MAINSTREAMING COMMUNITY
DEVELOPMENT

IN

HEALTH AND SOCIAL SERVICES

A REVIEW

DECEMBER 2005

Community Development and Health Network
30a Mill Street

Newry Co Down BT34 1EY

Tel: 02830264606

COMMUNITY DEVELOPMENT
AND HEALTH NE TWOLK Fax 02830264626

Web www.cdhn.org



Contents

Executive Summary -2-
Chapter 1 Background -6-
Chapter 2 Introduction -12-
Chapter 3 Methodology -23-
Chapter 4 The Policy Context -29-
Chapter 5 Impact of the Mainstreaming Document -36-

Chapter 6 Review of the Progress & Practice in H&SS -49-

Chapter 7 Conclusions -83-
Chapter 8 A Framework for Action -86-
Chapter 9 Recommendations -91-

Appendices -03-



Executive Summary

This report was commissioned by DHSSPS from the
Community Development and Health Network to review
community development approaches within health and social
services. The review has reported to a regional steering group
and was chaired by the Family Policy Unit DHSSPS (See
appendix 1 for membership).

The report reviews the role of Health and Social Services
Boards and Trusts in relation to community development
approaches in Health and Social Services.

Community development is a way of working underpinned by
the key principles of empowerment, equity, and inclusion and
as such is highly relevant to the achievement of health and
social care service goals. Northern Ireland is noted for its
history and substantive achievement in community
development, much of which has connection to improving
health and wellbeing.

The review considers the impact of the document
Mainstreaming Community Development in Health and
Personal Social Services (DHSS 1999) which made a series of
recommendations designed to promote the use of community
development as a method of working within Health and Social
Services.

A range of methods were used to conduct the review. These
included:

A review of documentary evidence, including a review of the

policy context;



Semi-structured interviews with named contacts for community
development in each Board and Trust; and

Questionnaires targeted at DHSSPS representatives to assess
attitudes, knowledge, skills and training needs.



Key Findings.

The review finds that with the move of the Voluntary Activity Unit
from the Department of Health and Social Services (now the
Voluntary and Community Unit, DSD) there has been a lack of focus
and strategic direction for community development within the

Department of Health Social Services and Public Safety.

Despite this, the review finds that considerable progress has been
made by Boards and Trusts in terms of a culture shift towards
community development approaches within health and social care
with a resultant increase in models of practice. The review
documents the respondents’ view of the factors that constituted the

drivers for change.

A number of key themes emerged from the analysis including the
need to define community development; its relevance to the HPSS;
leadership and accountability and the issues of partnership and

participation.

The review finds that substantial progress in implementing the
Mainstreaming document has been made by Boards and Trusts.
However, while there is an abundance of initiatives, projects and
pilots, this progress is not evenly spread throughout the service.
The review found little evidence of coherence among the projects
identified or of any real assessment and evaluation of their impact.
There were few indications of a collective understanding of
community development as a method, or of the application of the

lessons learned from the practice initiatives.
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Progress is further hampered by a lack of leadership, co-ordination,

and integration at Department and Government level.

Reflecting on the mainstreaming report recommendations, this
review proposes a framework for action to enable DHSSPS and the
HPSS to meet the challenges posed by the new regional strategy ‘A
Healthier Future’ which requires an emphasis on integrating
community development approaches into all areas of service

development.

In conclusion, the review finds that there is now an even more
compelling case for the application of community development
approaches within H&SS than there was when ‘Mainstreaming
Community Development in the HPSS’ was published in 1999. It is
therefore timely that DHSSPS provides both the necessary
leadership and sets out a clear plan of action to advance the

mainstreaming of community development in the HPSS.



Chapter 1

Background

In 1999 the then Voluntary Activity Unit within DHSS published a
document entitled ‘Mainstreaming Community Development in the

HPSS' in relation to Targeting Health and Social Need.

The report conducted a comprehensive baseline study of community
development within the HPSS and presented detailed case studies
of community development activity. The report brought forward
some 18 recommendations aimed at ensuring:

more effective targeting of resources;

more effective interventions to reduce inequalities in health

and social wellbeing; and

fuller participation by individuals and communities in tackling

identified inequalities through empowerment, partnership and

collective action.

The report’s recommendations focused on:

the need for the Department to ensure community
development is accorded a high profile because of its
relevance to the tasks of promoting social inclusion and
tackling inequalities;

the requirement that each H&SS Board and Trust should have
in place a comprehensive community development strategy
setting out how community development approaches would be
promoted and employed in the discharge of their relevant

responsibilities, and in targeting health and social need,;



the role of community development in service planning and
delivery and how the approach should influence the framework
for measuring the quality and assessing the performance of
the HPSS;

the need for the dissemination of examples of good practice in
community development approaches to assist development
and learning;

the contribution which research might make to the
development of community development approaches within
the HPSS;

the use of the evaluation model and menu of community
development indicators in the VAU'’s guidance’; and

the provision of appropriate training for relevant staff.

While the recommendations were quite specific about what actions
were expected of Boards and Trusts (paragraphs 3.19 and 3.20)

there was no reference to action required on the part of the DHSS.

The movement of the Voluntary Activity Unit (now the Voluntary and
Community Unit) from DHSSPS to DSD resulted in a loss of
momentum in relation to implementing the recommendations in
‘Mainstreaming Community Development’. In subsequent years the
continued need for these issues to be addressed was raised with the
Departments by voluntary and community sector organisations and

by Health and Social Services Boards and Trusts.

! Barr, A Hashagen, S., and Purcell, R 1996a Measuring community development in Northern
Ireland. Belfast Voluntary Activity Unit, DHSS and Barr, A Hashagen, S., and Purcell, R 1996a
Monitoring and evaluation of community development in Northern Ireland. Belfast Voluntary
Activity Unit, DHSS



In 2002 the then Minister for Health, Ms de Brun, decided that action
should be taken to progress the implementation of the
‘Mainstreaming’ recommendations. The responsibility for
implementing the Minister's decision lay with the DHSSPS Family
Policy Unit. At the same time as the publication of ‘Mainstreaming
Community Development’ by the DHSS, the Voluntary Activity Unit
in DSD published a document entitled “Compact Between
Government and the Voluntary and Community Sector in Northern
Ireland”. The Compact, which was developed in close collaboration
with the voluntary and community sector, represented a jointly-
prepared agreed statement of the general principles and shared
values which should govern the further development of the
relationship between government departments, their agencies and

the voluntary and community sector.

Under the Compact, each department, with its associated bodies,
developed a sectoral strategy, setting out its plans for addressing
the principles and commitments outlined in the Compact. The
various departmental strategies were then co-ordinated by the
Department for Social Development (DSD) and published (April

2003) in one document entitled ‘Partners for Change’.

‘Partners for Change’ set out a number of specific actions designed
to enhance the Departments’ partnership working with the voluntary
and community sector. These included support for volunteering;
raising awareness; the provision of baseline training on community
involvement and promoting the use of community development
indicators. DHSSPS, via the Family Policy Unit, then set about

addressing these areas in response to the ‘Partners for Change’
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document, the final monitoring report of which was endorsed by the
Minister in July 2004.

In line with its commitment to ‘Partners for Change’ an audit of
Health and Social Services Boards and Trusts was carried out in
2003. The audit sought information from Boards and Trusts
specifically in relation to three key areas.
These were:

Partnership working;

Training; and

Funding — both grant aid and contracting with the voluntary

and community sector for service provision.

The audit showed that many Health and Social Services Trusts had
in place community development strategies and had established
community development teams. There was evidence of partnership
working and some notable but limited training and development

opportunities for staff.

Overall, it was evident that those Boards and Trusts that had a
coherent understanding of community development, that had
strategies in place and which provided appropriate leadership in
relation to practice, demonstrated more evidence of the features that
the audit sought to examine. The audit did not seek to examine the
role of DHSSPS itself.

The audit identified significant variation in relation to the approach to
practice across Boards and Trusts and identified a need for direction

and leadership to be given by the Department.
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The audit, alongside other policy developments such as the task
force review and the development of a twenty year vision for health
and personal social services ‘A Healthier Future’, together with
persistent pressure from the voluntary and community sector,
provided the impetus for a more in depth review aimed at developing
an understanding of the nature and scope of community

development approaches within the HPSS.

The DHSSPS decided to review the Mainstreaming Community
Development document, the central purpose being to reconsider
and refocus the role community development has in achieving
health and social outcomes and to communicate this across the
HPSS family.

The Department has engaged with the Community Development
and Health Network (CDHN) to assist in this task. CDHN is a
regional voluntary membership organisation with a focus on
promoting community action to tackle inequalities in health. The
organisation supports people in developing healthy communities
through a number of key functions including networking, working for
change at policy level and supporting practice through training and

development research.

A Steering Group has been established to oversee the review and is
chaired by the Family Policy Unit of the DHSSPS. The Steering
Group includes representatives from business areas within the
Department, Boards and Trusts. Membership of the group is

appended (Appendix 1).
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The terms of reference of the group are to;
provide a quality assurance role on the work being taken
forward; and
develop recommendations to assist the Department in
producing a strategy with clear time bound actions.
A good practice guide originally considered but, in view of

Partners for Change it was decided it should not be pursued.

It should be noted that there was no attempt to capture the range of
related developments, such as partnerships for health development,
as a separate entity. Rather they were included only as they related
to comments provided by Trust, Board or Departmental

respondents.

From the outset it was recognised that there was a need for this
review and any subsequent actions to be cnsistent with
complimentary strategies. It has been stated that the need to adopt
a community development approach to business is well recognised
by the DHSSPS and contained within the Programme for
Government — Working for a Healthier People, the Regional
Strategy, the work of the Local Health and Social Care Groups
under the Primary Care Strategy, the Investing for Health Strategy,
and specific initiatives such as Sure Start and the Department’'s
Community Pharmacy Strategy. It is intended that the review and
the refocusing of community development within the HPSS will
therefore assist with the integration and the coordination of

resources and effort.

-11-



Chapter 2

Introduction

2.1 What is Community Development and why isitrel  evant to
Health and Social Care Services?

The Community Development Review Group?® defined community
development as:

‘a process which embraces community action, community service,
community work and other community endeavour whether
geographical or issue based — with an emphasis towards the
disadvantaged, impoverished and powerless within society. Its
values include participation, empowerment and self-help. And while
it is essentially about collective action, it helps to realise the potential
of both individuals and groups within communities. In the interests
of developing this potential, community development challenges
prejudice, sectarianism and the unequal distribution of resources —
both in terms of financial resources and of access to skills and

knowledge.’

The Regional Strategy for the HPSS (1997-2002° defined
community development for the purposes of the HPSS:

‘Community Development is about strengthening and bringing about
change in communities. It consists of a set of methods, which can
broaden vision and capacity for social change, and approaches
including consultation, advocacy and relationships with local groups.
It is a way of working informed by certain principles which seek to
encourage communities to tackle for themselves the problems which

they face and identify to be important, and which aim to empower

2 Community Development Review Group 1990
3 Regional Strategy for Health and Social Well-being 1997 — 2002, DHSS
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them to change things by developing their own skills, knowledge and
experience, and also working in partnership with other groups and

with statutory agencies.’

The specific contribution of community development to health and
social wellbeing has been made explicit in Northern Ireland through
the development of the Community Development and Health
Network which has promoted the definition of a community

development approach to health.

“A community development approach to health recognises the
central importance of social support networks. It is a process by
which a community defines its own health needs to bring about
change. The emphasis is on collective action to redress inequalities

in health and in access to health and social care®

The Review of the Public Health Function in Northern Ireland
acknowledged the importance of involving communities, including
the most disadvantaged communities in action to tackle health

inequalities.

‘A community’s knowledge and experience is essential in order to
define need and develop effective approaches using the leadership
of local people. It is also important because the active engagement
of individuals and communities fosters empowerment and a greater
sense of control over decisions.  The multi-dimensional nature of

inequalities in health demands a comprehensive and systematic

4 Community Development and Health Network. Celebrating Community Development and
Health in Northern Ireland Conference report. CDHN, 1994
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approach, including the participation of those who are most

marginalised and disadvantaged.’

It follows from this understanding of the multi-dimensional nature of
health inequalities that a multi-sectoral approach to achieving health

and well-being gain is required.

The importance of adopting a community development approach in
seeking to achieve health and social gain is highlighted in a diverse
range of policy and strategy documents emanating from the
DHSSPS and from inter-departmental initiatives. The Drug Strategy
for Northern Ireland sees the community element as an essential
plank of the overall strategy.

