone
numibernr

To finish, click on the "submit™
button. Thank you very much!!

Powrersd by
a Google Forms

75



Co-funded by the
Erasmus+ Programme [l
of the European Union

ANNEX 2. SPSS OUTPUTS

Descriptive stadistics of independent varaibles.

* X x
* *

* 4 *

Estadisticos
FROFESSIO
SECTOR_TE | TYPE_ORGA | SIZE_ORGAM | MAL_CATEG
AGE MNURE MIZATION IZATION ORY
M Yalido 136 136 136 136 137
Perdidos 1 1 1 1 0
AGE
Forcentaje Forcentaje
Frecuencia Forcentaje valico acumulado
Walido 18-30 16 11,7 11,8 11,8
31-40 33 241 243 36,0
41-50 43 31.4 31,6 67,6
51-70 44 321 32,4 100,0
Total 136 99,3 100,0
Ferdicos Sistema 1 7
Total 137 100,0
SECTOR_TENURE
Farcentaje Farcentaje
Frecuencia Porcentaje valido acumulado
walido Less_1_year 2 1,5 1,5 1,5
1_to_3_wyears 11 8.0 8.1 9.6
More_3_vyears 123 89,8 90,4 100,0
Total 136 99,3 100,0
Ferdicos Sistema 1 7
Total 137 100,0
TYPE_ORGANIZATION
Forcentaje Forcentaje
Frecuencia Porcentaje valido acumulado
Walido Private 42 30,7 30,9 30,9
Public 73 533 53,7 246
Mizx 21 15,3 15,4 100,0
Total 136 99,3 100,0
Ferdicos Sistema 1 7
Total 137 100,0
SIZE_ORGANIZATION
Forcentaje Forcentaje
Frecuencia Porcentaje valido acumulado
Walido 0-5 3 2.2 22 22
6-10 13 9.5 9.5 11,8
11-50 42 30,7 30,9 426
51-250 13 9.5 9.6 52,2
More250 65 47 .4 47,8 100,0
Total 136 98,3 1000
FPerdidos Sistema 1 7
Total 137 100,0
PROFESSIONAL _CATEGORY
Forcentaje Forcentaje
Frecuencia Forcentaje valido acumulado
walido o 3 2.2 2.2 2,2
CARE GIVER 17 12,4 12,4 146
FROMT-LIMNE 65 47 .4 47 .4 62,0
DESIGMERS 15 10,9 10,9 73,0
STRATEGIC LEVEL 30 21,9 21,9 949
OTHERS T 51 51 100,0
Total 137 100,0 100,0
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Desviacion
N Minimo Maximo Media estandar

ITEM_1 137 2 5 415 865
ITEM_2 136 1 5 11 883
ITEM_3 137 2 5 4,26 832
ITEM_4 137 1 5 446 83
ITEM_5 135 1 5 4,06 a76
ITEM_B 136 1 5 426 935
ITEM_7 13§ 1 5 408 955
ITEM_B 134 1 5 4,03 888
ITEM_S 134 1 5 3,96 a1
ITEM_10D 135 1 5 3,91 a58
ITEM_11 133 1 5 3,77 1,079
ITEM_12 136 1 5 424 910
ITEM_13 136 1 5 422 832
ITEM_14 134 1 5 410 933
ITEM_15 137 1 5 416 925
ITEM_16 133 1 5 3,61 952
ITEM_17 134 1 5 3,82 964
ITEM_18 135 1 5 376 988
MEAN_18_ITEMS 137 2,28 5,00 40624 60998
N valido (por lista) 126
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ANOVA test. Likert-Scale items and 4 professional categories

ANOVA
Suma de Media
cuadrados ql cuadratica F Sig.

MEAM_18_ITEMS  Entre grupos 2,278 3 A6 1,235 296
Dentro de grupos 48 325 131 369
Total 50,603 136

ITEM_1 Entre grupos 2136 3 A27 562 729
Dentro de grupos 99 G45 131 761
Total 101,781 136

ITEM_2 Entre grupos 2,680 3 536 678 G40
Dentro de grupos 102,665 130 L 7an0
Total 105,346 135

ITEM_3 Entre grupos 2667 3 513 735 5498
Dentro de grupos 91,491 131 698
Total 94 058 136

ITEM_4 Entre grupos 4183 5 839 1,223 302
Dentro de grupos 80,836 131 JGBE
Total 94029 136

ITEM_5 Entre grupos 10,787 5 2,157 2,384 042
Dentro de grupos 116,738 128 805
Total 127,526 134

ITEM_B Entre grupos 9123 5 1,825 21749 060
Dentro de grupos 108,870 130 837
Total 117,993 135

ITEM_7 Entre grupos 9 367 5 1,873 2144 064
Dentro de grupos 112,736 128 874
Total 122104 134

ITEM_B Entre grupos 2,014 a 403 501 J7h
Dentro de grupos 102,911 128 804
Total 104,825 133

ITEM_9 Entre grupos 8179 3 1,636 1,911 097
Dentro de grupos 109,552 128 856
Total 117,73 133

ITEM_10 Entre grupos 1,848 3 370 394 852
Dentro de grupos 121,085 129 838
Total 122,833 134

ITEM_11 Entre grupos 6,183 3 1,237 1,064 383
Dentro de grupos 147,581 127 1,162
Total 153,774 132

ITEM_12 Entre grupos 1,821 3 364 430 827
Dentro de grupos 109,995 130 846
Total 111,816 135

