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Intfroduction

I 2018, Locality was commissionad to undertake a proof of concept for two
community projects to capture the value of working in non-programmatic waoys,
where individuals are in the lead. The aim of this proof of concept is to learn
what works to mobilise community gssets, re-crient formal services to work as o
whole system, and boost prevention to produce better health and wellbeing
outcomes for communities. The conclusions are intended to support decisions
about future waoys of working, including future Improved Better Care Fund ((BCF)
investment,

It focusses on two community organisations, Moat House Community Trust and
Grapevine. Bath orgonisations are carrying out pilot projects under the
Community Capacity and Resilience workstream for the Better Care, Better
Value progromme funded jointly by the iBCF, Coventry and a Public Health
Grant via Coventry City Council. This initial feasibility assessment has been
carried out whilst both initiatives are still in fairly early stages.

The work tokes place in the context of the Upscaling Prevention Programme,
which aims to franslate the commitment set out in the Alliance Concordat for the
Health and Wellbeing Boards throughout Coventry and Warwickshire to work
together. This programme’s vision is to “galvanize effort, expertise and resource
to stimulate @ step change in commitment 1o prevention across the health and
wellbeing system™ It plans to achieve this partly by taking o ploce-based
approdch to systems change, creating and fastering the conditions necessary to
support a system wide uplift in prevention.

Fig .1 Alliance Concordat
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In developing the proct of concept, one of the areas we were keen to measure s
the impoct of both programmes on growing the capacity for action and
leadershiz in @ community, both key components of social capital. As highlighted
in the Marmot Review,” social capital creates o buffer against ill health; building
resilience and agency a lever to address health inequalities. When people have o
say in what happens locally, they feel more in contral of their own lives, and
ehavicurs change accordingly. We are also interested in capturing the impact
that working in nan-programmatic ways, where peaple are in the lead, can have
on formal services.

We have explored the impoct of the projects on residents’ health and wellbeing
and started to understand the plausible confributions these initiatives are making
to formal service outcomes, This includes the IBCF outcomes, however it also
focuses on the broader early help/prevention measures in line with the emerging
Coventry Early Help Strategy,” . We also dimed to expose crifical success
factars, including inhibitors and facilitators for working as a whola system at the
local level In capturing broad outcomes, were inferasted in successful ways
building sustainable communities and the wider benefits that can be realised
from partrership working across sectors,

The proot of concept outlines the methodology and overall approach, the case
for change and cims of the pilot projects, before examining their impacts and
approdch. The key findings identify critical success factors and improvements,
and finish with final conclusions and recommendations,

Locality would like to thank all those that participated in workshops, inferviews
and meetings and gave their fime and insights to this work.,

Methodology

We have used our experience of evaluation and megsurement in demaonstrating
the value of these approaches alongside the intelligence from our netwaork of
members, local authorities and partners such as the What Works Centre for
Wellbeing and Puklic Health England to infarm this work. Qur focus is on the
feqsibility of the projects to work within an integrated model of health and social
care.

We have appraised existing methodeologies to measure impact at an individoal,
grganisational and wider community level and conducted a rapid literature
review on preventative health measures and indicators. Meetings and workshops
have been held with both Grapevine and Moat House to co-design the indicators

2 httped fwewew institutecfhealthequity orgfresources-reports/fair-saciety-healthy-lives-the-marmat-

reEvisnw
* Cowentry Early Help Strategry 2019 - 2020 Right Help Right Time, accountable to Children's laint
Fartnershig Board and the Children's Safeguarding Board




and methods used, and o series of stakeholder and service vser semi-structurad
interviews were ql=g carried out,

A theary of change has been produced with each organisation which articulates
the relational and asset-based nature of their approaches and how this leads to
the cutcomes and impacts defined. This procf of concept develops this further in
aiming to understand how and why interventions lead to short and long-term
change and what those chonges are. Above all it recognises thof the
approaches being piloted are not transactional, but relational.

An assef-based approach to the research has been adopted, with principles of
Apprecigtive Inguiry applied glongside a listening approach os demonstrated
within the Community Organising field of work,

The Case for Change - context and aims of the
pilot projects

The business case® for each of the pilots recognises the unsustainable nature of
the current model of health and social care, with the gap between the cost of the
service and levels of income widening. They also highlight the fact that the
urden of ill-health falls fo a much greater extent on the most vulnerable in
society, and those living with higher levels of deprivation.

The challenge therefore falls into two categories: to improve healthy life
expectancy, and to reduce hedlth inegualities, thereby instigating o change in
demand for services The current focus across Coventry's health and social care
system is “to significantly improve pathways and interventions by working
together to provide o better level of care and keep people healthy and well”.

The Upscaling Prevention Programme aims fo manage population and individual
health risks by focusing on early intervention to pravent ill-heglth and, where
people have health problems, to stop thase health problems escalating to the
roint where they reguire significant, complex and specialist health and care
interventions, The programme is aimed af individugls who are ‘af risk” and fokes
an early intervention/prevention approach. The focus and vision is to galvanise
effort, expertise and rescources to stimulafte a step change in commitment to
prevention across the health and care system.

The success of the workstream relies an its ability to influence behavicur within
the wider Better Heqlth, Befter Care, Befter Value progromme and leadership, Qs
well as across the wider health and care system and public service system
activity,

Some of the ways it seeks to achieve this are:

CHBCF Business Coge. Commuonily Copaoily and Reslence Mool House rieighbaurhoad pilel, and iBCF
Business Cose: Community Caopocihy ond Besilience Srapevine citywide pilor
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« Taking a place-based approach to system change;

« Creating and fostering the conditions necessary to support o system-wide
uplift in commitment to and action on prevention;

« Coordinating effart and expertise across the wider system in support of an
uplift in prevention, recognising that we are not starting from a zero base
and instead seek to build and capitalise on existing good practice and
assets,

There was an intentional differentiation of the models invested in: a place-based
community anchor model® (Moat House) operating at the neighbourhood level
with 0 focus on vulnerable older people; and a more fluid community
ocrganisation (Grapevine) that operates at g city wide level, working with people
accessing social care, with disabilities and those living with a long-term illness
amaong others,

Both projects take practical steps to strengthen community-based action and
ensure that greater value is placed on the contribution of the infermal sector and
non-service solutions.

The stated overall aims and outcomes of both the initigtives are as follows:

« |dentifying people with support needs and preventing therm from entering
Crisis,

« (rowing capability at individual and community level reducing as much s
ossible the support needs of people who might otherwise reguire social
care;

+ Building the web of individual, family and community relationships, o
support people to engble o fake o more active role in managing their
own health and well-eing in the community.

Reszulting in:

Reducing social isolation and laneliness;

Increasing physical activity;

Preventing / delaying re-enfry to health and social care system;
Reduction in A & E and GFP attendances;

Improving independent living;

Improving lifestyle behaviours,

* & & & & @B

* Communify anchor arganisations are place-based, mulbi-purpose organisations, which are
locally-led and deeply reoted in their neighbourhoods




Moat House Community Trust - Community Navigator

Moat House Community Trust has o clear vision for creating a prosperous and
powerful community where they are proud to say they live or work. Their mission
is to act as an independent and trusted voice of the community, to be o catalyst
for positive change.

