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I ntroduction

Thisisthefird in a series of guides on community involvement in hedlth published by the
Nuffied Inditute for Hedth Portfolio Programme. The am of this seriesis to provide hedth
and socid care providers with the tools to conceptualise the challenges associated with the
implementation of community involvement srategies. This series seeks to ad health and
socid care providersin agreeing a common starting point and core vaues when designing
and implementing community involvement strategies to reduce inequditiesin hedth.

Community involvement has come to be recognised as an essentid part of the planning of
hedth services. Increasingly it is recognised that involving communitiesis likely to lead to
more gppropriate and sustainable services through an increased sense of ownership in hedth
promoting activities. Involvement is aso important in its own right through strengthening
democratic processes and encouraging active citizenship. What is more, thereis
congderable evidence that communities with self-esteem and sdif-confidence are able to
directly address their hedth needs and inequditiesin hedth.

In this document we discuss the theoretical agpects of community involvement. Using theory
we identify the god and objectives of community involvement. Aswel as deding with theory
this discusson is grounded in an overview of government policy and Strategy initiatives. It is
intended to provide practica leads for hedlth and socid care providers developing
community involvement drategies.

Despite the congderable impetus to involve communities in hedth and socid care, thereis
little understanding of the implications of community involvement in practice. Theterm
community involvement is goplied loosdly to activities which involve lay-people. Defining a
programme as community involvement where another term would be more appropriate
leads to disllusonment amongst professonas and communities because expectations are
not met. Both communities and professionds should have a clear sense of purposein
developing community involvement drategies.

This paper provides a thumbnail sketch of policy for community involvement inthe NHS. It
provides an overview of the community involvement strategies PCTs are expected to design
and implement. An analyss of UK government policy and srategy revedsimportant reasons
for implementing community involvement. These incdlude reducing inequdities in hedth and
addressing socid excluson.

The paper explores the meaning of community and empowerment. The conclusion of this
paper istha without clearly defining, describing and understanding aredlistic god and
objectives of community involvement, Srategies to implement community involvement are
likely to frustrate both professonds and lay- people involved in their implementation.

| nadequate conceptuaisation of community involvement programmes will leed to the falure
of these Srategies to deliver what is expected of them.



Community involvement and policy

Petient and public involvement isintegra to the way in which hedth services work today .
Over the last twenty years or so there has been a gradud and fundamenta changein the
relationship between hedlth care providers and the public as users and communities. Current
policy explicitly directs hedth providersto work with their loca communities to develop
shared goa's and objectives for improving hedth and well-being. Petients are no longer the
passive recipients of hedth care.

According to Government palicy, the key strategies of patient and public involvement in the
new NHS are:

Partnership between the NHS, patients, and the public.

The NHS needs to ensure it systematicaly engages with, and listensto, its loca
communities.

These partnerships need to work with dl parts of the loca community, not just with

those groups who have traditiondly had links with the NHS, important asthese are.
Working with the community must include working with the socidly excluded, those
who have been marginaised or ignored in the past.

The NHS needs to engage in genuine relationships with people at the local and nationa
level. People must be fully involved in decisons both on their own care and on the way
in which services are provided.

The NHS needs to work with loca communities, not just because it is the right thing to
do but because effective partnership working will ddiver resultsin the form of:
- better quality and responsiveness of services,

better outcomes of care and better hedth for the population;

reductionsin hedth inequdities;

greater ownership of hedth services, and

a better understanding of why and how loca services need to change and develop.

(Depa”tment of Health 2002b)

Successful community involvement requires time, commitment, and acultural change within
PCTsif it isto succeed. Imaginative and innovetive gpproaches will be necessary if public
and patients are to be involved to develop better quality and more gppropriate services. This
is chdlenging for hedth providers who have not been accustomed to working with
communities. However, the effort is worthwhile for five reasons

1) servicescan be provided that meet communities wants and needs and are appropriate;

2) transparency can be promoted and communities provided with a better understanding of
the complex decison-making in the NHS and other agencies that contribute to hedth,
thus leading to greater openness, accountability, and confidence;



3) groupswho are excluded or marginalised can be identified and appropriate plans made
to work with these people;

4) communities can identify the wider determinants of heglth and develop plansand
frequently implement srategies to address inequdities in hedth; and

5) communities can be empowered and their capacity released to promote self-control and
sdf-confidence to address their hedth needs through greater confidence in their ability to
inform the direction of health and socid care services.

