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Just Space Health Policy chapter version 2 

Though the Just Space “Towards a Community Led Plan for London” covered housing as a social determinant of health and well being, this left considerable gaps in the consideration of other social determinants and their impacts on particular groups, as well as the structures and mechanisms of the health system.
This chapter has been stimulated by a variety of discussions in 2017: a joint project between Just Space and UCL, round table sessions between community groups and the health team at the GLA, a community event on the Mayor’s Health Inequalities Strategy at London Metropolitan University and a health policy working group which met in December 2017.

There are 4 main headings that frame the chapter.

1. The national context
2. Community Development – structures and mechanisms

3. Health Inequalities

Policy proposals - specific
4. Cross Cutting Issues and approaches

Policy proposals – cross-cutting
1. National context

The headline issues of the National Health Service are widely acknowledged – increased waiting times, financial deficits, restrictions on access, staff retention problems.  The solutions offered by successive governments – increasing the role of the market, charging for services, closing hospitals and selling NHS land – have not found favour at the grassroots level.  Meanwhile health inequalities have widened – both general indicators such as infant mortality, childhood obesity, premature death and life expectancy, as well as negative health impacts on particular groups within society.  Many of these issues are the focus for the ‘Keep Our NHS Public’ campaign.

We are informed by the approach of the World Health Organisation (WHO) that community development is a key part of good health.  Public Health England
 refers to extensive evidence that connected and empowered communities are healthy communities and that communities involved in decision-making about their areas and its services have a positive impact on people’s health. [See also Ottawa Declaration and Beveridge Report].

But whilst politicians and health professionals have lots of good intentions on community involvement, what we actually see in neighbourhoods is a lack of resources to do this effectively, weak mechanisms at the Borough and Commissioning levels and the absence of community involvement in the structures that oversee health services London wide.  

2. Community Development Approach

Community development (CD) is primarily action to support residents’ independent  collective activities. This also enables them to become partners in ensuring the maximum effectiveness of public services. CD builds social capital and  enables people to organise to identify shared needs and aspirations. It addresses imbalances of power, and brings about change founded on social justice, equality and inclusion.  

Increase in community activity contributes to health directly by building up social capital, and indirectly, by improving dialogue between residents and agencies, and influencing the shaping and delivery of services.

Larger voluntary organisations often have the loudest voice in dialogue with local public agencies. But they are primarily providers of services, rather than a means of access to the whole community. The voice of the community is generally to be found in the smaller, less visible, less well organised - but more numerous - community groups and networks. Also important are community partnerships and umbrella organisations, which link groups and widen involvement.  Many people who are socially isolated, neither part of the voluntary nor community sector, need to be drawn into their own community by extending the reach of those groups that are closest to them, or by creating new groups.

City wide

The Mayor of London certainly has the power to do things about health.  The Mayor has responsibility for a Health Inequalities Strategy (HIS) & leads on the London Health and Social Care Devolution Agreement.  The Mayor should resource a community voice partnership within the devolution model.

We recommend that the Mayor call a gathering of community groups to look at what structures would best enable communities to feed into the London Regional Health and Care structures and to oversee the implementation of plans to tackle health inequalities in London.  We want to see the Mayor commit to a real collaboration between statutory and community bodies on the future development of London’s Health and Care services.   

Sub-regions

A number of health structures and mechanisms, such as Sustainability and Transformation Plans, operate at a sub-regional level, without community involvement.  We recommend that the Mayor support the networking of all Healthwatches in London and encourage their sub-regional work.

Neighbourhood
As well as the community sector being at the table regionally and sub regionally, how can all sections of the population become fully involved in improving health.  A whole-local-population approach is required, focusing on neighbourhoods. 

CCGs and Local Authorities need to become more responsive to the needs and initiative of the communities they serve, supporting growth in community activity, and adjusting commissioning and delivery in response to communities’ priorities. 

The first stage in each neighbourhood is establishing the current level of community activity and the profile of existing groups and organisations. Existing initiatives must be respected and helped to grow whilst new activity is fostered.

Boroughs and Clinical Commissioning Groups must:

· Move from focus on small projects to systematic Community Development Strategy across neighbourhoods

· Non-health community and voluntary groups must be included.  They are active on social determinants of health, and are also having health effects through volunteering and social networks.

