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1. Introduction

1.1
Community development in Brent Health Action Zone

At the HAZ committee meeting of 30th November, I presented a paper on the ‘role of community development in health’. This had been requested following discussions at a previous meeting on what community development means in a health context.   

In Brent HAZ we have used the community development model to great effect, in the allocation of funds and the delivery of projects by HAZ staff. Whilst we can show evidence of the success of this approach anecdotally we now need to be able to show how this approach has helped meet our aims. Similarly, we need to make the case for mainstreaming this approach throughout the tPCT. 

In this second paper for the HAZ committee I hope to achieve the following aims.

1.2
Aims of this paper

· To explain the drivers for a community development approach

· To consider who ‘the community’ are, especially in relation to patient and public involvement 

· To give examples of local successes in using the community development approach 

· To consider opportunities and understand some of the benefits for the tPCT in adopting a community development approach and lastly,

· To make the case for the tPCT mainstreaming the approach in its work

1.3 
Definitions

Before attempting to do this it may help to clarify some definitions at this point. Community is here defined as “a group of people sharing a sense of belonging and identifying itself by a common denominator such as a common geographical area, language, religion, ethnicity, background etc.” 

Community development - “Community Development is about building active and sustainable communities based on social justice and mutual respect. It is about changing power structures to remove the barriers that prevent people from participating in the issues that affect their lives” 

Patient and Public Involvement – the Health & Social Care Act of 2001 (Sec 11) makes it the duty of PCT’s (and others) “to make arrangements with a view to securing, as respects health services for which they are responsible, the persons to whom those services are being or may be provided are, directly or through representatives, involved in and consulted on the planning and provision of those services, the development and consideration of proposals for changes in the way those services are provided and decisions to be made by that body affecting their operation of those services”

2. Government drivers for a community development approach

‘Patient and public involvement’ and ‘community engagement’ can take place at various levels but where it best reflects the community development model is when there is an acknowledgement of the right of the ‘community’ in taking part in the decisions that effect its members and finding the means for them to be actively involved in the solutions to improve their lives. 
There has been a move in this direction of travel in the eight year life of this government, most recently articulated in the Firm Foundations report that recognises that the government will only achieve many of it’s objectives if it fully involves citizens and communities including “adopting a community development approach accepting as a starting point the values on which community development is based” 
 

Using Arnstein’s model (Appendix A) the government has adopted the level of ‘degrees of citizen power’ as a guiding principle for the modernisation of public services and social cohesion programmes.  

This process can be seen as getting underway in the early years of the government. 

2.1 Acheson Enquiry and Health Action Zones

Health Action Zones were set up following the Acheson report
 into health inequalities. The enquiry concluded that inequalities in health were so great that the public sector 

alone could not reduce the gaps. A new and radical approach was required to tackle the enormity of the health inequalities agenda and in 1998 funding was allocated to local areas to test out new ideas and models of working. The HAZ’s were to be governed by local partnership boards of public, private and voluntary sector members and directed by seven principles:

· Achieving equity

· Engaging communities

· Working in partnership

· Engaging front line staff

· Taking an evidence based approach

· Developing a person centred approach to service delivery

· Taking a whole systems approach

· Information sharing, listening to the community, developing learning networks and public participation

Community development is both an approach and a model. Adopting a community development approach is a decision made out of principle that is then implemented through the use of tools guided by that principle. In the case of the Brent HAZ Board the view was taken that the relationship and involvement of the community in meeting the aims of the HAZ needed to be active and meaningful, this was to be achieved at all levels – through membership on the board, through allocation of funding and through the use of a community development approach across the work of the HAZ. In order to test out innovative approaches to tackling health inequalities, funding was allocated to delivery agents (i.e health authority, local authority or the voluntary and community sector (VCS) to run projects.  The HAZ board accepted that the voluntary and community sector had a critical role to play in reducing health inequalities and its funding decisions reflected this. The HAZ team were themselves responsible for some projects and these were delivered using a community a development approach e.g the capacity building project.