“A community focus is a vital element of the whole strategy —
addressing community-based problems and in doing so, drawing on
the strength of local people. Communities have the capacity to
inform and participate in the development of drugs prevention
activities and are themselves a resource for taking forward anti-
drugs work”....... "It is therefore important that any community
initiative addresses |llicit drug use at the local or community level,
and ensures that planned activities reflect and respond to the needs,

feelings and sensitivities of those who live and work there”®

The relevance of community development approaches to the work of
the public sector generally is emphasised in a number of recent

policy documents.

®> DHSSPS Review of the Public Health Function in Northern Ireland December 2004
® Drug Strategy for Northern Ireland. Central Co-ordinating Group for Action Against Drugs
1999
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The Gershon Review’ emphasised the potential gains to be made in
relation to the delivery of public sector services generally through a
change in culture and practice that would recognise the contribution
of the community and voluntary sector and support it by means of

more stable longer term funding arrangements.

Many social economy enterprises have evolved from voluntary and
community sector activity, and while operating as businesses within
the overall economy they retain their social objectives, including in
many instances objectives related to challenging poverty and
inequality. The DETI's strategic plan for developing the social
economy® emphasised the ‘added value’ that results from the
activities of the social economy sector, and the contribution the
sector makes to the development of ‘social capital’ and therefore to

the wellbeing of communities in which it operates.

The Northern Ireland budget for 2005-2008° recognised that
effective partnership with the community and voluntary sector had a
key role to play in achieving the government’s objectives in relation

to tackling poverty and disadvantage.

The recognition by the government of the important role for the
sector in tackling deprivation and social need, in improving access to
frontline services for the most disadvantaged groups and in the

fields of human rights, equality and good relations was restated in

" Releasing Resources to the Front Line — Independent Review of Public Sector Efficiency. Sir
Peter Gershon July 2004

® Developing a Successful Social Economy NI Government’s 3-year strategic Plan 2004-2007
DETI Sept 2004

® Northern Ireland Priorities and Budget 2005-2008
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the government’s response to the Task Force Review on resourcing
the voluntary and community sector™.

The voluntary and community sector plays an important role in many
Government policies and programmes that tackle inequality,
communal and social divisions and promote peace and

reconciliation

Central to the government’s recognition of the key role of the sector
in achieving health and well-being gain is recognition of the
relevance of the community development approach to the task of

tackling disadvantage and inequality.

“At its core, community development is about actively involving
individuals and communities in decisions that affect their lives. At
the same time, the development of their knowledge and skills is
supported so that they can get involved with confidence. Productive
working relationships between service providers and (potential)

service users are forged, or significantly improved™!*

1% positive Steps; The Government’s Response to Investing Together: Report of the Task Force
on Resourcing the Voluntary and Community Sector

1 WHSSB 2004 ‘Valuing People, Valuing their Participation-a Community Development
Strategy for the Health and Social Services Organisations in the Western area
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2.2 Key Principles

The key principles and practices of a community development
process include;

equity;

empowerment;

participation;

inclusion; and the

promotion of social support and social networks.

Empowerment is at the heart of the community development
process. Itincludes:
building capacity — supporting the development of knowledge
and skills which can be used by people to drive change for the
better; and
encouraging participation and self help — people playing an
active part in describing what they need, and influencing or

implementing change to make this happen.

There is a well recognised body of knowledge and evidence®? which
provides the link between these principles and health and social

status.

A commonly held understanding of community development is as a
process of empowerment leading to social change occurring at three
levels:

personal development;

2World Health Organisation 2003, Social determinants of Health: the solid facts. 2nd Edition
edited by Richard Wilkinson and Michael Marmot
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community / social development; and

political development.

The idea of the need for a balance between the personal, social and
political is well captured in the diagram below and which makes the

link between and community development and health and social
outcomes explicit.

Working towards a balance between the individual
and their environment
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2.3 The relevance of community development approach  es to
the HPSS.

The rationale for the use of a community development approach in
the HPSS has been identified as supporting people to:
obtain better access to information about health and other
community issues;
identify and articulate their own health needs and agenda for
action;
start and manage their own neighbourhood organisations and
groups;
set up and run community facilities, events and activities;
campaign or negotiate for health giving improvements in the
area such as better play or leisure facilities, improved
transport, more work opportunities;
strengthen community networks, relationships and supports,
providing mutual aid for better health and well-being;
promote a stronger sense of community spirit and solidarity,
helping to foster people’s sense of worth, identity and worth;
and

develop self esteem, confidence and personal skills.*?

Community Development approaches in the HPSS offer
opportunities for change for people and communities experiencing
disadvantage and otherwise lacking the power to change their

circumstances.

®* Thomas, D (1996) Helping Communities to better health, Health Promotion Wales
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Growth in the field of community development and health work has
been occurring steadily since the mid 1980’'s. Recently links
between community development and health have been
demonstrated through a variety of models in which the HPSS has

been involved:

Health Action Zones combine a multi-agency partnership
approach with community development practice in tackling
disadvantage and discrimination and the resultant health
inequalities. The North and West Belfast Health Action
Zone's work with Traveller communities and the area based
approach of Shankill 21 are examples of co-ordinated
approaches to addressing health inequalities which have

iImpacted on mainstream services.

Sure Start has adopted a multi-agency approach to its task of
providing services for families with young children. Services
are provided through a holistic approach which brings health,
education and parenting support services together in a co-
ordinated way. Sure Start is both designed and delivered at a
local level through a network of local statutory agencies and
community-based voluntary organisations working in the fields
of health, early education and family/parenting support. Thus,
in each local area, different programmes are set up according
to the range of existing services and the particular needs of
the community, though programmes must include a number of

core services laid down by policy.
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The importance of including a community perspective in the
governance arrangements for the HPSS was recognised in
the decision to recruit ‘community representatives’ to the
Boards of the Local Health and Social Care groups. The
LHSCGs were also specifically charged with the task of
developing links with their local communities and adopting a

community development approach to this aspect of their work.

Embracing a community development approach to its business can
enable the HPSS to contribute to its central mission of promoting
health and social well-being, particularly of the most vulnerable
sections of our communities. This key point is recognised by the
DHSSPS in its production of ‘A Healthier Future: A twenty year
vision for health and wellbeing in Northern Ireland 2005 — 2025'.

‘Involving people — building caring communities’ is one of five cross
cutting themes identified in the 20-year strategy. A Healthier Future
policy direction 4 states:
“We will make it a strategic priority to fully engage with, and support
the development of, people and caring communities who will:

)] actively promote health and wellbeing;

i) have a central role in managing chronic conditions; and

iii)  be partners in the design and management of our health

and social services.”

In order to meet this priority and the departmental responsibilities for
implementing policy directives such as Partners for Change,

Investing Together'* and Positive Steps,™ a review and reform of
g log

1 Investing Together Report of the Task Force on resourcing the voluntary and community
sector, DSD Oct 2004
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practice is necessary. Such a review will assist the Department to

identify a strategy aimed at maximising resources and effort at

Department, Board and Trust level, taking into account new

structural arrangements which will result from the Review of Public

Administration. This will support the process of engaging people

and communities with statutory services in order to meet the goals

of ‘A Healthier Future’. This report has been commissioned to make

a contribution to this process.

2.4

This report aims to-
restate for the HPSS what community development is and why

it is relevant to the HPSS,;

set out the policy context to confirm the relevance of
community development to the HPSS;

review the impact of the document ‘Mainstreaming Community
Development in the HPSS’ (DHSS 1999);

review the understanding and activity of community
development approaches in the HPSS (at DHSSPS, Board
and Trust levels);

analyse the findings of the review to identify key themes for
action; and

make recommendations and propose a framework for action to
promote and support the mainstreaming of community
development in the HPSS, which in turn assists the HPSS to

achieve core objectives.

% positive Steps The Government’s response to Investing together: report of the task force on
resourcing the voluntary and community sector, DSD March 2005
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Chapter 3
Methodology
A mixed method approach utilising a number of qualitative and
guantitative methods drawing from social research methodology
were used to conduct this review. These included:
a review of documentary evidence (annual reports, business
plans, strategies and policy documents) and a review of the
policy context in relation to community development and the
HPSS;
semi structured interviews with HPSS Board and Trust
representatives; and

3 short questionnaires for DHSSPS representatives.

The steering group chaired by the Family Policy Unit and
representatives of the relevant parts of the service acted to quality
assure the process. This included discussing and agreeing the
interview schedule, the questionnaires and the methods of data
collection. Two draft reports were presented and discussed by the

steering group.

The methods used sought to explore two main lines of enquiry. The
first was to review the impact and progress of the mainstreaming
document within Boards and Trusts. A second area of enquiry
sought views from the DHSSPS through means of the three
guestionnaires coordinated by the Family Policy Unit. The purpose
of this investigation was to gauge the levels of awareness,

competence and attitudes towards community development
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amongst the various directorates within the DHSSPS for which the

issue had relevance.

3.1 The Sample

The sample for the HPSS was compiled by the DHSSPS from a list
of named community development contacts supplied by the Boards
Trusts and the Health Promotion Agency. The sample included a
total of 24 contacts. The sample for the DHSSPS questionnaires

was identified by the Family Policy Unit.

An issue which emerged was that the contact list for community
development as held by the Department did not necessarily match
up with arrangements on the ground. Some contacts, for example,
were unaware that they had been named as a contact or what being
a contact meant. Some had a limited view of community
development activity within their Trust or beyond their own
responsibility, whereas others had clear lines of communication with
other key contacts concerned with community development within
the Trust. A small number of the contacts felt they were the wrong

people and had no authority to represent Trust views.

3.2 Access

The Family Policy Unit wrote to each HPSS contact in order to
secure access for the researcher. This initial contact was followed
up by the researcher by letter and phone, to explain the purpose of

the review and to arrange the interview schedule.
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3.3 Response

Of the possible 24 interviews, 21 were conducted during the period
March — June 2004 (one outstanding was held in August 2004). It
was not possible to schedule a mutually convenient time with the

remaining three although all were willing to participate.

The initial letter sent in January 04 had suggested that contacts
might wish to make colleagues aware of the process and/or include
them in the interview (up to a max of 8 people) as it was appreciated
that community development interests may well straddle
programmes of care. It was stressed that a corporate view was
sought. The outline interview structure was also attached to assist

participants and is appended (Appendix 2).

The offer of group interviews was taken up by 10 participants, with
groups ranging from 2-8 participants. The remaining 11 were
interviews with individuals, two of whom had circulated the
guestionnaires to colleagues prior to the interview. Documentary
evidence was also collected at the interviews; several were followed

up by the submission of documentation post interview.

All interviews were recorded with permission, and two were
conducted as telephone interviews. Recordings were transcribed
and analysed using standard qualitative techniques to identify
emergent themes. The summary key findings contained within this
report are therefore arrived at through weight of opinion which can

under represent minority opinion. However a feature of this review
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was the remarkable levels of consistency amongst interviewees on

key issues.

3.4 DHSSPS Questionnaires

The inclusion of DHSSPS within the sample had not been planned
originally, as the mainstreaming document itself makes no mention
of the role of DHSSPS, although many of the recommendations
relate to issues which are ultimately the responsibility of the
Department. However preparatory investigation, including the audit
conducted by the Family Policy Unit, pointed to the significance of
the role of DHSSPS so it was agreed to try to gauge the levels of
awareness, competence and the attitudes towards community

development amongst relevant personnel within the DHSSPS.

Three questionnaires were designed by the researcher as follows;
Questionnaire 1 was designed to assess self rated levels of
competence, knowledge and skills in relation to community
development, of themselves (individuals), their team and
DHSSPS on a scale of 1 (high) to 5 (none);

Questionnaire 2 was a series of open ended questions (7 in
total) which sought to gauge respondents’ understanding of
community development and its relevance to H&SS; and

Questionnaire 3 was a Lickett scale which sought attitudes
towards community development within the HPSS through a
series of statements against which respondents rated their

level of agreement or disagreement.
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The collection of data was coordinated by email by the Family Policy
Unit, to their distribution list 76 contacts. There was an error with
one questionnaire (the one on attitudes) which had been designed
as an anonymous questionnaire but inadvertently was distributed by

email, which negated the possibility of anonymity.

The response rate to the questionnaires (designed for ease and
simplicity in response) was low. 27 of the 76 questionnaires
distributed were returned, representing a response rate of 20.5%.
With such a low response rate the data can be considered unreliable

and is therefore reported on, and should be read, with caution.

3.5 An Opportunity

An opportunity to maximise the sample by extending and deepening
it presented itself through related work being undertaken by the
WHSSB. Through collaboration permission was sought from all
parties to increase the interview sample to include the 4 Chief
Executives of the Boards and the Director of Public Health in the

WHSSB. This meant that a total of 26 interviews were conducted.

