HAZ Committee notes held on 15th of February 2005.
Attendance: Gloria Travers (GT), Iris Brown (IB), Geraldine Quinn (GQ), Marco Inzani (MI), Sonia , Amna Mahmoud (AM), Jackie Collins (JC), Jagdish Patel (JP), Stephen Maingot (SM)

Apologies: Nan Tewari (NT), Judith Stanton (JS), Zach de Beer (ZdB), Judith Lockhart (JL), Phil Sealy (PS).

2.  Minutes and Matters Arising

a) No amendments.

b) Capacity building post – Denise Bobb was appointed as the new CBW and begins work on 1st March 05. Her job will be different from Jackie’s as we have updated the job description. The main roles Denise will carry out within the HAZ are the monitoring and allocation of small grants, the support for the capacity builders network and funders fair.

c) New accommodation – Denise will be based with the physical activity worker and TB worker in Challenge House with the Harlesden & Stonebridge Neighbourhood renewal team. We have taken the lease for one year at the cost of £5500 per annum

d) Judith Stanton has sent her apologies and we therefore have no further information on the issue of HIV testing 

e) Clementine  – Health Inequalities half day seminar at the Town Hall. There were very good speakers - Cathy Dalmeny, Tony Elleson and Judith Stanton. The aim was to look at how the council can work on health inequalities and what capacity is there within the council to meet their Public Service Agreement (PSA) targets.

IB – It was a shame it was only half a day as there was so much interest and people could have gone on longer.

CF – All the council seminars are half a day, this was one of a series and normally it is just for staff but we extended it for Health Inequalities. It really was as much as could be done but it was a good introductory event and it would be interesting to build on. Normally there are 2 speakers at these council events but we wanted to get 3 in. The speakers reflected national agenda and local agenda. Bringing the issue of food in separately was interesting because it is an area that the council has responsibility for.

MI – It got people in the council to begin to think about health inequalities and their responsibilities.

IB – what are plans for future work?

CI – In PSA’s there is a health inequality target and the restructuring of the council there will hopefully be a Health Inequality lead across the PCT and council. There was a planning group for the seminar and many of the people (health, council and community) who attended expressed the desire to continue to meet and share info and expertise on health inequalities work.

3.  Financial Report and 05/06 Provisional Budget 

3.1 Current budget and forecast for 05/06

JC took committee through budget – summary attached. JC has under spent on admin budget this year and has identified admin saves for next year.

HF – There is never a problem spending underspends in the community. There is a huge need for advocacy and this tends to be done on the cheap. GRIP are contracted to do translation but advocacy is different. Often GP’s or health and also council ask for this service. We need advocates even more than translators as they can advise as well as translate. Iraqi Welfare Association have become a college and have already trained 17 advocates using Renewal funding. They are not being used. If the HAZ invested in a pilot, the PCT could pick it up afterwards. Hanna suggested using the underspend should be used to pay the advocates to go out and attend appointments with patients. This will tackle health inequality issues of access.

MI – We do need to decide as a committee so we can make best use of funds.

GQ – We need to keep focus on health inequalities which the seminar helped us focus on

AM – There are other inequalities not just cancer / TB  / diabetes, agree with Hanna that there is a need regarding advocacy. Brent Refugee Forum are also looking into establishing translation as a social enterprise with the support of the HAZ project 

JC -  The problem with all these is that the need exists and is recognised by the tPCT  Directors but there is no money to pay for them in the new Local Delivery Plan (LDP). JC has discussed the mainstreaming of HAZ projects with relevant directors already for 2006/07 but there are serious restrictions facing the tPCT this year and next. The LDP stakeholders day showed clearly how many areas of potential growth there could be for the tPCT but the executive management team are having to decide priorities against the backdrop of fewer funds. Health Inequalities is itself a huge issue and the tPCT will have to tackle this from next year without the additional HAZ money.

If we ran a pilot we might discuss with Andrew Parker / Bashir about mainstreaming this work but while there is clearly a will to do it there will probably not be the money.  

GT – We need to be careful that we are being open, there could be a problem for people who sit on this committee being seen to look for funds from HAZ for schemes, even if they meet Health Inequalities, since other members of the community can’t come here to put their proposals. We must be (and be seen to be) fair.

