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BETTER HEALTH, BETTER CARE: Discussion Document 

Community Health Exchange (CHEX) Response

Introduction

CHEX welcomes the Scottish Government’s approach to developing dialogue with communities, health professionals and others before determining its first national health policies.  The process begins to translate into practice the Government’s aspiration of determining government policies and de-centralist policy solutions that devolve power to local level (Ref 1)*.  We look forward to having ongoing dialogue with the Scottish Government to ensure that national policies continually take cognizance of the health benefits derived from community-led health approaches and that they are rooted in proven health improvement practice that has community development at its heart.(Ref. 2)**  

CHEX’s Network of Community Health Initiatives (CHIs) (Community Health Projects Healthy Living Centres and Community Organisations with health focus) primarily focus on preventative ill health and adopt models which encourage and support communities to address health issues with solutions that are both health improving for individuals and transform the wider community by addressing social risk factors and building cohesive social networks.  Therefore, the identified themes, in particular ‘Tackling Health Inequalities’ resonate strongly with Network members.  They offer significant opportunities for joint working and CHIs are in strong position (if adequately resourced) to ensure that their expertise and experience complement that of mainstream health services.  We agree with the cited challenges and opportunities, but would stress that tackling health inequalities underpins them all and would suggest that community-led health is in a strong position to help link medical and social models of interaction in addressing health inequalities. 

Community Health Initiatives now form a substantial sector within Scottish health improvement and, as part of the voluntary sector; they bring a unique contribution with community-led health approaches to health improvement and tackling health inequalities. This response is based on their present and potential contribution to the seven identified themes within the Discussion Document.    
1.  IMPROVING YOUR EXPERIENCE OF CARE 

As CHIs mainly focus on preventative ill health, their influence on health care is helping people to avoid the need in the first place but also, when appropriate, assisting mainstream services to be responsive, effective and efficient.  Therefore, our proposals would prioritise the following:

1.1 Decentralisation of Services.  Ensure decentralization of services builds on the proven health improvement models as practiced by CHIs. These models focus on the following:  

· embedding effective community development approaches to health improvement
· person-centered  and support the development of  skills and confidence 

· adopt inclusive and empowering ways of working with people

· reach out to and work with people who are not currently accessing health services eg. people with mental health problems and people who are severely disadvantaged through low income and poverty  

· build on local knowledge, experience and expertise

· recognize that individuals have much to bring to their own health care 

· bring new solutions in working with different partners e.g. Healthy Living Centres that are located where people are, will access and contribute to services e.g. volunteering as well as benefit from them. 

· promote activities which have come to be known as ‘social prescribing’ that reduces dependency on medical prescriptions, enhances improved mental health and wellbeing, and promotes protective factors and resilience.   

1.2 Maximise the health benefits from community-led health. Build on the developing, local processes and structures of Community Planning, Community Health Partnerships and Public Partnership Forums which seek to acknowledge, encourage, support and resource the participation of community members by: 

· Supporting communities to identify needs, priorities and an agenda for change led by the community and agreed with other partners.

· Adopting a community level focus, involving work with individuals as members of groups not solely as patients and consumers. 

· A targeted and inclusive approach – engaging with the most disadvantaged and focusing on tackling inequalities 

· An empowerment approach to change – involving people in the process of their own development and supporting and enhancing the ability of participants to exercise influence over their individual, group or community circumstances. 

· A partnership/collaborative approach to change – involving communities and agencies in developing new approaches to address community needs and issues, and building the capacity of service agencies to work in this way. 

· Activity underpinned by a social model of health that interacts effectively and efficiently with the medical model. 

· Aiming to improve the health of community members by addressing the structural risk conditions that inhibit wellbeing e.g. poor housing, rather than only focusing on individual behavioral change.  

1.3 Propose increased monitoring of ethnicity and other demographics about the public in the support from users of CHIs, Carers and the wider community.   

1.4 Greater acknowledgements of the needs of people with English as a Second Language both in this Section and in the Inequalities Section. 

