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1.
Background to the PRogramme and Evaluation


1.1
History and Aims

The programme ‘Building Healthy Communities: tackling poverty and health inequalities through community development approaches’ was approved by the Board of the Combat Poverty Agency in December 2002. Its aims are to:

· Inform and support policy initiatives relating to poverty and health

· Research and promote practice and effectiveness of the role of community development approaches to health in achieving improved health and well-being outcomes for disadvantaged groups

· Explore mechanisms for effective, meaningful and sustainable community participation in decision making

· Build capacity of community health interests to draw out practice and policy lessons from their work.


1.2
Rationale

Discernible reasons for taking the initiative can be summarised under three headings:

1. Links between poverty and ill-health; these have long been recognised – not only in research terms
 but also in mainstream programmes and interventions aimed at combating poverty and exclusion
. 

2. The relevance of a Community Development Approach: One of the key strengths of what is generally understood as a ‘community development approach’ is the extent to which the inclusion of more marginalized or excluded sections of the population can be facilitated – not only to become more involved socially, but also to access services, to understand and voice their own needs, and to become actively involved in designing appropriate responses to those needs
. Positive and proactive involvement of the more excluded and disadvantaged can only happen through a planned process; a point acknowledged in reviews of the most successful initiatives elsewhere
.

3. The need to give practical expression to aspirations around community involvement. A recurring theme in the most relevant policy and programme contexts is about recognising the need for more and stronger community participation. While this features as a central aspiration in most health policy instruments in particular
, little is available in the way of practical demonstration as to how more effective community participation can be developed and supported. By the same token, the last two decades has seen a strong enhancement of local and community capacity to address local and community needs
, as well as considerable progress in the representation of community and voluntary interests in regional and national structures
. But no formal mechanisms or procedures have been developed to accommodate community involvement in local health service planning and delivery.


1.3
Main Actions

With these challenges and opportunities in mind, the Building Healthy Communities Programme has four activity strands, as follows:



Innovation

This has taken the form of funding and support to funded groups A funding initiative was launched by CPA in 2003 in order to address this, and to build and test models of practice. The initiative is intended to be a vehicle for demonstrating the value of community participation and community development approaches to addressing poverty and health inequalities. 

13 groups were funded in 2003 (of which the Department of Health and Children funded two). A further 18 groups were funded in 2004 (of which the Department of Health and Children funded 3)
. A second round of funding has subsequently been approved in this first phase of the Programme. 



Networking 

This has taken the form of: 

· Consultation and dialogue with a range of stakeholders; and a roundtable/seminar (July 2002). The seminar allowed for feedback on initial consultation, and for further consideration of strategies to tackle health inequalities through community development approaches. This feedback was used to inform the design and development of the Programme.

· A Conference, hosted jointly with the Department of Health and Children, Putting Poverty and Social Inclusion at the Centre of Health Policy and Practice (May 2003) 

· Two residential meetings involving representatives of those groups supported in the first round of funding (in October 2003 and in April 2004).

· Support for funded groups in their efforts to access relevant information; and to establish links with each other and with other organisations and initiatives
. Brochures, containing information and contact details for funded groups, were produced and circulated to aid this process.



Research

Preparatory work (in 2002 prior to launch of the Programme in 2003) included the commissioning of research, notably:

· An audit of community development and health work (CPA/Community Development and Health Network, Northern Ireland).

· An international literature and policy review on the linkages between poverty, inequality and health, and community development responses (CPA/NUIG Health Promotion Department, December 2003).

· Analysis of lessons from UK and Northern Ireland on mechanisms for community involvement in Health Action Zones and Primary Care Trusts; (CPA/Philip Crowley).

· A guide to health services (Combat Poverty Agency and Community Action Network), designed to help community/anti-poverty groups find their way around structures and services available.

· Programme evaluation – the commissioning process for which began in April 2004.



Policy Work

The programme also has the aim of contributing to relevant policy debate on an ongoing basis. In this context, the Combat Poverty Agency has been represented on the Primary Care Steering Group and sub-committees, the NHS Consultative Forum and the NAPS Health Working Group. Various submissions, as well as contributions to conferences and seminars have been made, and a briefing paper on Poverty and Health has been published and circulated.

An advisory group was established – bringing together stakeholders from relevant mainstream service providers as well as from the community and voluntary sector. This group had a direct and continuous input into programme direction, as well as acting as a forum for discussion of broader policy developments as they evolved.


1.4
Phases and Funding

The programme, following on from preparatory work and consultation undertaken in 2002, was proposed in two phases:

1. The first phase (January 2003 to December 2004) was to have a ‘strong focus on developing knowledge, understanding and capacity on the links between poverty and health’. 

2. The second phase aims to ‘provide more focused support to develop and share models of good practice’.

Total programme budget is €1,037,250, with the greatest proportion (77%) being committed to capacity-building and providing resources to promote innovatory activity at local level.

Summary of Funding Allocations to Programme Strands
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Less than half of the resources allocated for capacity-building has been committed during Phase 1 of the programme.


1.5
Programme Evaluation

An evaluation process was instituted in April 2004, the focus of which has been confined to first-round activities in Phase 1 of the programme.

Terms of reference were drawn up by the Combat Poverty Agency, outlining evaluation objectives as being to:

· assess the degree to which the programme aims and objectives, and the resources committed to their achievement, are appropriate and realistic

· identify barriers and supports to the effective delivery of the programme

· identify key challenges for those involved in the programme’s design, delivery and implementation

· assess the degree to which the funded initiatives reflect the main themes of the programme and are linked to the programme aims and objectives

· capture the main learning/lessons for policy and practice from funded work, including identification and analysis of key themes emerging

· identify the contribution that this programme has made to demonstrating the value of community participation and community development approaches to addressing poverty and health inequalities

· draw out the strengths and weaknesses of the programme and make recommendations for the development of Phase II

The main thrust of the evaluation work has therefore been towards capturing lessons learned through capacity-building and networking activities (this, together with supports provided, accounting for the most significant investment of time and funding to date). The intention is that evaluation activities and results will provide:

1. Practical and informed guidance on the establishment and development of Phase II.

2. Ways of translating the broader issues emerging for the relevant stakeholders into immediately relevant and practical recommendations (‘stakeholders’ meaning community development interests, the Combat Poverty Agency (CPA) and a range of actors in various policy settings).

In pursuing these objectives, account was taken of the need to:

· Build an understanding about relationships between resources/efforts committed and eventual results. Efforts have therefore been made to categorise where time and resources have gone in supported activities to date (by relevant target group, by form of intervention or working method, and by development theme or policy area).

· Acknowledge the importance of the Programme’s ‘operational environment’ (the broader policy and service context within which it has evolved); so that both constraints and opportunities can be identified in relation to current and future possibilities for progress.

· Recognise, especially when thinking about output and impact indicators, the fact that most progress within a community development setting is not measurable numerically; that more appropriate (usually qualitative) indicators need to be employed; and that progress or success can be verified through processes as well as through products.

· Draw clear distinctions between immediate outputs and longer-term impacts – bearing in mind the reality of the ‘development cycle’ involved in bringing good practice to successful policy and practice.

· Build consensus amongst the key stakeholders about conclusions to be drawn and (most importantly) about the implications of these for future action – recognising that real progress will ensue only from some degree of ‘ownership’ being brought about in this way.

Content of this report has been informed by:

· A review of literature in relation to poverty, health and community development – including those studies funded under the BHCP.

· A review of documentation produced by projects supported under the programme in the first round of funding – including progress reports addressing outcomes and lessons emerging.

· Consultation with CPA programme and support staff.

· Participation in networking meetings involving representatives of funded projects, CPA and CAN.

· Participation in Advisory Group meetings.

· Direct feedback from funded projects (by way of a questionnaire seeking feedback on progress towards stated objectives and perceived reasons for progress and/or lack of progress).

· Direct feedback from members of the Programme’s Advisory Group (again by way of questionnaire seeking feedback on progress and lessons at programme level).

Evaluation activities (acknowledging the need for working towards building the capacity for self-evaluation and review) have also included a self-evaluation workshop for funded groups.


2.
Activities and Outcomes to Date in Relation to Funded Projects and Inter-project Networking

Thirteen projects were funded and supported to carry out activities aimed at addressing particular challenges in relation to the overall objective of the programme
. Projects were approved for funding following an open call for proposals and details submissions from a range of organisations and agencies.


2.1
Summary of Participant Organisations and Actions

The Chart below provides some detail on participant organisations, their development or ‘target group’ focus and the particular action(s) for which they were funded and supported in Phase One of the programme.

Summary of Projects and Actions Supported

	Organistion:
	Main Aims/Activities
	Target Group Focus
	Actions Supported Under BHCP

	Lifford/Clonleigh Resource Centre 
	Community Development Project 
	Excluded and disadvantaged groups locally
	Development of Primary Care Initiative in Lifford, Castlefin, in partnership with North Western Health Board; exploring models for community involvement in Primary Care Teams.

	Cairde
	NGO working with ethnic minorities to identify and address their health needs; and to influence policy and practice
	Ethnic minorities
	Training workshops for participants in Minority Health Forum

	Women’s Health Forum
	Building the capacity of Women’s groups to respond to health needs.
	Women and women’s groups in Clondalkin
	Development of Women’s Health Forum; training and capacity-building 

	National Lesbian Gay and Bisexual Community Development Network
	Linking 6 NGOs across the country; facilitating exchange of information and good practice; addressing inequality, influencing policy
	Gay and Lesbian community and organisations
	Hosting of national seminar on community development, social inclusion and health equality, targeting community voluntary sector and health service providers; and the production of guidelines arising informed by the results of this.

	Public Health Alliance Ireland
	Working to improve health and to challenge health inequalities by advocating equitable public policies and actions
	Those who are under-represented in health service planning and delivery
	Using community development approaches to enhance and strengthen the voice of minorities in the Alliance and beyond

	Slainte Pobal
	Clondalkin Partnership and Quarryvale CDP; promoting holistic approach to health; increasing awareness re health inequalities
	People on low incomes locally
	Training of trainers to Level 2 FETAC accreditation.


Summary of Projects and Actions Supported (Continued)

	Fatima Groups United
	Representative group of residents and community groups working for social regeneration 
	Residents and organisations in Fatima Mansions, Dublin
	Empowering local community in development of new Health and Well-Being Centre; promoting understanding of links between poverty, environment and health.

	Community Connections Active Age Project
	Network of 9 older peoples’ groups facilitated by CDP.
	Older people in North Leitrim and West Cavan
	Assisting members to understand connection between poverty and health; and to network locally and cross-border

	Blackhall Community Forum
	Locally-based forum of organisations working to improve quality of life and access to resources
	Residents and groups in Blackhall Court Marmion Court flats complex, Dublin inner city
	Undertaking an audit of existing health status and the development of strategies for inter-agency work to address health problems created by poverty and social exclusion

	Wexford Building Healthy Communities
	Steering group of community organisations and agencies working on community development approach to health inequalities
	Residents of 3 (RAPID-designated) areas in Wexford Town
	Outreach and capacity building work to facilitate local people in analysing health issues affecting their communities; community arts project; and assistance in development of strategy

	Western Region Traveller Health Network
	Alliance of community development Traveller projects
	Travellers and Traveller projects in Galway, Mayo and Roscommon
	Building a strong Traveller voice on health issues in the Western region; support for Traveller involvement in the Traveller Health Unit of the Western Health Board and other decision-making bodies

	Greater Blanchardstown Development Project
	Facilitated the development of Primary Health Care Group to seek primary health care facility, and to develop ways in which residents and communities can take action of poverty and health issues
	Residents and community organisations in Mulhuddart, Dublin
	Setting up a process whereby the community can participate in the development of services; sharing the experience with other communities.

	Northside Community Health Initiative, (NICHE)
	Community health project working to develop locally appropriate health-related actions – and to ensure that community views are central to all planning and activities
	Residents and community organisations in Knocknaheeny and Hollyhill area of Cork City.
	Employment of Community Health Workers to act as facilitators between the community and project; Foundation work for the development of a curriculum for accreditation for Community Health Workers. 


Organisations supported represent a wide spread in several respects. 

· Geographically, five are based in Dublin communities, with one each in the North West, Cork City, Border, South East and Western regions. The other three projects have a national brief.

· In terms of development themes or policy-linked issues, two projects directly addressed the challenges associated with community participation in local primary care structures; but all the other funded projects had community participation in decision-making as part of their aims. Two projects (both in Dublin) sought to develop specific ways of facilitating greater involvement within an ongoing process of urban regeneration.

· Target Groups, and especially more excluded groups and communities were widely represented. Challenges in terms of health and community development were addressed directly for and by members of the gay and lesbian, Traveller and ethnic minority communities; as they were for women and for older people. Eight of the thirteen projects are based in disadvantaged areas, while the remainder targeted disadvantaged groups from several areas, or from their own membership nationally.

· Working methods or actions at project level also cover a wide spectrum. All projects (even those based in one community) were working for the involvement of a range of stakeholders locally, with networking amongst organisations therefore being part of ongoing activity. Most addressed particular specific challenges associated with the development of structures and procedures to facilitate community participation in decision-making within a range of contexts. All had a focus on capacity-building –either for their membership or their communities, but there was a wide spread of methods used to pursue this aim. Three projects ran formal training programmes, another a national seminar, one engaged in community-based research, and one used community arts as a way of increasing awareness and capacity for influence. Most projects have attempted to link their work with existing programmes and locally based initiatives – for example Partnerships, SIM groups, City and County Development Boards.


2.2
Outcomes to Date from Funded Activities

Support for projects in this first round of funding was intended as a way of “building knowledge, understanding and capacity on the links between poverty and health and skills in community participation in health issues. It will aim to assist in creating conditions whereby those who experience poverty and social exclusion can contribute to policies and strategies designed to address health inequalities”
. As such, and given levels of funding and time-scale involved
, it is reasonable to assume that positive outcomes to date should indicate progress in this direction rather than definitive changes in strategy or policy. 

Some of the more appropriate indicators to apply at this stage of the process are therefore about:

· Signs that new processes or structures may be emerging, and that there may be an increased willingness amongst a wider range of stakeholders 

· Evidence that understanding and awareness about broader relationships between poverty, inequality and health has been increased.

· Indications that the capacity for participation of more excluded groups and communities has been enhanced.

Each of these indicators are explored below – drawing mainly upon feedback and reports from projects.



Increased Understanding and Awareness

The extent to which progress has been made in this respect is evident from:

1. A higher profile for health and health-related issues in a range of local development settings – notably where the initiatives funded by the Building Healthy Communities Programme have influenced the ‘agenda’ in other programmes and strategies. This was, in most cases, reported as instances where health-related issues are being discussed more frequently in a range of settings, including meetings of County and City Development Boards (and especially SIM groups as part of their sub-structures), area-based partnership boards, RAPID Programmes and community-based development projects.

2. A higher public profile for the issues involved. Coverage in mainstream media is an indication of this – both at Programme level, but also at local level (where the ‘Health Fair in Wexford and the NICHE project in Cork received press and radio coverage).

3. Acknowledgments from several projects about advances in understanding amongst other projects (also funded under the programme) in relation to health-related challenges faced by particular communities. 

This was seen as a particular advancement for the gay and lesbian community – the networking aspects of the programme offering:

 “the opportunity to present lesbian gay and bisexual issues to the other participants and to explain that lesbian gay and bisexual citizens are also part of their communities”. 

With similar comments were made by representatives of two projects working with older people.

Generally the feedback on opportunities for networking was very positive from all projects, one noting:

“The networking events were excellent, in particular the September 2003 event.  The shared learning, energy and enthusiasm made this one of the most productive and interesting events in relation to community development and health that I have attended.”



Enhanced Capacity for Community Participation

Progress in this respect is evident from

1. In the first instance, the extent to which people did participate in activities and programmes organised. This was sustained in courses and workshops organised in Clondalkin, Wexford, Cork, Leitrim and Cavan.

2. The successful completion of formally accredited training (all participants, for example, in the Slainte Pobal course having achieved accreditation at level 11 FETAC – with either distinction or merit – in  “Promoting Positive Lifestyles”).

3. Increased voluntary involvement (one project reporting the recruitment of 13 local volunteers committed to health work in their communities).

4. Project workers broadening their own competence base in relation to health and inequality, one project noting:

“Progress has been made because individual members of our network have been supported to become better workers at ground level and this has helped to us to gather more information and to share this with our communities”.



Towards New Structures and Procedures

A final measure of Programme impact will be in the extent to which increased awareness and enhanced capacity leads to new and more effective partnership arrangements being established between community/voluntary interests (particularly those representing the most excluded groupings and communities) and mainstream service providers (particular health service providers). As might be expected, given the short period of time projects have been in operation, less evidence is available in relation to this as yet. A necessary ‘introductory’ part of this building process could be seen as breaking down of barriers or ‘distance’ between stakeholders in the community/voluntary and the statutory sectors. Progress in this respect has been acknowledged as being made by both community and statutory participants in the networking meetings organised through the programme – one project representative noting the value of an opportunity to ‘rub shoulders with the decision-makers’. 

Some projects are pointing the way to good practice in relation to future planning, however – a notable example of this being work in the North-West under the Lifford/Castlefin Primary Care Initiative. Attempts have been made here, in partnership with the North Western Health Board, to develop practical ways in which community involvement (and community development principles) can be incorporated within restructured Primary Care Teams.

The work by NICHE in Cork is at the stage of detailed discussions with accreditation bodies in relation to formalising recognition of Community Health Worker Qualifications.

And it is also important to acknowledge that new structures have been established in communities – even if formal partnership with mainstream service providers may be some way down the road. The Women’s Health Forum has been established in Clondalkin; and an Inter-Agency Steering Group has been established in Wexford.


2.3
Areas Where Lack of Progress has been Identified:

A number of barriers to full local participation have been identified across projects and actions. Many of these are about acknowledgement of practical difficulties associated with existing barriers to participation for the most excluded. These range from limited literacy, lack of communication skills and relevant experience for the individuals concerned, to the absence of practical supports (such as childcare). These, together with the fact that individuals and organisations are frequently at a disadvantage in relation to accessing relevant information, mean that the task of creating sustainable partnerships should have a long-term horizon, and that it needs to be resourced in a targeted way.

The most common concerns amongst projects in this respect are about difficulties in maintaining continuity – in the absence of continued funding. The fear expressed by some projects was about the danger of losing very valuable connections they have made as a result of participation in the Programme.

The need for supporting ongoing networking or inter-project connections between formal networking meetings – and not just at them – was noted by several respondents to the project questionnaire.


3.
Conclusions and Implications for Future Programme


3.1
Locating Progress to Date in the Broader Programme and Policy Contexts

Even though the focus of this early review has been on activities supported at local and regional levels, it is important to consider developments at national level if progress to date is to be considered in the appropriate context.



Health Policy Context

A commitment to the development of community as part of future health strategy has already been noted at this level. Most notable in this respect are:

· The National Health Strategy naming one of its guiding principles as ‘people-centredness’, stating that “communities should be supported in taking greater control, but also greater responsibility, for their own health” and that “there must be increased involvement of service users as partners in planning and evaluation as an important component in promoting openness and accountability”
· The strategy “Primary Care: A New Direction” committing to the objective that “community participation in primary care will be strengthened by encouraging and facilitating the involvement of local community and voluntary groups in the planning and delivery of primary health care services”
· The Health Promotion Strategy commitment to ‘support the development and implementation of community –based approaches’. – including the establishment of pilot projects ‘with a view to identifying models of good practice that provide a holistic approach to health within disadvantaged areas’ 

The Building Healthy Communities Programme is being implemented at a time when there is a real need to develop practical means of putting these ideals or aspirations into practice. Within the broader policy context, similarly broad aspirations around building productive relationships between the community/voluntary and statutory sectors are also in need of practical expression.

There are, furthermore, strong indications that the Programme (mainly through Combat Poverty Agency representation in the Primary Care strategic development process) has already influenced the translation of principles into practice. One of the most important aspects of this has been a broadening out of the definition of what should actually be understood by community involvement. A progress report by the National Primary Care Steering Group, for example, (June 2004), in recommending the ‘facilitation of local democracy and capacity building for communities’ marks a notable movement beyond an understanding of the community as ‘service consumer’.

Added to this is an (albeit tentative) acknowledgement of the benefits of a more inclusive approach locally. The Office for Health Management, as part of its programme of support for Primary Care Strategy Implementation Teams (August 2004), noted that:

“Where teams were taking care of the relationships with the wider stakeholders in the process, it seems to aid progress. These wider stakeholders include the community, other GPs in the area, other health care professionals in the Health Board etc.”

Perhaps of more direct relevance is a similar proactive approach to community adopted in the “Framework to Guide the Development of Primary Care Teams and Primary Care Networks”: (Department of Health and Children, September 2004). In offering advice on the establishment of teams and networks, the framework suggests that:

“The objective is to have a process by which communities are enabled to become actively and genuinely involved in defining the issues of concern to them, in contributing to the decision-making in respect of the planning, development and delivery of services and in the monitoring and evaluation arrangements.”

The Framework document also places firm emphasis on community involvement in needs assessment, and in ‘inter-sectoral actions’ – the latter making reference to RAPID and to community development programmes; as well as the need to formalise linkages between community and voluntary service providers and primary care teams.

Initial ‘implementation teams’ are now experimenting with various models of community participation, and there is the stated intention that these experiences ‘will inform the development of national guidelines’.

While challenges associated with building healthy communities are not restricted to health policy per se, there have been important impacts of the programme in this field already and, more importantly, there are clear implications for future programme orientation if benefits from the programme are to be maximised.



Understanding and Promoting ‘Community Development’

In assessing progress and possible future directions, consideration also needs to be given to how community development is to be understood and promoted. 

The community development ‘process’ has been central to the design and delivery of a range of programmes and initiatives over the past two decades – including the Local Development Programme, the Community Development Programme, and the National Drugs Strategy. In considering the value and future potential of this approach in relation to health and health inequalities, it is important to first be clear about its meaning. 

The Combat Poverty Agency defines community development as:

“A process whereby those who are marginalized and excluded are enabled to gain in self-confidence, to join with others and to participate in actions to change their situation and tackle the problems that face their community”.

One of the most enduring challenges in promoting community development has been about separating out this proactive interpretation from a more one-dimensional understanding that can reduce ‘community’ to local service deliverer. 

Difficulties can be compounded by problems associated with demonstrating how and why community development ‘works’. The benefits (to communities, to service providers and to society generally) are not always easily identified, are usually longer-term, frequently ‘second-level’
 and are never captured through quantitative methods alone.

This challenge becomes particularly important where the community development ‘process’ is to be promoted in a relatively new operational environment. Acknowledging the fact that community involvement does present new challenges, the Department of Health Framework document stresses the importance of evaluation and monitoring in this respect:

“It is appropriate, given that community involvement has not heretofore been an integral element of the way in which our health services are planned and delivered, that the way in which this occurs should be monitored and evaluated so that effective and meaningful arrangements result”

Evaluation is also a key theme in relation to the health promotion strategy for similar reasons – with an expressed commitment to identifying and reporting on ‘evidence-based community approaches’.


3.2
Summary of Progress in Programme to Date

The Programme has made substantial progress to date within the context of objectives set. In relation to funded and supported actions, there is evidence of:

· The establishment of a range of mechanisms and procedures to facilitate working relationships involving community-based groups, health and other service providers. Some of these are already pointing the way to good practice in relation to future planning.

· The successful completion of community-based courses.

· Greater participation in activities by more disadvantaged people; and increased voluntary involvement in a range of consultative mechanisms.

· An increase in the extent to which health issues have featured on various programme and project agendas – including CDBs, area-based Partnerships, Community Projects and RAPID Structures.

· An increase in awareness – within and between projects participating – about issues linking health to poverty and disadvantage. The spread of interest groups and different communities of interest involved (and the facilitation of networking between them) has been important in allowing this to happen.

· The beginnings of more productive working relationships between community groups and service providers; and the beginning of more effective networking amongst a range of stakeholders locally, regionally and nationally.

At a more general policy level, there has been a marked contribution to how community development and community involvement can be effectively progressed. This is especially evident within the context of new and emerging structures in health service planning and development.


3.3
Priorities for Phase 2 of the Programme



Balance in Allocation of Resources to Programme Strands

In building on these achievements, it is firstly important to acknowledge that the balance struck in favour of ‘supporting inclusion’ (funding and supporting innovative actions) over other programme strands is appropriate and should be maintained. This is because:

1. