Building Health Partnerships in Lancashire and South Cumbria: Wednesday 23rd January 2019
Partnership Meeting 2: Summary of Discussion
Background
Building Health Partnerships is a programme of facilitated support designed to develop multi-stakeholder partnerships that create solutions to pressing local health and care issues.
At the first partnership session on 22nd November 2018 the group set out to identify the priorities for Lancashire and South Cumbria and to build consensus on what the group want to achieve (what themes and at what levels) through the process, as well as using the opportunity to hear about what’s going on in various ICP areas, to learn and to share.
The overall aim of the Building Health Partnerships programme in Lancashire & South Cumbria was concluded as: to look at ways to harness the leadership, power and capacity of our communities to improve their own health and wellbeing. Through group discussions there was consensus that by ‘proving the value’ of new ways of working in partnership at a very practical, ICP level would bring benefit through shared experience and learning, and ultimately better decisions being made with communities. 
Purpose of the workshop
	To plan and design a ‘test, learn and review’ approach that enables us to demonstrate what a multi- sector partnership at a neighbourhood level could look like and to prove the value of this way of working.


Key messages from the meeting:
Good practice already happening
· There were positive examples of good practice happening across Lancashire and South Cumbria. 
· There was enthusiasm to capture this evidence in a meaningful way and to think on how to build on this in other areas. For example:
· The social prescribing programme being set up and running in East Lancashire. 
· Sharing the report – Health as a Social Movement  https://www.thersa.org/discover/publications-and-articles/reports/health-as-a-social-movement-theory-into-practice in particular ‘What Success Looks Like’
Varied experiences across the areas
Although, there were positive discussions about good practice happening, it was clear that this plays out in various ways and is at different stages across the areas. 
This creates challenges in that the areas have progressed at different rates and are therefore starting at different places. That being said, neighbourhoods need to learn from one another about what is already happening, locally or more widely. 
How can we learn from what is happening in other areas or good practice?
There is a strong appetite for areas to learn from one another and share what works. 
There is enthusiasm to learn from the report ‘Health as a social movement: theory into practice’, in particular and apply the recommendations on what success looks like. 
It was noted that success could look different depending on the neighbourhood and its level of development. One example, was that neighbourhood success could be about doing it for themselves rather than having a focus on services, as one person stated ‘services are not everything’. 
One of the main problems is that individuals are using complex language and jargon that excludes people. 
One way of learning from each area could be to conduct a compare and contrast exercise, if someone, or an area is ahead in building relationships and engagement with communities, what are the components that have informed this. How can other areas learn from what is happening? Or are there any commonalities or differences?
It would be useful to learn from all the Integrated Care Partnerships (ICPs), particularly around what is being done in practice might be different depending on the system. It is not just about demonstrating that things are being done differently but that they are thinking differently. 
· ‘Knowing what you don’t know and needing to learn’ - need to go into the communities and systems and learn about what is happening.
· ‘How do we value what we know is happening and make the rest of the system work like that?’ - this will be done by identifying what is happening in other areas and bringing people to the same level.  
Thoughts about the programme design
· Undertake a pilot in the 5 accelerator areas (potentially could lead to more buy in to be involved, more resource, readier to test and support how aligned relationships are).
· Potential to look at different approaches to engagement (at a neighbourhood level) in the 5 areas.
· Debate whether the neighbourhood should be picked first and then decide on the health topic, as it could depend on the local context. 
· When selecting areas this needs to be done in a collective way and to ensure the work is not being duplicated in the areas. 
· What is the offer for the areas to be involved? This group should provide an offer but also fine if they decline. 
· There was some discrepancy about how areas/ neighbourhoods are/ will be defined. 
· It is likely the accelerated areas will be up for sharing data, but not necessarily a consensus about taking part in a wider project. 
· Could be better to work with a range of neighbourhoods to provide further reach and support. 
· A common goal is that the programme should aim to improve the outcomes of everyday lives. 
	There was discussion about whether the approach should be reordered to review, learn, test, review. 