1.5 Greater recognition of the need for flexible opening hours for GP’s - we look forward to hearing the emerging evidence from the ‘Keep Well’ Initiative on the outcomes from this introductory practice. 
2.  BEST VALUE 

2.1  Ensure the sustainability of funding and resources to CHIs. The lack of strategic planning -  both at a national and local level – which should build in security of funding to CHIs means that the above mentioned models and approaches are jeopardised or withdrawn without much planning and awareness of implications by  funders and decision makers. In addition to undermining Best Value, this contributes to health inequalities whereby people who effectively made use of a service have it taken away or dissipated with little or no dialogue; this is compounded by lack of evidence on potential loss of services.  
2.2  Building the Evidence Base All CHIs target their activities on health need, involve community members and volunteers and work in partnership with health professionals and other public sector bodies. The recent Evaluation from Edinburgh University’s RUHBC on Healthy Living Centres shows that they are good value for money.  However, a stronger evidence base is required and we would suggest that the Scottish Government continues to support implementation of the Community-led: Supporting and Development Task Group Recommendation’s on undertaking a cost/benefit analysis in helping to establish a robust evidence base for community-led health.  A scoping paper on cost/benefit analysis is currently being prepared by NHS Health Scotland.  

2.3  Recognition of Added Value – CHIs approach to their work takes into account the wider determinants of health inequalities and has shown, in instances, greater impact on preventative ill health than mainstream NHS services. This added value requires to be taken into account in the future commissioning of mainstream health services. 

2.4 Community Planning.  All opportunities through community planning need to be maximized with sign-up and accountability for specific role within services, strategies, policies and plans.  Local authorities, Health Services and Community and Voluntary Organisations could be very explicit about their unique roles within health improvement and where it is additional value to join up.  There is no mention, for example, of embedding generic health improvement into NHS staff work roles. 

3.   TAKING RESPONSBILITY 
3.1  Replicating the community-led health approach. In addition to working on health issues related to life circumstances such as transport and fuel poverty, CHIs also delivery on many of the stated health behavioral change interventions (smoking cessation, weight management) where they are needed most in disadvantaged communities.  While they promote health and wellbeing to people with unhealthy lifestyles, they also provide practical support for people to put these messages into practice. Further, while people are helped to take real ownership of their health priorities this is undertaken within the wider context of change and transformation and the experience is shared with other people who have similar needs. The outcomes from these experiences are fed into national and local policies which influence the redesign and reconfiguration of future services.  Thus, this change process affects the whole community and develops a collective consciousness about taking responsibility on prioritized health issues. 

While this approach is practiced by CHIs, there is a need for mainstream services to adopt similar approaches. Therefore, we would advocate that the new national health policy promotes and supports the sharing and embedding of this practice in Community Health Partnerships and Community Planning Partnerships across the country. 

4.  TACKLING HEALTH INEQUALITIES
4.1  Joined Up Working.  The evidence (Ref. 3)*** shows that tackling health inequalities must be undertaken by all who view health as integral to a good quality of life. There is little evidence of the Scottish Government’s strong message on joined-up working in   this Discussion Document.  CHEX Network members have commented strongly on the Document’s NHS focus, with others such as the voluntary sector and local authorities reduced to reactive partners.  Indeed, despite the Administration’s Manifesto commitment to ‘communities in control and new powers to communities’, there is limited mention of communities, far less commitment to working with them. This must be addressed if tackling health inequalities at a local level stands any chance of bridging the gap between those who live and experience good health in contrast to those who do not.     

Further, as mentioned previously, to make significant in-roads into tackling health inequalities it is essential that all policy and practice should be explicitly underpinned by this commitment. Therefore, over and above this particular Section, we would have liked to see questions posed with relevant indicators throughout the Document on how health inequalities will be impacted upon.  

We welcome the Health Inequalities Task Force, which has recently been set up comprising different Ministries, and look forward to engaging with its membership on community-led health priorities.  In particular, sharing our knowledge and experience together building on the work already undertaken by the Community-led: Developing and Supporting Healthy Communities Task Group. 