Equipped with this overview of the key features that are expected of user and community
involvement in the new NHS, it is evident that community involvement is an important way of
working. The next section will look &t the strategies PCTs are expected to put in place to
implement community involvement.

Proposed strategiesin PCTsto promote community involvement
and health

Community involvement is part of the way in which PCTswill work. Each PCT must have
adequate arrangements to develop the skills and capacity among dl its Saff to involve
patients and communities in decison-making. PCTs must devel op the capacity among
professionds in their organisations and with other agencies, such asloca authorities, socid
services departments, and voluntary organisations, to involve users and communities. PCTs
should be responsive to the views, aspirations, and needs of communities and:

have drategic plans for involving and communicating with patients and the public;

be able to demonstrate how they have involved patients and provide feedback on the
outcome of involvement;

provide sufficient resources and support to lay-members and professionads who lead on
patient and public involvement; and

take the opportunities presented by the new structures of patient and public involvement,
and make use of the Petient’s Forums, the Petient Advice and Liaison Services, and the
Commission for Petient and Public Involvement in Hedlth to contribute to achangein
culture and change ways of involving patients and public (Department of Health2002b;
Department of Hedlth 20023a).

Furthermore, from 2003, PCTs will be responsible for the development of Hedlth
Improvement Strategies (HIMPs) with local authorities, the voluntary sector, and local
communities. The Department of Hedlth Sates that:

Primary care trusts will be responsible for assessing the hedlth needs of their local
community and preparing plans for hedth improvement... They will be thelead
NHS organisation for partnership working with loca authorities and other partners
to improve the hedlth of local communities and to ddliver wider objectives for socid
and economic regeneration (Department of Health 2001).



Communities, too, must have the opportunity to release their capacity, express their needs
appropriately, and perceive that their time and effort is rewarded through tangible benefits to
them in any community involvement partnership.

A clear sense of purpose between partnersis one of severd featuresimportant in any
successful collaborative endeavour (Hudson et a. 1999). PCTs, locd authorities, voluntary
organisations, and communities should have:

A dear undergtanding of the goas and objectives of community involvement for al
parties;

Goals and objectives that can be redigticaly achieved;

A collaborative starting point expressed as a broad vison rather than as a blueprint
(Hudson et a. 1999).

Therest of this paper concentrates on the issues that will need to be considered if this clear
sense of purposeisto be achieved in the planning and implementation of community
involvement srategies. Any strategy will inevitably flounder without consderation of who
communities are, what community involvement entails, and an understanding of the dynamics
of community engagement processes and outcomes. Strategies that do not address these
issues will leave professionds and communities cynica and dispirited by the experience.

Under standing communities

Thereislittle agreement about what a community is. Yet, if community involvement isto be
initiated and sustained it is important to have a clear idea about who is being worked with,
and, just asimportantly, who is not included.

Fgure 1 identifies ways in which hedlth care professonas might identify the characterigtics
of acommunity. There are both advantages and disadvantages with this range of definitions.



Figure 1: Definitions of community that may be generated by health professionals
(after Jewkes & Murcott 1996)

Definition of community Examples

geographicaly apaticular and clearly demarcated
population

shared characteristics young unemployed men, sngle mothers

communities of interest ethnic minorities

anumericaly defined community acensus aggregate

an adminidrative area the population within aPCT

an at risk group men who smoke and have high cholesterol

aGPslig apractice s population

tautologicaly the community with whom we work

The advantage of the range of definitionsin Figure 1 are that they dlow hedth care
professonds as ' non-members of the communities they work with to clearly define the
boundaries of particular groups with whom they work. Geographica communities, for
ingtance, are clearly recognisable to the agencies that may work with them. It iseasier to
plan and account for resource dlocation. Similarly, it is possible to measure changesin
attitudes, practices, and hedth status among communities with clearly defined characteritics.

However, definitions generated by non-members of communities may impose a commurnity
identity on agroup of lay-people which does not correspond with acommunity identity lay-
people themselves recognise. This may frustrate professonas who seek to work with
particular groups because they are lesslikely to receive support and co-operation from
these groups who find it difficult to identify with the imposed outsider’ s definition. Further,
the imposition of alabel on aparticular group of lay-people may hide difference. Excluded
groups within acommunity defined by non-membersmay not be visible because more
articulate and included groups within the community are more likely to become involved.