2.2
Community development drivers in the NHS – Patient and Public Involvement  

Within the NHS the driver for a community development approach is the patient and public involvement (PPI) agenda. Dating back from the National NHS Plan (2000), the Bristol Royal Infirmary Inquiry
, Shifting the balance of power (2001), Section 11 of the Health and Social Care Act 2001, Involving patients and the public in healthcare (Sept 2001) and Strengthening Accountability - guidance on involving patients and the public in healthcare (2003),  “the involvement of patients, carers and the public in health decision making is at the heart of the modernisation of the NHS”

2.3 Government drivers for NHS to work with the voluntary and community sector

Included in this approach by government is explicit reference to the NHS working with voluntary and community groups who play an important role in improving the health of local people. “We recognise that the VCS has an important role to play in helping the NHS achieve its aims. As independent not for profit organisations, they play a crucial role and act as pathfinders for involving users in designing and improving services, often acting as advocates for those who otherwise would have no voice. They help to reduce the effects of poverty, improve the quality of life and involve socially excluded groups for example refugees and asylum seekers”
 

3.
The ‘community’ context of Patient and Public Involvement  

Since the government have set down the duty of patient and the public involvement, it will be useful here to try to understand the contexts in which we might meet patients and the public in our local tPCT.  This will help to understand the variety of contexts in which community development should happen.

3.1
Individuals as members of communities

Individual patients, users and carers identify and relate to a variety of ‘communities’. While they may primarily identify themselves in terms of a particular culture, race and / or faith, they will also identify with others on the level of gender, disability, sexual orientation, age, social class, immigration status, neighbourhood, GP practice etc. 

In Brent, this is particularly true given the diversity of ‘individuals’ in the borough. 

Since the tPCT would never be able to truly understand the diversity of need and experiences of all those individuals who use its services it must engage the ‘public’ (community) to gain an understanding of groups of need and experience and to be able to get its messages out to all its patients.

3.2
Involvement with individual patients 

Not all ‘communities’ or individuals are automatically represented by or in touch with a community, voluntary or faith group. The tPCT uses the mechanisms of the council to reach out to the ‘community’ e.g  Area and User Consultative Forums, though it is accepted that those who attend these forums are unlikely to be from ‘hard to reach’ communities. Information can be disseminated to individuals through schools, council outlets, libraries, health outlets, local magazines and using the press.

The tPCT is also supporting the development of Practice based patient groups which will attract local people but there are issues with what motivates people to join a group like this and how much the group will reflect the spectrum of those on the practice list. Similarly the Patient and Public involvement Forums attract motivated people with a set of personal interests. (Interestingly one of the key methods of the PPI Forums to ensure they represent local people is to make contact with local community and voluntary sector groups and networks.) 

The User and Community Involvement team are working on setting up a User Bank of people interested in getting involved in the work or planning of the tPCT, through contact with the PALS service (Patient Advice & Liaison), or as patients of a particular service e.g diabetes expert patient programmes. This is an excellent way to engage individual patient perspectives. 

Everyone who chooses to get involved with the tPCT will have their own agenda, whether they are from the VCS or as individuals. Naturally there are problems for the tPCT  - are people who come forward really representative? ; who do they represent? ; how do you make sure that not only the views of the most outspoken or articulate are heard?  Clearly a range of involvement approaches are necessary to reach individual patients.

3.3
The Brent Voluntary and Community Sector

The VCS in Brent is well organised and very well networked. Like the tPCT there are never enough resources available for the needs identified and since there is no core funding stream for any organisation it is a constant struggle for each organisation to secure the money to continue its work.  A very large number of voluntary and community groups in Brent operate in the area of health and social care and this includes many projects set up within the faith communities, many of whom identify themselves as members of the community and voluntary sector.  The local NHS in Brent has a very strong history of partnership working with the voluntary and community sector and has seen the merit in funding the VCS through large and small grants for direct service provision or infrastructure support (and increasingly service level agreements for contracted services) in recognition of some of the unique ways the VCS has in assisting the health sector to meet its objectives. 