JC – You also have to consider the capacity of HAZ team to manage or supervise any new projects – we already directly manage more than is realistically viable. We can bring in support but there are so few people available with the necessary skills, we were very lucky to have Meher working with us but she is no longer available. 

GQ – Need to be realistic about what we can do. This committee does have a role in looking out over our own perspectives and making a strategic decision on how to spend the money.

JP – Each organisation must look beyond what where they or what their community needs and take a view across all of the community.

JC – We will be having the annual HAZ conference this year on Health Inequalities. Building on from the Council seminar and looking at health inequalities in the PCT after HAZ. This may throw up work that should be taken on and will need money to implement – this may include more focussed evaluation work.

HF – Following the conference there’s no point in just having a report there must be a plan of action and a piece of work that comes out of it. 

CF – Planning group for seminar wanted a public sector network on health inequalities. e.g. environmental health, leisure, children’s, disability, refugees etc – understanding how each of these work together to address health inequalities across all of the contexts in which they work. It doesn’t always take resources – it’s sometimes about understanding how to best spend the money they already spend in the filter of health inequalities. 

GQ – an example of this was how GRIP were challenged by Brent Deaf People’s Group and how the PCT eventually understood this and changed the service specification to match the need.

JC - Commissioning in NHS has changed and will change more. The Government is insisting 15% of commissioning is in the Independent Sector – this includes the Voluntary and Community Sector.

3.2 – mainstreaming HAZ work

At this point it was decided to look at the future of HAZ work and some of the issues that might be raised through the HAZ conference later in the year as this may point us in the direction of how to use the available funding   

SM - What are key messages in term of HAZ model for dealing with health inequalities?

IB – HAZ listened and worked with community as equals.

GQ – HAZ offered freedom and support – it did not set limits. The public sector usually impose real barriers which the community cannot reach. The HAZ took a different approach by making it part of its work to help the community run projects, get money, understand how to use it properly and show evidence through monitoring.   

HF – HAZ allowed various communities to express and deliver need from within through developing groups and supporting the community sector. There have been opportunities to develop through there being small and large projects. Most funders are just funders but HAZ has been more because it has understood reaching the target groups is hard work and must be done through partnership with the community.

CF – The HAZ did work through an approach which has been popular but it needs to show evidence of changing health impacts. It is incredibly hard to show the impact on health inequalities as these are long term effects. We might believe that this work will have a real effect for individuals and the community in 20 years but how can we show it now ?

MI –  One of the really exciting things in HAZ has been the ability to be responsive and flexible. This sort of freedom to be able to get on with things and do work is not open to most of the public sector. It is also very challenging to the culture of the public sector which takes so long to change how it does things.

IB – HAZ has been let people make mistakes and let others try things out, if it failed it was ok but if it succeeded it should be mainstreamed. The tPCT can’t always do this because it has limited funds but why hasn’t the tPCT listened to the experience of the HAZ and found money to mainstream the things that have worked – especially how it relates to the community ?

JC believes the HAZ success is down to taking a CD approach but it is hard to show evidence of how this has effected health inequalities – we will look at this later.

CF – it is hard to provide evidence if there hasn’t been a baseline.

SM – we need to look at how the HAZ can show these things and maybe use some of the underspends in the next year to help prove this. We need to look at social figures – e.g. how to show effect of HAZ in someone getting a job 5 – 10 years down the line.

We also need to support the new network that CF referred to and try to get them to  shadow HAZ and carry this on after HAZ. 

CF – Whole health inequality agenda is huge – council can do some, but everyone has to work together in all the sectors to really have an impact on inequalities in Brent. The HAZ itself has only been able to look at a few areas, the idea of the network is to see:

Who is involved in health inequality work and how do they share and develop this work?