Consensus for a bottom up approach
There was a consensus that the neighbourhoods need to have ownership over what the BHP programme is focusing on and have a clear understanding of why it would be useful for them to be involved. 
There was concern raised that that the programme might be driven from a top down agenda rather than a bottom up approach. Health partnerships need to be driven by co-production. There needs to be a push for an agreed involvement with the community and potential for individuals to go out and talk with the community. 
To have better health partnerships what can we do, what can we offer and what can we learn? 
Engagement and relationships
Discussion about the focus of our work and the ways the ICS and VCFS can work better together (relationships, engagement structures, decision making).  Perhaps to unpick what are the different types of relationships and ways to engage with communities and neighbourhoods. 
What success looks like at a neighbourhood level is important to understand what the culture is like between the VCFS and ICP, what are the relationships and behaviours in the areas looking like now?  What are the characteristics that make up a good relationship? What makes us want to be part of the community? And how can this learning be shared? 
That said it was agreed that there should not be a systems approach to relationships. Too often it is stated the voluntary sector has been involved in discussions and really only two individuals have been spoken with and is done on a tokenistic measure. This is not enough, there is not necessarily a systematic approach to engagement, yet. Instead it seems relationships need to be culturally established rather than on a personal basis. The latter can be problematic if someone leaves and relationships subsequently break down, therefore, it should not be about personal relationships but rather sector relationships.  
Things to follow up on:
· More on the accelerator areas and their potential to support the BHP work
· Look at the Maturity Matrix
· Further data on the ICP areas required to ‘demonstrate’ or get started


Group one:

Group two


	Important question to be asked of the ICS: Would the same decisions be made if the VCFS were not around the table?



Group three
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What does good look like?


Assumption/ hypothesis: if VCFS and communities works with health and social care sector things will get better? Outcomes improve, health inequalities reduce or change direction


Is this true? Need to prove it, where’s the evidence?


Fundamental- different conversations/ relationships


Changing outcomes


Success- preventative health system ->  longevity


It has to be OK to fail


May or may not be actual commissioned activity but need to ensure sustainability


Already there but hard to evidence- partnerships will make improvements rather than starting from nothing- need to build the community from where you are. 


How do ‘we’/ ‘you’ engage communities to be more active/ engaged? 


Community is not necessarily where you live, individuals can be involved in multiple communities, but PLACE is a good way to start.  


Structure is important- function over form need a culture change to the partnership, who brings what to the partnership- understanding respect. 


What needs to happen differently


Leadership – your job should be to help those in the neighbourhoods to deliver/ improve outcomes


Not just to report back to the system


Strategic narrative needs to improve? Still developing


How is the VCFS included in commissioning decisions


Legal accountability -> RED HERRING -> but the underlying issue!


Work to the maximum- keep people safe and improve outcomes


Yes data and proof can be found but that’s not the be all


Long / medium term thinking- not just task focused


Connections/ connected? System approach to VCFS relationships involvement, replication of the good across the system 



What does success look like?


Stories from users


Gappers and Connectors 


Identifying/ support leaders


Being realistic in geography and time/ neighbourhood and community


Trust


Seed funding to back ideas


Bringing people together- e.g. Barrow health hubs giving permission


Share the health as a social movement report (using the structure to aid progress)


Having local multi agency meetings i.e. VCFS forum to share resources/ intelligence


Organically growing-relationship building- people/ organisations joining in- lived experiences


Community Action network (Lancaster)


Didn’t cost that much money


Providing development support


Examples of success:


Morecombe Bay


Community action group in Lancaster


Healthier Fleetwood


Having a strong HWB partnership board



What needs to happen differently?


Understanding social value of partnership working


GPs enabled to be part of this i.e. social prescribing


What will it take to get there?


Resources


Ethos of collaboration at ICP/ locality


Buy-in for cross collaboration- more likely to happen


What does success look like?


Relationship between sectors- individuals and groups (GPs)


People in a system understanding what they are responsible for


Groups of individuals- behaviour change- evidenced


Local people know what they need, where they to get it, what it means for them- ownership. 


Individual doesn’t need to go to GP/ health services


Demonstrated learning of what successful collaboration looks like


Greater than medical -need to understand how to measure


What will we do?


Neighbourhood facilitation tools


Ask VCFS leadership group to choose


Access what capacity VCFS has around those as selective criteria
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