3.4
 Staff as community

It is worth at this stage considering the idea of the community inside the tPCT – i.e staff.  Perhaps one of the most under recognised and under utilised communities that the tPCT relates to.  For all those who are not met through one of the routes identified above the staff represent several opportunities:

a) Many of the staff are themselves residents in Brent and they and their families and neighbours are patients, users and carers

b) Front line staff, both clerical and clinicians are in daily contact with patients, users and carers

c) Most staff are highly committed to the principles of the NHS and would welcome the opportunity to be part of a process that makes the NHS more responsive, more able to meet need and enables people to be healthier, as well as creating a better environment for both patients and staff
4.
Community development approaches to the PPI contexts

What I would like to do is to know look at each of these contexts and apply a community development ‘filter’ to them. This will allow us to see how the HAZ and User and Community Involvement/ Health promotion team
 have applied a community development approach to work and raise some possibilities of how this could be extended.

4.1
Individuals as members of communities

Remembering that individuals relate to one or more ‘community’ at any time we can see how Community development will relate to those individuals in the community/ies in which they self define. 

The approach is to go to where those individuals are based and find out from them what it is that they want. While the tPCT will have its own agenda to meet the starting point is to make this clear but discuss with the community how both the aims of the tPCT and the community can be met. The relationship is open and both parties benefit.  

Examples of community development in understanding communities

· Community health development approach at Stonebridge -  set about building good working relationships with local people to ensure that health improvement and tackling health inequalities approaches were relevant and appropriate and enhancing this by enabling local people to lead and implement initiatives. Out of this came the Holistix programme. This programme developed a set of classes  that met local people concerns about personal safety, stress and mental well being and general health improvement through activities in self defence mixed with exercise and fitness, stress management and relaxation and health eating workshops.

· Smoking Cessation - using individuals to motivate others from their communities. There is no point in putting a smoking cessation clinic into a community hall and expecting it to succeed. Community development successes show that you need to find individuals who are willing to be involved, who can then identify what will work in their setting and with their community and then use these role models to motivate others.

· Health promotion targeting messages specifically designed for men in Kwik Fit, Barber shops, Betting offices, café’s, social clubs etc
· Cancer screening among religious communities – the uptake of breast and cervical screening is reported low among women from Muslim and Hindu communities in Brent.
 Religious leaders have yet to be fully engaged in encouraging women to attend screening or to bring screening units to places of worship

4.2 
Individuals as patients

In relationships with individuals a community development model would ask 

· how do we make the best use of these people? 

· are those that want to get involved able to find out how?  

· are those who are interested able to get on the level that they chose?  

· what skills / knowledge do they have?  how do we value these?  

· how can we help people develop them if they wish?  

· how do we keep them motivated to continue to be involved?  

· what do we offer in return for their involvement ? 

Whilst there is a duty on the tPCT to involve patients and the public there is no similar duty on the patients or public, this is not acknowledged within the health sector. The tPCT must consider why people would want to get involved and create an environment that encourages and values their contribution. The tPCT has been very good at involving people on a strategic level but not about thinking of other more creative ways that people might want to be involved.

Examples of community development with individuals

· Peer Education Project – Brent HAZ funded the peer education project in B&HHA. Individuals from the muslim and refugee communities trained as peer educators learning about accessing and understanding health services. The peer educators took their learning out into the community to share with others through workshops, at social and religious events and in every day contact with members of their communities.   

· Payment for involvement scheme - valuing and recognising the contribution of individual service users and carers who sit alongside paid staff in strategic planning  structures. The cost of this scheme will go up in proportion to the number of people using it but there are restrictions by the government on how much people can claim without it affecting their benefits.

· Iraqi Welfare Association Advocacy project have now established themselves as an accredited centre for health advocacy training, through a partnership arrangement with tPCT they could draw down charitable funding to match with a tPCT contract for advocacy services for patients

· Public Speaking, chairing meetings, taking minutes, award panels training – bringing individuals from the community into training courses offered within the health service to raise skills and level of involvement 

4.3 Community development in partnership with the VCS

The tPCT needs to understand the value of the VCS, it sometimes fails to recognise all of the aspects of the VCS and seems to be view it as rather one dimensional. This misses the opportunities available through closer partnership with the sector.