3.6 The Researcher

The review is clearly influenced by the researcher, the Director of
CDHN, an organisation committed to promoting a CD agenda. The
issue of researcher bias was acknowledged from the outset and
discussed with the commissioner of the research. Whilst
acknowledging that her experience and perspective may introduce

bias, the level of analysis is also deepened and assisted by it, but is
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referred to here for reasons of transparency. Any potential for bias
is balanced by the role of the steering group in quality assuring the
work and challenging the findings. This feature of the researcher as
an instrument of research is consistent with social research
methods. (Burgess 1984)
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Chapter 4.

The Policy Context

One of the most significant influences on public policy relating to the
issue of health inequalities and the wider determinants of health in
the later part of the 20th century was the World Health Organisation
Alma Ata Declaration on Primary Care in 1978. This declaration and
the first UK report on health inequalities, the so called “Black
Report™ in 1980, highlighted the importance of a multi-agency

approach.

This approach was echoed in the first Northern Ireland health profile
(and one of only a handful in the U.K.) carried out in the Moyard
area of Belfast in 1984. These concepts were further endorsed by
WHO in “Health for All by the year 2000” (1984) and were followed
by “The Ottawa Charter (1986). These initiatives laid out a clear
strategy for health promotion and made explicit the links between

health and community development.

The current framework informing and influencing European policies
on health and inequality is ‘Agenda 21’. The Belfast Healthy Cities
project has demonstrated these concepts in its practice, as have a
number of other community health initiatives in Northern Ireland, and
collectively they have had an impact on shaping subsequent health

partnership projects.

'® |nequalities in Health The Black Report/The Health Divide
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Investing for Health, and its sister policies in Scotland, Wales
England, and the Republic of Ireland all draw on, and seek to build
upon, the WHO and European policy initiatives in order to drive their
strategies that focus on equity, citizenship, multi-sectoral partnership

and community participation at both national and local level.

The Wanless Reports®’ are set to significantly influence future health
policy in the UK, confirming the imperative to engage the public,
their organisations and other partners in rising to meet the

challenges of health inequalities.

The new white paper on public health published by the Government
in February 2004 firmly charts a course for public engagement and
involvement in improving health.

“Achieving the goal of a population ‘fully engaged’ in improving
health, to avoid becoming sick rather than treating sickness, is a
major prize for the whole community.”

This is reflected in Northern Ireland within the new regional strategy
‘A Healthier Future’ which highlights the advantages of engagement,
identifies the need to find ways for the public to take ownership of,
and become actively involved in, promoting their health and
wellbeing, while committing to the development of an integrated

policy for public engagement.

" Securing Good Health for the Whole Population Wanless, February 2004
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4.1 The Northern Ireland Context — Drivers for Chan ge

There are a host of initiatives in the legislative, policy and practice
arenas, which contribute to the drive for change and have links to
community development as a method of effecting the desired
change. Many originate from UK initiatives and some are Northern
Ireland specific. These initiatives impact significantly on the way the
HPSS conducts its business, on the work of staff in the HPSS
whatever their role and on the role of the community and voluntary
sector.
The range of the most recent drivers includes:
the Programme for Government — specifically ‘Working for a
Healthier People’;
‘Investing for Health’;
the regional strategy for HPSS ‘A Healthier Future - a twenty
year vision for health and wellbeing in Northern Ireland 2005-
20257
‘Priorities for Action - Planning Priorities and Actions for the
Health and Personal Social Services 2004/2005";
HPSS reform and improvement initiatives such as, ‘Developing
Better Services’, ‘Review of Community Care’ and the
Ambulance Review Implementation Plan;
‘Partners for Change — Government’'s Strategy for Support of
the Voluntary and Community Sector 2001-2004";
‘People and Place — A Strategy for Neighbourhood Renewal,
Department for Social Development 2003’;
The Compact, ‘Pathways for Change’ and the work of the Task

Force on Resourcing the Community and Voluntary Sector;
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The Review of the Public Health Function in Northern Ireland
2004;

The DETI led Strategy ‘Developing a Social Economy’;
‘Releasing Resources to the FrontLline — Independent Review
of Public Sector Efficiency’, the Gershon report July 2004;

the broad equality agenda including Section 75, New TSN and
Promoting Social Inclusion;

specifically targeted pieces of legislation with regard to
children, disability, carers;

The Review of Mental Health Services;

Human Rights Legislation;

Health promotion strategies e.g. Mental Health Promotion
Strategy, Sexual Health Strategy, Physical Activity Strategy,
Tobacco Action Plan;

Health and Well-being Investment Plans;

Policy and practice initiatives promoting service user
participation and empowerment — such as person centred
planning;

Partnerships such as Children’s Services Planning, Health
Action Zones, Agenda 21, Local Strategic Partnerships, urban
regeneration / neighbourhood renewal;

Local Health and Social Care Groups and other developments
In primary care;

Developments within professions — such as Health & Social
Care Governance, Strategy for Public Health Nursing,
development of the new Social Work Curriculum (which is to
include elements on Community Development) and the

Strategy for Community Pharmacy;
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Peace and reconciliation and the requirement on HPSS to
meet the needs of victims (Bloomfield Report); and

Additional funding streams such as Sure Start, Community
Fund, New Opportunities Fund, Active Communities, Investing

for Healthier Communities.

4.2 New Targeting Social Need, Promoting Social inc  lusion,
Equality and Human Rights

New TSN, which includes Promoting Social Inclusion (PSI), is a
policy specifically developed to tackle poverty and social
disadvantage. The policy aims to tackle social need and social
exclusion by targeting efforts and available resources towards those

individuals, groups and areas in greatest need.

It is in the key policy areas of New TSN, Promoting Social Inclusion
and equality and human rights that the processes of community
development, and its key outcome of active citizenship, have a
critical role. The groups that this legislation and policy seeks to
assist have, or are most vulnerable to, the poorest health. The
implementation and effectiveness of these policies requires different
ways of working, and community development is an essential
component of a broader strategy to progress the objectives of

equality, equity, inclusion and human rights.

Priorities for Action 2004 — 20058 makes explicit the requirement for

HPSS organisations to prepare strategies for community

'8 Priorities for Action 2004 — 2005, Planning Priorities and Actions for the Health and Personal
Social Services, DHSSPS March 2004
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development, in the context of meeting Targeting Social Need

requirements.

‘HPSS organisations will take forward policies and actions which
include addressing the health inequalities experienced by those who
are disadvantaged, improving access to good quality childcare and
family support, promoting social inclusion, developing and
implementing community development strategies, matching
resources to health and social care needs and addressing issues of
equity in the allocation of resources.’ (Priorities for Action 2004 —
2005 DHSSPS)

4.3 POLICY ANALYSIS - KEY THEMES

The pervasive themes when the overall policy environment is
reviewed are:
prevention / early intervention / enhanced primary &
community care;
improving health and well-being;
promoting equality and equity;
promoting social inclusion;
partnership — multi-sectoral, multi agency, multi disciplinary;
adding value — maximising resources;
promotion of community — civic renewal,
participation — citizenship;
empowerment; and

accountability / quality.
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4.4 Summarising the Rationale for Community Develop  ment
and the HPSS

Analysis of the policy environment provides a clear rationale to
progress community development strategies in collaboration with
partners in the HPSS family and key stakeholders in the community
and voluntary sector. Commitment to community development
approaches within the HPSS provides the service with a vehicle

through which to co-ordinate and advance the key policy objectives

that it faces.

The progression of community development strategies in the HPSS:
is highly consistent with government and regional policy;
supports the promotion of health and well-being particularly of
marginalised groups;
supports tackling the inextricable link between health status
and poverty;
values and supports the role of people and their organisations
in promoting health and well-being;
is highly consistent with the drive in modern health and social
care professional practice;
promotes partnerships and collaborative working; and

co-ordinates, maximises and targets the use of resources.
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Chapter 5

Impact of the Mainstreaming Document

In some respects the mainstreaming document could be viewed as

a permissive document, which has been used to inform or support

areas of work within the HPSS at Board and Trust levels by those

motivated to do so. Its impact at Board and Trust level has been
undoubtedly greater than within the DHSSPS.

The mainstreaming document in 1999 indicated that 3 Boards and

Trusts had produced a policy document.

5.1

The position currently at H&SS Board level ist  hat:

2 Health and Social Services Boards have a formal community
development strategy with action plans (SHSSB & NHSSB);

1 Board (WHSSB) is in the middle of a thorough whole
systems process to formulate an area community development
strategy for the Health and Social Services family;

1 Board (EHSSB) has a user participation policy incorporating
community development principles. This is their chosen
approach to promoting community development and has been
refocused through their Investing for Health strategy; and

All Boards demonstrated evidence of their role and their
understanding of community development through a wide
range of initiatives, from Health and Social Care Governance

to TSN and Investing for Health.
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5.2 Health and Social Services Trusts

8 Community Trusts have produced a formal community
development strategy, and 3 more are in the process of doing so.
The acute Trusts are more likely to have produced user participation
strategies, but all acute Trusts provided evidence of how they
viewed community development as relevant to their functions.
Examples of how acute Trusts’ interpretation of their roles in relation
to community development led to the development of specific
initiatives include the Altnagalvin Hospital Community Forum and

the work on equality undertaken by the United Hospitals Trust.

It is noteworthy that all the Community Trusts in the one Board that
did not have a specific community development strategy had or
were developing one. Reportedly this was as a means of clarifying

their role and providing leadership and focus on the issue.

These sample quotes provide illustration of many of the views
expressed about the impact of the mainstreaming document.

“What was most useful was the guidance in the mainstreaming
document, guidance on what Boards should do, Trusts should do
and where perhaps sometimes there was a confusion of roles”

Trust Manager

“Even though the “threat” (of targets) was removed with changes In
Departments and responsibility moving to DSD, we got on and did
some stuff because we see the need. Now | believe that we can
see some of the real difference and the quality improvement that
fairly small initiatives are making”

Trust Chief Executive
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“There was good stuff in it, we were challenged by it but no one
came looking and in the confusion of competing priorities it
disappears but we are centrally concerned with the subject matter.”
H&SS Board

These perspectives indicate the significance of leadership and the
permissive nature of the document. The section below on the
relevance of community development to the HPSS demonstrates
how other policies and initiatives that the HPSS must respond to
have also motivated the organisation to be concerned with

community development.

The objective of the Mainstreaming Document was to support the
HPSS to utilise the outcomes of community development for health
and social well being gain. However, despite the apparent lack of
pressure from DHSSPS (which resulted from reorganisation) to
implement the recommendations significant progress has been

achieved at practice level.

The clearest demonstration in progress in relation to mainstreaming
community development in the HPSS is evident in the developments
in policy and practice initiatives, which are highlighted in the policy

context section earlier.

The principles and practice of community development such as
equality, empowerment, participation and partnership are clearly
intended to be embedded at the heart of modern HPSS service
delivery. Such ideals are totally consistent with the DHSSPS
Corporate Plan’s (2004/2005) mission statement which states a

commitment to improving health and social well being in a way
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which is fair and equitable, listens to the views of the public, focuses
on improving quality and promoting clinical excellence and

stimulates and supports partnerships.

5.3 DHSSPS Questionnaires

Three questionnaires were designed to gauge the awareness and
understanding of community development and its relevance to
H&SS of the DHSSPS representatives.

Questionnaire 1 was designed to assess self rated levels of
competence, knowledge and skills in relation to Community
Development, of themselves (individuals), their team and
DHSSPS on a scale of 1 (high) to 5 (none);

Questionnaire 2 was a series of open ended questions (7 in
total) which sought to gauge respondents’ understanding of
community development and its relevance to H&SS; and
Questionnaire 3 was a Lickett scale which sought attitudes
towards CD & H&SS through a series of statements against
which respondents rated their level of agreement or

disagreement.

Caution has already been signalled in the methodology section
about the reliability of this data due to the small response rate but
some summary observations are made drawing on the results

mainly to make the case for further enquiry to be made.
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5.3.1.Questionnaire One

Overall the team scores were consistently higher than either
individual or Departmental scores. Departmental scores were

consistently the lowest.

Across the questioning on competencies and skills, responses
predominately rated levels as adequate to low. Levels of familiarity
with community development approaches in the HPSS were only
slightly higher than knowledge levels. Those reporting no knowledge
of community development was the highest out of all questions.
Knowledge of principles and practice underlying community

development was also the highest level of low across all questions.

Knowledge of the policy context linked to community development
ranged between adequate and low but with a sizeable proportion

rating none.

The respondents rated a higher level of knowledge and skills in
relation to user involvement although they predominately rated them
as adequate. Contrasting this with the no and low rating of
community development could lead to the conclusion that
respondents were unclear about the links between community
development and user involvement, a feature which was also

evident within the interview data from Board and Trust interviews.

In relation to knowledge of the community and voluntary sector the
majority rated adequate. However, many individuals rated their

knowledge as high, but rated their team and the Department
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considerably lower. This could suggest stronger relationships
between individuals within the DHSSPS and voluntary and
community organisations, whereas at a corporate level individuals
are unaware of the formal arrangements for such relationships. This
finding, taken with the question in the attitudes section on the
Compact which was answered in the neutral by the majority
(indicating lack of awareness of the compact) suggests that there is
a lack of awareness of the compact or its significance in defining

relationships.

The question of knowledge, skills and experience in partnership
working was the highest rating, but it was still described as adequate
for the Department with ratings for individuals more or less even
between high and adequate. Once again, individuals appear to have
experience of partnership working but have not necessarily made
the connection to community development or to view this as a team

or corporate function.

Finally, the weight of ratings for networking in support of a
community development role in DHSSP was on the negative end of
the scale between adequate and none. There seems to be little
understanding of the role of networking in developing understanding
of community development and this may be an indication of

fragmented working patterns.
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5.3.2.Questionnaire 2

Questionnaire 2 was an open ended questionnaire of 7 questions
probing for unstructured insight into ideas about the understanding

of community development and its relevance to DHSSPS.

The especially low response rate to this questionnaire could indicate
that only those motivated and informed respondents completed this
guestionnaire and comments may therefore be unrepresentative of
the group as a whole. Sample quotations against each question
which reflect the weight of views held are offered (see below) but it
IS not possible to speculate how prevalent or representative these
views are, even when considered against the other two
guestionnaires. A mismatch is observed which could mean that

responses to the open ended questionnaires are minority views.

In your own words, What is Community Development?

Sample Responses

“Community development is concerned with supporting and
empowering communities to take responsibility and make informed
choices for their health and social wellbeing. While it applies across
the whole community, it especially seeks to reduce inequalities and
target those elements which affect our wellbeing — poverty,
employment, social relationships, education etc. In respect it is
everybody’s business and in policy and government terms is not the
preserve of any single government department.”

“Community development is about equipping users and communities
to participate fully in the planning, delivery and evaluation of public
services. It is also about equipping them to make full contribution,
personally and collectively, to achievement of important public
service goals.”
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How is Community Development related to the HPSS  ?

Sample Responses

“If we consider the factors that determine our health and social care
status then HPSS is simply one of the players. Two things emerge
— we need to work in partnership with other agencies to have
maximum impact, secondly we need to change the Dynamic — it's
not what we do to people but what we do with people i.e the
partnership and engagement with the public.”

“There are currently huge inequities in access to services, leading to
inequalities in outcomes. Only by embedding community
development in the HSS can we effectively address this. We also
need to shift the balance of power between workers and users.
Community development will lead to individuals being empowered to
manage their own wellbeing and to participate in decisions which
affect them.”

How is Community Development related to your areao  f
responsibility?

This question was the least answered, a possible conclusion being
that respondents (and by implication non-respondents) are unclear
about how community development relates to their area of
responsibility. However, the sample quotations offered below
indicate that those who can identify the link are very sure about the

relevance of community development to the HPSS.

Sample Responses

“The increasing number of older people and continued break-up of
the extended family and breakdown of communities will lead to more
isolation and increasing dependence among the most significant
group of people already affected by such problems and who account
for the use of the majority of health and social services. Well
developed communities will help to reverse this trend.”
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“It relates widely through our development of a primary care strategy
which will have a strong community focus and Local Health and
Social Care groups which have a responsibility to engage with the
local community as part of their planning process.”

“Building capacity in communities means that they are better
equipped and more effective in contributing to consultations in the
context of Equality Impact Assessments (Section 75 of the Northern
Ireland Act 1998) and on consultations surrounding equality
strategies and policies. Community Development is contributory
factor to reducing inequalities in health and social care.”

“User and carer views are central to review of mental health and
learning disability any proposals for change must have their
support.”

What would assist you most to integrate a community
development approach into your work and work of DHS SPS?

Within the limitations previously highlighted, the overriding theme
under this question was the call for commitment, direction
(leadership) and integration to make explicit the relevance of
community development to DHSSPS and its various responsibilities.
The need for greater knowledge and skills, borne out by the
guestionnaire on knowledge and skills and central to the more
reliable data from the Board and Trust interviews was also
highlighted.

Sample Responses

“Sustained integrated planning which relates to the work of other
Government departments.”

“A commitment from the top to community development and the
appropriate resource to ensure that it becomes a reality. We need
to be careful about trumpeting community development — good
intentions need to be translated into realistic action.”
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“We definitely need ongoing training, at all levels DHSSPS AND
HSS. It probably also needs to be included in targets to motivate

people. It should be a key strand of all strategy/policy documents
produced.”

- 45-



Survey of Attitudes
Respondents were asked agree or disagree with a number of

statements to explore their attitudes toward Community

Development.

The weight of opinion is shown below

Community Development is concerned with | Agree
Citizenship

Community Development is directed only at| Disagree
excluded individuals

The relationship between the community and | Neutral
voluntary sector is defined by the Compact

| am not equipped to know if community | Disagree

development has any relevance to my work

Community Development is a method of work
based on the principles of equity, empowerment

and patrticipation.

Strongly agree

Community Development is more to do with

other Government departments than DHSSP

Disagree-

Strongly/Disagree

Community Development deals with symptoms

and not root causes.

Disagree

A strategy to promote and support Community
Development in H&SS would contribute to

DHSSPS achieving its core objectives.

Agree-Strongly

agree

DHSSPS staff do not possess the competencies
required to integrate Community development

approaches into core business

Agree

Professional legitimate authority will become

Disagree
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eroded by greater participation of users in

service planning and delivery

CD is a central theme in across Government | Neither

Policy.

Community development is linked to New TSN, | Agree

Equality and Human Rights agendas.

People do not want to take responsibility from | Disagreed-

their Health and Social Care Strongly/Disagree

Community Development is the preserve of the | Disagree

community and voluntary sector.

Community development is about helping | Agree-Strongly
people to reach their potential and participate in | Agree

Health and Social Wellbeing.

The conclusions which can be drawn from this area of questioning
reveal that the majority strongly agree that community development
is a method of work based on the principles of equity, empowerment
and participation; that it is to do with the DHSSPS and that they are
equipped to know if community development has any relevance to
their work. There was also agreement that DHSSPS staff do
possess the competencies required to integrate community
development approaches into core business. In contrast to the
competencies questionnaire it would seem that there are gaps in
knowledge, understanding competence and skills if community
development approaches are be utilised to advance HPSS
objectives. Weight of opinion agreed/strongly agreed that a
strategy to promote and support community development in the
HPSS would contribute to the DHSSPS achieving its core

objectives. The two areas that scored highly as neither agree or
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disagree were concerned with the Compact and whether community
development is a central theme across government. This could

indicate that respondents do not know.

Finally, there was agreement to strong agreement that community
development is about helping people to reach their potential and
participate in the H&SS which would seem to serve as a reason to

develop such an approach.
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Chapter 6

Review of Progress and Practice in

Health & Social Services Boards & Trusts

6.1 Defining Community Development and H&SS Roles

When asked for definitions of community development across the
interviews, specific ‘text book’ definitions of Community

Development were not often offered.

“You answer (to a colleague) you've got the book”
Group interview Community Trust.

However when talking about examples of practice in programmes of
care the key words or principles such as empowerment were easily
cited and when pressed on personal meanings, very often the
essence of what the work is about was evident. This comment was

typical:

“Community Development for me is one of those things that | didn’t
understand for many a year ... | wondered if we all have a common
understanding ... but for me community development is very much
about trying to support people in whatever they see as their
community to support their empowerment to improve their health
and wellbeing”

Trust Chief Executive

In another large group interview it was stated that a composite view
of what community development was, was not possible because it
meant different things to different people. Less than a quarter of

respondents elaborated on the meaning of community or
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emphasised collective action in their definitions, although the theme
for working for change was common. Empowerment was the most
frequently identified principle in defining community development
and therefore could be construed as the concept of community
development most widely understood as applicable to the HPSS, yet
here there was an inference to individual empowerment rather than
community (either geographical or community of interest — such as

people with disabilities).

While the term ‘capacity building’ was frequently used there was no
explicit reference to the role of personal development within the
community development process, yet this is intrinsically linked to
empowerment. Health and Social Services can and do play a key,
even a unique, role in personal development and empowerment with
some of the most marginalized and excluded people who often are
high users of HPSS and who are the most vulnerable to the poorest
health, yet this was not readily identified as part of community

development process.

A commonly held understanding of community development is to
conceive of it as a development process of empowerment leading to
social change occurring at three levels:

personal development;

community / social development; and

political development.

Health and Social Service Boards and the acute sector were more
likely to emphasise user participation as central to their definition,

whereas Trusts on the other hand were more likely to emphasise
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community development, indicating a more community or collective
viewpoint by Trusts and a more individual model by Boards and the

acute sector.

Political development was not specifically highlighted by any
interviewee. The lack of evidence offered by respondents in relation
to political development, in contrast to the most frequently identified
concept of empowerment, could provide insight into their
understanding of empowerment. For example, empowerment as
understood in social work is accepted as “referring to the process of
increasing personal, interpersonal or political power so that
individuals, families and communities can take action to improve

their situations.”*®

The interpretation or lack of clarity of definition, despite the regional
health and wellbeing strategy ‘Into the Next Millennium’ (1997-
2002), reflects earlier discussions within the Mainstreaming
Document and within the evaluation of Policy to Practice (2000).%° It
may also indicate the lack of a consistent, accepted or reinforced
definition of community development within the H&SS or reflect a
lack of a co-ordinated or consistent approach to training (discussed
further in the section on personal and professional development).
Equally, it may indicate a gap between policy and practice where

policy directives are not well known about at practice level.

% Guiterrez LM (1992) Information and Referral Services The promise of Empowerment,
Information & referral 13, 1-1

% policy to Practice was the 2 year Research Programme commissioned by The Voluntary
Activity Unit and identified with the mainstreaming report. The research studies 5 trust
approach to mainstream CD a full evaluation report is available www.cdhn.org
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However, there does appear to be an understanding and ownership
of the key principles of community development, which was
evidenced across the sample. The greatest weight of evidence was
in the application of those principles to Health and Social Services,
which is discussed in the relevance to community development

section.

The Policy to Practice evaluation highlighted that Health & Social
Services providers perceived their roles differently, which could
usefully be constructed as a continuum. The ‘Policy to Practice’®
initiative recommended the need to clarify definitions and HPSS

roles along such a continuum.

/ / / /
One to One self help Community Community
....Work user participation groups Networks

This lack of clarity was apparent in the interviews. Different parts of
the service and different disciplines perceived their role at different
places but did not readily identify this as a continuum. Respondents
appeared to be unaware of the potential of working alongside
colleagues in different parts of the organisation or indeed in different
agencies or sectors. Professional and organisational boundaries,
although diminishing as absolute boundaries in significance, are still
apparent. One Trust has used this idea of a continuum within their
community development strategy to demonstrate and communicate

how community development is appropriate to staff with different

% policy to Practice Pilot Project Evaluation Report CDHN April 2000
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roles and responsibilities across the Trust. The framework

recommended in the concluding section builds on this model.

It may seem irrelevant to pursue a consistent definition when there
Is evidence that people know how it is relevant to their work.
However it becomes highly significant when interfacing with others,
namely the community / voluntary sector or other agencies who may
emphasise different aspects and where confusion or a culture clash
could inhibit relationships. It is clear that even within the service
confusion and misunderstanding can occur across boundaries and

disciplines when concepts mean different things to different people.

Concepts are also time bound. Community development is a
dynamic concept. Different disciplines trained and educated at
different times and places will understand it in different ways. HPSS
professionals who work closely with community and voluntary sector
organisations will have different understandings to those who do not.
HPSS professionals who have worked in the social and political
context of the conflict in Northern Ireland will have different
understandings of community development than those who have
not. Personal experience and attitudes will also impact on definition

and role.

For those working in the HPSS to be able to be explicit about the
definition of community development and its relevance to the HPSS
would facilitate productive partnership working and integration with

other government departments and agencies.
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This analysis of current practice, together with the overall review,
could serve to provide an inclusive definition (along the continuum),
which is customised for the HPSS. The proposed framework
included in a later section could also serve to link areas of work
within and across organisations, and to co-ordinate and add value to
a range of initiatives such as TSN, PSI, Investing for Health etc.
Furthermore, it allows for a distinction between, yet an interface
with, others concerned with community development. In this way,
community development should become a cross-cutting theme, like
quality, which pervades all areas of work in the DHSSPS and in the
HPSS, and therefore employees in these organisations are
conscious of its relevance to their work. For this to occur, community
development as a theme needs to be clearly defined and embedded
throughout the organisations in a similar fashion to quality or

equality.