Disadvantaged groups of the marginalised and powerless are more likely to be missed when
definitions of community defined by an outsder observer are applied (Jewkes & Murcott
1996). Communities defined by members may ether assart their difference and exclude
themselves, or be excluded because they are powerless and do not have an adequate voice
to make themselves heard in decision-making.

The definitions of community invariably used in community involvement programmes do not
adequately address the aims of policy, which talks of genuine involvement of communities,
resching disadvantaged groups, and addressing inequdlitiesin heglth. A more refined
definition of community is needed that captures the relationships people devel op between
themsdlves to create communities. Any definition of community must include understanding
of peopl€ s common sense of identity and the interactions they have with each other.



Defining community

Communities defined by the members of communities are made up of the networks and
organisations that bind a group of individuas together. These community generated
definitions are quite different from the definition of community that non-members may
impose on a particular group. These differences in definition between the characteristics of
groups outlined in Figure 1 and community defined by networks and organisation have
implications for what a community can do.

Wil organised communities can seek and administer justice and resolve conflicts. They can
act through the networks and organisations they develop to address issues like anti-socid
behaviour. Further, the dense networks and organisations a group of lay-people have among
themselves, within themsdlves, and with the communities, voluntary organisations, and
sarvice providers with whom they interact, dlows communities to make demands on service
providers for the services they need to be hedthy. Figure 2 emphasises the differences
between communities defined by non-members and those defined by members.

Figure 2: A continuum from community defined by non-members to communities
defined by member s (after Hahn 2002)

>
density and intensity of

networks

levels of organisation

systems of justice

conflict resolution

Communities
defined by
members

Plurality of interest defined by non-
members
common interest
some form of relationship generally
defined by non-members of the
community (see Figure 1)

Not only does the term community become clearer, but the associated terms strong and
week community now have more meaning. Empowered communities are those with intense
and dense networks and high levels of organisation. Such communities are able to demand
justice, such as ademand for a particular quality and responsiveness of service. Or are able
to address the conflicts that affect the hedlth of community members, such as antisocid
behaviour by aminority of people making life difficult for the mgority. Lay-peoplefed they
are members of acommunity, or communities, that can address their day-to-day hedth
needs. Weak communities do not have the networks and organisations to create



communities through which groups of lay-people can voice their health needs. Weak
communities are atomised and disempowered.

Driven by the pragmatic need to demonstrate how resources are used and targets achieved
(Milewaet d. 1998), professionds, as non-members, define communities that do not
necessarily correspond with the networks, organisations, and interactions with service
providers that define lay-people' s communities. The term community is used where a
plurdity of common interet (generaly between a powerful dement in the community and
service providers) would be more gppropriate.

This loose and inaccurate use of the term community starts to explain why so many
community involvement exercises do not succeed in their god and objectives. Thereis
discord between professionas and lay-peopl€e s views of community. A definition of
community must focus on dimensons of empowerment and dis-empowerment and inclusion
and exclusion. Lay people understand these dimensions because they are continuousy
succeeding or failing to negotiate for servicesto be hedthy in their day-to-day lives.

The goal of community involvement

Empowerment has been defined as*a socid action process in which people and
communities gain mastery and control over thar lives’ (Wallerstein 1999: 40).
Empowerment conveys a sense of persond psychologica control and actud influencein
socid, politica, and economic spheres (Rapoport 1987). Empowerment gpplies equaly to
communities and professonas. Empowered communities have mastery over the process of
defining their hedth needs and identifying how these might be addressed. Empowered
professionas control the direction of service delivery and gpply targets to be achieved
without reference to the communities they serve.

Of course thisis adichotomy which smplifies the red world. Professonds will dways be
influenced by lay- people, dthough thisinfluence may beindirect. Y &, hedth care ddivery is
invariably hierarchicd. Professonds hold positions of power to make and implement
decisons, while communities are often powerless. As aresult policy has sought, on
occasions, to redress these power rdationships. The Alma Ata Declaration for Primary
Hedth Care, sgned by the UK in 1978, for instance, characterises community participation
as.