Summary and action points by Steve Maingot (Chair)

a) Key attributes of HAZ ought to be put in Update / newspapers etc.

b) People would like to see exit strategy for HAZ work in 

· quality support and encouragement

· monitoring and evaluation  

· planning, project management and facilitation of projects

· partnership work and attitude to community

· community development approach

c) Exit strategy from HAZ to Health Inequality committee / network to carry on the model of work.

d) Spring conference – aims and outcomes – to distill the work and success of HAZ, celebrating HAZ “essence” – presentation taking some of the evidence from the reports.

e) JC to go to tPCT board to present these ideas with on of the community reps from this committee

3.2 currently all spending is in line with budget and final HAZ budget will be ready for next committee meeting 

4.
HAZ Project Update

All six month monitoring reports were presented to the HAZ committee. There are a couple of projects that are running behind schedule but JC is keeping a close eye on these and working with the project leads to rectify the situation. The report also states the relevant Directorate for each project and reflects discussions held re:mainstreaming.  JC also apologised for the format of the report and will make sure the print is larger for next time.

5.
Community Development paper


JC presented the secong community dvelopemnt paper to the committee. She noted that last time people fewlt that it needed to have a more local focus so rather than re-designing the last paper this would stand as a second complimetary document.  The aims of the paper are to:

· Explain the drivers for a community development approach

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

· Give examples of local successes in using the community development approach 

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

· Make the case for the tPCT mainstreaming the approach in its work

Everyone agreed that the paper much better reflects the local context and shows how the tPCT could adopt the approach in its work. It also follows on from much of the discussion that we held earlier about the mainstreaming of the HAZ approach and should assist the tPCT Board in understanding the benefits of working through the community development model.

Action: JC to send out widely and receive feedback by next committee meeting

6.
HAZ supported events

JC explained that she intends to run several events in the coming months. The 3 steering groups agreed to hold events on TB, Cancer and Diabetes and we have selected a ‘roadshow’ model to take info out to the community in shopping centres, high streets etc using resources form the health promotion team and the HAZ projects.

We have already discussed the HAZ annual conference and JC has also been working with BIAS on an Irish health inequalities event in the summer.

All these events will take a lot of organising and JC would like to employ someone on a sessional basis to help with this additional workload  

Action: The committee agreed this was a good use of existing consultancy funds

7.  UPDATES

a) HF – 23rd February there is a health seminar on drug misuse in Muslim community in Dar Islam Centre in Cricklewood. 61 Ashcroft Road, 6 – 9pm in partnership with Drug Action Team focusing on youth and parents. Also, 12 week course on advocacy training will be beginning shortly.

b) AM - Islamic celebration week – 4 days,  3rd March – 12th March with Harlesden Library and RCO’s. Drug misuse, sexual health, cultured etc funded by NRF Stonebridge/ Harlesden.   

c) GT – Healthy Living Day on 7th July at Asda, Wembley Park. GT had been asked to do some work on Menopause but it has been extended to be a Women’s Health Day for women in Tenants Hall by Chalkhill. Also, GT has done Diabetes expert patient course and is beginning the ongoing support group in association with the PCT diabetes education team

d) GQ – 1st of December was young disabled and sesory impaired event at Town Hall – with discussions, workshops, evening was comedy and cabaret shows with disabled artists. JC presented the PDSI mapping that is going to happen.

The BADP development umbrella project has not secured funding past 25th March, everyone was very disappointed to hear this and wished Geraldine well in the future.

e) MI   -  Primary presentation strategy including health improvement

 -  Implement PH white paper

 -  Co-ordinate primary prevention in all sectors in Brent.

 -  Building on ‘Developing Health’ conference

 -  Working strategy will be ready for March for people for feedback / input.

f) CF – Last week in post, CF will be taking on some short term work within the PCT on review of Older Peoples Services.

CF post will be restructured. Council restructured proposal to have adult services and the Health Inequality post would link into this and to health through the Director of Public Health in tPCT.

Everyone thanked Clem for all her work and wished her well in the future

g)  JP - BIA are still running health check seminar and yoga classes are on-going.

There is a walking group for women on Weds and Thurs at Barham Park for 1 and ½  hours. BIA are temporarily based in Alperton.

h) AM informed everyone that Brent Community Netwrok has a temporary worker till March and will be losing Geraldine as LSP rep.

The committee were invited to attend the HAZ Lunch at the Wembley Plaza hotel directly after this meeting

The next meeting will be held on the 19th of April, 9.30 – 11.30,  Board Room at Brent tPCT