· Produce a profile of the community sector, its extent, strengths and weaknesses *

· Develop a strategy for community development & resourcing the process, encouraging groups to form in areas that lack natural groupings 

· Identify and encourage community networks that can speak on strategic issues

· Put the results of the  survey and the needs and proposals into the Joint Strategic Needs Assessment for maximum community involvement  and to ensure their inclusion in local health strategies
· Establish a baseline and then set a target for community development over 3-5 years

* This will include

- an assessment of the level of residents’ participation in community activities

- an assessment of the level of interaction between the community sector and local public agencies, including the CCG itself

- an audit of community assets such as meeting spaces and grant programmes.

We recommend a model for a CD programme building up over five years to cover a CCG. The first and second waves of priority neighbourhoods receive 18 months of intensive support followed by 18 months’ maintenance, whilst support is extended to neighbourhoods with less intensive needs in the final 18 months. 

London could lead on developing this model by selecting a CCG pilot to run a major community development programme as part of its overall community engagement strategy.

The Mayor should lobby Government to ring-fence 5% of all new NHS spending for prevention/social determinants/ Community Development.  [So if the new spend is £4 billion, then £200 million goes into community development]

Social prescribing is one means of allocating CD funds.  This is covered later in the chapter.

A new handbook gives CCGs a ‘kit’ for commissioning Community Development.  It provides a framework and methodology.

Gabriel Chanan and Brian Fisher: “Commissioning Community Development for Health – A Concise Handbook”, Coalition for Collaborative Care, 2017 (download free at www.gabrielchanan.co.uk/community-development )
3. Health Inequalities

Health care is full of restrictions and health services are not being accessed by all.  Failure to recognise the particular needs of marginalised people leads on to a lack of safeguards and mitigation measures and then to the absence of inclusive mechanisms to enable the participation of marginalised groups in decision making, delivery and evaluation.

The fact that health inequalities are largely known from social and health differences at electoral ward level (and displayed as such in Joint Strategic Needs Assessments) shows the importance of linking action against health inequalities with community development at neighbourhood  level, which often approximates to wards. 

Policy 

The Mayor’s Health Inequalities Strategy must be aware of and address the differentiated needs of diverse groups and encourage Boroughs and the NHS to include the full range of specific needs in the Joint Strategic Needs Assessments (JSNA).

1. We know that health vulnerabilities are created by disadvantage and discrimination and evidence shows that lack of control over their lives actively contributes to poorer health in individuals. For example the inconsistency of access for wheelchair users, pushchairs and people with mobility difficulties to public transport, public toilets and high street premises can disrupt education, leisure, shopping for healthy food and generally lead to social isolation. Improvements to transport in London shows what can be achieved, but also that constant community intervention is needed to get things right.   

2. The needs of women to be understood in much more detail.  It is important not to allow facts such as the relative longevity of women’s lives in comparison with men, to lead to a dismissal of the many negative impacts on the good health of some women and girls that create inequitable health outcomes.  

For example, girls living in poverty have been shown to be missing school during menstruation because they cannot access sanitary towels/tampons and are more likely, as a consequence, to suffer from depression. Equally, there are thousands of women and girls in London known to have undergone FGM.  Health equality requires that Obstetrics, Gynaecology & mental health services, as well as child protection teams, are equipped to address the current and predictable future health needs of those who have undergone FGM. 

Victims of Domestic Violence (DV) need access to both refuges and to suitable move on accommodation. The stability created by having suitable accommodation has considerable positive health impacts for women and children whose lives have already been traumatised by their experiences.

There is considerable evidence that unmet care needs impact disproportionately on women.  Lifting the emotional burden, the negative financial impact of unpaid care and the isolation that sometimes results, would improve health outcomes for many women. It is vital to involve women’s organisations and groups in addressing the changes needed to health and care services.
3. Children 

Cuts to children’s centres, youth clubs and play spaces across London contribute to child obesity and depression.  We support the aspiration of the Alliance for Childhood London Forum to make London a Child Friendly City and this requires all of the proposals in this chapter to be looked at from a child’s point of view.
4. Mental Health 

BME men have great difficulty in both accessing mental health services and in getting good outcomes from their care in mental health services.  We have had feedback that this is not being addressed by the Thrive LDN programme.

Gypsies and Travellers have mental health issues arising from their isolation from social networks and lack of culturally suitable accommodation. This trend has persisted even as most Gypsies and Travellers in London are settled in housing or on caravan sites and are registered with a GP. A significant amount of care work, particularly for children, older people and people with disabilities, happens within the Gypsy and Traveller community, and there should also be a recognition of the mental health support needed by carers themselves. 