...the process by which individuas and families assume responsibility for their
own hedth and wefare and for those of the community, and develop the capacity
to contribute to their and the community’ s development... This enables them to
become agents of their own development instead of passive beneficiaries of
development aid. They therefore need to realise that they are not obliged to accept
conventional solutions that are unsuitable but can improvise and innovate to
find solutions that are suitable. .. \WWhile the community must be willing to learn, the
health system isresponsible for explaining and advising, and for providing
clear information about the favourable and adverse consequences of the intervention



being proposed, aswell as the relative costs. (WHO & UNICEF 1978: 50—
emphasis added)

The important message from this definition is that it seeks to change the power relationships
between professionds and lay-people. Professionds facilitate and guide innovative solutions
developed by communities. The ways in which these changes in relaionships affect hedth
are dedt with in more detail in the next section of this Guide.

In the light of the earlier discussion, the definition put forward in the Alma Ata Declaration
may be criticised for suggesting that communities “ devel op the capacity to contribute to their
and the community’ s development”. Communities defined by their dense networks and
organisations have potentia capacity, which community involvement strategies should seek
to release through cresting the links that alow these communities to seek justice to address
their health needs.

Evidence suggests that empowered communities are hedthier communities (Wilkinson
1999). Empowered communities have both a perception that they can control decison
making about aspects of their lives and access to the resources to address their health needs
through socid support networks. Empowered communities have the power and control to
fulfil their materia needs. Conversdly, disempowered and atomised plurdities of individuds
living in poverty percaive they have no decision-making power over their lives and the
digtribution of resources (Walerstein 1992). To addressinequditiesin hedth it is necessary
to address the structurd relationships that perpetuate dis-empowerment (Marmot &
Wilkinson 2001). Community involvement strategies can contribute to the creetion of
communities with the power to address inequditiesin health.

Theingghts gained from understanding the nature of community help in dlarifying the god of
community involvement. As does an understanding of the importance of empowerment in
reducing inequdities in hedth. Thus the god of community involvement must include
reference to:

addressing the power gradient between lay- people and professionals; and
Srategies to release the potentia and capacity of communities.

Empower ment and health

Powerlessness and dienation have been the focus of much consideration within public

hedth. Low sdf-esteem, lack of perceived control over oneslife, and an inability to influence
decision-making processes characterised by voiceessness have al been considered
important dements in perpetuaing inequaities in hedth. However, much of the debate within
public health has focussed on the individua and the psychosocia domain. This has been at
the expense of congderation of collective agency to bring about changes in materia aspects
of peoples’ lives (Connelly & Emmd 2003).



Figure 3: A virtuous cycle of empower ment, health, and community involvement

Psychological empower ment
Increased self-confidence,
self-esteem, and perceived
power to resolve conflict, and
control over ones destiny

yd
Increased participation Improved health through
in decision making reduced social and physical
through collective risk factors, and access to
community action to health giving services
address perceived hedth L

needs

M aterial empower ment
Increased community
competencies to transform
conditions, improve health
policies, and address
resource access and equity,
and issues of social justice

The discussion in this Guide has focussed on definitions of community which are mediated
by peoplée s aility to develop dense and intense networks of organisation to resolve conflict
in their lives and address socid judtice. Thereis consderable evidence to suggest that lack
of control over ones destiny through living in relative poverty, lacking socid support
networks and therefore lacking the economic and political power to acquire the servicesto
live ahedthier life are important factors in perpetuating or even degpening inequaitiesin
hedlth (see Figure 3) (Marmot & Wilkinson 2001). These materid factors are related
directly to observations that those who suffer the worst inequditiesin health, the poor, have
high demands placed on them psychosocidly and physicaly. Not only are the poor
invariably excluded from decison-making processes, but exclude themsdves through
learned helplessness, frequently reinforced by service providers unwilling to listen to them.

It has been observed in this Guide that community involvement strategies may be a meansto
achieve aparticular end, such asthe ddivery of asarvice, or asan end in themselves.
Projects to achieve a particular end, such as the Runcorn PCG project to address heart
disease discussed in Box 1 below, do not involve communitiesin planning, ddivering, or
evauating the service provided. These programmes therefore address only those issues
congdered by the professonds who have planned the service. Community involvement
drategies planned as an end in themsalves differ in that they seek to address both the
materia and the psychosocia powerlessness of communities through empowerment of
communities to address their perceived hedth needs supported by professionals.

