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South West Strategic Health Authority

10 High Impact Changes for Communicating with our Least Heard Communities to Improve Health

1.
Introduction
1.1 
High Impact Changes have been extensively used across the NHS and local government to highlight practical measures that can be implemented at local level. The Department of Health also has National Support Teams providing intensive tailored support to those local areas across England that face the greatest challenge with their public health priorities on sexual health, tobacco control, health inequalities, teenage pregnancy and childhood obesity.

1.2 
The purpose of this document is to highlight the ten practical measures NHS South West organizations can taken to ensure they are communicating with their least heard communities to understand how they can improve their health by providing services in ways that meet their needs.

1.3
This document builds on a seminar held by South West Strategic Health Authority on 5th August 2009 Let’s Talk: Let’s Listen: Communicating with Least Heard Communities to Improve Health. It aimed to look at public involvement, community engagement and promoting equality and human rights to look at how we involve communities to improve the health of those whose voices are least heard.

1.4
Its purpose was to develop skills in linking communicating with ‘easy to overlook’ communities to improving health and reducing health inequalities and agreeing 10 high impact changes to ensure information from communities affects commissioning decisions. It recognised there are a number of strands of policies that need to be knitted together to have any chance of creating services that meet the needs of the many different groups of people in our communities and reduce the health inequalities that too many experience.

1.5
The key policy areas are:

· reducing health inequalities;

· patient and public involvement;

· community engagement;

· equality and human rights;

· service improvement;

· commissioning.

2.
The drivers and those responsible


Commissioning

2.1 
The starting point is the Joint Strategic Needs Assessment which Primary Care Trusts undertake with local authorities to understand their local populations and their health needs. This informs the World Class Commissioning of services. World Class Commissioning competency 3 relates to proactively seeking and building continuous and meaningful engagement with the public and patients, to shape services and improve health. 


Providing services

2.2 
The starting point is the quality of services that are provided and in ways that meet people’s needs. This should reflect the needs of local populations and how providers are commissioned to provide their services. Specific elements of services should be incorporated within service specifications and be lead by clinical and managerial leaders and delivered by all staff.


The experts

2.3
Patient and public involvement leads are responsible for the implementation of the policy guidance Real Involvement in their organisations. It sets out clearly the importance of reaching out to people who are easy to overlook on pages 37 and 63-67.  It provides information about techniques to use and relating information gathered to commissioning.  It highlights the importance of working with Local Involvement Networks (LINks) and Overview and Scrutiny Committees.

2.4
Community engagement and development leads are responsible for encouraging local communities to get involved in a range of activities.  This may include activities to improve health and general quality of life and may range from one-off consultation (such as a workshop) to longer-term participation in the planning and delivery of services. National Institute for Clinical Excellence on Community Engagement sets out the summary of evidence relating to engaging with communities and improving health and makes a series of recommendations. 

2.5
Equality and human rights leads are responsible for implementing equality and human rights legislation in their organisations particularly the Disability Discrimination (Amendment) Act of 2005, Race Relations Amendment Act of 2000 and Equality Act of 2006.  There is an Equality Bill currently going through Parliament which places a new duty on certain public authorities to consider socio-economic disadvantage when taking strategic decisions about how to exercise their functions and extends the circumstances in which a person is protected against discrimination, harassment or victimisation to include age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation. The current disability legislation has a requirement to involve disabled people and race and gender legislation to consult.

2.6
Public health professionals are responsible for protecting and improving the health of the population and reducing health inequalities.  The Tackling Health Inequalities Programme for Action highlights the importance of involving community and voluntary sector in service delivery. 

3.
What’s need to improve those who experience disproportionately poor health

3.1
The National Support Team for health inequalities highlighted ten lessons

learned.  The following four are particularly relevant:

· get system and scale right: turn effective personal health and 
community health interventions into population-level interventions by 
addressing ad hoc and patchy delivery;

· find the missing thousands: be proactive in seeking out people who 
already have disease or are at high risk but are accessing services 
sub-optimally or not at all including through outreach into communities;

· capitalise on community engagement: support local authority partners 
in the development of neighbourhood and community infrastructures to 
engage residents, particularly those ‘seldom seen, seldom heard’ in 
services;

· utilise population health intelligence.

3.2
It describes the importance of strengthening disadvantaged communities and highlights particular groups who are vulnerable to experiencing health inequalities.

3.3
These include:

· people from ethnic minorities;

· older people;

· those with mental health problems;

· the homeless;

· prisoners;

· asylum seekers and refugees;

· young people from black and minority ethnic backgrounds and looked


after children.