The Trust delivers o range of engagement activities including weekly tea and talk
peer support, activities for families and children, get active sessions such as
healthy walks and armchair exercise classes as well as large scale events such as
family fun days.

It has developed strong partnerships with agencies working in the areq including
social landlzrds, the palice, children’s centre, faith organisations and o lecal GP
surgery, The pilot aims to identify and provide targeted support to vulnerale
clder individuagls living in bungalows within the Moot House reach.

The navigator service aims to understand the local environment and community
in orcer to gather intelligence ond build connections from the ground up, This
enables them to proactively reach cut to the most vulnerable and to identify
system failures and opportunities to support good cutcomes for local pecple.

A community capacity worker is employed part time (0.5 FTE) to work with others
and proactively visit the bungalows to build trust and relationships. Where
isolated individuals can be encouraged to attend g session, this can help grow
confidence, and improve wellbeing. In some cases, engagead residents have
recome active volunteers and support others, There are alse 3 part-fime
community navigators {one ecch for older people, families and young people}
ringing value to each age group.

A steering group is in place to cascade good practice, ensure coordination with
cther work taking place, increase community outreach, encourage parficipants
to shape services and build trust in the community hulbo,

The project aims to reach 320 vulnerable residents over 12 months. To date, 157
senior residents have already been engaged, along with over 400 children.




Grapevine - Community Capacity and Resilience

Grapevine works with people facing isclation, poverty and disadvantage o help
them to build better lives. They help people with finding, developing and growing
networks, In particular, this praject aims to strengthen support netwaorks through
generating community action, with an established pool of community activities to
which they will add during the course of the project,

The Community Capacity and Resilience Grapevine project is based on the
successful Good to Go* programme and facusses on the recognition that
connections matter’. ‘Good to G, an umbrella ferm encompassing working with
local residents to enable them fo manage their own health, and engaging them
to care for neighlours, friends and others in their community, This project seeks
to toke practical steps fo strengthen community-based action focussing on
prevention and building stronger, self-sufficient communities. It aims to ensure
those who are vulnerable toill health or health inegualities are better supported
to develop resilience and reduce the need for crisis level services.

Central to this is mobilising people in activities and caoses they are passionate
about, 50 there is g united commitment to change.

Examples include the Slow Roll community cycle rides for all qkilities, and Wave
Rave, an afterhaurs disco in o swimming pool for all ages. The key is to bring
different people together, those with vulnerabilities and those without, to
exchange skills, aspirations and knowledge. This has been re-evalvated™ and an

excerpt appears below:

Capacitate

What could not have been foreseen at the
outset was the way Good to Go would
create capacity for change of all kinds. Deep,
extensive, networked relationships have
been created that provide the infrastructure
for innovation, and naturally regenerate

in the face of challenges and in response

to demand. These networks — Innovation
Factory, Ideas factory, CovMindtheGap are
fully integrated — no distinctions are felt or
drawn between people who are living with
disabilities and anyone else; or betwean
public service providers and public service
users, Through these networks over 200

people have been involved in creating the
conditions for changing how public services
are designed and delivered. More than

80 people have been trained in change
leadership.

Perhaps most significantly of all Good to

Go has started to create a roadmap for the
transformation of service delivery, especially
for social care, starting with Coventry What
we see in #CovMindtheGap and its test
beds, for example, amounts to a blueprint
for a ‘third and half sector’'— co-created in
the gap between the state and civil society.

* httpf fwewew.grapevinecovandwarks.arg gridhosted . coukfwp-content fuplcods/ Grapevine-

Gaoad-to-Go-revaluation. pof

" Paositive social relations are included in many maodels aond scales for the measurement of
individuol wellbeing ond quality of life (see Seligman, 2012; Keyes, 1998; Ryff & Keyves, 1995;

WHOQGL, group).

¥ httpe fwwew grapevinecovandwarks.org.gridhosted.couk/wp-content/uplood sf Grapevine-

Good-to-So-revaluation. pdf




Grapevine’s business case states that the pilot will share good practice from the
Ignite programme that they established with the Central England Law Centre fo
change how public services are delivered and neads met. They aim to embed
learning from their movemeants in community hules, so they can build on
community strengths and ambitions. They employ community organisers to
deliver this project which aims to reach 500 people living with long term illness
over two years, To date they have already reached 269 in 2008 and o further 26
in 2019,




Community Led Approaches

A growing body of evidence has been noted by Public Health England® who
have endorsed such approaches to health care in their guide to community-
centred approaches where they recommend that health leaders and
commissioners consider the following:

* Uuse the family of community-centred approaches as a tool to consider
potential options for commissioning health improvement and preventive
services;

s invalve thase af risk of social exclusion in designing and delivering
solutions that address inequalities in health;

« celebrate, support and develop volunteaering as the bedrock of community
action.

They have also produced the following diagram to illustrate the family of
comrmunity-centred approaches to health and welllzeing.

‘ Community-centred approaches

for health & wellbeing
Strengthening Voluntesr and pesr Collabarations & fﬂ;f::nfﬁj
communities roles partmerships S CliTC e
Community ] | | o . Community-Based || Pathpeays to
dervelopmant Bridging roles Parlicipalory Rasearch padticination

| Asset based methods

Social network [ Cornmunity. Community-aasad
angroachas I Peer suppor _I Eng;lga;?l‘i:; i | commizsioning

Peer education
Peer mentaring

— Area-based Initialives | = Communiy hubs

ﬂ Paar intervantions

— C.o-praduction projects

b wolunteer haalth roles

The Health as g Social Movement™ collaboration between NH3 England, New
Economics Foundation and the RSA has also affirmed the benefits of this way of
working, s hags the fingl report in the Connected Communities programme

hittps:f fossets publishing service govuk/government/usloods! system/upleads/ attachment_dataldfi

le/7aE979/ A guide to communiby-cenfred approoches for_health_and wellbeing_ full repart_pdf
W b Hos:f Swewew. thersoiorgfglobalassets/ hosm-final-report. pdf
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praduced in partnership with the University of Central Lancashire, the London
School of Economics and the R5A! This last report identifies four key ‘dividends’
of connected communities:

« A wellbeing dividend. The rasearch suggests that social cornectedness
correlates maore strongly with welllzeing than social or econamic
characteristics such as long-term illness, vnemployment or being a single
parent.

* A citizenship dividend. There is latent power within local communities that
lies in the potential of relationships between pecple, and it can be
activated through the methods that are advocated in this paper.

¢ A capacity dividend. Concentrating rescurces on networks and
relationships, rather than on the 4roubled’ individual as an end-user can
hawve beneficial effects which ripple out through social networks, having
positive effects on paople’s children, partners, friends and others.

¢ An economic dividend. There is evidence that investing in interventions
which build social relaticnships can improve employability, improve health
{which has positive economic impacts) and create savings in health and
welfore expenditure.

The two community projects are demenstrating use of these approaches and an
appreciation of the key principles and values behind them.

Grapevine

Grapevine works with people experiencing isclation, poverty and disadvantoge
to build better lives through proctical guidance, advocacy and support cenfred
around the persgn.

Using practical tools and fraining Grapevine helps people build their collective

power {0 tockle the problems they're facing and spark and sustain movements

for change. Gropevine aims to solve complex, deep rooted issues with partners
by working with systems and services like the NHS and local authorities,

Their work is multi-faceted and aims o build social movements that put people in
the lead through warious activities including community organising, ideas and
innowation factories, training, leadership development and peer support through
self-care socials.

"httped S weew. therso.org/ discover /publications-and-arficles/reparts/ community-capital-the-
value-of-connected-communities




ldeas and Innovation Factories gre two related activities through which they co-
cregte innovative actions and solutions, building the capacity of ‘leaders’ from all
sectors and communities across Coventfry.

Self-Care Social stermmed from a Feel Good Community * event and aims to
create a culture of self-care across communities, with individuals suffering from a
long-term iliness. By starting conversations on whaot loneliness and good self-care
looks like, they are then helped to look at what they can do together to address
it.

Central to their work is story-feling. As Marshall Ganz® and others have
evidenced, story-telling can be a powerful way to shape identity and can
Become what Chorles Taylor calls our “moral sources” - sources of emotional
learning we can acceass for the courage, love, and hope we need fo deal with the
fear, loneliness and despair that can inhibit action.

“Storytelling is central to secial movements because it constructs
agency, shapes identity, and mctivates action. Story telling is how we
learn to exercise agency to deal with new challenges, mindful of the

past, yet conscious of clternative futures.”

Grapeving’s work is alzout movemeant building where those who have needs are
also those who provide the support, This builds meaningful connections and
sustains activity rather than a service that ‘provides help to people who need it’,

Feople first connect through commaon values and concerns, then are supported
and frained to take ownership of a group. Participants develop stronger fies as
they work together, tackling shared challenges, and experience lass longliness as
they collectively organise and participate in events. The work is structured with
118", calls to action and pledges of commitment to transform participants info
leaders,

Three key principles are applied in their wark: they are beneficiary driven; they
empower memizers to take the lead and self-organise, building capacity and
leadership; and they keep things open and accessible to all, using social media
and technology as a way of supporting meaningful cannection, rather than a
substitute for it."

“ The Feel Goad Community brings people together throwgh shared expenences and a collective
desire (o feel connected, feel strong and Fesl Good

¥ hia:f fmarshallganz.usmblogs.com/files/ 2012 /08 Power of Story-in-Social-Movements.pdf

¥ Structured 118 using the Citizen UK model, Act, Build, Thange,

hitps:/ feewen citizensukarg/our training

¥ Recching Communities bid, Gropevine
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Moat House Community Trust

The Moot House model is inclusive and fully integrated, taking each individual as
a whole with a range of differing strengths, skills, experience and needs. It is
multifaceted and intergenerational by design. For exomple, grandporents may
attend haliday clubs with their grandchildren and disclose health ond wellbeing
issues whilst af the Centre. These can then start to be oddressed.

The role of the community capacity builder is to understond and gather local
intelligence, to proactively reach out and connect with the most vulnerable and
work with them to develop activities and selutions to the prablems they are
focing. The navigater works to identify isolated and for vulnerable older people
and work with them to bulld connections gs well 4s to roise awareness around
‘winter wellness’ gnd other issues.

After an initigl approach of door-knocking, Moat House have found and
reported that word of mouth from trusted individuals is now becoming the most
popular and effective source of referrals,

Community Navigator schemes have been endorsed through the Social Care
Institute for Excellence briefing™ on preventing loneliness and social isclation,

An evaluation of care navigation in the Isle of Wight" identifies seven individual
active components of care navigation work:

New referral
Respend quickly to Repeated problem processes with
the needs of people solving local agencies and
services

Tailored help at
the time it's
needed.

Providing the tools Coordinating with
to self-manage other teams

Manage the fine
line between

dependency and
self-management.

¥ hibtposd Seewewe seie orgukd pullications/ briefings/ briefing 39/
Yhitpe/ fwezsexahzn.org.uk/img/projects/ | sle% 200 % 20Wigh 20 are % 20Navigotors %20 Evaluafi
on#20Report®20FINAL pdf
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Summary of Key Findings

What have you enjoyed most?

"Gaining deep understanding of people’s needs and directing them

towards each other without making it obvious.”

- Clinical Nurse, stakeholder interview

What's working well

We have found evidence that the community approaches taken by Grapevine
and Moat House Community Trust are contributing to the deliverables of the
overall pragramme, which are as follows:

* Improved joint working between health, social care and the community sector
so that activities infended to improve health and resilience {by statutory and
non-statutory providers) are more tailored to the locgl areq, resulting in @
greater coordination of activities and more efficient and effective use of
resQurces.

« Reduced hospital admissions and prevention or delaying re-enfry to the
health and sacial care system through increased individual resilience and
access fo suppoert networks and through pecple feeling more in confrol of
their own health and wellbeing.

* Reduced social isclation of people through the development of supportive
netwaorks,

« Connecting isolated and volneroble individuals to activities that will increase
their resilience,

« |Improved quality and patient/service user satisfaction,

Measuring the scale of that contribution is challenging. Cost reductions and
social impacts are offen measurad over g longer time frame. For example, the
New Economy Manchester™ cost benefit analysis model’s primary fime frame is o
five-yvear gssessment of costs and benefits,

However, the data we do have, does show encouraging trends and edrly
impacts that have the potential 1o go bevond these measures and influence
systems change.

" httpdd fneweconomymanchester.com/medio/14 43/ 27 85-pulél F-cha-guidonce-02041£4-1312-
final pdf
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Improved joint working, mare tailored services

There is evidence that incregsed levels of service coordination are taking place,
and that these are predicated on existing relationships that have been
developed over fime. This is evident in the Moot House sefting where the physical
siting of stofutary services enable the cbservation and opportunity to work with
their clients in @ more informal setting, gaining deeper understanding of the
whole Individual.

Moat House navigators have glso focilitated o partnership netweork, of service
providers and agencies within the locality, to improve quality of life and well-
being for older people. Partners include local guthority {including Councillors}
Whitefriars, locol GPs, Family Hubks, social care services, the police service,
Eurcpeon City of Sport, City of Culture and public health service providers.

This group is reported to be growing in reputation and regch, with new agencies
continuing using it as o means to reqch the community with key health messages.

Grapevine are also collalorating with statutary services, as this written feedback
ilustrates:

"Grapevine and health services are working together and engaged
locally through the recognition that people with a LTC, social isolation,
loneliness are frequent users of primary care to provide social and

emotional support, as well as physical reviews and diagnostic services.

