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About CDHN

Community Development and Heath Network (CDHN) was established in 1995 and is the only regional community development and health infrastructure support organisation in Northern Ireland.

CDHN's mission is to end health inequalities using a community development approach. By this we mean campaigning, influencing policy and developing best practice work which shows that communities, both geographical and of interest and identity, can define their own health needs and design and implement preventative and radical solutions.

CDHN works towards its mission through three strategic aims:

· Networking – sharing and developing best practice
· Influencing Policy – supporting members to influence policy development
· Campaigning – mainstreaming the message that community development is an effective method for tackling health inequalities
CDHN is a membership organisation with 1800 contacts and 400 organisations signed up to our statement of values who are working on community development and health in both the community and voluntary sectors and the statutory sector.

 CDHN works closely with members through its core membership services under the Pathways to Health project, funded by the Big Lottery. CDHN also runs the Building Community Pharmacy project in partnership with the DHSSPS Pharmacy Branch.  We support members through networking events, one-off conference and seminar events and through Health Bytes – our monthly newsletter which goes to all contacts and our website www.cdhn.org 

CDHN is a values based organisation: we believe that health is a human right and is defined by a range of issues, not just the absence of ill health.

What we DO

CDHN believes that communities should be co-designers, co-planners and co-providers of services. This is what we mean by mainstreaming community development approaches, health and social care organisations working in meaningful partnership with communities to improve services, improve the health of communities and to tackle health inequalities. For CDHN, engaging with communities is the first step towards these full partnership arrangements. 

Through our strategic objectives on networking – capacity building with members across Northern Ireland and influencing policy – influencing the development of commissioning structures and processes in the above organisations, CDHN is centrally placed enable engagement between communities and health and social care organisations. 

We have over 15 years experience in supporting the statutory, community and voluntary sectors to share information, expertise and best practice. We have also developed our expertise in delivering exemplar projects, information guides, research documents, evaluation methodologies and materials.  

Community Development and Health Network welcome the opportunity to respond to Transforming Your Care, Vision into Action.   

For further information on any of the points raised in this response please contact:
Joanne Morgan

Director

CDHN

02830264606

joannemorgan@cdhn.org

1. Transforming Your Care and Health inequalities

It has been clear for many years that our current model and delivery of health and social care is unsustainable and will certainly fail under the forecasted changes in demographics and as rates of chronic disease increase.  

There is little doubt that we have reached a juncture, brought to a head by the economic crisis and the resulting austerity measures.

CDHN agree with the shift towards more a preventative approach, however Transforming Your Care (TYC) requires a much stronger emphasis on the reduction of health inequalities. As well as improving the quality of individual and communities lives this would also relieve much of the pressure on services. 

Health inequalities are produced by the unequal distribution of the social determinants of health. These determinants can be health protecting or health damaging and include factors such as access to services, built and natural environment, community/family support and the economic environment at both a personal and societal level.  
TYC gave the example of the cost incurred through alcohol misuse and CDHN recognise that whilst this is a huge cost, increased rates of alcohol misuse is closely linked to changes in society which impact more negatively on the disadvantaged. The current economic crisis and impending welfare reform are no exceptions. The most vulnerable are being and will continue to be hardest hit. “Unsurprisingly, substantial research has revealed that people who experience unemployment, impoverishment and family disruptions have a significantly greater risk of mental health problems, such as depression, alcohol use disorders and suicide…. great increases in unemployment have been linked to a 28% rise in deaths from alcohol use in the EU”.(WHO, 2011) 
 Collectively we can take action on many of the factors which contribute to alcohol misuse, and together change the rates of alcohol related illness and resulting pressures on services.