4.2 Replication of Community-Led Health Approaches. The Edinburgh University RUHBC Evaluation on HLCs and other CHIs case studies and evaluations have demonstrated the following impacts and positive affects in addressing health inequalities. 

4.2.1  Enhanced relevance and access to services. Central to these approaches was the enhanced relevance and access to existing services by local people through building relationships, the establishment of trust and the participation of local people in the creation of new services responsive to need. 
4.2.2  Meeting and working with people where they are.  CHIs have adapted their working environment and service delivery space to operate where people are rather than expect people to come into more formal health service facilities.   Therefore, meetings and delivery takes place in community flats, youth clubs, schools, miner’s welfare premises and religious premises etc. In addition to supporting increased access this, in some instances, can dissipate stigma, particularly in relation to mental health.
4.2.2  Person-centered. HLCs and other CHIs use person-centered approaches to address both the physical and mental health and well-being needs of individuals.  For example, social opportunities geared towards improving well-being are often promoted in connection with traditional activities such as exercise and diet-related services e.g. by emerging informal social interaction before, during or after the ‘lifestyle’ activity. 
4.2.3  Group Work, Collective Action & Sustainable Development. Building on these person-centered approaches, CHIs also adopt group work approaches which support mutual sharing of health issues, development of joint solutions within groups and, along with others, the development of collective action especially on environmental and sustainable development issues. This has proven **** (Ref 4) to have long term benefits for the wider community. 
4.2.4  Use of Innovatory Methods & Approaches. CHIs adopt innovatory methods and approaches such as ‘Health Issues in the Community’,  ‘Participatory Appraisal’ and ‘Appreciative Inquiry’ which ,as well as helping people to take ownership of their health issues, involves them in the process of their own development.  

4.2.5  Community Development Approaches. The HLC Evaluation demonstrated the need to build the capacity of local people to influence the operation of HLCs and, at a later stage, influence the shaping and implementing of health improvement policies.  Features of successful independent groups from community development support included: developing culturally appropriate responses to local needs/demands; the involvement of HLC staff skilled in community development approaches and the continuing, but gradually reducing, support of HLCs over time. 
4.2.6  Working with national policies and local health priorities. CHIs have demonstrated that they are able to work effectively both in supporting responses to local health priorities while remaining aware of national policy developments.  The HLC Evaluation showed that the HLCs 
had to meet expectations current at the time of their formation and were also able to address evolving local demands as the delivery of their services progressed.  
Through engagement with and use of national health networks such as CHEX, CHIs are able to both inform and be informed of national health polices. 

4.2.7  Partnership Working & Strategic Planning Partnerships. As the governance of many CHIs comprise of local public sector agencies in partnership with community and voluntary organizations, partnership working is built into the operation and delivery of services. Evaluations of HLCs and other CHIs have shown that, while partnership working can make direct impact on health inequalities at an operational level, it is more difficult at a strategic level.  Therefore, this new national health policy is an excellent opportunity for national policy makers to build into strategic planning both at national and local levels the role and contribution of CHIs.  In areas where this has already happened, their pivotal role in working with community members has provided direct routes into communities for public sector health agencies, greater access and targeting of services.
However, the capacity of Management Committees and Managerial Staff to function well in strategic planning partnerships is dependent on ability, time and access to decision-makers. Therefore, there is a need for this to be reflected in both resources to CHIs and the development of capacity building both with CHIs and their strategic partners. 