Older people are an important minority, with mental health needs that arise because of social factors, such as heightened loneliness.  Among young people, unemployment and homelessness are important social determinants of mental health issues.
5. Migrants and Refugees

Some of London’s health services do not provide appropriate interpretation support. This can have significant impact on communicating and the services appreciating the scope and range of health needs of refugees, who may also face further cultural barriers to accessing health care.  A significant number of migrants have also been denied access to secondary health care. Although the intention of such denial is to save NHS resources, in practice, this can result in greater, more prolonged and more costly deferred impacts. For example in denying pre natal care to a pregnant women whose delivery is usually then treated as emergency care, lots of extra costs may be generated and there can be knock on impacts for subsequent maternal and child health if infectious diseases are not caught early.

Changes that are intended to have a certain effect can have unanticipated impacts. For example the National Health Service (Charges to Overseas Visitors) (Amendment) Regulations include patient identity checks and up-front charging in hospitals and community health services.  They have not been out for public consultation, so their use is likely to alarm people and to generate further barriers to accessing health services. People from minority ethnic backgrounds are most likely to find themselves subjected to checks, so further adding to levels of distrust of officialdom and in many cases, to deter people from pursuing their need of health services.  

Policy Proposals

The Mayor to champion accessible and inclusive health services and to use his power to elevate groups who are being excluded, like Gypsies and Travellers, migrants, refugees and the BME community.  “All Londoners” must be explicitly defined in every one of the Mayor’s Strategies to include Londoners without documented legal status and must take full account of where multiple identities causes an omission of a duty of care to those who are most vulnerable in society.  
The Mayor should be running a public campaign to make sure that interpreting services are available to migrants and refugees seeking to use the health service.  Many of the staff of local health centres speak many languages and should be given incentives to provide an interpreting service, so that people whose first language is not English do not have to rely on their children to explain things.  Schemes for recruiting bi-lingual people and training them as receptionists in GP surgeries have resulted in better primary care uptake, but these are far from a universal provision.  

There is research on how migrants entitled to care are not receiving care unless they are legally advised. The Mayor should make available small budgets to support community based legal services which encourage access to primary care services by migrants and refugees.

The Mayor to review impact on migrant communities of the Charges to Overseas Visitors Regulations 2017

London’s health and care services rely in part on a large number of EU and other migrants.  It is imperative that the Mayor and London Health Devolution Board involve communities in ensuring that there is no negative impact on health and care services as a result of Brexit.

This includes ensuring that the extensive European funding currently going to social, health and community projects in London is fully retained or replaced – see ‘Losing it Over Brexit: What the end of EU funding means for London’s Communities and Projects’.
4. Cross Cutting Issues and approaches/ Healthy Communities

The Mayor to encourage CCGs/LAs to adopt or upgrade comprehensive community development policies to ensure maximum health benefit.

Health policies should be aligned to the Sustainable Development Goals (United Nations).  Relevant examples are:

Goal 2. Zero Hunger - End hunger, achieve food security and improved nutrition and promote sustainable agriculture.

Goal 3. Good Health and Well-being - Ensure healthy lives and promote well-being for all at all ages.

Goal 11. Sustainable Cities and Communities - Make cities and human settlements inclusive, safe, resilient and sustainable.

Goal 16. Peace, Justice and Strong Institutions - Promote peaceful and inclusive societies for sustainable development, provide access to justice for all and build effective, accountable and inclusive institutions at all levels.

Dr David Pencheon, Director of the Sustainable Development Unit for Public Health England said that the NHS was a

 “very, very big anchor organisation” and was “very visible in every community in the country so what the NHS does, how it behaves, what it looks like, how you are treated, the dignity you are shown, are very symbolic of what we do as a nation to each other and thus what we do with other member countries, so that is very important”.

Healthy places are healthy for different communities in different, often culturally specific ways, and communities determining their own development are an important part of what makes a healthy place. 

A space is healthy 

a. Because it has a healthy mix of opportunities, economic, social and environmental, to express healthy behaviours
b. According to the cultural specifics of a community and so needs to incorporate opportunities for different communities to express themselves in an integrated and complementary way.
c. When it has the capacity to experience growth in ways which are harmonious as determined by its inhabitants and which accord with agreed requirements for sustainability, public health and social justice.
So a health policy needs to draw on the social capital of the rich histories of London’s communities where people are connected and there are synergies between different groups.

The rupturing of healthy places has important impacts on health.   Across London many communities are being displaced and there is a lack of research on the extent of this and the impact displacement is having on people’s health, as well as the particular impacts on protected groups.  A survey in Camden showed 70% of those displaced were BME.  [Case studies of different communities using a space, how they link in and what happens if this breaks down.]