"Any person with a long-term condition will require much more support
than 2 or 3 ten minute GP or nurse appeintments per year, and with
growing demand on primary care services, and the need to develop the
person’s self-management skills, Grapevine provides a wide range of
opportunities for our residents to improve their mental health and

physical wellbeing.

“By recognising the volue Graopevine can bring, we are developing
closer links between GP networks and Grapevine activities, to bring
services right to the heart of our communities, identifying where need is
greatest, and listening to those who are engaged with Grapevine to

shape ond influence what is provided.”

Anna Wheatley Diabetes Transtormation Education Lead
NHS Coventry and Rugby and NHS Warwickshire North Clinical

Commissioning Groups




Asset based approaches are starting to become more widespread, for example
Asset Based Community Development in action in adolt social care con be found
irn Birmingham in their neighbourhood network schemes!” Sharing learning
between such schemeas could be beneficial to confinue to influence statutory
Eroviders,

NHS England recently announced a plan® to invest in ‘specialist’ link workers to
support GPs to use social prescribing to support people living with conditions
such as diabetes and depression. The aim s fo reduce costs, decrease the
Burden on GPs and move towards personolised care.

“When they then interviewed a GP it was just like listening to Dr Shiv

[Moat House partner GP] who said exactly this to me!”

GP interviewad said "that link worker is actually curing those conditions,
| can’t as a GP cure them, because | can only patch them up and that's
why social prescribing is fundamental to the future of the NHS, we can't

carry on doing what we're deing .. that's why it is 50 exciting”
CEOQ Moat House Community Trust

The work MHCT and Grapevine are doing could inform the
development/recruitment of such posts. For example, o place-based rale linking
to o number of different surgeries, adopting key principles arcund meaningful
connection.

Both organisations have been gathering intelligence with people who are living
with long term health conditions and/or are vulnergble to isolation and con feed
thiz back to service providers to enable them to improve and better tailor
services ond socigl prescribing.

Reduced hospital admissions/delayed re-entry to the system
through increased personal resilience, access to support and
people feeling more in control of their wellbeing

Service users interviewed at Grapevine reported that they hod accessed
statutory services less since Qccessing the activities and being connected with

¥ hpsd fhrumnnswerdpress.com, 201%,/02 05/ learning-from-leeds-osset-bhosed-communiby -
development-abed-in-adult-sacial care-health-and-naighbourhood-retwork-schames,

Wkt s/ fwewew england.nbs .ok 20901 army-of -workers-to-suppoart-family-doctorsf




each ather. Others stated that they were more likely to access appropriate
services, due to incregsed awareness and confidence. This is pasitive, in that
accassing appropriate services at an earlier stage may lead to o decreasad
need to access more acute services in future

Animpact of the work done through the commuonity navigater was a reduction in
accassing health services, One porticipant reported accessing health services
monthly following this intervention where they had been accessing weekly
interventions previously.

Reduced sacial isolation through development of netwaorks

A clinical stakeholder interviewed about the work felt that the Grapevine
project’s ability fo create a deep understanding of people’s needs meant that
they were supported in a mare meaningful way through connactions with other
pecple.

This opproach alse has g strong element of sustainakility in the creatfion of peer
support networks and activities where people take the leqd.

Grapevine gre using Kumu or Dandelion mops to illustrate the connectedness of
individuals participating in the programme (see p22 for an example} which show
the scale of the web of social interactions.

Moat House inferviewees were very positive about their incregsed social
netwaorks:

“I've gained more friends and connections - it helps to bring people out

of themselves”,

"Everything is great - trips, the people, the fact that we can think of our

own projects”
“The sense of belonging and that whatever | bring is appreciated”.

“"Helps me to help others - so many people have helped me that |

wanted to help other people”

Increased customer satisfaction

The quality of the engagement appears high and 100% of all those gquestioned at
Moat House and Grapevine would recommend it, and the mgjority {90%) had
already done so. 50ft data on satisfaction is alse being collected and this s
being fed bock to GP services and others,




The skills of staff and volunteers have g significant impact on engaging and
building resilience in communities. At Gropevine the coordingtor had set up a
project previously and is building on the l2arning and from building social capital
through that project. A key finding from the inferviews for both projects is that
the lived experience of the staff contributed to the success of both the
engagement and the activities.

“staff are oble to relate to pecple and have an understanding of

people's need becaouse they have lived experience”
Grapevine participant

More widespread recognition of the skills base needed to engage and buoild
resilience would be beneficial, as the perception in the statutary sector can be
that these are not ‘professional’ qualifications. Howewver, the community
arganising training, for example, has proved highly valuable in moving people
from recipients of services to an increased level of agency and an akility 1o help
themselves and others.

Connecting isolated and vulnerable people to activities to increase
resilience

The numbers of people engaged in the activities for both prajects are well on
target, and we have found that further to this engagement, many partficipants
are moving beyond passive engagement fowards influencing and establishing
their cwn activities based upon their interests.

100% of the interviewed participants in the Grapevine initiative reported greater
agency, confidence and metivation for self-care and many have gone on to
volunteer and provide core to othears,

As natural networks disappear, there is evidence that o place-based approach
works to engage dll people, not just a targeted demographic. For example, Moat
House has found through targeting the older generation they are also engaging
with voung people and families, finding it unhelpful to disconnect one group as all
are interrelated. In this way the project engagement targets are being exceeded.
This is further explored in the case studies which show that when q participant
presents with a need, they offen then disclose othear issues that may have
confributed to that need, enabling the community fo addrass solutions o the root
cause rather than the symptom.

“I think what is unigue about the community ancher model is thot it works both

in and of its community / it generates its own income and brings in lecal




residents and cthers to support the community, forging o sense of collective

purpcse and responsibility.”
CCG

Long-term relationship building is also q key factor in the Grapevine model, with
six of the nine people infarviewed having been involved with the initiative through
gdgrlier invelvement with the organisation or knowlaedge of other activities.

Both organisations are building on existing strengths and connactions.
Achisvements of this programme are g result of a continuum of activity that
requires key skills, resources and time to develop. This existing infrastructure
constitutes an added value, therefore there is o risk if there is o gap in provision,
this infrastructure will be eroded.

L7

Garapevine have found through their work that “c gain understanding of
individual strengths depends upan g relational dynamic that builds over time,
who is going to step up (fo lead activities) at any one time changes, it's hard to
tnap it as it depends on g number of other varigbles working together” CEO
Qrapevineg

The approach odopted by both organisations means that services are able to be
flexible and respond to emerging need. For example, older people in the Moot
House neighbouvrhood were offered frips and events in the summer but really
need them in the winter when they tend to feel more lonely. This knowledge has
facilitated a shift in provision,

Where paeople have taken the lead in initiatives it has led to reporting greater
wellbeing, Partly demonstrated by the quote below, from a Grapevine
participant who feels inspired and enabled to lead projects that then lead to
change.