The need for clarity in definition and purpose implies a need for
training and for personal and professional development which is
discussed in a later section. The development of the new 20-year
regional strategy provides the opportunity to be specific about how
the HPSS defines community development and how it sees its role

in the process.
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6.2 Relevance to Health & Social Services

The motivation to progress the mainstreaming of community
development approaches within the HPSS, along with the
proliferation of models of practice adopting its methods, was clearly
attributed by interviewees to its relevance to HPSS core objectives.
This was linked to a general and gradual culture shift within the
HPSS. These quotes were typical and illustrate the perception of a
change towards prevention, and towards partnership with people,

their communities and community organisations.

“We always decided what was best for people, this might be hard to
change but we have to ... there is no other way but working with
people”. Trust

‘I have actually changed my view in terms of what the Boards
agenda is we have a reason to engage with communities that they
understand and its not that communities have changed so much as
we have sort of changed, its an agenda which now means
something to communities.” Trust

“There is a real drive on within professions and within the health
service to think differently ... Interestingly | don’t think the drive is as
much at the top of the house more from within because we feel the
pressures or old ways not working, the resource trap, the enormity
of the problems all around us which mean we have to work with
people.” Board

“It's a philosophy of working, people recognise working together,
and participation, integration, user involvement as a good thing ...
Its happening right across Government and it's a good thing.” Board

Some participants highlighted the requirement within the HPSS for
consultation and increased public involvement as leading them to

consider community development as a method of working. It was
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seen as a way of reaching people in order to communicate with
them and as a way to involve them in decision making processes

around planning, service development and service delivery.

“Community Development helps us to be joined up to make
connections, broker relationships all key to social inclusion ... The
drive on Equality has really helped our work with ethnic groups
understanding needs, responding appropriately, promoting diversity.
Community Development is how we can do these things, not just
because we're told we have to.” Trust

Some respondents attributed this change to the realisation that
traditional methods and responses have their limitations. The
problems of poor health and inequalities were most frequently
identified by respondents as complex, multi dimensional and beyond
the remit of the HPSS in a traditional sense, thus providing the

motivation to work in partnership with people.

“It is not about putting community development practice out there,
it's about changing your organisations response — totally — and that
in a big sense changes what is going on in the health service family
at the minute — we want to listen, we want to respond, but we want
to change.” Trust

“The problems are so big, so complex at the end of the day its just
us“ and the communities. Our best bet — well our only option, is to
work together.”

Trust

Many of the interviewees emphasised the issue of prevention.

“... from a health and social view it is the issue of trying to reduce
the number of clients. To work with people before they become
clients, to work with communities before they produce clients.” Trust

-56-



Responses suggested that community development approaches to
health and social care were seen as relevant across all programmes
of care but particularly in relation to mental health, disability, children
and young people. Here the emphasis was on how community
development approaches can serve to increase social support and

the development of supportive communities.

Other areas of the HPSS where community development
approaches were found to be relevant were in needs assessment,
service planning, services delivery and delivering on the quality

agenda.

“... unless we really engage beyond the boundaries of interventions
and empower people to take some ownership and responsibility for
individual choices, personal choices, and facilitate that through
Interagency working, Statutory, Voluntary and Community. | think
we never really achieve our objectives of improving health and
wellbeing.”

“Its critical to what we do ... especially for organisations whose role
Is strategic, we must make some investment in getting upstream”.
Board Chief Executive

6.3 Education and Development

Interviewees were consistently forthcoming about their education
and training needs. When analysed and considered against practice
examples, these would primarily appear to concern personal and
professional development needs. Clearly these needs must be
viewed within the context of organisational development (which is

discussed in the next section).
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Where there is a clear theoretical academic base and substantive
literature concerning community development this is not always
accessible to people. Even when it is, its relevance or application to
the HPSS may be questioned. It is the practical application and skill
base in relation to health and social services which was the most
frequently identified need. Community development within HPSS
settings is more concerned with skills, attitudes and values than

simply the knowledge base.

“Basically, | have had to read up and gather what | can when you
want to do something you really have to mug up and equip yourself.
There are not an awful lot of formal training you can get, on how you
actually do it.” Acute Hospital Trust

“There seems to have been the presumption from the Board that
people just automatically know how to work differently, that
automatically we will be working in a community development way.”
Acute & Community Trust

“.. there is a big training need for staff, just understanding these
concepts and how do you expect people to work in different ways it
they don’t know how.” Acute & Community Trust

There were other statements which allude to a potential barrier to

development but also signal the need for education and support.

“most of the communities and also most of the staff in health and
social services we work within, neither are ready at the moment
about coming together.” Trust CD Worker

“We had our first opportunity to bring people from Community
Development networks in to work with staff around (an initiative)
people felt exposed, some staff felt incredibly vulnerable they felt
they were going to be criticized.” Trust

As one chief executive of a Board put it, culture change in work

practices should be empowering for staff and the service.

-58-



“We just have to find away of keeping and encouraging creative
thinkers within health and social services — we just don’'t have
enough of them and | think the structure just doesn’t promote it- If
you're working with me you should be telling me what your targets
are instead of me telling you what they are- this points to leadership
skills as well as community development, there are a lot of
development needs to make change happen.”

The importance of the issue of training and development for staff in
relation to community development has long been recognised. The
mainstreaming document which specifically recommends the need
for education and training, and which echoed the then regional
strategy (1997-2002) ‘Health and Wellbeing: Into the Next
Millennium’, identified this need for the first time. The regional
strategy document indicated the intention to commission a training
programme to better equip staff in the HPSS and the voluntary

sector to work in partnership with other agencies.

The two specific recommendations made by the Mainstreaming

Document were:

“5.7 We recommend that the Department should examine the
extent and nature of existing training in community development in
the review of professional education and training for the promotion
of health and social wellbeing referred to in paragraph 3.11 of the

Regional Strategy.”

“5.8 We recommend that any training programme commissioned by
the Department, or undertaken with support by the Department in
line with paragraph 4.13 of the Regional Strategy, should be

practice-based, incremental and piloted. We also endorse the
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recommendation in that paragraph that Boards and Trusts should
ensure that those staff who would benefit most from such education

and training have access to it.”

The mainstreaming document goes further by identifying and
recommending key components of training. The Policy to Practice
initiative developed by the Community Development and Health
Network to create a practice-based training and support programme
for HPSS staff based in 5 pilot sites across Northern Ireland was

also commended in the document .

Despite the lack of impetus from the DHSSPS to act on
recommendations in relation to education and development there

has been sporadic progress, which is referred to below:

The Policy to Practice initiative funded by EU Community
Infrastructure (ESF) with matching funds from H&SS Trusts and
supported by DHSS (via the Voluntary Activity Unit) began in 1998.
At the regional conference in 2002 the then Minister of Health
brought the project to its formal conclusion and received the
recommendations. The lessons and guidelines for a community
development approach in the HPSS extracted from the Policy to

Practice evaluation are appended. (See Appendix 3)

A multi-sectoral Community Development Education and Training
Group supported by CCTESW, (Central Council for Education and
Training in Social Work and latterly the NI Social Care Council),
commissioned the mapping of education and training provision in

Northern Ireland which was published in June 2002 and
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disseminated at a regional seminar. The recommendations arising

from that mapping exercise are appended. (See appendix 4)

The Health Promotion Agency produced an assessment of the
educational and training needs of professionals in the HPSS in NI
entitled ‘Promoting Health through Community Development’. The
study included a literature review, quantitative survey, focus groups
drawn from HPSS personnel and the use of semi-structured
interviews. A sample of 500 which included representation from
eleven different professional classifications and representative of all
four board areas produced a 55% response rate. The findings are
consistent with the body of understanding that there is a need for
development in education and training. The conclusions of that HPA

report are appended. (See appendix 5)

Other significant developments in the field of professional
development and education and training for health and social care
professionals relating to community development include:
Social Services Inspectorate Conference Report 2002
Community Development — Simply Good Social Work.
The production of British Social Work Curriculum Guidance
which is being introduced to NI in 2004; the NI Framework for
the Degree in Social Work (2003), and the Development of
Social Work and Community development. BSN Curriculum
Guidance (Martin O’Neill assisted by Jim Campbell) May 2004.
The publication of the Contribution of Nurses, Midwives and
Health Visitors to the Public Health Agenda (DHSSPS, QUB
and UV October 2000) which using Holman’s (1992) public

health typology identified community empowerment as one
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category of public health. Although overall the study found
activity in the domain was reported as fairly low, concentration
was on health education and preventative medicine roles.
Almost half (43%) of the respondents called for more
continuing education to better equip them to incorporate public
health roles into their role.

A related piece of work was that produced by CWETN
(Community Education and Training Network) (in conjunction
with VAU, DSD) which identified the Community development
skills, education and training needs within the overall statutory
sector.

TSN (1991) and New TSN (2001) Action Plans consistently
highlighted community development training needs as a target
within HPSS action plans. However, as the recent evaluation
reveals, only a third of all actions in the new TSN Action plans
had met their objectives (OFMDFM 2004; New TSN — the way
forward). The proposed changes to New TSN further heighten
the need for investment and for coherence in staff and

organisation development.

In addition a number of Boards and Trusts have furthered their

understanding of staff education and development needs. Several

of the Boards and Trusts have conducted baseline studies of their

staff needs, both informal and formal. This action has occurred

within those Boards and Trusts that have dedicated staff to promote

and support community development.

The SHSSB which produced a community development

strategy ‘Working in Partnership; a Strategy for Equity
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Participation and Inclusion’ that identified the need for a
training strategy which has resulted in a two stranded
approach for community education programmes (through
community sector training) and a professional development

programme of awareness raising and specialist education.

Homefirst®® Trust, influenced by its experiences as a policy to
practice pilot, established a community development project
(2002) and produced a number of community development
action plans to manage the process of mainstreaming
community development. Of particular significance here is
that work based on needs assessment included the
development of ‘Involving People’, an accredited course for
managers designed and delivered jointly by Venture
International and the Rural College (Draperstown). On
completion participants are awarded a Certificate in
Management Practice in Community Development from the
University of Ulster. The course focuses on community
development skills and practice. The first cohort completed

their course in April 2004.

The WHSSB has embarked on a thorough whole system
review which is outlined in the organisational review section
but for purposes here included a baseline study of staff

understanding and education and development needs.

2 Homefirst Community Development Project — a critique of the process — Institute of Public
Health in Ireland, March 2004.
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The partnership programme being run in WHSSB, and which
includes work with NHSSB, provides an example of a further
initiative to promote and support education and development
of statutory section staff to work more proactively with the

community and voluntary sector.

Finally the CDHN programme, Building the Community
Pharmacy Partnership, has included in-service training for
pharmacists on aspects of community development and the
skills required. A number of training resources have been

produced.

Most of the practice examples reviewed relating to education and
training concern HPSS professionals (post qualifying). There was
some evidence of the needs of unqualified staff (SHSSB) but this
may need to be investigated further as would the needs of non-
clinical managers, who may be in key positions to lead on

community development.

This review reveals that the HPSS currently enjoys high levels of
commitment, skills and expertise in relation to community
development, although this is not always evenly spread and is rather
dependent on motivated individuals and teams. There has also
been some advance in education and training and professional
development opportunities. The need for personal, professional and
organisational development in support of effecting culture change
and utilising community development was consistently identified by
interviewees as necessary to support progress. Its role in leadership

and effecting organisational change is clear.
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Networking opportunities, the collation, dissemination and analysis
of practice was also viewed as supporting practice, a point
recognised and highlighted as a recommendation by the

Mainstreaming document.

The inclusion of community development within the new social work
curriculum, and developments within other professions such as
public health nursing, and practice based development within the
pharmacy profession in the Building the Community Pharmacy
Partnership initiative are examples of how professional development
IS supporting the thrust to embrace the potential of community

development to support HPSS professional objectives.

A number of Boards and Trusts have embarked on training
initiatives. It may be necessary and desirable to meet this need
locally and individually, but a review of provision may allow for
assessment and agreement on core competences and skills to
promote a common understanding of community development and
health and social services work. Where there are generic community
work qualifications and academic study of community development
the application specifically to HPSS requirements appears, with the
exception of some pilot programmes, to be a gap in provision. A
review and development and a more comprehensive and co-

ordinated approach to provision would assist in meeting this gap.
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6.4 Accountability, Monitoring and Evaluation

In terms of what supports this work, the most commonly identified
constraint was to do with accountability, monitoring and evaluation.
Work is needed to progress the understanding and development of
indicators and targets for community development work in the
HPSS, which need to focus on both process and outcome. The work
identified in the Mainstreaming document which involved community
development indicators was not referred to by any interviewees,
even though they identified the lack of indicators as a constraint.
This work could be reviewed and developed further to suit the needs
of the HPSS. It would also link with the increasing interest in social
capital and its role in health development. DSD has developed work
on social capital indicators. The HPSS could both usefully contribute
to discussions concerning social capital and benefit from them in
turn as the understanding of its link to social support and health,

increases.