Intergenerationalism is a social capital asset where it exists and is encouraged to thrive.  Migrant communities are felt to have high levels of social capital in terms of their cultures of shared care. How do policies draw upon these, rather than cut right through community well-being when families are continuously broken up because they cannot afford to live together in historically shaped communities.  Understanding these conditions that are at work is important for developing health policy.

How are the shaping factors behind childhood obesity factored in? The rise of zero-hours contracts and single parents working two or more jobs means children are reliant on cheap, fast food, of a high calorific value whether purchased at a chicken shop, Iceland or Tesco local.  The selective removal of these needs to be preceded by thorough social impact assessments because of the possibility that removing these from high streets may just result in a swing to the reverse and we find that we get an epidemic of underweight children/malnourishment.  This means we need to deal with the complex determinants of child nutrition and well-being rather than simply the symptoms 

Food is a highly significant cross-cutting issue and should be part of an infrastructure plan for London, in the same way as energy and water.  Food growing in schools has had successes, when well run, on influencing and educating children about healthy eating, especially where they have incorporated local considerations of culture, ethnicity and place and been well integrated into the curriculum.

Another example is the useful role food production hubs can play in improving health and well-being.  They can provide social spaces as well as job opportunities which are connected to a range of cultural understandings of what a lifetime neighbourhood means in practice. 
Policy proposals

1.  Encourage the start-up of food hubs which are located in Town Centres which work in partnership with schools and colleges to encourage food based businesses by offering training skills in food growing, marketing and distribution as well as environmental management, managing food waste, and addressing food poverty, providing a variety of skills to encourage localised, self-reliant developments within each borough.

2. Encourage community-based Health collectives to understand and document community health profiles in ways that spur community self-help initiatives to address them through the use of social prescribing, local enterprise and environmental management and the training and deployment of community champions.

3.  All borough wide planning needs to consider the social, health and cultural dynamics and impact upon existing residents, young people, the elderly, and in relation to gendered behaviours, so as to minimise untoward effects and encourage affirmative behaviour and opportunities.

4.  The number of high street retailers which sell a wide range of fresh foods   (grocers, fishmongers, butchers, bakers) should be encouraged by each borough and not include corporate chains which sell fresh food more expensively and therefore less accessibly to low income and precarious earners. A quota of high street premises can be safeguarded for such outlets.

5.  High streets/Town Centres should also contain a drop-in health advice centre that is welcoming and accessible to all borough residents, and that offers NHS primary health care guidance, phone up schemes and a wide range of leaflets advertising local health provisions. Local health champions would be encouraged to administer support on a volunteer basis as well as their being a resident ‘health watch’ staff offering overview, social prescriptions and collecting pertinent data.

6.  Healthwatch, CCG and Local Authority who have amassed data pertaining to their local communities should be encouraged to incorporate these into local planning and design at borough level.

Endnote

Social prescribing must not be used as a means to get more for less out of community organisations; they need to be provided with the resources to deliver support, much of which they are doing already without sufficient resources or with no recognition.

Policy Proposals

There is a need for a clear, Plain English commonly understood definition in London as to what we mean when we are talking about ‘social prescribing’, including who is doing the prescribing.  How social prescribing is defined and worked out in practice must come through discussions with the community, and not be a debate among clinicians.

We recommend the Mayor recognises that a lot of social prescribing is already being carried out by community members and community groups in informal ways and so supports the community providers of these services to evaluate it using a shared common framework and provides resources to develop and build upon these.
The Peckham Experiment is a classic account of how good health is affected by community centred knowledge, social networks and the wider environment.  

The approach was holistic and participatory. There was easy access to social clubs and the built environment/ infrastructure were seen as important with concern for good nutrition and recycling.  Recognising the importance of sound nutrition, they rented a farm to provide fresh organic food.
How can health services be devolved to smaller areas to better meet people’s needs?  There is lots of interest in a more decentralised approach to bring care closer to home and to have more integration with local community networks that organise around social determinants.  We can learn from the Peckham Experiment and the Mayor should recognise it as an important health legacy.


* The Peckham Experiment in South East London was a study into the nature of health in the 1920s-1940s. The modern promotion of health is often focused on preventing sickness or the absence of sickness. The Peckham Experiment aimed to create ‘positive health’ in the community, not just the absence of illness.  For more information, see the websites of the Pioneer Health Foundation and Peckham Vision.
� See for example ‘A guide to community-centred approaches for health and wellbeing’ Public Health England, 2015
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