Aspects of the VCS to be recognised and valued by the tPCT

· The VCS is local and is therefore made up of patients, users, carers of the local health service through its staff, volunteers and management committee members. 

· The VCS are in touch with patients, users, carers and most importantly, those who live in Brent but do not / cannot access mainstream services 

· The VCS brings into the health and social care area several million pounds in external funding which the tPCT does not pay for but benefits from

· The VCS has developed in relation to need – groups respond to gaps in services and develop from within new communities meaning that the VCS is often at the front line of emerging need

· The VCS runs a range of services including advice, education, information, advocacy, clubs, care, support, housing, activities, primary prevention, health promotion, classes, workshops, conferences, social events – this gives them contact with many people who may not have regular contact with the health service as they are not ‘ill’.

· The VCS benefit from the freely given time of volunteers supporting the work of groups and adding value to health services

· The VCS are experts in their particular fields and in relation to the communities that they serve

· The VCS is flexible and operates across the day, evening and weekends

· The VCS is trusted by its users in a way that tPCT is not  

· The work of the VCS that impacts on the broader determinants of health and therefore reduces inequalities

Examples of community development with the VCS and future opportunities for growth:

Health & Race Forum Ethnic Elders project – using retired nurses to train VCS staff to carry out health checks in community settings (luncheon clubs, drop-in centres). Individuals were then supported by VCS staff to contact GP if problems were flagged up and relationships were build with local GP practices.

HAZ Capacity Building project  - to assist the voluntary and community sector in infrastructure development and funding support. The bid recognised that the health sector had a responsibility to assist organisations to develop their capacity, in order to raise the standard of services and be able to access funds from external agencies and grant making trusts. The capacity building worker developed many projects using the community development approach (Funders fair, H&R Forum skills audit, community chest, Brent community network, Brent community trust)

NWL Lesbian and Gay group – the group have been running for many years supported by a small number of committed individuals. While they were interested in bringing some health promotion and primary prevention work into the community they wanted to be able to maintain control of how this was done and not be dictated to by the fundholder.. The worker understood this and thereby built a partnership in line with a community development approach leading to the group incorporating additional health aspects to its programme and the tPCT reaching a community historically out if its reach

Supporting development and of umbrella organisations - Health, race & social care forum, Brent refugee forum, BrAVA, Brent community network, muslim health forum, multi faith forum

Future opportunities

· Culturally / religious specific services – e.g daycare, sheltered housing, catering

· Interpreting & translation services

· Employment & training opportunities in health &VCS for health & VCS staff

· Public relations -  a route into the ‘community’

· Bolting on primary prevention, screening, testing, patient surveys, patient experience focus groups etc to existing VCS programmes and training the VCS to deliver them

· Using the VCS to spend some of the 15% contracted to the Independent sector 

· Reaching individuals who experience health inequalities so as to reduce them (rather than raising health standards and actually increasing the gap (LHO 2004)

4.4
Staff as ‘community’ 

A community development approach would consider the staff as a distinct community and look at how to build a relationship that is not based solely on the employee / employer dynamic. Examples of this are explored elsewhere.

Opportunities

· Looking at the community as potential staff and using community routes, mentoring, apprenticeships, work placements, school placements, shadowing to recruit more staff from the local community as well as using events in the community to have recruitment information available. 

· Staff involvement in the-design of services (not only of their own)

· Staff feeling valued through achievement awards

· Staff released for community engagement, citizenship programmes, community based clinics and sessions in partnership with VCS

5.
Conclusion

Clearly the tPCT needs to identify as many ways as possible to be in touch with patients and the public. Some approaches will be useful for pieces of work e.g  the re-design of particular services or settings and other methods will be more suited to other needs e.g primary prevention among hard to reach communities.

5.1
Mainstreaming the community development function of the HAZ 

Nationally, while it is accepted that reducing health inequalities is a long term aim the interventions and models of working developed in health action zones have been acknowledged as setting the course for mainstream health services to follow.