Interviewees also reported the need for further work on evaluating
community development practice to increasing understanding of its
contribution to health and social well-being and to inform the
commissioning process. This is an increasingly important issue in
an environment of competing priorities where decisions to invest

must be guided by evidence of health and social outcome.

“...1think there is a need for formal evaluation. Let’s take stock; let's
take one or two areas in each community Trust to produce some
hard evidence of where it makes a difference”. Trust Chief Executive
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While resources are available for the processes of monitoring and
evaluation, it is apparent from this review that they are not always
accessible to those in the field. Consideration needs to be given to
how opportunities for reflective practice and self evaluation can be
promoted and supported alongside service improvement and

commissioning initiatives.
Accountability and Performance Mechanisms

Consistently interviewees articulated the view that current
accountability and performance mechanisms within the HPSS and
the DHSSPS did not take account of the way community

development works.

“If we need to work differently to achieve goals, recognition needs to
be made by Departmental targets. We all know that using a
Community Development approach takes longer — change is a long
term process. Process and outcome measures are needed”. Board

Current Priorities for Action and TSN targets were frequently cited
as being inadequate at capturing the purpose, process, or
contribution of community development activity. Furthermore, in the
reality of competing priorities the importance of community
development was diminished by its absence in existing

accountability and performance measures.

“There is nothing within any kind of formal monitoring procedures
that actually give any credence to what | do even through everybody
can see and | know the contribution my work makes it's a major
constrain.” CD Unit, Trust
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The weight of opinion was that current mechanisms were not
synchronised with the changing nature, the culture shift and the
methods of working in the HPSS, working as it is towards a “fully
engaged scenario” (Wanless 2004)? with an increasing requirement
to comply with a raft of HPSS initiatives promoting a community

development approach.

When asked about factors that constrained their work, concerns
about accountability and priority were paramount. The following

guotations highlight this:

“...the main thing is that there are no clear lines of accountability for
Community Development at Government level”. Board

“Priorities for action do not support the work of Boards or Trusts in
their Community Development work, yet it provides them with
methods to achieve the priorities”. Board

“There is such a tension between the drive for working with people
and communities and how that is measured or accounted for,
priorities for action and specific targets are so narrow its hard to
justify what we need to do”. Board

“We are awash with targets and priorities, when the mainstreaming
document arrived and there were no targets | was relieved ... with
the threat removed we have got on and done the stuff because we
see the point now. | believe we can see some real difference in the
qguality improvement that fairly small initiatives are making. | am
coming round to the thinking that the Trust should be more
accountable for what they are doing in Community Development”.
Chief Executive, Trust

Where issues concerning targets and accountability were referred to

in relation to constraints, the need for indicators and evaluation tools

» Wanless D. Securing Good Health for the Whole Population, February 2004
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were also highlighted, but in a positive sense, and referred to as
tools for learning. The need for development in this area could be
linked to personal and professional development needs and

addressed through education and training.

6.5 Organisational Development

Organisations are systems made up of people. The purpose is that
the system enables the people to achieve the goals of the
organisation. The previous section considered the educational and
development needs of individuals within HPSS organisations.
Organisational change should be driven by individual and/or group
change. This is the elusive conundrum facing large and complex

organisations such as the HPSS.

“It's about changing your organisation’s response totally. There is a
big sea change going on in the health service family. We want to

listen, we want to respond, but we want to change.” Board

The Policy to Practice®® initiative highlighted the significance of the
organisation to the performance of the individual, concluding that
professional development had to be considered hand in hand with
organisational development for change to result at practice level.
The key challenges identified through this review suggest that
organisational/system change is required to enable community
development approaches to be utilised in the HPSS. Specifically the

challenges include:

2 policy to Practice Pilot Project Evaluation Report CDHN April 2000
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co-ordination, integration and coherence across the HPSS
family and with other agencies and sectors — this includes a
need for a common understanding/application across
organisational and professional boundaries;

flexibility; systems to enable people to work differently, for
example, out of hours; systems that can free people up to
respond differently; systems that facilitate multi-disciplinary
and multi-sectoral working;

culture change - systems that approach issues from a
different perspective; and

monitoring and accountability mechanisms that either discount
or fail to synchronise with the ways in which community
development approaches work, or contribute to health and

social outcomes.

There was sufficient weight of evidence identified by this review to
suggest that organisational change is in progress and that it has the
potential to enable different relationships to develop, both on a one
to one basis and in group settings. The organisational changes also

appear to support the process of multi-sectoral partnership working.

Presented below are some of the sample quotations which provide

evidence of changing organisations.

‘I think my views have changed in relation to what the Board’'s
agenda is, there are now many more reasons for us to engage with
Communities than ever before that they understand and it's not that
communities have changed what they want from us as much as we
have sort of changed our agenda to an agenda of health which
means something to them.” Board
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“One of the things we are currently engaged with in this Trust is
actually trying to completely turn the culture around to one where the
front line staff are more influential — we are embarking on a 3 year
organisational development project to make this a realty — frontline
staff will be more influential and users of services more influential
with front line staff and therefore we us as an organization.” Chief
Executive Trust

The development of Health Action Zones, Local Health and Social
Care Groups, Investing in Health structures, Sure Start and
Children’s Services planning were reported as structures which
supported community development work, although this view was not
held consistently. Nevertheless, it is an example of organisational
and structural change which accommodates community and service

user participation.

Several Trusts and Boards offered the example of their work in
reviewing and refocusing grant aid for the community and voluntary
sector as a demonstration of organisational change. This was seen
as a move towards transparency and equity, but it also served to
communicate how Boards and Trusts value community and
voluntary sector participation in the HPSS by moving from ad-hoc

arrangement to a more formalised process.

Those Boards and Trusts with identified community development
staff appeared in this review to have effected the most significant

organisational change, but there was an inconsistency in approach.
The enactment of equality legislation and crucially the appointment

of equality officers also proved in some but not all cases to have

supported organisational change.
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Trusts, and more recently Boards, with dedicated community
development staff expressed views on the important role they
played as a focus, a catalyst or driving force for change. Most had
adopted methods of work which enabled other staff to perform in
community development roles. Three Trusts reported being unable
to secure funding to create dedicated community development
posts but were hopeful this may be secured in the future in light of
increased need. Some Trusts had highlighted key worker type
schemes that linked directly with community work staff, while other

Trusts were able to free up staff for community development roles.

One Trust reported a change of position from holding the view that
community development was everybody’s role to still believing that,
but finding that in practice having a dedicated staff member meant

more co-ordinated action.

Trusts have identified different models to support their organisation
but the underlying theme concerns leadership and co-ordination.
Many of these new arrangements include community development
strategies. Strategies in themselves do not necessarily equate with
action, but where leadership is present they serve to communicate,
co-ordinate and make accessible a central vision. Furthermore, the
existence of a strategy also helps to prevent role ambiguity between
different parts of the HPSS.

There is palpable evidence of mainstreaming or integration of
community development approaches into the daily business of the

HPSS. As one community development manager in a trust put it,
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“we’'ve moved away from good projects; its now much more into the

everyday HPSS work”.

It has now recognised that mainstreaming in this way is more
sustainable, and in the long term likely to have more impact, than
the development of projects on short term funding. However, if
projects are to pilot new approaches, to be creative and innovative
within core roles, they must strive to continually improve on service

provision and performance.

Overall, this review finds that organisational development and
change supportive of community development approaches as a
means of attaining HPSS goals is underway and has been driven by
a number of key factors. These include policy initiatives, a response
to need, pressure from the public, service users and the community

and voluntary sector, as well as being clearly linked to leadership.

6.6 Leadership, Champions and Driving Change

The review identified that the factor most closely associated with the
change to a culture more supportive of community development
processes was the existence of leaders and champions who played
a role in driving those changes. The impact of the Mainstreaming
document (which was distributed to every Board, Trust and Agency)
was consistently only evident where a leader or a champion had
used it to support them in the achievement of their community
development goals. Of all the emergent themes in this review those

concerning leadership were the strongest.
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Three Trusts reported that they had been ‘knocked back’ for funding
for development their community development strategy at the time
of the publication of the Mainstreaming published while other Boards
and Trusts were able to identify resources and develop their work.
The role of leaders is clearly important, particularly when they
occupy influential posts within the organisation such as that of Chief
Executive. Boards and Trusts whose community development work
was championed by their Chief Executive were quick to highlight this

as crucial to their success.

The attitude of their chief executive toward community development
was readily identifiable by various grades of staff within

organisations and clearly prized as an asset when it was positive.

“We were struggling with our Community Development work but with
a change of chief executive who understands it, its all systems go.”
Trust

“Our chief executive and chair are really pro all our ideas about
community development there are still obvious constraints but it
makes all the difference.” Board

On occasion the key drivers were identified as communities

themselves.

“About 2 or 3 years ago we had five new non executive directors out
of a team of seven most of them came from community background,
SO at a strategic level they are always influencing.” Board

Leaders were evident and had impact at all levels. A notable feature

was that key responsibility for community development within
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Boards and Trusts lay with a variety of programmes of care or
disciplines. There was little consistency in the arrangements for the
management of the community development strategies within HPSS
organisations, with the exception of WHSSB and EHSSB who have
both placed it outside of health or social service responsibilities
placing it in Business and Planning (EHSSB), and with Investing in
Health (WHSSB).

Equally, leadership is evident in the establishment and development
of important partnerships such as Health Action Zones, specifically
tackling inequalities in health and well being. Specific arrangements
which have emerged appear to be linked to personal preference,
attributes and commitment. The emergent rationale identified by
this review of where responsibility should lie appears to be in any
place where it can work across the organisation and across
programmes of care. It was also apparent that there is a distinction

between responsibility and leadership.

Boards and Trusts that had formalised arrangements for a focus for
their community development activities and had established
resources such as community development units or teams
demonstrated their crucial role in facilitating their organisation to
coordinate, integrate and maximise resources, including skills and
experience, to achieve their community development objectives.
Such teams provide a readily identifiable driving force for culture
change which is visible and accessible both within and external to

the organisation.
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A further point was that the contact list for community development
as held by the Department did not always match up with
arrangements on the ground. Some contacts were unaware what
being a contact meant and had a limited view, where others had
clear lines of communication with other key contacts concerned with
community development within the Trust. A small number of the
contacts felt they were they wrong people and had no authority to
represent Trust views. Where the letter to request the interviews
with named contact offered the option to interviewees to involve
colleagues not all availed of this option. Where they did, group
interviews produced a more coherent picture of Trust or Board
activities, of how community development roles played out in
practice and also illustrated the issues of communication and
structure. One interview that was going particularly well where
participants were notably animated about their work (sparking off
each other with ideas), the interviewer asked if this kind of
discussion happened  often (the group was  cross
discipline/programme of care structure) and the group answered
“no, not really”. This appeared to be an example of where leaders

can be nourished and motivated by other leaders.

Many of the comments and issues raised about leadership referred
to the lack of it, particularly at Departmental level. The previous
Voluntary Activity Unit within DHSSPS was seen as a visible face to
this work and since its move to DSD the focus was seen by many as
less evident. It was felt that there were community development
aspects to many policies and initiatives emanating from the
DHSSPS but there was a lack of coherence among various

directorates such as Primary Care and Public Health, and various
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initiatives and processes such as Investing for Health, Sure Start,

Children’s Services Planning, TSN and equality measures.

“It was always concerned me about the fact of regional aspect of all
this has never been considered either within the DHSSPS or across
Government Departments — did you notice how even in the
mainstreaming document there are no recommendations for the
department?- How can that be?”

“Someone needs to conduct the orchestra; otherwise there is a
whole lot of noise.”

When asked what the Department could do in response to
comments about lack of overall strategic direction one Board

representative replied: “Be committed and be strategic.”

There was a recognition that Boards and Trusts should and do
influence DHSSPS strategy, and the call was for a constant dynamic

between policy and practice.

“I would like to think that we have been influencing, we are not
sitting back waiting for the department to say, do it this way we must
respond to need, be strategic and change accordingly and part of
this is community development and influencing the Department to be
part of that.” Board

Co-ordination, Integration and Links

Clearly linked to leadership are the outcomes of co-ordination and
integration. The weight of opinion here was that greater effort to co-
ordinate initiatives needed to be made at all levels within the HPSS.
It was felt that more explicit co-ordination at department and

Government level would be most helpful.
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New structures involving the HPSS, other public sector agencies
and community and voluntary sector partners often involved linking
with more than one government department. In these circumstances
the need for co-ordination was even more apparent. It was hoped
that current interdepartmental structures such as Investing for
Health, Partners for Change and the Children’s and Young People
Strategy would facilitate the process of co-ordination and play a role

in promoting and supporting community development strategies.

There were also calls for other links to be developed such as more
co-ordination between business areas within DHSSPS and possibly

a community development coordination group within the HPSS.

More links were also called for with the Voluntary Activity Unit, DSD
on issues such as volunteering and the Victims Unit (Trauma
Advisory panels). Other specific links identified related to Local

Strategic Partnerships and the People and Place strategy.

At Board and Trust level co-ordination would help to clarify strategy
potentially linking processes relating to consultation, user
participation, equality and community development. Co-ordination
would also have the potential to maximise resources by harnessing
the energies of staff involved in differing activities to contribute to the

overall strategy.
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6.7 Participation and Partnership

This was an area where respondents appeared to communicate a
discomfort with some of their experience or understanding of
participation by people and their communities in HPSS activity.
These concerns were also echoed to an extent in the responses to
the open-ended questionnaire administered to personnel in the
DHSSPS.

A summary of concerns raised included:
mission drift — is community development the role of the
HPSS;
doubts that the most disadvantaged are being reached;
representation and accountability;
small number of community activists — the ‘many hat
syndrome’;
gate keeping;
duplicity;
effectiveness; and

engagement not always directly relevant to the HPSS.

Some respondents gave accounts of how conflicts had arisen and/or
how relationships had deteriorated. However, such accounts had
often been worked through and new and better relationships had
emerged. Others indicated that they had avoided conflicts or moved
onto other relationships. Generally the more experienced Boards or
Trusts worked through difficulties and relationships matured, but this
took time and required a willingness on all sides to resolve the

Issues.

-79-



Whilst this is an indication of educational and development needs
(individual and organisational) within the HPSS, it also supports the
notion that the public and the community and voluntary sector need
information and support to enable them to work effectively with the
HPSS. Organisation and support is needed to facilitate and sustain

relationships for mutual benefit.

Some concerns were expressed about the fear of generating
unrealistic expectations as a reason for not engaging with the public.

Others dispelled this concern:

“There has been a worry that if you ask communities what they
want, they are going to ask for trips to the moon ... but its just not
like people are used to making decisions, of prioritising when they
are in on the discussion the decision making they understand much
more and can work with you, relationships are vital to all that.” Trust

On balance views expressed in relation to participation were
positive. In addition, there were a range of examples to of how to

facilitate and structure participation and partnerships.

“l think we have started on a real debate about when and how we
should be involving users of services, what role users can perform
and what role community and voluntary organisations perform ... |
think there are tangible benefits that are starting to come out of it.”
Board

Local Health and Social Care Groups, Investing for Health, and
Health Action Zones were felt by some to provide additional
structures to support ongoing relationships with some members of

communities.
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6.8 Resources

The final theme to emerge was the concern about resources. While
reference was made to the lack of identified budgets, the most
frequently voiced concerns referred to the availability of human
resources and the need for staff to be freed up to work differently
and work with communities. Boards and Trusts who had identified
teams or personnel to drive community development appeared to
have identified resources either from existing budgets and
programmes of care, or to have maximised resources through
levering in funding from external sources by working in partnership.
This also presented difficulties because ‘external’ money was

reported often to be short term and insecure.

For those who worked closely with communities there was an
appreciation of the funding difficulties experienced by the community
and voluntary sector and a keenness to avoid adding to this

problem.

“We are certainly being cautious because we do not want to promise
the earth and deliver very little. Somehow, someway we have to
create more recurrent funding schemes for some of the communities
and their work that makes a difference.” Board

The view that some community initiatives represent value for money

as well as adding value was also expressed.

“So it doesn’t cost much, in some recent work we did with older
people groups, the biggest thing they wanted was respect. They
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didn’t want heart transplants and costly things — giving what they
want shouldn’t cost much.” Trust

For their part, Boards and Trusts appeared to have made advances
in trying to stabilise their funding streams through structuring grant
aid programmes. Some felt that investing in community ownership

was a way of adding value and ensuring appropriate use.

“so that things are done with money, that is their money, it is public
money, increasing public ownership of it must be a goal ... the more
we have an engaged community, the more likely it is that anything
any department of agency does us better received and that people
are able to shape that because the power base shifts...”

Many argued that increasing flexibility with funding streams would
help. Representatives from Local Health and Social Care Groups
particularly made the point that they were well placed to make a
difference, to be creative and actively engage with people and
communities. To do so they but needed more resources but also
more flexibility. The call for flexibility was consistent across all parts

of the service.

The acute sector reported little credence being given to their role in
promoting user and community involvement. Although there were
good examples of equality work in the sector advancing this agenda,

it too was dependent on small and insecure funding streams.

“scratching around for really small amounts of money on which to do
it which takes such a lot if time.” Acute Sector

“One of the difficulties is we can sometimes get money for pilots or
new ideas, they attract limited funding, it's a success, you raise an
expectation out in the community that can’t be sustained it doesn’t
put us in a good light”. Acute Sector
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Chapter 7.

Conclusions

This review of policy and practice in the HPSS has identified a clear
rationale for the DHSSPS to review the mainstreaming document, to
reconsider their role and function in relation to community
development in order to provide leadership and guidance for the
HPSS family.

The rationale for adopting a community development approach in
the HPSS is that it:
is highly consistent with government and regional policy;
supports the promotion of health and social well being,
particularly of marginalised groups;
supports tackling the correlation between health status and
poverty;
values and support the role of people and their organisations
in promoting health and well-being — moving towards the fully
engaged scenario;
is highly consistent with the drive in modern health and social
care professional practice;
promotes partnerships and collaborative working; and

co-ordinates, maximises and targets the use of resources.

There are now a more compelling set of reasons for the HPSS to
utilise community development approaches to contribute to the
achievement of their goals than there was in 1999 when the

mainstreaming document was published.
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The developments in the policy arena indicate a changing
environment; one which emphasises the importance of people and
their communities taking more ownership and control over their

health and wellbeing, with public services working in partnership.

Boards and Trusts have understood and responded to the relevance
of community development as an approach to contribute to the
challenges of poor health and inequalities in health. The extent of
the development of community development strategies and the vast
range of practice across the spectrum of HPSS work provides the

evidence.

To build on this work, and to enable the full integration of community
development, there is a need to provide leadership, to build the
capacity of staff within the HPSS and the Department to internalise
the relevance of community development to their day to day work
and ultimately to mainstream community development approaches
across all levels of the HPSS family. There is a clear need to invest
in staff training/mentoring; user participation/ involvement; effective
partnership working and to effectively resource the process of

mainstreaming community development.

It is therefore timely and appropriate that the DHSSPS review its
position on community development in order to respond to the
changing environment, and to maximise and add value to the
resources available for the purpose of achieving core HPSS

objectives.
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If the Department takes a more strategic approach to raising the
profile of adopting a community approach, evaluating and promoting
the benefits of community development, ensuring that it is
incorporated into all aspects of health, and ensuring appropriate
staff are skilled to effectively use this approach, the long term,
benefits of a needs based health service, with more preventative
approach to health care will be realised. In addition, the potential for
further engagement with the social partners within the voluntary and
community sector in the delivery of health care and early prevention

will be maximised.
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Chapter 8

A Framework for Action

This review has identified a wide range of activities being
undertaken by the HPSS which it defines as a ‘demonstration of the
integration of community development approaches into the HPSS'.
Analysis of the activity, the documentary evidence and the policy
context has led to the development of this framework to provide a
structure for DHSSPS to link the range of interests and motivations
which concern community development across the HPSS family.
Such a framework would guide the overall strategy for
mainstreaming community development in the HPSS. It would
enable all aspects of the HPSS to locate their role and to be guided
by a series of aims and objectives that would support their
development and allow that to be measured through the use of the

framework.
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The Framework for action
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Development of the framework, and the programme of work that
dissemination would entail, would enable the DHSSPS to clearly
state the role and contribution of community development to the
HPSS and to make explicit what measurable action this
development entails. It would support the DHSSPS in the
achievement of the public engagement policy specified within A

Healthier Future.
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The framework sets out the different arenas in which the HPSS
engages with the public. It seeks to serve in all the different roles,

either as individuals (lower half) or collectively (upper half).

The intention of developing the framework with aims and objectives
Is to coordinate existing work into a strategy and chart the
development route for those working in these arenas to in order to
achieve optimum effect. It would enable the entire HPSS family to
work together towards the common goal of supporting communities
and individuals to engage with the HPSS, while enabling them to

work in the specific arena appropriate to their role.

Networking, clear communication, sharing of information, supporting
roles across the framework becomes crucial if the central goal is to
be advanced and resources maximised. This coordination role

needs to happen locally and at regional levels to be effective.

Development of the framework allows the DHSSPS and the HPSS
to clearly locate their unique role in community development
processes and be confident that they are working in this way to
achieve health and social care goals in collaboration with others.
These include other government departments such as DSD,
government agencies, the community and voluntary sector and the
general public who will play their respective roles in community

development processes.

The Programme of Government in the context of the wider UK
government agenda proposes the promotion of citizenship. A citizen

iIs someone who has both rights and responsibilities. There are
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many people and marginalized groups whose circumstances inhibit
the acquisition of a full set of rights and responsibilities, for whom
legislation and other safeguards are essential in overcoming

barriers.

In relation to health and social care, the aspiration for healthy
citizens working for a healthier people is clear. A healthy citizen is
one that has a right to health, but also has responsibilities to
promote and protect health. It is worth reminding ourselves of a core
sentiment orchestrated by the World Health Organisation which first
stimulated action in this field of community development and health.

“The people have the right and duty to participate individually and
collectively in the planning and implementation of their healthcare.”

Alma Ata Declaration on Primary Care, 1978.

The existence, persistence and widening differentials in health
status are evidence of stark inequalities in health. These
inequalities demonstrate the extent to which the rights and
responsibilities of citizens in relation to health are achieved in
Northern Ireland. The proposed framework demonstrates the
different dimensions of a citizen’s experience, which support their
ability to attain rights and fulfil responsibilities. It also demonstrates
different arenas for the HPSS to engage with people, their
communities and organisations in order to improve health and social

outcomes.

The framework enables each aspect of the HPSS role to be
expressed and allows the common goal of working for a healthier

people to be understood and communicated. The HPSS works with
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people both individually and collectively in different dimensions.
Equally the framework demonstrates the different dimensions in
which a person can operate in their role as citizens. They may be a
service user, or benefit from social support provided by community
groups and networks. They may be involved in identifying a health
issue within their community and in working towards a solution such
as the provision of youth services or play areas. In this they might
work with a public health nurse, a social worker or a community

worker.

Community development is a process, a set of methods of work,
underpinned by the key principles of empowerment, equity and
collective action. As a development process it operates on three
levels:

personal development;

social / community development; and

political development.

A key outcome of this process is citizenship, expressed and
supported through all the dimensions of the framework. The HPSS
can already be seen to work within these dimensions. The cultural
shift with the HPSS can be said to spread activity across the
dimensions, crucially as a means of harnessing the energies and
resources of others, including the general public as well as key

partners to support positive health and well being outcomes.

The proposed framework provides the basis of a strategy to tie
together existing activity and policy, communicating common

purpose and providing direction for future action.
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Chapter 9

Recommendations

1. The Department should produce a summarised document
comprising the Community Development Review document’s
executive summary, clarifying the term ‘community development’

and its relevance to health.

2. The Department and the HPSS Boards and Trusts should
incorporate community development principles and practice into
staff training across all disciplines to assist staff in understanding
and adopting community development approaches in their in
work practices. Health and Social Services Boards and Trusts
should establish a Forum of senior officers to facilitate
communication and the dissemination of information on adopting
this approach. Recognition should be given to the need for
building capacity within all disciplines and at all levels of staffing
to facilitate the adoption of a community development approach

through retraining, reorganisation etc.

3. The Department should raise the profile of effective partnership
working through community development work practices in the
health and social care field within the context of the
implementation of Positive Steps, including the promotion and

support of a social economy model of working.

4. The Department should explore the various avenues by which to
ensure the mainstreaming of community development through its

inclusion in the implementation of policy initiatives such as the
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Review of Public Health, A Healthier Future, the Modernisation

and Reform Agenda and Good Governance.

. The Department should clarify the processes for monitoring the
adoption of community development methods of working across
the HPSS family. This should include consideration of the use of
existing monitoring mechanisms and an examination of what
additional monitoring arrangements are required. The
Department and identify the key individual who will play a central
co-ordinating role in  monitoring and assessing the
implementation of an agreed community development action

plan.