Empowerment, as Walerstein (1992: 1998) observes * becomes the avenue for people to



challenge their internalised powerlessness while also developing red opportunitiesto gain
contral in their lives and trandform their various settings. Alternatively caled participatory
sdf-competence, civic competence, or conscientization. .. .this modd includes dimensions of
improved sdlf-concept, critica analysis of the world, identification with others as a member
of acommunity, involvement with othersin organisng for community change, and actua
environmenta (and) political change.”

This definition of empowerment identifies both the materid benefits and psychosocia
benefits inherent in community involvement srategies towards reducing inequaitiesin hedth.
Figure 4 reinforces the links between community involvement, empowerment and hedlth,
suggedting avirtuous cycle between the different elements of empowerment and hedth.
These observations lead to aformulation of the objectives of community involvement in
health, which are discussed in the next section. They aso point to the chalengesinherent in
developing community involvement strategies, which are the subject of the next Guide in this
series.

Towards objectives for community involvement

If the god of community involvement isto be redlised then it is necessary to have aclear
understanding of the ways in which community involvement must be planned. Smilarly, if the
purpose of a programme isto include a plurdity of lay-people to achieve a particular and
pre-determined target set by professionds, this too must be clearly articulated at the outset.
If adetailed vison of the objectives of aprogramme is not described at the outset theniitis
likely that both professionas and lay-people will have fase-expectations and understanding
of what can be achieved.

Figure 4 compares the two poles of the discussion in this paper. Fird, working with a

plurdity of lay-people to achieve a particular outcome, such as a predefined target. And
second, community involvement as an end in itsdf, to empower communities.
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Figure 4: Thefeatures of working with a plurality of people asa means and
community involvement to empower communities compar ed (after Oakley 1989;

Rifkin 1996).

Working with a plurality of lay-people

Community involvement

= Achieves aset objective (predetermined
targets)

= May coincide with the perceived needs of
|ay-people

= A means of improving efficiency and sarvice

delivery

= Involvement in community development asa
'management technique

=  Sdic, passve and ultimately controlled and
'top-down'

=  Temporary (rapid mobilisation, direct
involvement in specific tasks and

abandonment of involvement when the target

is achieved)

=  Doesnot lead to direct control of resources

Involvement asan end initsdf, aprocessin
which confidence and solidarity are built up
in the community

Dynamic, unquantifiable, and essentialy
unpredictable responses to loca needs and
changing circumstance

Builds organisation and indtitutionsin the
community

L ay- people become directly involved in
devising solutions to their perceived needs
Dynamic involvement by communitiesthat is
'bottom up'

Long term, seeks to enhance awareness and
increase self-confidence. Quantifigble
targets or objectives may be s, but these
are not seen as the end of the project, rather
they are part of an on-going process

Brings about changesin exiging inditutiondl
arrangements and control of resources by
communities and vaidates the understanding

they aready have

Work with a plurdity of people ensures a continuance of existing reationships, the socid
gatus quo, dthough the ddivery of hedth care may well be increased. The gradients of
power between professiona's and communities are not addressed in this top-down
gpproach, nor isthere an intention to release the potentid the capacity of communities. The
implications for managers are that the outcomes can be predicted and change measured
agang basdline data. Resource implications are predictable.

Wheress, if community involvement is planned thereis an explicit undersanding thet the
power relationships between professionas and communities will change. Communities will
be empowered to identify their health needs and seek solutions to these. The approach is
bottom-up, professonas act asfacilitators. A cultural change in the way managers plan
sarvicesisinevitable. Outcomes are not predictable, nor can the resource implications of
community involvement strategies be accurately projected (WHO, UNICEF, 1998).

An undergtanding of the differences between these two approacheswill aid both
professonds and communities in identifying the objectives of community involvemen.

1



Programmes can fdl into the two distinct groups outlined in Figure 4, as the case sudies
below show.

An example of working with a plurdity of lay-people is the Runcorn PCG programme
described in Box 1. Thisiscited in the Socid Excluson Unit's Nationd Strategy Action Plan
as an example of good practice (Socid Excluson Unit 2001). The success of this
programme in identifying and reducing cardiac morbidity isimpressve. The programmeis
not, however, community involvement, asis suggested in the rather cumbersome phrase

“(a) professondly led bottom-up approach to addressing heart disease’ (Lyon 2000: 2). It
involves aplurdity of lay-people, the loosaly defined poor of Runcorn, as a meansto
achieveitsreaults. It is notable that the two goas of community involvement identified & the
end of the previous section are not addressed at al.

