CDAS Conference – 22 November
Notes from Emma Witney’s workshop, pm

Emma’s input:

Public service reform posits (deceptively simple) 3 part process as key to simultaneously reducing public expenditure and closing inequalities gap:

1. develop more resilient and positive people and stronger more supportive communities

2. we involve them as full partners in designing/ redesigning services – coordinated well between agencies and around users’ needs & which deliver results

3. we change the way we spend scarce resources so that in long run demand is reduced and there is less inequality

e.g. assets approach

These are themes of Christie and been central to public health strategies to reduce health inequalities from WHO Ottawa Charter – through to Marmot and Equally Well. Individual behaviour changes approaches failed to address inequalities – complex multi-faceted issue of health inequalities requires complex evidence and solutions

Questions Emma posed as follows:

1. Are health inequalities both a manifestation of social and economic inequalities and a cause of them?

2. Have health improvement strategies based on individual behaviour change failed?

3. Community Development skills are more important than ever but how do we get the people with the right skills into the right places? What other skills are needed?

4. How local should local be?

5. Some of the most vulnerable people are marginalised in their communities, how do we overcome issues around discrimination, access and stigma?

6. What data and evidence do those charged locally with making decisions about priorities and resource allocation need in order to implement the public service reform agenda?

7. How can local collaboration and community engagement be strengthened?
Discussion focussed around Emma’s question’s above and main features were:

1) The need to acknowledge the range of issues people have, and supporting people in a needs-led way rather than issue-led

· People usually have a multitude of issues not just one, e.g. they come to us due to social isolation not addiction issues

· We must start where people are at – this makes the difference

· The most in need do not tend to find their way to services, we have to get to them. They tend to be more engaged with the voluntary sector than statutory services. They build up trust here so this is the place to work with them. 

· Behaviour-led approaches can make things worse. 

2) The need and difficulty of embedding this type of CD approach into mainstream services, in particular in relation to staff capacity and skills.
· What about when approaches are not transferrable to other neighbourhoods – what are the implications for mainstream staff? What skill set can they have to make things happen? – it is about good project management using the right approaches and methodologies – the rest will then unlock itself. 

· Agencies are always looking for ‘the’ model – but it is about the human skills and confidence to go with it.  You can systematise to some extent and share good ideas - what we are really talking about is community development skills, and to have the remit and be allowed to take risks in order to use these approaches. 

· Staff should be trained to work in this way – it is about changing the relationship between service users and providers (e.g. towards more person centred/ peer support)

3) Evidence of impact – challenges in providing evidence and quality of evidence 

· We spend too much time talking about money

· Type of evidence asked for says one thing and action says another

· CD is disempowered

· Quality of evidence - The question is sometimes asked in a way that groups say what you think they want to hear – good community development skills are needed in facilitation to allow people to use their own language.

· Can’t assume people are not able to enter dialogue and respond, e.g. ‘non-directive’ not the only way to work

· Evidencing impact is hard and time consuming – community development needs ot be better at this. There should be more guidance on how to help projects unlock funs from the health service

4)
Localism
· Re Localism – many issues are a result of this not being part of policy., e.g. agencies competing with local groups for tenders – results in loss of local strategies – how can we regain these relationships?

· Don’t forget non-geographic communities

· Problem less about the local focus it is how to take this learning wider

5) General points about CD/ assets approaches

· There is a contradiction – ‘CD is a slow process’ and ‘Assets approach is the answer to reduced inequalities and reduced spending’ – folk struggle with this

· Takes time to build trust then funding is removed – expectations have been raised and assets cultivated – this is then lost. 

· We are nurturing people to articulate what they want then not delivering

· So we must be able to show that investment in our approach works
