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Healthy Communities: Meeting the Shared Challenge
Four CHEX Regional Networking Events

1. Introduction

Healthy Communities: Meeting the Shared Challengei s a national

support programme which aims to promote and develop a community-
led approach to health improvement. The programme supports local
partnerships to strengthen the ways in which commun ity-led health

improvement is understood, planned for and supporte d as part of their
overall approach to improving health and wellbeing.

Meeting the Shared Challenge is delivered by the Sc  ottish Community
Development Centre (SCDC) and the Community Health ~ Exchange
(CHEX), on behalf of NHS Health Scotland and the Sc  ottish Government.

During late summer and autumn 2009, CHEX organised four regional
networking events aimed at sharing lessons so far on the engagement of
community and voluntary sector organisations with the programme.

The events were aimed at community and voluntary sector organisations and
their statutory partners to build on their involvement in the programme and
provide an opportunity to share learning from across the country on:

raising awareness of community-led health

evidencing community-led health through case studies

taking community-led health forward into local health improvement
planning structures

strengthening partnership support for community-led health

The events attracted more than 90 participants from across Scotland.
1.1  Methods used at the events

Story Dialogue was used at all the events to
reflect on experiences of partnership working
and Meeting the Shared Challenge
programme activities and to inform
discussions of future practice.

This method of practice input brings to life the
work undertaken, helps to tease out the
subtleties in learning exchange and supports
participants to ‘listen with a purpose’.

When using Story Dialogue a ‘generative
theme’ is chosen as the focus of the listening
and learning. In these events the theme was
‘What supports community-led health
initiatives in health improvement planning?’

Step Forward Circle Game



Done well, Story Dialogue is extremely stimulating and we were fortunate in
having excellent ‘story tellers’ and ‘stories’ at each of the events.

Small group discussions followed the Story Dialogue inputs. This involved
small groups of 3-5 people exploring the significance of what they have heard
and capturing the key themes that emerged from their discussion on cards.

Wider group discussion included all participants and the points raised were
captured on flipchart by the facilitators.

Step Forward Circle Game

Each event kicked off with a brief interactive session, whereby participants
were asked to introduce themselves, quickly followed by the ‘Step Forward
Circle Game’ — a fun opportunity to find out a bit more about each other.

Facilitation of the events was provided by Janet Muir, Head of Programmes,
SCDC and CHEX Manager, and Elspeth Gracey, Development Manager of
CHEX. CHEX's role within Meeting the Shared Challenge has been to
support the involvement of the community and voluntary sector. Colleagues at
the Scottish Community Development Centre (SCDC) have had lead
responsibility for the programme; promoting and supporting public sector
agencies to embed the programme within strategic health planning structures.

1.2  Background and lessons from the Meeting the Sha  red Challenge
programme

Janet Muir provided participants at the events with the background to the
programme and talked about the lessons so far. The Meeting the Shared
Challenge programme is designed to support community-led health and to
encourage its strategic incorporation into health improvement planning.

Community -led heath — definition:

Community-led health is concerned with the community as the focus of,
and mechanism for, change, rather than the community as a setting for
health practice. This makes it fundamentally different from the provision of
community-based health services, and different from the participation of
communities in pre-determined health initiatives.

The programme is now in its second year. The work is guided by a National
Reference Group, chaired by Kathy O’Neil, General Manager of
Clackmannanshire Community Health Partnership (CHP) with a membership
drawn from a range of public sector agencies, community and voluntary sector
organisations both at a national and local level.



The anticipated outcomes for the second year of the programme (2009/2010)
are:

Consolidating support via the programme

Pulling together national materials for general dissemination
Internal evaluation — sharing ongoing lessons

Preparation for the national conference in February 2010
Preparation for exit strategies for each area.

The year 2 programme is designed to be delivered at the level of Community
Health Partnership (CHP) areas across Scotland.

Approaches have varied depending on need and have included:

Local engagement and awareness-raising events
Supporting the development of local strategy
Supporting practice

Supporting partnership working

Activities have also been developed according to need, varying from case
studies and use of the community-led health logic model to a social capital
tool kit and regional conferences.

Internal evaluation, including case studies in 4 areas, by an independent
consultant highlights a number of lessons so far.

A more comprehensive account of the programme to date is available in
Appendix i .



2. Inverness Event

This event was held at SCVO'’s Fairways
House, Inverness on 17" August 2009 and
was attended by seventeen participants,
mainly from Highlands, Islands, Moray and
Aberdeenshire, 60% of whom were from the
community and voluntary sector, 20% from
NHS and 20% from local authorities and 10%
from a national intermediary body.

2.1  Fiona’'s Story Fairways House, Inverness

We are grateful to Fiona Murray from the Community Health Partnership,
South Aberdeenshire who travelled from Stonehaven to Inverness to be our
storyteller for this event.

Fiona shared her experience of organising a series of awareness raising
events which it was hoped would ensure high levels of community
engagement as part of the Meeting the Shared Challenge programme in her
area. It was hoped that these events would also strengthen local partnerships.

Fiona provided a very forthright explanation of what happened, the rationale
for their approach to these events and the challenges, constraints and
learning that she had experienced.

Summarising the lessons learned, she spoke of the challenges of recurrent
changes in personnel involved in event planning which led to a feeling that
events 'had to happen' and the planning of events ended up being rushed.
The invites for the event were endorsed by senior management in CHP and
Local Authority however although it was good to have this level of support it
did lead to confusion with staff and resulted in an atmosphere of a ‘three line
whip’ in relation to staff involvement, which contributed to staff coming to
events but not necessarily knowing why they were there!

She spoke of the irony that although the events were designed to highlight
‘community-led health’ the community was not involved in the planning.

“We thought by inviting the community to OUR event we were
engaging with the community but the workshops should have been
community-led and therefore the community should have been involved
in the planning”

She spoke of the NHS needing “to get our own house in order”. She
highlighted the use of jargon in the programme for the events which meant
that even some professional staff couldn’t understand it all.



In retrospect Fiona realised that the timing of the events, the jargon-laden
information and the lack of community involvement in the planning were key
barriers to fuller participation.

Her final reflection was:

“We need to ensure that NHS staff have the skills and knowledge to
take forward community-led health”

2.2  Key themes that emerged from the Inverness even t

Community-led health; starting where people are at
This includes timing of events, inclusion in planning, de-jargonising
language

Understanding of health
i.e. that health is not health services or illness but ‘wellness’

Planning
Being aware of what already exists
Including all stakeholders at the earliest stage
Ensuring that staff have appropriate skills to be inclusive

Impact
Understanding that a community-led
approach can meet a diverse range of
agendas

Language and jargon
- The need for common understanding
of terms
The understanding that jargon can
exclude people

2.3 Evaluation of Inverness Event Group discussion Inverness

Although the majority of people who came to this event were not involved in
the Meeting the Shared Challenge programme and many came solely to gain
information about the programme, of the 14 out of 17 participants who
returned evaluation forms 100% felt that the event outcomes were fully or
partly met for 3 out of the 4 outcomes. Namely:

Participants have an enhanced understanding of the ‘Healthy
communities: Meeting the Shared Challenge’ programme
Participants have been provided with an opportunity to network
Participants have been provided with an opportunity to share learning



The fourth outcome:

Participants better understand how the programme supports sectors
coming together,

was fully met for 8/14 respondents or partly met for 3 out of the 14
respondents (i.e. fully or partly met by 79%) and not met for 3/14 respondents.