There are actions which can be taken to control and reverse the growth of certain conditions, such as obesity, diabetes and alcohol related illness and therefore reduce pressure on services.  “The general point is that as people change their environment, disease rates change… the way to both understand disease causation and to change the rates of disease is to pay attention to the social environment”  (Marmot,).   If we take action on the social determinants of health we can change patterns of disease while simultaneously reducing health inequalities.
CDHN recognise that many of these determinants lie outside the remit of health but we would call for the department to take a strong leadership role in guiding our government in creating a society in which everyone is afforded the best health opportunities for the best health outcomes. CDHN calls for joined up working across government to be a central and visible theme across TYC.
In terms of access to services, we are in an extremely fortunate situation that free and universal access to services, such as health and education is available across society.  Yet it would be remiss to believe that access, opportunities and outcomes from these services are the same throughout society.  
Inequalities have been rising, this is clearly evidenced in NI Health & Social Care Inequalities Monitoring System – Fourth update bulletin 2012’ and action needs to be taken now to curb this trend. Those of a lower socio-economic status (ses), ethnic minorities and other communities and groups do not have as positive experiences as others in society.  This is known as the inverse care law - “the provision of good medical care tends to vary inversely with the need for it in the population served.”   When researching ses and breast cancer Downing et al, 2007, found that “living in a more deprived area was also associated with an appointment delay of more than 14 days and a treatment delay of more than 14 days.”  

It may also be that people in these communities experience more co and muiltimordity and complex health needs due to their social circumstances, “Patients in the most deprived areas had markedly higher levels of psychological distress, worse long-term health, more long-term illness/disability, and more multimorbidity (2 or more long-term conditions), as well as the expected disparities in housing and employment” (Mercer et al, 2007).
There is a social gradient in health and CDHN would argue that TYC, while meeting the needs of the upper and middle end of this spectrum, does little to address the needs of and help those at the lower end.  

CDHN would like consideration of how the proposed changes in TYC may impact on these communities and groups.  CDHN feel that TYC should be actively seeking to improve services for those most in need if it is serious in wanting to reduce health inequalities.  Applying proportionate universalism would be the best method of achieving this outcome.
Community development approaches, values and principles have a lot to offer any move to strengthen communities and address the causes of health inequalities. Community development upholds the values and principles of social justice, equality, empowerment, collective action and working and learning together, and it is through these values and approaches that communities are able to address health inequalities.  Community development is therefore a natural tool in the fight to reduce health inequalities and ally of public health and health equity movement.   It is vital that we create an environment and empower people, thus improving their opportunities for good health before we ask them to take on responsibility for their health outcomes.  Community development can help achieve this.
IF TYC is serious about tackling inequalities, in addition to leading on joined up working, it also needs to make practical links to all other key relevant department policies and strategies including the HSCB Community Development Strategy, HSC Personal and Public Involvement, DHSSPS Fit and Well.
2. Role of Sectors

Transforming Your Care has been clear that the community and voluntary sector along with the independent sector will be central in achieving the outcomes of the document, this means the community and voluntary sector needs to have a more significant role than simply service provision.

CDHN welcome the opportunity for the sector to be involved in the development and delivery of services.  It is clear, with many success stories, that the sector, small organisations as well as the larger ones, can provide exceptional services both in the home and in day care provision. Many community and voluntary organisations have produced exceptional outcomes because of their values and approaches, and this is especially true of those who have adopted a community development approach. 
 CDHN would not like values and approaches to become of reduced consideration in procurement decisions. 
CDHN view the role of the sector in development of services as vital, and this means much more than simply providing services.  The community and voluntary sector is known for its work in advocacy and lobbying and would not like to see this role eroded as organisations go down the road of service delivery alone.  Having strong advocacy and lobbying groups within communities enables us to hear the needs of our communities and to tailor services to meet these needs.  CDHN would like to see the department recognise and develop this role with in Transforming Your Care.  