“Feeling uplifted, inspired & full of encouragement after tedoy’s
Collective Leadership Workshop, focusing on how we can create

people-powered sacial movements & improve wellbeing for all within the

city of #Covenir & +Thank you"?

What could be improved, issues and barriers

“The real win is to get attitude change in the public sector through

mokilising community assets”

? Gropevine iBCF report September 2018

19



Workshop participant

With reduced copacity and rescurces in the stotutory sector to take risks on
different, sometimes unproven, ways of working requires a re-balancing of
confrol and a genuine belief in better cutcomes for service users. Moving from a
dependency relationship to o partnership relationship is g cultural shift that
require good relationships and frust built over o period of fime and which have a
mutucl understanding of the solution.

Confracted services could be improved if seen as more of o negotiation, based
on o shared understanding and shared risks. This also require o parity of esteem,
thot is community-based and clinical services should be tregted in the same way.
Toby Lowe from Caollaborate talks about the need to become an ‘eco-system
engineer’. This requires g focus on relationships, unrestricted funding, workforce
development and moving from menitoring to learning.

The iBCF evaoluction fromework developed os part of this commission aims fo
create a parity amongst the projects in their achievement of cutcomes. One way
to mitigote against the perceived risk of working across the different sectors is fo
highlight the quality gassurance systems in ploce in community-bosed activity and
for the statutory sector fo understond and recognise the value of non-clinical skill
sets and experience.

The challenge posed by the integration of community-led approgches and health
intferventions can be described using complexity theory, Community development
is an iterative process based on inferactions and a constant feedback loop. This
uncertainty can prove challenging for Q system designed to put together o
complicated process with an understanding of what the cutput/cutcome will be.

"The complexity of systems means it is difficult to plan to achieve all the
changes we want to see, but a good starting point is to think about what
can be doneg, and just do it, in an opportunistic way. It is not always

dappropriate to apply project management systems to a community.”

Interview with Grapevine and Moot House

Learning from good practice elsewhere and sharing learning can be vary
beneficial;, for example, the integrated health and social care services in
Bradford and Bristol,

it fwewew bradfordcityccoanhs ok /news/ what-is-infegrated-care/
https:f fwewew oristcl.gowe uk/policies-plons-stroteqgies/better-care
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Participants in both the Grapevine and Moat House initiatives were keen to
spread the word about the work being done, therefare further outreach, pop-
ups and work with different types of groups may be beneficial using a mix of
communication methods. That said, the target numbers engaged are on track to
ke achieved.

It's breen shown that increased diversity can provide multiple benefits bothin
terms of addreassing inequality and individual outcomes, and increasing
community resilience. Analysis of Grapevine participants shows that they are not
currantly as diverse in terms of ethnic background as with their ather initiatives, It
is however important to note that there might be multiple reasons to explain this;
including a cultural acceptance of long term health conditions, and how tof
willingness to access support,

One stakeholder inferviewed suggested an in-reach approach inte communities
{rather than a central location) may address this. It is worth noting that other
Grapevine octivities that are place-based attract a more ethnically diverse
group of people® One of the findings froem this research was that Grapevine
participants were mixed in respect to gender. This may be seen to be unusual
Becaose of the assumption women are more likely to access health support than
men.

M Social movement wark done in Stoke Aldemoor by Grapevine has built community resilience
and leadership across different ethnic groups in the community.
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Data Analysis and Case Studies

Moat House Community Trust

The Theary of Change helps to identify the relational gspect of this work.

Keed and Context/Barriers/assumptions. Vision/Mission/aims
The challenge scross health and social care is therefors to improve heakhy lifz establish new pathways and communication routes between ststutony agencies and
axpactancy and reduce heakh inequalities to change the demand for senicas, community crganisations

= ldentify people with suppon nesds and prevent them from entering crisis
=  Grow capability at individual and community level reducing suppor needs
»  Build the web of individual, family and community relatonships people nesd, so that

Itis recognised that the local woluntary and community sector in Cowentry is wel
placed o develop and deliver help to 1ackde the underying causes of poor health and

well-being through collaborative approschas that provide fizctive support with kang are enabled to take 3 more active role in managing their own health and

Easting impact wiell-biging in the comrunty.
— Short term Outcomes Outcomes ImpactDomains
Activities
Increasa in trust and relaSonship »  Increasing physical activity Imgrove hesithy lifz expectancy
. I;eunl;ﬁr.ailnn of vulnerable older Adeep e e el . ;M"Mﬁa_:ddmm?"fﬁ' Reducs health inequalities
. carmmunity system Change in demand for services
previding targeted support to : ol neswnrke « Reductionin A & E and GP :
vulnerable older individuals n = n attendances Imgeoving service user experience
o visiting Increased awareness of risks and +  Able to stay independent for
o Text alerts mitigation ang= )
o Winter preparation * msm” and
*  Muliagency sleering s Impeoved joint working
group/partnership bemwesn health, social care
* Intergenerational activities and the community sector
+ Relationship building with other
groupsicommunity centres
I

Indicators - methedology and indicators

Hon-Elective Admissions (General & Acute) All ace per 100,000 pooulation
Permanent Admissions of Oider People per 1000000 population (ASCOF 25)

Dider People discharged at home §1 days later per 100,000 population (ASCOF 2b)
Delayed Transfers of All Adules 18+ per 100,000 populaton (Linked to ASCOF 2¢)
Ho. of pecpls accessing actvities

Sef-assessmentiobsenvation of reduction in isolation and increase in resibence
Journey mapping

5 case studies

I T

The project aims to reach 320 vulneralle residents, who have support needs
and to prevent them from entering crisis. To date 157 senior residents have been
engaged, aglong with aver 400 children,

Folowing o ‘Cards on the table’ event at Moat House two vears ago,
partnerships were developed and the community gained the confidence to trigl
new activities including food poverty (Fareshare and holiday hunger), Community
Navigator (cutreach & loneliness) and tackling anti-social behaviour {youth
provision which are now delivering multiple services to families.




Case studies

The below case studies demonstrate the impact of Moot House and their
intferventions on individuals, including through increasing their physical activity
and reducing isclation and loneliness.

M - &8, recent widow and heart bypass

M, 68, recently lost her husband after two years of nursing him

through cancer. Following his death, she become depressed and felt

isolated and very lonely, she wasn't sleeping well and had a
diminished oppetite,

She came to Moat House through a chance meeting when she was
vofing af the polling staftion based af the community centre, she
spoke about how lonely she was feeling and was invited to come 1o
MHCT fo join their ‘healthy walks” on Tuesdays.

Gefting out, walking in green spdces with fellow neighbours helped
M in sleeping better, Often she would stay for tea and o chat after
the walks, making friends with other residents. Encouraged by her
new friends, she joined ofther clulzs and cutings, including an
‘armchair exercise’ class. Over 3 months, M's confidence and
wellbeing improved, and she has taken on volunteering roles for
MHCT, including a leading role in their summer event. M reparts that
her appetite has returned, and her energy levels have vastly
improved. She now makes sure she goes out each day instead of
staying in the house.