. The Department and HPSS Boards and Trusts should recognise
the overall contribution of the community and voluntary sector in
a more meaningful way, actively seeking to utilise the expertise
and added value the sector brings to partnership working and
service delivery and assessing the sectors contribution to
community development through the use of social indicators such
as those being developed by Community Evaluation NI and

Investing for Health.

. The Department should seek to secure resources to enable the
full implementation of an action plan on mainstreaming
community development and should require HPSS Boards and
Trusts to review their community development strategies and
action plans linking them to their staff development and training

plans.
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8. The Department should clarify and identify a person with lead
responsibility for community development within the DHSSPS to
ensure a clear mandate to work across the organisation and to
ensure integration across programmes and responsibilities. The
appropriate links to other Departments with a remit for community
development such as DSD and DARD should be clarified and
highlighted.

9. The Department should incorporate these recommendations into
a detailed time-bound action plan for implementation by the

Department and HPSS Boards and Trusts.
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Appendix 1
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Appendix 2

Review of Mainstreaming Community Development

Outline Interview Schedule

1. What is your understanding of Community Developrdent
2. What is its relationship to health/Health and Sb8exvices
3. What is its relevance to the working of your orgation/
4. How does your organisation demonstrate this relesan

5. What are the drivers (policy, strategic & contrat}dor your
organisations community development role/activity?

6. Has your organisations work been influenced byMa@streaming
Community Development in HPSS Document (1999)7?

7. What supports your organisations CD role/activity?

8. What constrains your organisation CD role/actiuitgommunity
development?

9. What would assist your organisations role/actiimtgommunity
development?

10.Can you highlight examples of practice which denti@ss your
organisations CD role/activity?



Appendix 3

Policy to Practice

Policy to Practice Training Resource Book
Using Community Development Methods in Health
and Social Services



Lessons and guidelines for a community development
approach in health and social services

PTP was an exploratory programme which Trusts \@sked to operationalise without
detailed direction on ‘how to do it’ from PTP. Thevere differences between the five
Trusts in the processes and outcomes of the prageatout also a number of common
factors and experiences. The rationale of theuew®in is not to access the performance
of PTP AND THE Trusts, but to learn from their expace of the Pilot Programme.
Important lessons and guidelines for the futurelsadrawn from what were perceived
as both positive and negative experiences of thgramme.

7.1 Clarification of the concept of a community development
approach

An important lesson from PYP to inform any futurerwin this area is a clarification of
what is meant by a community development approadtealth and social services. It is
apparent that it refers to a continuum of actigitend methods which can complement

the existing wok of Trust staff.

1-to-1 work
Self-help groups
Community groups
Community network

It includes1:1 work empowering individuals and personal developimeork and support
to self-help groups and to community groups. EXampre self help groups for those
using mental health services and their relatives gnoup providing a service, such as
parents running an after school group in a disatdegad community. Further along on
the continuum are more established community grpepisaps with their own worker,
who are working to meet a wide range of needserctmmunity, including health and
social services needs.

These groups can be seen as the community/volusgatgr contribution to a mixed
economy of care. There are an increasing numbexarhples of community led projects
with the explicit aim of addressing health and abcare needs in local areas and
improving conditions for groups such as the eldpdgple with disabilities and victims

of the Troubles. These projects represent an dopmioy for Trust Programme of Care to
engage with community projects to collaborate aewkbtbp working partnerships to meet
the needs of vulnerable people. These developraésigelate to the policy of
Promoting Social Inclusion, through personal ankective empowerment.

At the end of the continuum are larger communifyaistructure or network
organisations, made up of a number of communitwalry groups. These will usually
have their own staff and be working on broaderassof community regeneration. A



role for health and social services staff in relatio these community networks is to be
aware of their existence and remit, to make coratadtbuild relationship with them, to
inform and consult them on Trust services and $oudis with them how their work and
that of the Trust might link. If appropriate, Ttgsaff might carry out specific work with
community networks, such as a community needs sis&zd, or join in partnership with
community, voluntary and other statutory agencias) the aim of achieving improved
health and wellbeing and overcoming social exclugmareas of multiple deprivation.

A similar view of a multi faceted response to nefedm statutory services is found in the
annual report of the DHSS SSI Promoting betteriSes1999). It outlines the role of
statutory social services in promoting social istm as required in Well into 2,000 and
the New TSN initiative. It presents a continuuniaafr levels of impact by social

services in the promotion of social inclusiondjas outlined below.

Social Inclusion: PSS :levels of Potential Impact
Empowering Individuals

Strengthening Communities

Improving access to services and infrastructurppsut
Assisting economic, environmental and cultural ¢jea(p75)

Mapping out the different elements of a communéyelopment approach for different
professionals is a necessary starting point foeld@ing relevant training for appropriate
staff and for identifying opportunities for the comnity development approach to be
introduced into practice.

The different elements all share the principlesahmunity development, such as
empowerment, user involvement and participationjtggcollective working,
partnerships, intra and inter-agency co-operatibime change in perspective and the
redefinition of role required by professionals talartake this work and the appropriate
skills and methods should be included in any trgrprogramme.

The recent requirement under the Northern Irelacd1898, that public bodies publish
Equality Schemes by June™R000,, having first consulted with community
development approach in Trust’s work.

7.2 DHSSPS, Area Boards and a community development
approach

Lesson from the PTP Programme are that for commdeielopment
approaches to become part of mainstream healtsa@uidl services in the
Trusts, they must be commissioned by the Area Boand hence by the
DHSSPS. This will require work to devise a commisgg system which
can encompass qualitative community developmenk\and a broader
preventive approach in health and social care.



Along with the commissioning of CD work, the fourea Boards need to
develop CD Strategies as recommended in the Mamsing Community
Development Report. The Strategies should link wiher strategic

plans, indicate how community development approaehk be integrated

into purchasing plans, allocate resources andaedards for training and
the assessment of work.

A key lesson from PTP is the crucial role of the®%#PS in assisting and
co-ordinating the development of the policy of aoounity approach into
practice in the Trusts. This relates to it takengroactive role in
commissioning Boards to carry out the work, prawipdguidance and
assistance to them for this process and in allogapecific resources to
assist Trust to make the transition to includir@penmunity development
approach along with their existing work.
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4.2 Recommendations

Recommendation 1

There is a need for greater coordination and communication between
those with a strategic responsibility for education, training and
professional development of health and social services personnel and
statutory and voluntary/community sector training providers.

Recommendation 2

In order to achieve mainstreaming to community development
approaches it is important to include substantial inputs into training
across the continuum at both unidisciplinary and multidisciplinary
levels.

Recommendation 3

In conjunction with training providers there is a need to develop
curriculum guidance on community development methods specific to
a range of practice contexts for different disciplines.

Recommendation 4
There is a need to explore the development of a menu/range of
opportunities across the training continuum.

Recommendation 5

It is essential to maximize opportunities for exemplifying community
development in practice placements such as developing a portfolio of
available placements and training providers.

Recommendations 6

It is also crucial that the practice teacher training programme is
promoted widely across the voluntary and community sectors and
that qualifying courses are creative in the use of on site supervisors
and long arm supervision in practice learning.




Recommendation 7

To promote and mainstream community development approaches
within the PSS workforce, through management development training
especially highlighting the link between community development
approaches and strategic objectives such as TSN and the Equality
Agenda.

Recommendation 8

The development of partnerships between the voluntary/community
and statutory sector staff to plan, deliver, participate in and evaluate
training in CD approaches is important to provide an opportunity
share knowledge, skills and experience.

Recommendation 9

The development of capacity building programmes that meet the
needs of both statutory and voluntary/community sector staff and
organizational structures should assist the successful development of
partnerships.

Recommendations 10

There is a need to identify what training is available in community
development approaches within the NVQ framework for Health and
Social Care.

Recommendation 11
Attention should be paid to the curriculum for the new award at
gualifying level in Social Work.

“If you think the cost of training is expensive try the cost of not doing it”
Henry Ford
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Promoting Health through Community Development

Conclusions

Current knowledge and attitudes towards the communi ty
development approach to promoting health

Professionals who took part in this survey demonstrated a familiarity
with the concept of community development, but this familiarity did
not readily convert into an expression of knowledge and
understanding of community development in practice. This was
reflected by the fact that professionals, while quite receptive to the
idea of a community development approach to promoting health,
were uncertain as to how this would translate into practice. There
was a tendency to view community development as an ‘add on’ to
existing work loads, with concerns about a perceived lack of support
structures, coupled with fears of arousing community expectations.
Formal support structures such as a written policy have been own to
promote staff confidence and facilitate the implementation of
community development and health work within Trusts. Strategies
should be developed to ensure a coordinated approach within as well
as across Boards and Trusts in Northern Ireland.

Current provision for training and professional dev elopment for
Health and Social Services personnel in relation to community
development as an approach to promoting health

There was little evidence of formal training relating specifically to
community development. Most formal training was university-based
and had occurred during the pre qualifying period. Health and Social
Services professionals were generally keen to engage in training but
were especially concerned that any training should be carefully
planned and focused, and should be backed up with the necessary
time and resources. Education and training at pre and post qualifying
stages should affirm community development as an important
approach to promoting health. This could be supported within the

Assessing the educational and training needs depsional in Health and Social Services in Northern
Ireland.



curriculum by addressing the theoretical principles of community
development and health at policy as well as practice levels.

Current practice in relation to community developme nt as an
approach to promoting health

While Health and Social Services professionals were engaged in
many projects and activities at a community level, it did not
necessarily follow that they incorporated a clearly understood
community development approach to practice. There was evidence
that some did reflect an understanding and use of a community
development approach. In the main these examples were drawn
from the day to day activities of nursing professionals.

The level of management and policy support which un derpins
the ethos of a community development way of working

Professionals felt that there was a lack of support at managerial and
policy level for the implementation of community development. It was
considered crucial that the incorporation of community development
practice should have the full commitment of management, and that
the necessary structures and procedures are in place to ensure
adequate back up to for practitioners. There was a variation in
support from arrangement across Health and Social Services Trusts
where in some instances, formal structures were in place, as
opposed to other Trusts where system were at a more formative
stage.

The type of resource to support future training nee ds for
community development and health work within health and
Social Services in Northern Ireland.

Many practitioners while receptive to community development, were
unclear about its application to their work. Given the fact that
community development is not a ‘spray on’ solution, it ewould be
inappropriate to produce a set of prescribed ‘topics’ to form the basis
of a generic training package. Clearly, as the literature suggests, a
prescriptive approach to training would not adequately address the
needs of Health and Social Services professionals in developing
understanding and skills in community development as an approach
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to promoting health. Essentially, it is a very important to recognise
that just as community development as a process takes time to effect
change, so too will it take time to effect organisational and
behavioural changes within the Health and Social Services.

Training should not be removed from the infrastructure of services. It
should address community development and health at two levels —
the development and enhancement of practical skills for practitioners
and the skills needed by management to support professional in their
work.

Community development and health forms a focal part of primary
healthcare and therefore impacts on all professionals.  Multi-
disciplinary training should be delivered where it has the capacity to
foster collaboration between professionals.

The preferred method of delivery of education and training was
through group work and participatory courses. Therefore any training
should be delivered using the principles of adult education, with
needs assessment and the participation of professional in both the
planning and delivery stages.

Assessing the educational and training needs depsional in Health and Social Services in Northern
Ireland.



List of Interviewees from Boards and Trusts

Contact Name

Organisation

Ann Godfrey

Southern HSSB

Anne McCormill

United Hospitals HSS Trust

Briege Donaghy

Sperrin Lakeland HSS Trust

John McGeown

North & West Belfast HSS Trust

Alan Watts

Brian Nelson

Edmond McClean Northern HSSB

Elaine O'Doherty Northern Investing for Health Partnership
Evan Bates Royal Group of Hospitals HSS Trust

Rowan Davidson

Inner City South Belfast Sure Start

Hugh Connor

Eastern HSSB

Jim Flynn
Fergal O'Brien

Newry & Mourne HSS Trust

Jim Loughrey

Causeway HSS Trust

Sam Vallely
Geraldine Flemming
Joe Dunne Down & Lisburn HSS Trust
Kim Leebody Ulster Community & Hospitals Trust

Lesley McDonald

Linda Barclay

Health Promotion Agency

Lynn Lappin Craigavon Area Hospital Group HSS Trust
Mary O'Neill Homefirst Community HSS Trust

Pat Haines Belfast City Hospital HSS Trust

Martin O'Neill Craigavon and Banbridge Trust

Elaine Way Foyle HSSTrust

Sara Groogan

Stella Burnside
Mary Lafferty

Altnagalvin Area Hospital HSS Trust

Steven Lindsey
Bill Mc Connell
Martin Quinn

Western HSS Board

Hugh Mills

Vincent Ryan

Breige Donaghy

Sperrin Lakeland HSS Trust

Group Interview (6-8 people)
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