The fact that most people were not participants in the Meeting the Shared
Challenge programme was reflected in some evaluation comments:

“People in my group didn’t have the knowledge needed to answer the
guestions”

“Being asked to comment on the programme when | really didn’t know
much about it

Describing key learning points from the event one participant said,
“How to get support on this agenda”
“Story telling session very informative: - planning and implementation”
“Fuller understanding of community-led health initiatives”
“Use of specific terms and understanding e.g. health, community-led”
Key learning for one local authority participant was:
“Involving the voluntary sector more”

We asked, ‘What was the most useful part of
the day and why?’

“Facilitated discussion on community-
led health and Meeting the Shared
Challenge”

The Inverness event was the first of the 4
events and provided valuable feedback for
the remaining 3 events. We amended the
initial presentation from a PowerPoint to a -
Story Dialogue session and we also Material generated during the event
amended the evaluation form to include

additional questions for future events.

For fuller information of the material generated during the Inverness event,
see Appendix ii .



Healthy Communities: Meeting the Shared Challenge
Four CHEX Regional Networking Events

3. Dundee Event

This event was held at the SHORE
Youth Initiative in central Dundee on
25" August 2009. It was attended by
19 people who came primarily from
Dundee but also from Perth and
Kinross, Aberdeenshire and North
Lanarkshire.

Six (32%) participants came from the
community and voluntary sector, 13
(68%) from statutory agencies (5 from
Local authorities, 5 from the NHS and
3 from strategic agencies).

== A E——
The Corner youth initiative, Dundee

3.1 Tom'’s story

Tom Garnett of the Dundee Association of Mental Health kindly agreed to
provide the practice input for this event.

Tom spoke about the importance of building trust in partnership working.

He spoke about really getting to know people and understanding local issues
and barriers e.g. “don’t do things in Cupar, Angus on a Thursday because
people stay at home to catch the fish van!”.

He spoke of the importance of people’s stories.

He referred to Harry Burns, Chief Medical Officer for Scotland, as an ally for
tackling health inequalities and the importance of national recognition for this.
He felt that it is important that CHEX gets national support for its work.

He used the expression “catching the wave can energise people” particularly if
a person has previously been excluded and they are then included “this can
be very energising”.

In the field of mental health work he made reference to learned or taught
‘helplessness’.

Tom said that he had found that Meeting the Shared Challenge “refreshes the
energy levels” it is about “joining up the dots — we are the dots”, “It's up to us
to share tasks and do it together”.

“There needs to be a move from deficit/illness perspective to seeing what
people have to offer”.



3.2 Key themes that emerged from the Dundee event

Strategic Influence
- The importance of influencing at all strategic levels local and national
A national programme gives local projects something to ‘hang their
hook on’
Need to articulate the complementary roles of social and medical
models of health
Need recognition that different levels of community organisation can
lead to involvement in strategic development and health improvement
planning
The role of the Single Outcome Agreement (SOA):
“Challenging social injustice in Dundee — yes rippling effect to
other initiatives. But not explicit in SOA Delivery Plan — it is valued
as a much ‘harder’ output”
Another example; West Lothian’s SOA identifies community
engagement in relation to its health improvement priorities.

Organisational

- Terminology and language can be a barrier
Its about health and not health services
The effect of the financial environment and the
vulnerability of the community-led sector
Relationships in partnership processes are
important — need for processes and tools that
contribute to and strengthen structural change
Who are the drivers for cultural changes?
Statutory sector want to take forward their

. . . . fhue ot THE Chaese

agenda, community groups are interesting in e
doing something that directly affects them e.g. G ’.L.R s
changes to services i

. . e ey . il il
Links to other national initiatives e.g. Equally ripontl
Well, Keep Well

.. '*“I;‘:: )
Communities | i
. ‘C_ommunities’ are not necessarily united this Material generated at

raises issues of who leads? Who should be Dundee event

involved? Representativeness and accountability
within communities themselves
Importance of ‘connectors’ between communities and public sector
agencies
How involved do communities want to be?
Communities need support to do project which are important to them
Difficult for people in ‘marginalised’ communities
Where is the support for community-led health at the local level
Community workers
Community centres
Community councils
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Impact
Practical examples sell community-led health
Apparently simple evidence can have a big impact e.g. people’s stories
If it's not explicit how can you track effect and impact?
Ongoing tension between doing the work and demonstrating the impact
Need case studies
Use Learning, Evaluation and Planning (LEAP)
Logic model very useful; lays it all out

So what does this all mean for community-led health ?
Where do communities get support for their involvement?
If money comes from the mainstream — how do you ensure your work
is community-led?
WHO (World Health Organisation) advocates community
empowerment in the sustainable development of health improvement
See WHO website http://www.who.int/en/
Implications of shifting power balance for statutory agencies in
particular
e.g. “Community development is important because community
decides what'’s important — a shift from professionals deciding”

The need for practical guidance
- Practical advice
Practical guidance
Practical examples e.g. hearing from groups themselves
Social Capital Toolkit

3.3  Evaluation of Dundee Event
Evaluation for this event showed that 14 of the 19 participants who returned
evaluation forms considered the event ‘interesting and informative’.

Today’s event: Excellent Fair Poor

Was interesting and informative 3 7 4 0 0

Statutory partners appreciated the opportunity to gain insight into community-
led health.

For one CHP participant the most useful part of the day was,
“Having the opportunity to reflect and learn from others. It enabled me
to focus on the different approaches to community-led health. | have a
better understanding of community-led health”.

Another CHP participant said that their key learning was,

“Need all partners on board and especially our local communities to
ensure that community-led health is real and not just lip service”.
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Healthy Communities: Meeting the Shared Challenge
Four CHEX Regional Networking Events

Participants in Dundee discussion group

Another NHS colleague said the key learning for them was,

“That statutory bodies and community/voluntary sector do have a
shared understanding. They have more in common than we think and
focusing people on this and a shared outcome will help achieve
community-led health”

A community/voluntary sector participant echoes some of their statutory
colleagues views when responding to ‘What was the most useful part of the
day and why?’.

“All the discussion, with different viewpoints and perspectives was very
useful”

Another participant from a local authority highlighted the value of story
dialogue in their response to the same question:

“Small group discussions and hearing Janet and Tom’s stories”

For fuller information of the material generated during the Dundee event, see
Appendix iii .
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Healthy Communities: Meeting the Shared Challenge
Four CHEX Regional Networking Events

4.  Edinburgh Event

This event was held at the ‘Melting Pot’ Rose St, Edinburgh on 10"
September 2009 and was attended by 25 participants, primarily from
Edinburgh and the Lothians, but also from Forth Valley, Fife, the Scottish
Borders and Lochgilphead.

There werel5 (60%) participants from the community and voluntary sector
and 10 (40%) from the statutory sector (5 from NHS, 3 from local authorities
and 2 from strategic organisations).

4.1 Margaret's and Wendy's Stories

Margaret Smail is a Community Learning
and Development Worker with Borders
Council who was commissioned by her
NHS colleagues to highlight 5 community-
led health projects in the Borders and to
make a DVD to showcase the work being
done by these projects. ‘re: discover
Borders’, a Health in Mind/Borders
Voluntary Community Care Forum
(BVCCF) project was one of those
highlighted in the DVD. ‘re:discover
Borders’ is a recovery focused befriending
project aiming to support adults who have
become isolated through experiencing
mental health difficulties.

Margaret spoke about working with this
group, and the challenges involved in
supporting members of the group in the
making of the DVD.

The venue for the Edinburgh event

Wendy Bates, a project manager for

Health in Mind, then told us about her experience of being involved in this
project and how the DVD has subsequently been used as a promotional tool
for her organisation at events where they have wanted to illustrate their work,
as a training tool to recruit new volunteers and to encourage new service
users into the project. It has also been used by BVCCEF in ‘recovery’ training
for mental health professionals.

The DVD was shown during the networking lunch at the end of the event.
4.2  Key themes that emerged from the Edinburgh even  t
Community-led health message

Need to be more effective at ensuring it reaches those who are
sceptical about the approach.

13



Healthy Communities: Meeting the Shared Challenge
Four CHEX Regional Networking Events

Appropriate training:
e.g. Health Scotland’s ‘Improving Health — Effective Practice’
Community engagement training with decision makers e.g.
National Standards for Community Engagement
The use of the Social Capital Toolkit
Terminology “how can we help people to understand the holistic
meaning of health and not just illness?”
Some statutory agencies still need to be convinced of the benefits.

Influencing health planning

- Health planning structures need to hear community voices, especially
from those that are seldom heard.
Need to find really effective ways to communicate people’s experiences
to decision-makers and back to the wider community.
Need for commitment to long term change to involve communities in
decision-making.
Strategies must provide opportunities for communities to have an
effective voice.
How do we deal with conflicting priorities between statutory agencies
and community and voluntary organisation?

Impact
Evaluation methods need to be
appropriate and meaningful.
Contributions from voluntary
organisations need to be collated.

Resources and support
Must be an equality of distribution
of resources between community
and voluntary organisations which
is transparent to all.
There is the ‘bigger issue’ of
finance restraining capacity.
Need to support involvement of
communities and also involvement
of statutory bodies.

Discussion group Edinburgh

14



4.3 Evaluation of the Edinburgh Event

Evaluation for this event showed that 20 of the 25 participants who completed
evaluation forms considered this event to be interesting and informative.

Today’s event: Excellent Fair Poor

Was interesting and informative 6 9 5 0 0

An NHS participant found the most useful part of the session was,
“Group work and interaction, rather than being passive”
An action that an NHS participant undertook to take following this event was,

“To increase ‘community development’ understanding within the public
sector”

A ‘community or voluntary sector’ participant said the most useful part was,

“Story about real people’s health
improvements. Understanding the
importance of promoting health benefits
within my organisation”

Another ‘community or voluntary sector’ participant
in answer to the same question said:

“Meeting other people — taking time to focus
on what helps / could help develop and
strengthen community-led health initiatives”

An NHS participant describing what action they
would try to take following the event said:

“Look at how we in the NHS lobby for o o
support to CVS to participate” Participants in Edinburgh

Under ‘any other comments’ one participant expressed general satisfaction
with the event:

“Well co-ordinated to make networking and discussion easier. Thank
you'll

For fuller information of the material generated during the Edinburgh event,
see Appendix iv .
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5.  Glasgow Event

This event was held at the STUC building in
the Woodlands area of Glasgow on 1%
October 2009. It was attended by 30
participants, primarily from Glasgow and
surrounding area but also attracted
participants from Argyle and Bute,
Lanarkshire and Inverclyde.

18 (60%) people came from community or
voluntary sector organisations and 12 (40%)
from statutory agencies (8 from the NHS, 2
from Local Authorities, 1 from a regeneration
organisation and 1 from a national agency).

5.1 Martin’s story

The practice input for this session was
provided by Martin Coyle who is the Co-
ordinator of Kingsway Court Health and
Wellbeing Centre, in Glasgow.

STUC Centre, Glasgow
Martin’s story began with a description of an
effective partnership initiative which provided free passes to local leisure
centres for users of his organisation’s services. He then went on to describe
how the initiative became a victim of its own success whereby the passes
were used to such an extent that the leisure centres began a process of
blocking the use of the passes. This led ultimately to the breakdown of the
partnership arrangement and withdrawal of the passes.

We are grateful to Martin for this very honest input which provided the
stimulus for discussion around what constitutes effect partnership working.

5.2  Key themes that emerged from the Glasgow Event
Partnership working

It is essential to have clear shared vision, understanding and
objectives.

Need more recognition of community and voluntary sector contribution

“although there is recognition it does not translate into collaborative
action and resources”.

Needs time to build trust and relationships.

Community and Voluntary organisations experience being treated as
unequal partners

Procedures for dealing with conflict should be agreed in advance
Onus on people with power to recognise contributions of others.

16



Clarity of benefits to all partners — each partner puts something in, each
gains something.

Accountability.

The processes are important — need to develop more effective
collaborative practices.

Understanding on all sides what you trying to achieve — using the same
language.

Strateglc Development
Needs to be special consideration and additional support given to the
needs of different groups.
Community and voluntary sector organisations need to consolidate
meaningful channels into Single Outcome Agreements (SOAS) to
ensure their contribution is taken seriously and reflected in priorities.
Agreement across the levels in statutory organisation — are SOAs the
drivers? Budget focus versus value — helping statutory organisations
meet their SOA.
Processes need to consistently include community and voluntary sector
organisations.
Community Planning Partnerships (CPPs) are not seeing the wider
picture regarding external factor affecting community/voluntary
organisations.
Getting more effective engagement with local decision-makers.

Evidence/impact
- Need to develop effective and meaningful systems of evaluation with
outcomes from evaluation being used to influence ongoing
developments on community-led health.
Evidencing soft outcomes.
Economic benefits.
Need to convince others.

Resources/support
Commitment and resources needed to build meaningful collaboration
between community and voluntary sector organisation and statutory
sector agencies.
Even with strong evidence base, community/voluntary organisations
need more support/recognition and resources.
Equalities training for front line staff in all agencies.
Access funding which recognises skills and knowledge in communities.

17



5.3  Evaluation of the Glasgow Event

Evaluation for this event showed that 28 of the 29 participants who completed
evaluation forms considered this event to be ‘interesting and informative’.

Today’s event: Excellent Fair Poor

Was interesting and informative 4 18 6 1 0

Answering “What was the most useful part of the day and why?” one
‘community and voluntary sector’ participant responded with:

“Storytelling/discussions...relevant to myself and the issues in general.
It gets to the heart of communication barriers, power, and partnership”

Other participants from the ‘community
and voluntary sector’ in response to
the same question said:

“Find out about how my work
could support colleagues from
other organisations — as alll
working to the same agenda”

“Everyone has the same
challenge giving you a sense
that you’re not alone in your
struggle to be heard and
valued Participants at the Glasgow venue
An NHS participant’s response:

“Hearing about challenges and successes of community/voluntary
organisations”

Key learning from the event for one NHS participant was recorded as,

“Generally all organisations wanted better links/networks and support
with the statutory organisations”.

For fuller information of the material generated during the Glasgow event. see
Appendix v .
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6. Common themes and lessons learned

What follows are the recurring themes identified by participants at these 4
events. They are listed under the Healthy Communities Meeting the Shared
Challenge programme aims. Statements in quotation marks come directly
from participants.

Programme aim 1: To develop clarity and understandi ng between all
partners on the broad purpose of community—led heal th improvement,
and its implications at local level.

Many challenges remain around shared understanding of community-led
health.

Terminology/Language in relation to this understanding remains an issue.
Common comments at the regional events:

“Terminology and language barrier”
“The definition and understanding of community-led health”
“Community-led or community involvement”

“Blurred lines between community-led health and community
engagement”

‘health’ doesn’t mean ‘health services’ remains an issue.

‘Champions’ was also a recurring theme. Community and voluntary sector
organisations seek ways of “getting our message across”. Influence in
decision making processes is clearly identified as an area needing to be
strengthened. Small organisations don’t always have the capacity to be
involved in strategic structures and rely on others to carry their message. One
participant spoke of Dr Harry Burns, Chief Medical Officer's work around
poverty and health and clearly saw this work as helpful and Dr Burns as a
potential ally.

Programme aim 2: To generate a greater shared appre ciation of the
value of community-led health improvement.

Evidence figures highly in this regard; “good practical examples” are
frequently requested. The use of “more people’s stories” is also suggested.
Undoubtedly any case studies/guidance/training resources will fulfil ongoing
needs.
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“Production of more Meeting the Shared Challenge materials — interest
in case studies that reflect the whole process of inputs/ outputs/
outcomes”

“Case study that follows whole process: what changes occur especially
for mainstream services?”

“Logic model very useful; lays it all out”

Ways of ‘hearing from groups themselves’ may need to be further explored,
particularly “those voices more seldom heard”.

The Social Capital Toolkit developed via the programme in Edinburgh has
generated a lot of interest

“Social Capital Toolkit — framework to assess and measure outcomes
from community involvement and networking. Practical guidance of
what can be offered on the ground”

A national programme provides additional ‘clout’ for Community-led
health so undoubtedly some continuation of a national profile and
endorsement from Government would be seen as beneficial:

“Meeting the Shared Challenge has provided a national programme in
which local projects ‘can hang their hook on’™

Linking to other national programmes  (e.g. ‘Equally Well’) needs to be
strengthened.

The need for the second programme aim to be met at a strategic level or at
the ‘highest’ level was mentioned repeatedly. The role of ‘champions’ also
featured.

The following statements illustrate that there is much to be done around
greater shared appreciation of the value of community-led health.

“Lack of understanding that community-led health can help meet
targets, especially HEAT targets; understanding of contributions that
impact on preventative ill health, not taken into account in re-
prioritising”

“How do we deal with the conflicting priorities between statutory

agencies and community and voluntary organisations? Some statutory
agencies still need to be convinced of the benefits”

“Need to develop more effective message on community-led health
that reaches those that are sceptical about the approach”

Opportunities to network  and reflect on practice are highly valued. People’s
appreciation of the simple process of bringing people together to reflect on the
issue of community-led health and to explore how things might be improved
was constantly referred to as beneficial at the networking events:
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“Valuable space to think”

“The most useful thing was hearing from other people”

Further opportunities to do this at local level would definitely support this
programme aim.

Programme aim 3: To support a more co-ordinated and strategic
approach to community-led health improvement.

The need for ‘joining up the dots’ was a phrase used on more than one
occasion.

A strategic approach was recognised as essential at every event with
phrases like “buy-in at the highest level”  also the phrase “turning rhetoric
into reality” was mentioned at every event:
“Need to focus on decision-makers and strategic development”
“Gain wider partnership buy-in earlier and at senior level”
“Need for information sharing, mapping activity and measuring impact”
“Community/voluntary sector organisations need to find meaningful
channels into Single Outcome Agreements (SOAS) to ensure their

contribution is taken seriously and reflected in priorities”

“Although there is recognition, it doesn’t translate into collaborative
action and resources”

“Force the council to see how small organisations can contribute to
SOA outcomes”.

The last 3 comments highlight the fact that community-led health is not being
assessed for the contribution it makes to local health improvement.
Appropriate performance frameworks or ‘target setting’ could change that.

Programme aim 4: To support and enhance local pract  ice and solutions
in the delivery of community-led health improvement

Learning from others is hugely valued and there is real hunger for examples of
good practice. Under the second programme aim were listed lots of practical
support needs. General support for the sector being strengthened is
mentioned frequently:

“Even with strong evidence base, community/voluntary organisations
need more support/ recognition and resources”
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Programme aim 5: To support the capacity of communi ties to help
shape the health improvement agenda and its priorit ies.

Community ‘voice’ was also raised as an issue at every event. Ensuring
that the process was inclusive and reached the so-called ‘equalities’ groups
also recurred as a theme:

“Difficult for people in marginalised communities to be involved”

“How can we best reach isolated individuals?”

“Health planning structures need to hear community voices, especially
from those that are seldom heard”

There may be an opportunity for some additional work around this specific
issue.

Some people questioned “How involved do communities want to be?”

The ability of communities to directly influence de cisions recurred
frequently:

“Still issues about communities being invited to decision-making tables

“Need to find effective ways to communicate people’s experiences to
decision-makers and back to wider community”

“Strategies must provide opportunities for communities to have an
effective voice”
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7. Acting on recurring themes and lessons learned

The themes and lessons highlighted in these events have been taken forward
to inform ongoing practice in the following ways:

They will be reflected in the resources which will be developed and
available for use beyond the life of the Meeting the Shared Challenge
programme for dissemination in 2010/11.

They have been highlighted at the Meeting the Shared Challenge
National Reference Group meetings.

The National Reference Group has drawn on these themes and
lessons to inform the shaping of the Meeting the Shared Challenge
National Conference on 1% February 2010.

They will also be fed into the Meeting the Shared Challenge
programme’s internal evaluation.
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8.  Appendices

Appendix i
Background information of the ‘Healthy Communities: Meeting the
Shared Challenge’ support programme for community-| ed health

a) Community-led heath — Definition:

Community-led health is concerned with the community as the focus of, and
mechanism for change, rather than the community as a setting for health
practice. This makes it fundamentally different from the provision of
community-based health services, and different from the participation of
communities in pre-determined health initiatives.

b) National Task Group

The programme came out of a fairly lengthy process from 2004 — 2006, when
a National Task Group (Community-led: Supporting and Developing Healthy
Communities Task Group) led by the then Scottish Executive wanted to
advance the community-led pillar within the health improvement policy of the
time ‘Improving Scotland’s Health — The Challenge’.

The Task Group comprised representatives of Scottish Executive, Health
Scotland, Scottish Health Council, CHEX, Voluntary Health Scotland,
Community Food and Health Scotland, Voluntary Sector Organisations, and
Community Organisations and was chaired by a SOLACE representative,
Mary Castles, Assistant Chief Executive of North Lanarkshire Council. The
task group worked solidly for 2 years with a structure of 4 sub-groups
delegated to investigate:

Building the evidence base

Planning and Partnership Working

Capacity Building

Sustainability of community-led organisations

The task group produced a range of materials including:

Literature review of evidence
Written case studies

A DVD called Changing Lives
Discussion documents

(All are contained within the task group’s resource pack and can be
downloaded from www.chex.org.uk).

Most importantly, the task group also produced 12 recommendations ,
endorsed by the then Ministries of Health and Communities, which addressed
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each of the sub-group themes. These were launched at a national conference
in Motherwell at end of 2006.

In 2007 there was a new government in Scotland and there was anxiety that
all this work might be washed away and not continued by the new
Government. Happily, this didn’t happen. The new Administration continued
to prioritise community involvement and has continued to allocate funding into
community-led health improvement.

C) Implementation of Task Group Recommendations

The recommendations have primarily been taken forward via the ‘Healthy
Communities: Meeting the Shared Challenge’ national programme and
through the work that Health Scotland has led in collaboration with members
of the original task group and others on the collection and use of economic
evidence in community-led health.

d) ‘Healthy Communities: Meeting the Shared Challe  nge’ Programme
in Action

Year 1 — (March 2008 — March 2009)

The Scottish Government, via NHS Health Scotland commissioned the
Scottish Community Development Centre (SCDC) to provide consultancy
support to initiate, develop and share lessons from the Programme. As
previously mentioned CHEX joined SCDC to provide support for the
community and voluntary sector within the Programme.

In the first year, the SCDC/CHEX team initiated the Programme. Scotland was
divided into 12 areas based on all the mainland health board areas and 1 area
covering the Highland and Islands health board areas.

The planned outcomes for the Programme were:

Clarity & Understanding between all partners on community-led health
improvement

Increased shared appreciation of the value of community-led health
improvement

Communities’ capacity has been enhanced

More co-ordinated and strategic approach to community-led health
improvement

Local practice and solutions in the delivery of community-led health
improvement have been improved.

e) Mapping Exercise

Interested stakeholders were identified from all sectors — NHS, Local
Authorities, Community and Voluntary sectors and others. Initial meetings
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were organised with stakeholders to establish what work was taking place
locally that might benefit from additional support via the programme, this
included identify outstanding issues, and exploring local solutions.

In general, a relatively low baseline of strategic support for community
development in health improvement was found. But a blossoming field of
community development related activity in community-led health projects and
from certain services within the NHS and Local Authorities.

Consultancy support was developed in response to local need and
characteristics and has included:

General awareness raising about the value and benefits of community-
led health.

Training materials around how this can actually be implemented e.g.
Edinburgh toolkit on Social Capital.

Building the evidence base with case studies, use of logic modelling
Strategic Planning — facilitation of discussion around how you actually
get community-led health approaches into health improvement
planning

Year 1 concentrated on:

Building relationships

Identifying need and responses

Finding out where the Programme could fit within health improvement
planning structures

Internal Evaluation

A National Reference Group was formed representing a range of
perspectives, chaired by Cathy O’Neil, Manager of Clackmannanshire CHP.
The Reference Group meets quarterly, receiving and reviewing updates from
the Programme, and looking at how the Programme fits with the
implementation of other national policies e.g. Outcome-Focussed Planning.

Engage Magazine

A quarterly Magazine ‘Engage’ is distributed by Health Scotland and is
circulated to wide range of stakeholders. It highlights how the programme has
been implemented locally and provides a platform for debate, new thinking
and new models of working.

Examples of articles:
The role of community and voluntary sector in community-led health
improvement

Engaging Shetland
Fife focus on a whole community approach
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Border’'s & Tayside Events

Debate — NHS — Glasgow Centre for Population Health — Head of
Planning and Health Improvement

Demonstrating the Impact

f) Year 2 — (March 2009 — March 2010)

In year 2, the twelve cluster areas have been disaggregated into CHP areas
(This reflects the experience of the programme in year 1 where the original 12
areas predominately choose to work at CHP level). There has been a focus
on:

Consolidating the Support

Pulling together national materials for general dissemination
Internal Evaluation — sharing ongoing lessons

Preparation for National Conference in January 2010
Preparation for exist strategies in each area.

0) Case Studies — Lessons so far

The internal evaluation has focussed on a number of case studies in rural,
semi rural and urban areas. These highlight the following lessons so far.

Argyll & Bute

Geography — requires a creative, community-based response to
implementation of health improvement strategies.

In remote areas even what is perceived by others to be ‘local’ can be
impractically remote e.g. people from outlying islands unable to participate.

Challenges for Meeting the Shared Challenge Program  me — It's difficult for
the Meeting the Shared Challenge programme to make impact where issues
and capacity building needs are specific to a large group of widely scattered
areas with very limited scope for joint activities.

Leadership local voluntary groups  are in a position to provide community
health leadership in rural areas.

Use of Funding — Co-ordinating and pump-priming the activity of local groups
and staff can allow a response to local issues

Difficult for voluntary sector organisations to allocate even small amounts of
resources to taking a lead role in ‘non core’ work.

Dundee
Community Development Background —  an active approach to community-

led health has been developed over many years, preserving a common
partnership structure in different funding environments.
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Role of Healthy Living Initiative - A strong community development
organisation provides the basis for bringing in additional projects and taking
innovate approaches to them.

Funding Priorities — ongoing tension between funding aimed at individual
lifestyle change outcomes to support a community development approaches.

Strategic ‘Buy-In’ — Local authority and NHS organisations can work closely
together to support a common approach.

Edinburgh

Community-led approach — distinctive sector — There is recognition (at
least at some levels) of the existence of a distinctive sector of people taking a
community-led approach.

New models of learning & support —  There is a willingness to explore new
models of how learning and support can be shared, but this will not
necessarily be easy.

Building social capital — a health improvement obje ctive — Edinburgh has
made an explicit recognition that building social capital is a health
improvement objective. However this creates a need for guidance and
capacity building on the implications of this approach.

Social Capital Outcomes & SOA — The relationship between social capital
outcomes and those officially set out, for example in the SOA may need
further clarification.

Falkirk

Community & voluntary Sectors  — health impact — The health impact of a

very wide range of voluntary activity can be recognised. The community and
voluntary sector is well placed to achieve access to and lead this wide range
of activity.

Role of ‘Health Issues in Community’ (HIIC) -  Training Initiative can be
used extensively across the community by different partners as a way of
building capacity.

Challenges — understanding the benefits and getting strategic ‘buy-in’ -

recognised in Tayside and Lanarkshire (and elsewhere). But willingness to
work across CHPs and CPP boundaries.
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Common Learning Points

Community Development Approach

Where there is a history of specific community-led health initiatives, this
represents a fund of experience which has often taken a long time to develop,
but could very easily be lost without adequate support and resourcing.

Community-led work has developed unevenly across areas, depending on
local initiatives and funding opportunities.

It is crucial to recognise that the core element of community development
must be supported, not only a particular technique for dealing with specific
health improvement issues.

Care must be taken to be clear about the distinction between active
community-led approaches to health improvement, and community
engagement in decisions on the delivery of health services.

Role of the wider community and voluntary sectors

The role of the wider community and voluntary sector in health improvement
can also be recognised and supported.

Voluntary organisations can have a strong community base and leadership
role.

Roles of different partners

The lead on local health improvement can be shared between sectors,
including the community and voluntary sector, at area-wide or at more local
levels.

The extent to which people are willing and able to co-operate in sharing
experience at a ‘regional’ or Health Board level may depend on geography
and on the way that a Health Board organises its public health functions.

Strategic Recognition

It is important to have champions for the approach at high levels in partner
organisations, including on Health Boards and CPP and among elected
members.

However, high level commitment, or a strong history of practical work, do not

remove the need for a strategic overview of the purpose of community-led
health improvement work and how it is to be supported.
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Appendix ii

Inverness Event

Following on from Janet and Fiona’s inputs, buzz groups shared ideas/
lessons and developed insights both to inform the Programme’s future and
potential developments for community-led-health.

Community-led health; starting where people are at
- Presentation by users

Importance of involving the community in planning events
Involvement of community from the outset
Invite affects attendance and attitude
Different perspectives
Getting local knowledge and insights from local communities
No user involvement in design of initial conference presentation
Presentation should be by those involved — ownership
Community priorities may not be same as yours
Too diverse audience
How it fits in our own community

Understanding of health
Learn to practice what we preach
‘Health’ rather than ‘ill health....using terms such as ‘wellbeing’ might
help

Planning
- Importance of asking the right questions

Planning and re-planning

Use of community mapping and profiling

Research

Well thought out planning/targeting

Impact of staff turnover

Thou shalt have a community-led initiative

Event management training needs

Tried too hard and too quick

Different Stakeholders
Staff leading were not those who had been involved
‘Top’ buy-in — staff buy-in
Training for managers to ‘buy in’
Public Sector thinking
Inter-agency working
Involve stakeholders in planning and promoting events and initiatives

Jargon

Get community member to check publicity for jargon
Concise messages
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Better Understanding of Community-led health
- Difficult to fit community-led initiatives with statutory services
Need for real local knowledge
Educate
If you want to engage — need to speak to the right people, in the right
way at the right time
Positive approach
Better understanding of community-led health

Impact
Demonstrating that a community-led approach can meet a diverse
range of agendas (marketing and targeting agencies)

Miscellaneous
Need for a pilot project
Challenges and difficulties
Try on taking a community-led approach
Community dynamics affected by community structure etc.
What is a community-led health? Health much wider than doctor
services etc.
Challenges — but opportunities too
Health illness (community view)
Swayed by lead officers to attend — target audience
Wellness not illness
Language — ‘community-led health’
No-jargon invites lighter programmes
Limited time
Act swiftly...... repent at leisure
Lack of background research on existing health projects and where
communities are already involved
Lack of event management skills
Focussing on challenges..... A challenging way of doing it (focus on
negative aspects)
Lack of social inclusion within communities
Variation of communities/locations Every area is individual — their
needs differ Appreciative Inquiry
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Appendix iii

Dundee Event

Following on from Janet and Tom’s inputs, buzz groups shared ideas/ lessons
and developed insights both to inform the Programme’s future and potential
developments for community-led-health.

a) Insights
Strategic
- Importance of influencing at individual/community/national — structural
levels

Addressing the ‘marginalised but appreciated’ syndrome
Mainstreaming

Need for balance between models i.e. place for medical and social
models

Does it really matter where the initial ideas begin?

Blurred lines between community-led health and community
engagement

Practical — joining up the dots. Understanding where you fit in. What
can you do as an individual and collectively?

Organisational
- We have more in common than not (although maybe expressed in

different language)
Need for a more holistic approach to health
Learned: we have move this agenda forward significantly in last few
years
Target driven agenda’s from national and local government
Still lot of talk, less walk, rhetoric rather than reality. Dilution of purity of
not being done ‘in vogue’ rather than authentic process
Ensure regular/sufficient time for reflection engagement
In the context of budget constraints, public sector agencies will do what
they must do rather than what they might like to do. Therefore,
community-led health remains vulnerable
Community-led health should not be seen as an optional extra — need
to be explicit about outcomes, outputs, funding
Definition and understanding of community-led health
Terminology and language barrier
End product most important
This is about health _and not health services
Relationships matter more than plans — but it seems you have to be in
there to access funding °

Communities
Community-led or community involvement?
Communities not just part of the solution
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Other drivers for community-led health — Equally Well, Patient Focus:
Public Involvement

Local community leaders are very important but equally need to
demonstrate a process of community involvement and engagement
Do communities want to lead?

Value of seeing stories come to life

The challenge to maintain momentum

What's in it for communities? What incentives are there? Are they up
for this?

Non united communities — how do we decide what should be done?
Need to use lots of different ways to empower people

Importance of ‘connectors’ between communities and public sector
agencies. Share lessons, spread the word

Impact
- Simple stuff can make the biggest impact (stories)

Practical examples sell community-led health — evidence — can be hard

to quantify the outcomes

b) Questions & Discussion emerging from Insights

What drives the whole process of community-led health?

What does this mean for communities themselves?

What does this mean for public sector agencies?

What does this mean for community and voluntary organisations?
How can CLH be sustained?

What does this mean for ‘Healthy Communities: Meeting the Shared
Challenge — nationally and locally?

What's happening? A cultural shift with a process of dialogue and reflection

Staffs from all sectors are in a busy situation and need to take time to reflect
and make the changes that are needed

Funding environment presents further challenges

Statutory agencies being asked to change/share power base; need to give
greater consideration to working alongside and supporting communities

Language use from different sectors — user/patient involvement/community
engagement/community development

Community development is important because community decides what'’s
important — big shift from professionals deciding

Who are the drivers for cultural changes? Statutory sector want to take
forward their agreed agenda, but community groups are interested in doing
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something about needs/issues that directly affect them e.g. changes in
ambulance service.

Community-led health is not new — NHS need to link to existing community-
led processes and structures.

Meeting the Shared Challenge Programme has provided space for reflection
and assessment of how best to proceed with community-led health.

Relationship building is very important, but we need to have processes and
tools that contribute to and strengthen structural change — Ref. to social
capital tool kit being piloted in Edinburgh.

Passion, enthusiasm and energy exist in great abundance, but how best to
tap into and capture in the process of change. We need to think about the
personal and professional in terms of values, attitudes, behaviour in the
delivery of services/programmes.

Stages of programme. How much of exit strategy will provide sustainability
role of funding (f-word).

How are community and voluntary organisations valued in the long term
regional legacy?

Energy from Meeting the Shared Challenge — how did it help? “Work means
energy levels can be low. Energising process it can be ‘infections’.

Participant asked “what are we doing now to develop Meeting the Shared
Challenge intervention — ref. to catalyst in assisting development of ‘Equally
Well’ and other local programmes related to health inequalities.

Ownership and facilitation of building relationships very important that it is a
national initiative.

Challenging social injustice in Dundee — yes rippling affect to other initiatives.
But none is explicit in SOA Delivery Plan — is it valued as much as ‘harder
outputs’.

Easy to say that community-led health is integrated, but need to be explicit.
Below the ‘water-line’ not easy to be explicit, but important to show.

West Lothian has developed a model of life stages viz a vis health
improvement with community engagement being cited as a main plank.
Graphic of ‘boat model’ effectively shows ‘navigation’ between high and low
level objectives within Single Outcome Agreement.

If it's not explicit how can you track effect and impact?
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SOAs don't tend to show approaches, but community-led health needs to find
a way to demonstrate the added value from this approaches.

C) So what does this mean for community-led health  ?
How to be more practical about the message

Practical advice

Practical guidance

Practical examples

Hearing from groups themselves

Need to guard against the warm, cosy reaction to a community response. Our
reaction needs to about resources, cultural and structural change.

Support to communities should be multi-agency-led, reflecting aspirations of
communities themselves.

Communities may not be interested in planning or planning structures; more
interested in getting things done about the issues affect them directly.
Recognition that different levels of community organisation can lead to
involvement in strategic development and health improvement planning.
Crucial that we get right the acceptable level of involvement and potential for
influence.

Awareness in communities needs to happen locally.

How involved do communities want to be?

If you identify need do you come involved?

Difficult for people in marginalised communities.

Community volunteers interested in tangibles e.g. funding, sustainability.

What would they say about Meeting the Shared Challenge — hard pushed to
say anything; little direct connection.

Where does support come for community-led health at local level?

work with local community workers
work in and around community centres
work with community councils

Working with communities, especially with adequate resources is positive and
constructive. Need to focus on decision-makers and strategic development.
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Meeting the Shared Challenge has provided a national programme in which
local projects ‘can hang their hook on”.

Existing tension between doing work and demonstrating impact.

If money/resources come from mainstream — how do you ensure your work is
community-led?

Social Capital Toolkit — framework to assess and measure outcomes from
community involvement and networking. Practical guidance of what can be
offered on the ground.

How can we best reach isolated individuals? Spotlight on the use of
Information, Communication Technology. Discussion on pros and cons of ICT.

How can Meeting the Shared Challenge be maintained and sustained that it's
not just another Programme!

Communities need support to do projects which are important to them.

How do we know we are doing things well — Ref. to Learning, Evaluation and
Planning (LEAP) and how it can go beyond the planning and monitoring of
projects — see ‘Greenspace example
http://www.greenspacescotland.org.uk/default.asp?page=293.

Production of more Meeting the Shared Challenge materials — interest in case
studies that reflect the whole process of inputs/outputs/outcomes.

What interest actually occurs for mainstream services in adopting CLH.

The argument has been won — World Health Organisation (WHO) advocates
community empowerment in the sustainable development of health
improvement. Do we know about this in Scotland and how can we use it in
our local messages in structural changes.

Support communities to do projects of their own.

How do we know we are doing it and doing it well? Use LEAP to develop
performance indicators.

Case study that follows whole process; what changes occur especially for
mainstream services. Find out from existing council projects or CHP projects
such as ‘Healthy Collaborative’.

WHO website — sustainable development via community empowerment. How
seriously do we take this here?

Not all agencies have the ability to build capacity.
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“Energy doesn’t cost money” opportunities to get folk round table keep
dialogue going; keep it on the agenda.

Government approaches — sticking plaster e.g. alleviate poverty. We need to
should about it more.

Now is the time when we can build assets in communities.
“shared pragmatism” NHS participant.

Logic model very useful; lays it all out.
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Appendix iv

Edinburgh Event

Following on from Janet’s, Margaret’s, Wendy’s inputs, buzz groups shared
ideas/ lessons and developed insights both to inform the Programme’s future
and potential developments for community-led-health.

a)

Feedback from Buzz Group responding to CHEX st ory on
involvement Meeting the Shared Challenge Programme

Need for two different approaches. Firstly to support involvement of
communities and secondly to support involvement of statutory bodies

Need to take time to involve communities, responding to different
needs

Need for information sharing, mapping activity and measuring impact
Contributions from voluntary organisations needs to be collated

How do we deal with conflicting priorities between statutory agencies
and community and voluntary organisations? Some statutory agencies
still need to be convinced of the benefits

Lack of understanding that community-led health can help meet
targets, especially HEAT targets; understanding of contributions that
impact on preventative ill health. Not taken into account in re-prioritising
Still issues about communities being invited to decision-making tables
in the NHS setting, especially if you're not perceived as a ‘health

professional’

The majority of participants not aware of Meeting the Shared Challenge
Programme; only 1 person involved apart from ‘story-tellers’

So much information described — how does it all come together? What
does it mean for our organisation?

How can we help people to understand holistic meaning of health and
not just illness

Need to keep abreast of the ‘bigger issue’ — financial restraining
capacity

Information overload; dealing with issues that have been around for
several generations
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b)

Feedback from Buzz Group responding to Scottish Border’s story
on use of DVD highlighting work with community-led health
organisations

Need to find really effective ways to communicate people’s experiences
to decision-makers and back to the wider community

Experiences on the ground should link into and influence coherent
strategies and adequate resources.

Must be an equality of distribution of resources between community
and voluntary organisations, which is transparent to all

Strategies must provide opportunities for communities to have an
effective voice

There is a need for recognise the need for formal and informal support

Need for commitment to long term change to involve communities in
decision-making

Important that evaluation methods are appropriate and meaningful

Health planning structures need to hear community voices, especially
from those that are seldom heard.

Commitment to reach the ‘silent majority’
Commitment to building trust from all parties
Recognition of usefulness of ‘Social Capital’ toolkit

Need for accessible transport to enable people to participate in relevant
activities

Need for more community engagement training with decision-makers.
Cited effective training from Avante on ‘National Standards of
Community Engagement’

Need to articulate more the health gains from volunteering

Need to sustain volunteering in community-led health; special
reference to mental health and wellbeing

Health Scotland’s training initiative — ‘Improving Health — Effective
Practice’ was cited as effective training for a range of partners

Need to develop more effective message on community-led health that
reaches those that are sceptical about the approach
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Appendix v

Glasgow Event

Following on from Janet and Martin’s inputs, buzz groups shared ideas /
lessons and developed insights both to inform the Programme’s future and
potential developments for community-led-health.

a)

Feedback from Janet’s story

Further recognition needs to be given to voluntary and community
sector’s contribution to community-led health. Although there is
recognition, it does not translate into collaborative action and
resources.

Needs to be special consideration and additional support given to the
needs of different groups.

Public sector agencies often try to replicate Voluntary Sector ideas and
initiatives. But essential ingredients such as ethos, value base and
development process gets lost in replication.

Commitment and resources need to be put into building meaningful
collaboration between community/voluntary sector organisations and
statutory sector agencies.

Community/voluntary sector organisations need to fine meaningful
channels into Single Outcome Agreements SOAs to ensure their
contribution is taken seriously and reflected in priorities.

While working together on an agreed ‘Vision’ in the main works well,
implementation of the ‘Vision’ and subsequent action plan often come
unstuck with some partners not being treated on an equal basis.

Needs to be agreement on developing inclusive processes, which
consistently include community/voluntary sector organisations.

Timing is crucial in relation to effective decision-making.

Building trust needs to be worked at consistently and never taken for
granted.

Community Planning Partnerships (CPPs) not seeing the wider picture
regarding external factor affecting community/voluntary organisations.

Need to develop effective and meaningful systems of evaluation with

outcomes from evaluation being used to influence ongoing
developments on community-led health.
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b)

Even with a strong evidence base, community/voluntary organisations
need more support/recognition and resources.

Feedback from Martin’s story

Break-down in communication: implications for relationships
Legal status of contract

Shifting goal posts — control and power

PRESS and Lobbying — support people to protest

Hidden agenda — could this lead to discrimination?
Establishing clarity of understanding at outset

Were people involved at right level?

Blocks being put in — hidden agenda?

If it affects a budget — things change

Less about conspiracy, more about consistently
Involvement of politicians locally

Dealing with conflicting understanding — lack of shared values
Equalities training for front-line staff

Balancing costs of different budgets e.g. Leisure Services versus NHS
savings

Highlighting whole structures of how Leisure Services work
Possible Review — thinking about ‘What If's’ at outset
Evidence — Timescales

Monitoring six monthly

Keep in mind 4 year political cycle

Evidencing soft outcomes

Economic Benefits; reflecting true values
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C)

Need to convince others

We need to ‘play the game’ — use our evidence to challenge other
priorities. Think about use of different economic models e.g. Social
Return on Investment; Social Auditing

Onus on people with power to recognise contributions of others

Clarity of benefits to all partners

Changing ‘rules of game’ making people’s voices heard lobbying case
studies

Shared vision essential — formal partnership agreements
Accountability to ‘Vision’

Statements on Insight Cards

The statements on Insight Cards were clustered under various headings.

These

were:

Information Sharing

Partne

Need to know what's happening already

Networking, but....constant re-structuring and short-term funding
makes long-term networking difficult

More information on ‘Meeting the Shared Challenge’ Programme

Need break down of work and needs with different groups and different
needs

Information into action

What needs to happen now? Improve links/networks; reduce any
duplication and share ideas

rship Working

Gain wider partnership buy-in earlier and at senior level

Need to understand roles and define terms, so we understand what is
being said

Agreed outcomes at beginning — ‘Action Plan’ set and committed to
Shared Vision and mutual benefits

Written Agreements between partners as part of process

Have a Contract/Service Level Agreement

Difficult to establish relationships with key people when you cover large
patch — Central Belt!

Clarity of use of assumptions at outset

Power imbalance — specific to this situation or an indicator of how
voluntary sector is treated
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Need to re-iterate the issue about the need for time to build trust and
relationships

Respect and trust needed in partnership and will be difficult to repair
Did this not help the Leisure Trust to meet its outcomes through the
SOA?

Lessons — issues for voluntary sector — time, working on building
relationship, funding, awareness of raising of roles of organisations,
agencies having different goals/priorities

Shared responsibility — The Leisure Trust should have accepted a
responsibility for the success of the initiative. Did they look fully at their
commitment to it?

Influence the strategic planners — not loose the message

Importance of social interaction benefits — how statutory services can
translate and replicate without losing the concept

Timing — we don’t always know if the timing is right — but it's always
worth ‘planting seeds’ — we may not ‘see’ the result immediately

The processes are important — need to develop more effective
collaborative practices

Strategic Development
- Forward planning — anticipation of usage

Recognition/evidence of cost barriers to people accessing leisure
services
Research/recognition — balance cost of free access to Leisure Services
against cost of Health Care; prevention versus treatment of
illness/obesity
Use existing evidence to justify funding
Regularly review usage of concessionary cards and uptake (reference
to Martin’s story)
Joint investment — each partner puts something in and gains something
Clearer Strategy is required
Different level pulling plug — inflexibility in operating - agreement across
the levels in statutory organisations - are SOAs the drivers — budget
focus versus value — helping statutory organisations meet its SOA
Provide evidence of benefits: quality of life and health improvements
and anticipation of benefits
Understanding on all sides what you trying to achieve — using the same
language
Have all key partners at the table from the beginning — clear guidance
on who is going to deliver what — what they are bringing to the table
Long term strategic recognition of the voluntary sector
Support for voluntary and community representatives on
planning/strategy communication
Not expecting one or two agencies to take the community development
role?
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Actions

Equalities — training and communication with staff that engage with
public e.g. reception staff in leisure centres and community centres
Legal Action as Council broke contract (ref. to Martin’s story)

Force the Council to see how small organisations can contribute to
SOA outcomes

Should some form of public protest been used e.g. PRESS, petitions to
exploit ‘hidden agendas’?

Greater recognition for accident prevention in the home (unintentional
injury)

Clear path to support social economy organisation

Integration of projects into ‘mainstream’

Volunteers

Access funding which recognises the skills and knowledge of the
voluntary sector

Recognise skills and knowledge in communities

Volunteers have a limited amount of time — statutory workers will not
work outwith office hours

Need to know what possible opportunities there are for volunteers and
communities

The following themes recurred throughout the insigh ts:

d)

Partnership Working

Rhetoric versus reality

Relationship breakdown and response
Accountability

Voice of the Community

Recognition of Volunteers

Next Steps

In developing themes and taking work forward ‘So What? What
Now?’ Questions were addressed to help cluster pri orities. The
following proposals were identified:

Getting more effective engagement with local decision-makers
Importance of direct life story being conveyed, followed by ongoing
dialogue

Creative ways of communicating life experiences

Sustaining community power

Being creative about community-led health fitting into SOAs
Supporting champions at high level decision-making and with capacity
building on how best to use their influence
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Developing clarity about roles and responsibilities but recognising
differences in resourcing (between statutory sector services and
community/voluntary sector organisations)

Recognising a feeling that things are more positive and less formal
(need to check this out further with evidence based investigation)
Developing further understanding regarding differences and similarities
in cultures

Conveying the unique aspects of community/voluntary organisations
and how this impacts on benefits to health improvement

Ensuring that consultation is meaningful, leads to clear decision-
making and action

Developing more effective channels to articulate community/voluntary
sector messages to statutory sector decision-makers

Further use of the Healthy Communities: Meeting the Share
Challenge Programme:

Create more opportunities for people on the ground to get involved in
planning processes

CHEX should continue to support the community and voluntary sector
in participating in planning processes — use of seminars; website,
newsletter, e-bulletin

Ensure that all relevant people/organisations get copies of ‘Engage’
Magazine

Ensure that all relevant people/organisations get information about the
Regional Development Groups

Programme should continue to press for national targets on prevention
of ill health and how community-led health can contribute to this

The need to target Community Planning Partnerships with outcomes
from the Programme
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