Jand C, elderly couple in 70s. ] has bad moebility and € has dementia.

Jand C are in their 70s; 1 has mobility issues and is a wheelchair user
and C has dementic. They act as one gnother’s carers, Their sons live
far away and do not visit frequently; they had been increasingly
isclated and housebound, They did not have many friendships in the
arec and felt vulnerable. Inactivity was causing I's mability to
become worse.,

Jjoined MHCT to take part in ‘armchair exercise’ clgsses, After &
manths, he no longer arrives to classes in a wheelchair, and reports
being much more flexible and active. | and C both attend the centre
for coffee, chatting with new friends, ond have aftended one of the
day tripgs, on a canal boat, C has taken up baking again, with suppor

from J, and they will often share their boking with their new friends af
MHCT. Despite living in the area for many years, this is the first fime
they hawve felt part of the community,

C's dementic is progressing rapidly, and | is under strain to manage
his own health and care for C. They both hold strong religious beliefs
which restrict their engagement with heglth services.

However, through their relationships af MHCT, they have o new
support network, The staff now have their mokile numbers, and their
new friends will notice when they are not there and check up on how
they are, Staff have also attended meetings with ather local
agencies and public services - 1o advocate with them and support
them to navigate services.

The interviews Locality carried out with project porticipants demonstroted
cutcomes across the range of stated aims in the theory of change, and in the
rroject documentation. These findings are presented thematically under the
headings below. In addition to the formal cutcomes, we have included increased
agency and capacity for legdership, which was emerging from the
conversations. 5ome of the comments could map across several gutcomes, Qs
the case studies show, 50 these examples are illustrative only.

In particular, the data does indicate a growing copability at individoal and
community level, reducing suppart needs and increagsing resilience. Our reseqrch
also shows that building the web of individual, family and community relaticnships




to enakle people to take mare responsibility is also taking place and is valued by
the participants,

Quality of service

Participonts valued the skills, time and approach that staff and volunteers
brought to their work, The inclusivity of the environmeant, and the types of
activities, alongside the apportunity to shape these waos appreciated by those we
inferviewed.

"Excellent - they really listen to pecple here. The people here cre always
happy. They provide a service that no one else provides. | like the

opportunity to give something back.”

“I lost my husbhand so felt very down. | was expecting some things for me
to do but not the amazing support I've had. It's felt like a new family for

me - like q second home. Everyone makes you feel so welcome”

"l don't know what I'd do without them. It's reclly accessible. They really
welcomed me with open arms and they call me when I'm not there -
which is really nice. The trips and Tea and Talk sessions have been the
best. Feels a great place - not intimidating in any way. Everyone talks to

you. All ages and parts of the cormmunity there”

"Everything is great - trips, the pecple, the fact that we can think of our
own projects. It's evolving - there's an open dialogue about how to

improve things.”
Reduced access to formal medical care
This is one of the measures that would benefit from o longer timefrome fo

evolugte fully, but early results are encouraging. There are multiple stories that
the initigtive has provided a lifeline and g way back into the community.

“l rely less on meadication. | had a hard life but now it's easier. | have

more confidence to go out on my own (felt difficult without husband). |

used to access medical services weekly, now | go monthly.”




“I've gained mental stimulation and stability - | was on a very rocky

road”

Reduction in social isolation

All participants we interviewed reported increased conneaction, and fealing less
isolated, This shows that MHCT are identfifying those who might otherwise be
lonely, and vulnerakle within thair community and are successfully connecting
them to others. A nomber of participants were pleased to have follow up calls if
they did not turm up to an event, for example, or have themselves initinted
checking up on others in the neighbourhood.

”I've made lghg term friends here, and I'm more in the know”

“I've gained more friends and connections - it helps to bring people out

ot themselves. | like working with young people especially.”

"2-3 years after retiring {working as a housing officer) - | was becoming
a recluse, needed something. Enticed by the trips. It gives me o daily

routine and I've opened up to new things.”

Increased Agency, capacity for leadership

At least three of the participants interviewed hod initiated activities of their own
or started volunteering elsewhere as a response to thair engagement.
“l used to be very shy - but now I'm vocal in meetings. I'm doing a canal

history project”

“Came to a residents meeting about young people causing problems -
got mere involved from there. Getting my husband involved was a real

moment”

“Got me more involved in my church’s community work”

Increased physical activity

The activities on offer have led to increased levels of physical activity, and MHCT
hias taken over the healthy walks grovision from a previously PHE funded project
which hos enabled them to enhance their existing provision.




“Armchair exercise, healthy wualks, trips, events. Love the social side
more than the activity. It gets me out of the house {(or the bed) -

especially in the winter, and | help design new activities.”

“l do more exercise - feel o bit more confident”

CQverall the project is showing results af this early stage against their stated qims
and is having enhanced impacts around lifestyle behaviours and personal
agency. The value of their approach is being demonstrated by the data we have
gathered and by research within cur literature review, and the benefits of the
navigator role in forming trusted connections are clear,




Grapevine

Final Theory of Change

Need and Context/Bamriersiassumptions

Burden of {L health is felt unequally = pecple Iving in isclabon, paverty or deprivasian
gre more |kely o sulfer trom il heslth over 3 longer period

Many peaple facing difficul times gon' kave the suppon of strong netwarks

VisionfMission/ Aims
Gepersle community scton sc that people can come up with 2alufions bo address their need
— build “community resilence’ snd change behaviowrs in an organic way.

Orgenise community-led solulians that has mirimal cost and can be susteined

Principies - (masningful connaction)

Activities

Listening = gathenng insight
Social movement work
= Feal good community
= Salfcars social
Skibsfnowledge exchange
Calls o action
Ona-io-ona mentanng
ldeas factories
Tramning and narradva waork
Supporting new inflistises
Leadership coaching

Short term cutcomes.

Increaze in scoial nebaorics

Peapla mobilised to cane for
friendsineighbours gba,

Incressed confidence. recognition of
nescent talent

Mew ativities

Long term Cutcomes

*  Sustoined sooialsupport networks

#  Peophe with LTCs are laking the lead

#  Peopk feeling able to take confral of
their cwn heaith and welbging

#  paopks wen to nformal snd non-
sarvios solutians to issues first,

*  Feduced socisl solaban and
lonefness

®  Incressed indeddual resilience

Improve healthy life
expeciancy

Reduce health inequalities

Change in demand for
services

Improving service user

Feer support experience

Indicators — methodology and indicators

Mon-Elective Admissions [General & Aoute) All age per 100,000 population
Fermanent Admizzions of Clder People per 100,000 populstion (ASCOF 2a)

Oider People dischanged at home 91 days katar per 100,000 populasan (ASCO0F 20)
Delayed Transfers of All Aduks 184 per 100,000 population (Linked to ASCOF 2o}
Mo, sl gecpls accessing acliviies

Metwork mapging - Kamy,

Self-aase==ment’ob=arvation of reduction in isolation and increase in resibznoe
Social media graup

|ournsy mapping

Development of leaders from within the groups- peaple t2king an organising/leadership robes
5 case sludies

Attanding hoursicontributing hours

Check inicheck out - measure people’s fealings at a =4art and at end.