3.4
The role of community support is seen as critical for those who are

disproportionately affected by health inequalities.  Black and minority ethnic

groups are more likely to live in the poorest 20% of Local Authority areas and

have problems accessing services that tend to be of poorer quality and not

responsive to their needs.  It is vital to engage with these groups if the life

expectancy target is to be achieved.

4.
The Ten High Impact Changes

4.1 The  suggestions put forward at the Let’s Talk: Let’s Listen: Communicating with Least Heard Communities to Improve Health event are detailed in Appendix 1. The ten high impact changes set out in this document are based on reducing health inequality and patient involvement policy, evidence and guidance and the practical techniques put forward by experts in the South West.

4.2 The ten high impact changes are:

1.
work together as a health community (not separate commissioners and providers) to look at pathways for particular communities or health conditions across the commissioning and providing of services;

2.
review all the patient and public involvement going on in your patch (local authority, primary care trust, NHS Trust patient experience and voluntary and community sector) and identify key trends on ad hoc and patchy delivery for particular communities. Cross reference it with the Joint Strategic Needs Assessment, health equity audits and match it to particular health conditions or services;

3.
review the evidence and talk to vulnerable groups about their health needs, undertake health equity audits and outreach work to see if and why these groups are accessing services sub-optimally. Change the way services are provided.

4.
capitalise on and invest in community engagement: support local authority partners in the development of neighbourhood and community infrastructures to engage residents, particularly those ‘seldom seen, seldom heard’ in services;

5.
build a focus on the needs of particular communities into the commissioning of services and take a cross-cutting approach to delivery of quality accounts, performance management of services and World Class Commissioning Competency 3;

6.
ensure the Board is reflective of the local community and champions an approach to commissioning and service provision that relates evidence of effectiveness, health need and patient involvement into services that are designed, commissioned and delivered appropriately;

7.
work with third and community sector who know the communities, their issues and the solutions better than you do and can help you speak the right language not your language.

8.
be innovative about different ways of doing things that work for other people not you.

9.
ensure your organisation is culturally competent. Make sure the workforce reflects the local population, staff are trained in promoting equality and human rights and this approach is embedded within the organisation.

10.
share good news of way working with local community both inside and outside the organisation.

Appendix 1

Summary of ten high impact changes put forward at Let’s Talk: Let’s Listen: Communicating with Least Heard Communities to Improve Health event on 5 August 2009:
· quality accounts to include diversity;

· incentivising specific communities in contract plans;

· invest in community development;

· informed consultation – need to show how consultation has been used 
(and who) and that senior level hears it;

· mapping and gapping;

· focus on one process and roll out learning;

· long term commitment;

· education – all staff levels from the Board down;

· board ownership (champion);

· written in to high level strategic plans;

· commissioners trained in Equality and Diversity and Patient and Public 
Involvement;

· workforce needs to look different to reflect the equality strands;

· Equality Impact Assessments into start of every people involvement 
contract;

· service that commissioners commission, meet and reflect the needs of 
the community;

· commissioner/provider partnership working over intelligence to inform 
change;

· feel the fear;

· be honest;

· community organisational bought together with single start point – 
value added;

· training in Equality Impact Assessment - hearts and minds;

· mapping of existing and live groups/forums – using existing health 
intelligence;

· mapping policy and guidance with skills, intelligence – national and 
local;

· organisational commitment;

· develop cultural competence – complimentary therapies – a target for 
rural areas;

· more creative commissioning;

· Health Equity Audit – comparable and standard;

· Joint Strategic Needs Assessment – define priorities;

· empowerment and capacity building;

· Experienced Based Design (EBD) approaches;

· working together – all statutory agencies eg interpretation and 
translation because we want to;

· joining up policies and strategies – pulling everything together and 
fitting jigsaw pieces eg Strategic Plan, equality scheme – strategies 
etc;

· maximising use of innovative approaches together – go to them;

· share knowledge and intelligence – don’t be precious;

· partnership agreements with third sector;

· enabling employment policies and procedures and opportunities for 
excluded;

· trust – information sharing across organisations in a safe environment 
– respect, mature relationship – proactivity not reactivity;

· positive public relations – keeping services in public eye – sharing 
good news;

· sell it to the organisation instead of wielding stick, hook them – ripple 
effect – get it right in one area/service – help sell it to the community;

· speak their language and teach them ours – presenting 
data/information;

· invest to save;

· leadership.
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