Community organisations bring with them a unique knowledge and understanding regarding the local context of health and health inequalities and it is important that this tapped into when planning and designing services.   As “community based organisations constitute important health system stakeholders as they provide numerous, often highly valued programmes and services to members of their communities who are often marginalised and/or stigmatised members of society” (Wilson et al,).  Bonnefoy et al, 2007 state that combining community knowledge with research and evidence will improve the chance of meeting policy outcomes.
Before implementing any part of TYC CDHN would like to see plan for ongoing engagement and involvement with the community and voluntary sector.  Added to this there needs to be an ongoing commitment to investment in, not only services, but also community and voluntary organisation infrastructures. 
3. Individual control over care and budgets

CDHN support this principle, but we recognise that this can only become a reality if those who are most vulnerable can be supported to create the conditions whereby they can take control over their lives.  Those who are at the lowest end of the social gradient are most likely to lead complex chaotic lives, which require support from across sectors to address.  The community and voluntary sector have an important role to play here, in that they are best placed to help identify these root causes and come up with innovative solutions to address them. 
Individual budgets (IB) and self directed support is based on the In Control Model where “people plan and if they want, manage their support, knowing the level of resources available to them” (Netten et al, 2012).  It is thought that IB and self direct support can meet several policy aims as well as improve outcomes for individuals, including:
· improving the diversity of local care economies which will increase individual’s choices and ultimately save money (Leadbeater et al, 2008,Tyson 2008).  
· Increase empowerment and control for the individual (Hatton et al, 2008, Netten et al 2012, Tyson 2005).

CDHN strongly agree that HSCB should be working towards making these aspirations a reality, for those who chose IB.  Though we recognise that HSCB have several difficulties and barriers to address.   
· “Social workers attitudes and expectations of people with mental health problems and older people” Netten et al, 2012)

· Problems in recruiting personal assistants (Netten et al, 2012) 
· Access to the right information and support for the individual, carer and professional.  (Tyson, 2005)

· Carers can sometimes view IB as an extra burden which they are unable to manage (Tyson, 2005).

For CDHN there are concerns regarding creating mixed economies and accessing the right personnel, as this may prove more difficult in rural areas and CDHN would like this to be equity proofed.  Those in rural areas should be given the same chance and choices when taking up IB.

It is important that those who live chaotic lives, or those with low educational attainment are not excluded from the opportunity to take up IB, and thus increasing inequalities.  Extra support and understanding of the needs of these people should be taken into consideration, with staff trained and resources allocated accordingly.
There need to be strong joined up working at every level for this to be achieved. 

4. Supporting people to stay at home
CDHN understand the importance of community and family support in terms of improving health outcomes and therefore strongly agree that people should be enabled to stay and be cared for at home, where appropriate.  
The building of positive social capital will be key in the success of organisations supporting people to stay at home.  This is a core element of community development work, as it seeks to build the social capital not only within communities but also between individual/communities and organisations.  Improving social capital between communities and organisations which will be providing support in the home with undoubtedly improve quality of care and outcomes for individuals.  
CDHN would strongly advocate that staff are trained and educated about social capital and community development approaches as a means of building trust, understanding and empowerment. These are key to ensuring that services can meet the needs, as determined by the individual and carers, of those being cared for at home.
A main area of concern is the potential for an increase in social isolation with the proposed use of tele-monitoring, for example.  CDHN understand that this is an important step forward in terms of caring for people at home, and agree that it can bring many benefits for both the individual and in terms of reducing pressure on services.  CDHN would like some form of assessment to gauge levels of social isolation to take place before these approaches are implemented in lieu of home visits.  
As there are occasions where health and social care visits are one of the few interactions people who are isolated can rely on and this should not be taken away without due consideration for the longer term impacts on health due to increased social isolation.

Again CDHN call for joined up working at every level and across sectors.  Enabling people to stay at home will rely in buy in from other government departments, such as DARD, DoE and DSD.  The level of family and community support will also be influenced by welfare reform and TYC should take cognisance of such factors, particularly in relation to investment in the infrastructure required to ensure people can remain in their own homes.
If the right services and support is in place and it is what the person and family want then CDHN fully agree that services should be organised in a manner which allows people to be cared at home for as long as possible.

5. Integrated Care Partnerships

CDHN agree with the principles of ICP but approach with caution due to the lack of detail and structure about how they will operate.   

TYC have said that the community and voluntary sector will be vital to the success of these proposals. Given the increased role that the sector will have in health and social care CDHN would argue that the sector should have a core role to play in ICP’s.  This role, and the role of the other partnerships should be worked out prior to the establishment and operation of ICP’s.
For further information on any of the points raised in this response please contact:
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