Box 1: Runcorn PCG and heart disease

Runcorn PCG consists of seven GP practices in the areawhich is the 19™ most deprived
Hedth Didtrict out of 354 in the England. “A professondly led bottom-up approach to
addressing ischaemic heart diseasg’ (Lyon 2000: 2) hasled to areduction in cardiac events
in those aged under 70 years of 16 per cent, which includes a 27 per cent reductionin
mortdity, and asSx per cent reduction in non-fata heart attacks in the one year sncethe
project darted. Lyon (persond communication) reports that this trend is continuing.

The community has been a passve recipient of this project which wasinitiated by the
practices in the area and supported by the Health Authority's clinical governanceteam. A
practice nurse, funded by the Hedlth Authority, has been instrumenta in focussing the
primary care teams activities on the aggressive treetment of risk factors in the community. In
the first year of the project there was a 28 per cent increase in testing for cholesterol levels,
a5l per cent increase in the identification of people who smoke who are at risk from
ischaemic heart disease; and increases in the recording of Body Mass Index, uptake of
exercise tests and angiogram.  There has dso been an increase in the number of patients
routinely screened for co-morbidity factors including diabetes, stroke, and a 28 per cent
increase in patients identified as being hypertensve.

These findings have led to an extengon of hedth promotion activities with those at risk and
an increased use of medication. Beta-blockers and anti-platel et therapy are more regularly
prescribed. Thereisa 13 per cent increase in the use of lipid-lowering thergpies. Although
this approach has led to increased prescribing costs, hospital admissions for non-fatal heart
attacks including non Q wave infarcts, and more gppropriate use of invasive and non
invadve testing, there has been a 45 per cent reduction in deaths, or the equivaent of 63
disability adjusted life years saved.

Whereas Box 2 describes an example of a programme where community involvement is
centrd to the Strategies developed. The god of the programmeis to empower communities
in decison-making about their health and to release the potentid and capacity of
communities. It is aso notable that this programme is acknowledged by hedth service




managers for the innovative and crestive way in which lay- perspectives have been integrated
into decision-making processes.

The other important feature of this programme is that the dynamics of community
involvement are accepted. In Figure 4, the word dynamic is prominent in the description of
features of community involvement. It is accepted that community involvement is about
changing the relaionship between service providers and communities. Changesin
relationships are not easy. They are time consuming, difficult to measure, and undermine the
power of professonas. Pre-determined targets are not necessarily achieved. However, as
the case sudy from Community Action on Health shows, the services devel oped through
this approach are services that start to address the felt needs of communities.

Box 2: Community involvement in the Newcastle upon Tyne (Green 1999).

Community Action on Health was set up in 1995 and works with about 114 000 peoplein
an area of widespread deprivation. It isfunded through the Primary Care Group, dthough is
not directly respongbleto it. The project gives priority to working with the sociadly excluded
and addressing the needs of minority groups both through its own activities and those of
other organisations that work inthe area. It hasaremit of “involving local peoplein
identifying their hedlth and socid care needs and influencing policies and servicesin order
better to meet these needs’ (Green, 1999:3).

The project works through wide ranging, interactive consultation with grassroots groups and
asysematic action planning process geared to achieving changesin policy and practicein
relation to the issuesidentified by the community. 1t works with an assumption that loca
knowledge and experience can actively contribute to the development of appropriate
sarvices. A network of loca contacts and networks have been established. The project
estimates that it consults over 1000 people a year who represent the diverdty of the
population in thislarge geographica area. One outcome of thisisamodd of 'lay
representation’ on the Primary Care Group that is accountable to the wider community
through an inter-linked set of participatory structures and networks.

The project's success is attributed to a flexible and responsive approach to the

deployment and building of community deveopment skillsin the community. Consderable
time and effort are expended in these activities, which are worked out in practice through
identifying the levers for change that communities can address. The project isaided by its
gplit from the respongbilities for service ddlivery.