ITEM_13 Entre grupos 2,437 ] 487 6a7 627
Dentro de grupos 90,945 130 700
Total 93382 135

ITEM_14 Entre grupos 10,103 5 2,0 2,448 037
Dentro de grupos 105,636 128 825
Total 115,739 133

ITEM_15 Entre grupos 9369 5 1,874 2,292 049
Dentro de grupos 107,088 13 818
Total 116,467 136

ITEM_16 Entre grupos 2826 a B65 B14 Nt
Dentro de grupos 116,844 127 G20
Total 119,669 132

ITEM_17 Entre grupos 2,34 a 68 494 7en
Dentro de grupos 121,360 128 48
Total 123,701 133

ITEM_18 Entre grupos 3,842 3 768 780 566
Dentro de grupos 127,092 129 ag5
Total 130,833 134
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ANOVA test. Likert-Scale items and two professional categories

ANOVA
Suma de Media
cuadrados gl cuadratica F Sig.

MEAM_18_ITEMS Entre grupos 1,768 1 1,768 4817 030
Dentro de grupos 45874 125 367
Total 47 642 126

ITEM_1 Entre grupos 1589 1 1548 2149 640
Dentro de grupos 90,676 1256 725
Total 40,835 126

ITEM_2 Entre grupos 138 1 138 78 G674
Dentro de grupos 96,306 124 Tf7
Total 96,444 125

ITEM_3 Entre grupos 1,542 1 1,542 2,218 134
Dentro de grupos 86,883 1256 685
Total 88,425 126

ITEM_4 Entre grupos 1,226 1 1,226 1,858 75
Dentro de grupos 82 506 1256 JBE0
Total 83,732 126

ITEM_5 Entre grupos 7,980 1 7,980 8,481 004
Dentro de grupos 116732 123 A4
Total 123712 124

ITEM_B Entre grupos 2,756 1 2,756 3,707 056
Dentro de grupos 92173 124 743
Total 94,929 125

ITEM_7 Entre grupos 312 1 312 383 B3T
Dentro de grupos 100,376 123 16
Total 100,688 124

ITEM_B Entre grupos 460 1 JAE0 629 424
Dentro de grupos 89177 122 !
Total 89 637 123

ITEM_3 Entre grupos 4,672 1 4,672 5,380 022
Dentro de grupos 105833 122 868
Total 110,605 123

ITEM_10 Entre grupos 130 1 130 138 711
Dentro de grupos 116,302 123 46
Total 116,432 124

ITEM_11 Entra grupos 2128 1 21248 1,832 6T
Dentro de grupos 134418 122 1,102
Total 136,548 123

ITEM_12 Entre grupos 1,373 1 1,373 1,650 201
Dentro de grupos 103167 124 83z
Total 104,540 125

ITEM_13 Entra grupos 1,604 1 1,604 2,256 136
Centro de grupos 88,174 124 T
Total 849,778 125

ITEM_14 Entre grupos 8,687 1 8,587 10,577 ,001
Dentro de grupos 99 050 122 812
Total 107 637 123

ITEM_15 Entra grupos 6,276 1 6,276 8,242 005
Dentro de grupos 495188 125 762
Total 101,465 126

ITEM_16 Entre grupos 1,282 1 1,282 1,370 244
Dentro de grupos 114,187 121 44
Total 115,480 122

ITEM_17 Entra grupos ,0oo0 1 oo ,0oo ag4a
Dentro de grupos 113,959 122 934
Total 113,960 123

ITEM_18 Entre grupos 1,800 1 1,800 1,861 75
Dentro de grupos 119,000 123 JHET
Total 120,800 124
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* X x
*

* 4 *

Factor analysis for 18 likert-scale items

Varianza total explicada

Autovalares iniciales

Sumas de extraccian de cargas al cuadrado

Sumas de rotacién de cargas al cuadradao

Componente Total % devarianza | % acumulado Taotal % devarianza | % acumulado Total % de varianza | % acumulado
1 7,948 44,158 44158 7,948 44,158 44158 4128 22,934 22,934
2 1,862 10,344 54,502 1,862 10,344 54,502 3,089 17162 40,005
3 1177 6,541 61,043 1177 6,541 61,043 2,893 16,070 56,166
4 1100 6,110 67,153 1100 6110 67,153 1,978 10,887 67,153
5 644 4,690 71,843
6 790 1,391 76,234
7 759 4218 80,452
8 510 2,835 83,287
El 492 273 86,018
10 439 2,440 88,458
" ,393 2,181 90,639
12 323 1,795 92,433
13 307 1,703 94,137
14 260 1,446 95,583
15 253 1,405 96,988
16 221 1,227 98,215
17 74 969 99,184
18 147 816 100,000
Métoda de extraccién: andlisis de componentes principales
= a
Matriz de componente rotado
Componente
1 2 3 4

ITEM_1 839

ITEM_2 840

ITEM_3

ITEM_4 709

ITEM_3

ITEM_G 853

ITEM_7 839

ITEM_8B 780

ITEM_9

ITEM_10

ITEM_11 651

ITEM_12

ITEM_13

ITEM_14 786

ITEM_15 648

ITEM_16 a7

ITEM_17 761

ITEM_18 786

Método de extraccidn: analisis de componentes

principales.

Método de rotacidn: Varimax con normalizacidn Kaiser.

a. La rotacidn ha convergido en & iteraciones.
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