In Brent HAZ we have promoted and utilised the community development approach to great effect, making inroads into reducing health inequalities through this model. We need to record some of these successes in this final year so that they are not lost but the best acknowledgment of our success would be to persuade the tPCT that the approach should be mainstreamed i.e continued and extended across the tPCT as part of its core function.

Let us go back to the beginning of this paper – the request by the HAZ committee to understand the role of community development in health as promoted by the HAZ.

“Community development is the process of change in neighbourhoods and communities. It aims to increase the effectiveness and extent of community action, community activity and agencies relationships with communities”.
  This would apply not only to the community and voluntary sector but to all the ways in which the tPCT relates to the ‘community’ either as individuals (users, carers, staff) and as groups (faith groups, disabled people, lesbian and gay people, older people, young people etc). It also applies to a wide variety of settings and geographical areas – work settings, neighbourhoods, localities).

5.2
Obstacles and barriers:

A key barrier to this approach might be seen as financial, but in fact the approach itself does not cost money, it takes a willingness to work in a different way and the use of existing resources according to the principle of partnership and shared resources.

The government patient and public involvement agenda drives this but applies pressures that do not enable the tPCT to meet such high minded ideals in its day to day operations or in its strategic planning. The argument against this may or may not be won nationally through the Sure Start programmes
 but the tPCT can take a long term view even if the outcomes cannot be seen immediately. 

The other way of looking at it is that if the tPCT does not adopt this approach now the outcomes will never be achieved and so many opportunities will have been lost to improve the health of local people.

The tPCT has adopted the Kennedy principles, it is already signed up to the Brent Compact, it has a PPI strategy, action plan and champions, it and is well ahead of many PCT’s in representation in joint planning structures and strategic committees  - but to make these meaningful the tPCT needs to understand the community development model and use it across the organisation.

The HAZ does have good relationship with the ‘community’ through the VCS networks and through projects that have benefited ‘individuals’. Obviously this was made easier by having funding and a remit to try new things and be innovative, but the approach of being willing to deliver projects out in the community using health service money, being willing to ‘let go’ and let others take the lead, understanding the pace the community can work at, sharing resources (not just money), skills, support and recognising the expertise that exists and valuing it, were all part of the approach that have made the relationship work.
  Money helps, but not all of it costs money, much of it is a willingness to work in that way. 

5.3
New Opportunities  


· The community could immediately assist the tPCT in meeting it’s core standards from National Standards, Local Action 2004 (particularly Domains 4,5 and 7) and also develop health services through this approach for the future. 

· Developing a genuine partnership with the community on the development of LIFT projects – current and planned – in order to make these hearts of the community jointly owned and utilised by health and the community.

· Since 15% of commissioning must now be in the independent sector there is no reason why the PCT should not aim to commission this in the next few years from the voluntary and community sector rather than the private sector, this would make use of local expertise as well making an investment in the local community. 

The tPCT needs to make a leap of understanding to see the potential gains in working with the community as a genuine partner. Community development determines that partnership arrangements cannot be paternalistic, picked up and dropped depending on what is expedient at the time, partnerships should genuine, equal and transparent with both partners being open to change, criticism and compromise –it is the commitment to work together towards shared aims that holds the partnership together.

The HAZ is not unique in working in this way within the health sector but the tPCT will be losing that asset and relationship next year.  This paper is a request to take on the experience of the HAZ to benefit the tPCT and the community in meeting the shared aims.
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However, it should be remembered that when Brent HAZ began, the community felt that they did not have fair access to funding streams and many of the early HAZ projects were in fact successful bids by Brent & Harrow Health Authority (BHHA) and Brent Council. It was in response to this that the HAZ funded the post of Capacity Building worker to assist the voluntary and community sector in infrastructure development and funding support. This post was placed within the User and Community Involvement team through a joint bid by the Health Authority and Community Health Council. The theory being that the health sector itself had a responsibility to assist organisations to develop their capacity, in order to raise the standard of services and be able to access funds to support their work - from the health sector but also external funding agencies and grant making trusts. 
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