4.3 Equalities and Diversity.  Despite the Scottish Government’s commitment to promoting and supporting equalities and diversity, there is little evidence in this Document of this being translated into practice.  For example, there is no explicit mention of inequalities issues for migrant workers and families and how best to equip the health services and others to meet their needs.  
4.4 Sustainable Development.  The resulting health improvement policies need to make stronger links to sustainable development, whereby health policies enable community and voluntary organisations to build on their contribution to sustainable development and encourage participation in decision-making for future development.
5.  ANTICIPATORY CARE AND LONG TERM CONDITIONS 
We very much support the role and work of voluntary organizations in the wider voluntary health sector that have a crucial role in anticipatory care and long term conditions.  We support national health organizations such as Voluntary Health Scotland’s (VHS) and the Long Term Conditions Alliance Scotland in developing initiatives such as self care strategies designed to improve the quality and accessibility of information available to patients, signpost appropriate education and support and utilize new technology to enhance home-based care. 

Shifting the balance of care from acute to primary and community settings offers many and different opportunities for voluntary sector organizations to bring their unique expertise and approaches to working effectively with and supporting people with long term conditions.    

6.  THE BEST POSSIBLE START 
The existing action framework, ‘Delivering a Healthy Future’, and local initiatives such as ‘Starting Well’ demonstrate that early years intervention create building blocks for children and young people to have improved health and better opportunities in life.  However, ‘Delivering a Healthy Future’ spelled out the severity of the challenges facing Scotland’s decision makers with children and young people experiencing major risks and vulnerability.  This is particularly the case for those living in disadvantaged areas where mortality rates for children are nearly twice as high compared to more affluent areas.  Particular groups of children and young people being at severe risk include those who are looked after and those living in rural and remote areas. 

The Child Poverty Action Group (CPAG) reported that 3.8 million children – one in three – are currently living in poverty in the UK, one of highest rates in the industrialized world.  We know that this level of poverty has not only profound impact on a child’s wellbeing, but also that of their family and the wider community. 

Therefore, we would propose that the Scottish Government, in addition to local strategies and interventions, take radical steps in influencing macro policy for tax and benefit policies at Westminster and European Parliaments, together with targeted national strategies that would benefit the poorest and disadvantaged children and young people by: 

· Increasing the minimum wage to a living wage of £7.05 per hour 

· Implementing CPAG’s ten year strategy for childcare

· Implementing  universal free school meals

· Building on the work of the Scottish Youth Parliament by consistently seeking and listening to the views of children and young people.
7.  CONTINUOUS IMPROVEMENT IN HEALTH CARE 

7.1 Implementation of Community-led: Developing and Supporting Healthy Communities Task Group Recommendations.  Continue to support the setting out of clear links between objectives, inputs, outputs and outcomes in the need to make health improvement planning more effective in engaging communities. Enabling communities to identify their own priorities and the need to provide improved infrastructural support with appropriate strategic and operational frameworks for long-term sustainability of community-led health improvement activity. 
7.2  Performance Targets on Community-led health.  Ensure that performance targets on community-led health are built into the ‘high level’ outcomes for health improvement currently being produced for NHS Health Boards and Local Authorities. 
7.3  Annual Meeting with the Health Secretary.  Proposal that a crossection of CHIs meet annually with the Health Secretary to advise on their work and impact. In particular, how their activities deliver on national policy. This would continue to develop the ongoing dialogue on their contribution to health improvement that this Discussion Paper has initiated. 

8.  SIGNIFICANT OMISSION – HEALTH IMPROVEMENT POLICIES WITH OLDER PEOPLE!

Although alluding to working with older people in some of the themes, it is surprising that the Document does not explore in more depth future policies directly working for and with older people, particularly given the changing demographic with people living longer (in Scotland, the pensioner population is estimated to increase from 17.9% in 1998 to 24% of the total population by 2036). Despite overall health improvements, the growing numbers of older people are still disadvantaged in many ways. Older people live in poorer housing than the population as a whole, are more likely to experience poor health, and are the greatest consumers of health and community care services. They live on lower incomes and the gap between the wealthiest and poorest pensioners is growing. ***** (Ref 5). Therefore, we need effective health improvement and health care policies that work with older people to ensure real quality of life in later years. The Changing Lives Case Studies (Ref 2) demonstrate that older people’s health is greatly improved when they become involved in community activities and are supported to participate in health issues that affect the wider community.  
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