The project claims some success in integrating the perspectives of different user groupsin
policy and practice of statutory authorities. Although, an evauation observed thet it is
difficult to make judgements about the influence of community and user involvement on
policy and practice because “decision-making is so opaque’ (Green, 1999:17). Managers
in these services consider that the increased dia ogue between them and groups in the
community is effective. Through this reationship a number of new services have been
developed such as Y outh Enquires, Family First
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and Community Care Devel opment. Evauators have identified the high value placed on
these services by communities (Green, 1999:17).

An evduation of the project observes that it is making effective progressin facilitating
sustained active involvement of local people representing diverse locd interests, and in
developing a core group to carry forward the projects activities.

Community Action on Hedlth isdso vaued by hedth and socid care practitioners and
managers who fed that it isagood use of hedlth service money. It leadsto the improved
identification of needs and more appropriate services. As one manager observed,

The health authority makes decisions about priorities and alocation of resources based upon

evidence, opinions and views... (Public Health) provides the epidemiologica base for
needs assessment, and | see the work Community Action on Health does as
complementing that in a different way—providing qudity information... | seethat asa
critica part of needs assessment for that particular part of the city, | think it isavery
good modd. We should be building on this. (Hedlth Authority Manager quoted in
Green, 1999:18)

The two case studies (Box 1 and Box 2) and the discussion of the nature of community and
empowerment in this paper alow for the objectives of community involvement programmes
to be identified. These objectives forms the bass for the discussion in the next Guide in this
series. Further, this discusson helps to illuminate reasons why the focus of much of hedth
promotion’s activities has been on implementing strategies to empower communities.

The objectives of community involvement®

1

Hedlth care services must work with communities to address inequditiesin hedlth
through rdeasing sdf- confidence to identify needs and demand justice to address those
needs.

Communities defined by nort members may not correspond with lay- peoples
understanding of community. Communities are better able than professonds to define
the networks and organisations that make up their communities and community
boundaries. Service planning and provision should be respongve to definitions of
community developed by members.

The objectives of community involvement should emphasise the role of communitiesin
planning, implementing, and evauating hedth care and other services. Professonds
should be responsive to the demands made by communities. Thiswill include evidence
of partnership between health services, locd authorities, socid services, the voluntary

! The observations here are based on the discussion in this paper and also draw on work developed as
part of Community Action on Health programme in Newcastle upon Tyne (Crowley P 2000).
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Sector, and communities, and that the health service and other professonals are being
cdled to account by communities.

Community involvement strategies need to focus on releasing the capacity within
communities The goa of community involvement is to work with the existing networks
and organisations communities create and provide support to direct the capacity
communities have. Community involvement strategies will have clear objectivesto
release the potentid community leadership and the confidence of community participants
to address their health needs.

Community involvement strategies can only be successful if communities recognise that
there are tangible benefits to be gained from their involvement. Community involvement
drategies must show that it is the community’ s agenda which is being pursued through
evidence of community impact on decision-making and policy. There must be evidence
that working in partnership with the community has become the norm across al the local
system’ sway of working (organisationa development). Any eva uation of community
involvement grategies must identify what the processes have fdt like for the participants.

Community involvement strategies tend to work with the more articulate and powerful
groups within the community. This leaves many members of communities isolated from
the process of community involvement. This must be avoided through ensuring that those
individuas who represent their community are supported, linked, and accountable to a
wide community network.

Community involvement strategies must focus on including the excluded in society. The
agencies and communities planning, implementing, and evauating community
involvement strategies must support self-identification for socialy excluded groups and
include these in specific programmes. There must be evidence that minority groups are
invalved and discrimination is being addressed. This, however, is not enough. Socia
excluson isthe lack of community. It is not having the networks and organisations to
create communities through which groups of |ay-people can voice their health needs.
Community involvement strategies will have to develop creetive and innovative ways of
understanding who the sociadly excluded are and how these groups can develop
relationships between themselves and service providers to become involved and active
citizens. A focus on socid exclusion means considering how power and resources can
be redistributed.

Part of the god of community involvement is to address the power gradient between
lay-people and professionals. If this god isto be addressed, planners must accept that

fixed time frames for community empowerment are inappropriate.

Community involvement activities must be alocated adequate resources, recognising the
long term relationships that must be built between professonas and communities.

Findly, the purpose of community involvement is to address inequditiesin hedth and
work towards a hedthier nation.
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