Qutputs

26% participants were engoged up to December 2018 with a further &7 attendees
in 2019 to date, The overall target far the initiative is 500 so these are
encouraging early results. The team have also logged over 1000 hours
contributed so far.

Owverall our interviews and workshops demanstrated that the Grapevine
approach is working to generate community action so people can come up with
their own solutions and address needs. Examples of individoals establishing new
ehavicurs, and building resilience were found and are detoiled below in the
case studies. The key principle of meaningful connection runs through their
interventions and the skills of the staff and volunteers are valued by participants,

One issue that Grapeving have learnt is that people sometimes do not present
with what they see as a long-term health condition (LTHC). Instead, discussions




about conditions and symptoms af the first Self Care Sacial helped to open up
the conversations. Pecple understand the term chronic or invisible illness better.
Also, people often initially engage better with prompts to think about health and
wellbeing more broadly.

“In 1-1s when we ask people about if they know anvone with o LTHC they often
stumble, when we breck it down into conditions they are able to relate to, such
as poor mental health, diabetes, or high blood pressure.” CEQ Grapevine

There are also positive indications that Grapevine are influencing improved
services and systems change through partrership working:

“Grapevine and health services are working together and engaged
locally through the recognition that people with a LTC, sacial isolation,
loneliness are frequent users of primary care to provide social and

emotional support, os well os physical reviews and diagnostic services.

“Any person with a long term condition will require much more support
than 2 or 3 ten minute GP or nurse appointments per year, and with
growing demand on primary care services, and the need to develop the
persons self-management skills, Grapevine provides a wide range of
opportunities for our residents te improve their mental health and

physical wellbeing.

"By recognising the value Grapevine can bring, we are developing
closer links between GP networks and Grapevine activities, to bring
services right to the heart of our communities, identifying where need is
greatest, and listening to those who are engaged with Grapevine to

shape and influence what is provided.”

Diabetes Transformation Education Lead.

M https: fwwew focebook comfSelflarefocinl/videos / 533/829357038008/
https:f fwewew facebook comf SelfCaresocicl fvideos 1638431 186221280/
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Grapevine

The following case studies show the impact that Grapeving is having on
individuals, including in suppeorting people to take the lead and self-organise,
reducing feelings of loneliness and social isolation, and increasing individual
resilience.

Experience from participant in the project

Taking part in the progromme at Grapevine has increased their social contoct
with other people and incregsed their feelings of o positive gutlook, as well as
supporting them to be more knowledgeable to make choices about her own
health.

Pricr to their invglvement in the programme, they experienced feelings of shome,
isolation and sense of foilure gssociated with having o long-term condition. Their
engagement with the programme has had o metivating and mobilising effect, It
has clzo opened up new opportunities for other social activities, hobbies, and
new friendships.

n their experience and understanding of self-care since the programme:

“The concept of self-care hadn’t been on my radar. But it is on the
forefront of my mind now. Mow feels achievable and collectively has an
impact..You deserve care, don't wait for that care te be from someone

else.

I've had a light bulb moment, but | know it's not an instinctive behaviour
and want to develop this as something more natural. Prioritise myself
more [take] small steps to put myself first. And talk to people about self-
care, introducing the concept of self-care to someone else and | feel

very confident to do that. Feels like a natural part of a conversation - a

toolin my life that | can share with other people too”




Case Study, Grapevine

E is in his &¢0s and recovering from o stroke in 2005, His brain injuries
have impacted his speech and mebility, and he hgs experienced
feelings of isclation, despondency and suicidal thoughts. He had
gaone bock to college to do basic English ond Maths and hod started
volunteering at a local centre, however he also struggled with
fatigue and @ sense of lack of purpese from not being able to be
employed anymore.

since being invalved with the Grapevine project he has experienced
an increqsed sense of purpose, and has valued the social interaction
with others and the mutual encouragemeant, His contribution has
been through art classes, and he will sometimes go out for meals
with other people tog:

“It helps me to help others, 50 many people have helped me that |
wanted to help other peopla”

E reports that since joining the programme he gccessas haalth
services less frequently (from weekly to monthly). It has increased his
knowledge about the choices gvailable fo him and his access 1o
services in the community: he feels more independent and has a
more positive outlook,

(Gl has been attending the Collective Leaders sessions.

“I have become a Self-Care Champion. This would not have been
possible withaut the encauragement, help, support and patience
that yvou have both [Gropevine stafflinvested in me. Thank you.

Prior to the first Innowvation factory | attended in 2016, | would not
have believed this would have been possible for someone like me. |
was 50 out of my depth and comfort zone an the first course and |
struggled so much, but as | have repeatedly said to anyvone who will
listen, it really did change my thinking.

Since you both invalved me in last year's Self-Care week, | hove
found g woy to incorporate everything | have learnt from
Grapevine into my Lymphoedema suppert group and | am slowly
adding the some principles to my website.”




Quality of service

Feedback from service user interviews asked about what they enjoyved about the
service illustrates the impact that the Grapevine woys of waorking are having on
the participants in this initiative, They value the strengths-based approach and
space for creativity within the activities.

“space for ideas and creativity - human.”
“5ense of belonging - whatever | bring is appreciated.”

A lot of different thinking - notice a lot more now about what | can do.

Even with big problems you fesl like you can do something about it”

Reduction in social isclation

"l became isolated when | retired but now | have a massive network of

friends. | now feel able to use my skills and knowledge to help others.”

Kumu or dondelion mops are used to demonstrate the increqse in social
engagement by parficiponts. This 1z o relationships mop that can be viewed
differently by everyone, notf just the creator. It demeonstrates the power of
relaticnships, as well as giving options fo be oble to see how different people
have moved between different activities, which includes ones they hove started
themselves. The viewer can ‘cluster’ the dots {people or activities) based on what
they would like to see. Cluster gptions include “self/family/carer/work’ {which is
how the individugl identifies with LTC) or ‘tags’ which is the activities they have
attended.

An example of a map gppears below.
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Increased Agency, capacity for leadership

Grapevine's approach chaollenges fraditional power relationships within
comrunities and, ds a consequence, people attending activities are supported
with o platform to take on the operation and decision-making of the work, The
interviews undertaken show the level of meaningful connections made as well as
individual agency and resilience developed.

Grapevine hos developed unigue indicators that highlight the increase in
someaone’s social network as a result of participation and demonstrate the
incregsed leadership of participants?® and thus their increased agency,

"Helps me to help others - 50 many people have helped me that |
wanted to help other people. Gained a sense of purpose - social

interaction with other people and encouragement.”

“Got some ideas of my own want to tell my own stories. Collective
lecdership meeting was 4 hours and | felt energised and activated as a

result”

“This takes you out of clinical service - taps into something you didn't
know you had e.g. storytelling, Makes you realise that there's more to

yeu than your illness.”

Participants have also accessed volunteer and paid employment through this
intervention and set up new projects:

“I'm toking forward a project about the history of disakility. Making new friends.
Experiencing @ non-traditional type of service.”

Increased physical activity

Through engagement with swimming s2ssions, mindfulness and happiness walks,
and attending craft and other sessions, participants have increased their physical
activity while accessing the social side of the interventions.

v I he shift from parficinoting howrs to contricubion hours shaws the shift in people’s leadershigs.
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Reduced access to formal medical care

Parficipants reparted increased confidence whilst occessing health care, and o
reduced need to access if:

“I'm less likely to access heclth and social care services as my mental
health is in a better position. Because of the authentic cpproach if | was
having a bad day, | could just say it and then feel better cbout it. Don't

have to put a mask on and will be isclated.

"Removing the shame about poor haalth and isclation - paid people
who have health condition means yvou are not a failure. Representing

that yvou are a well-rounded successful person. Yery motivating and

mokilising.”




Conclusion

Both approaches show g significant impact on addressing lonsliness and social
isclation, o deep understanding of communifies, an ability fo simplify and
infegrate multiple services and systems and act as g catalyst and platform to
develop networks and leadership within communities.

Furthermore this proof of concept identifies key components that both projects
demonstrate in relation to mokilising community assets, re-orienting formal
service to produce befter health and wellbeing cutcomes for communities. These
cre:

Established and trusted infrastructure. The results gained are building on work
and relationships developed over time, It is important that this is valued, and not
Ut at risk as o gap in services could impact defrimentally on service users and is
hard to fill later.

The skill sets and experience of the staff are critical in shaping the activities,
mobilising and supporting people. They are key to the ocutcomes achieved and
well qualified but are often not seen as 'professional’ by statutary sector. There
rmeeds to be a recognition that without this workforce the most vulnerable people
may nat get the support they need in a timely way and therefore their health and
support needs may escalate.

There is a skill and structure to building relationships in a way that creates
meaningful connections, trust and a deep understanding of the community that
enables the development of sustainable networks. The theory behind this
methodelogy is evidence based and should be recognised and adopted where
possible, Investment needs to support creating the conditions for this as well as
the activities themselves.

A holistic and osset-based approach: Grapevine do not use standard GP
definiticns of ‘long term illness’ instead anyone who self identifizs as having a
long-term health condition is welcome to attend the self-care socials. The pecple
who attend are treated as “more than your illness” and supported to discover
nascent skills and talents. The approach is also used at Moot House who support
all of the needs a person presents with as well as supportfing them to take the
lead in addressing their own challenges or supporting others with theirs.

The community-led approach links to the core system behaviours obhserved by
Lonkelly Chase? where people are focing multiple disadvontage and exercise
power, perspective and participation. Where people view themselves as part of
an interconnected whale, are viewed as resourceful, bringing strengths and

2 https:/ flankellychase.arguk/ our-aopereachy system-behoviours/
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sharing o commaon vision, this perspective helps to create and build effective
systems.

Equality of power, devolved decision-making and mutual accountability, where
people take respansibility for their own change, form part of the conditions for
effectivenass, as do open and trusting relationships, and valuing leadership in
those expeariencing interlocking disadvantages. Lankelly Chase argue that
feedbaock and collective learning drive adaptation, so people can seg a learning
loop between the actions they take, and their understanding of problem they are
trying to solve, so that each is being continually refined and adapted.

Added Volue: the approach taken by the two projects goes beyond the two
cutcomes tested through this proct of concept. Both projects demonstrate an
approach to creating better health outcomes for people including generating
economic and social value through volunteering, getting people (often long ferm
unemployved) into jobs or creating new products and services.

The fact that the two orgonisations have invested over the long-term in building
skills and relationships mean they are often able to reduce the time it takes to
achieve cutcomes. This investment is not factored into any evaluation process
but is g key factor in the projects’ success.

There gre substantial health and wellbeing outcomes that are generated through
building community, including through increcsed community connections, social
capital”, ond sense of power and self-efficacy. An independent review of o
Patient Empowerment Programme {PEP) facilitated by Locality member BARCA
Leeds, for example, states ‘responses indicate positive chonge in levels of self-
efficacy to self-mangge their Iong term conditions, in this sample, depression.
Review data shows @ 16-18% increase in those very or totally confident in ecch of
the five guestions asked. Support provided by PEP is enckling participants to
consider routines, coping strategies and activities to help themselves on a day fo
day bogsis.®

The fingncial costs are relaftively low in both cases, and whilst it is too early fo
conduct o cost benefit analysis, based on the frends and other evidence and
evaluations such as this one from the What Works Centre for Wellbeing®® that if
the projects continue to perform, positive economic refurns on the initigl
investment may be reclised.

M Sodial capital broadly refers to those factars of effectively functicning sociol groups that
include such things as inferpersonal relaticnshigs, o shared sense of identity, o shared
understanding, shared norms, shared values, trust, cooperation, and reciprocity.

| eeds West CCG Review Patient Empowerment Programme, BARCA Leeds (2014-5 datr)
# https:/ fwhobwarkswellbeing.org/ productfo-guide-to-wellbeing-econamic-evaluation/
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Co-location provides opportunities for statutory service workers to observe and
relate to their clients in infarmal settings helping them to form maore insightful
views of the individuals being helped. However, a formal mechanism to feed
back may be a further opportonity to capture learning about what works. As was
pointed out in the project inferviews there is “no current mechanism to influence
the systemn®™.

Experiential learning is important to change the culture of formal services. There
is an oppaortunity for this to happen throogh social work and clinical fraining os
well as an apportunity to recruit people with lived experience in to health
professions. This hos shown to shift the culture within formal services in Holl where
a community-led doula project led to the recruitrment of voluntear doulos to
midwifery courses ™

Qur findings are that both community initiatives are delivering services that are
needead within their localities and co-designed with the pecple they are serving.
Building on trusted relationships, referrals and word of mouth the initiatives are
reaching new participants weekly and are likely to achieve or exceed their
engagement targets.

We have used g number of examples and case studies from those impacted by
this work, and this body of evidence con be built upen through use of the
evaluation framewaork and related back to the Theory of Chonge for each
crganisafion. Both approaches ollow spoce for creativity and innovation which
can add further value to the interventions.

 httpe/ /goodwintrust.orgfdoula-project-breast-feeding/




Appendix

The Marmot Review provides a key source of evidence on health inegualities and
addrassing the wider social determinants of heglth such as education,
employment, gender, race and the environment, We revisited this evidence as
part of the proof of concept and its conceptual framewaork is included for
reference below,

Figure 4 The Conceptual framework

Reduce health inequalities and improve health and well-being for all.
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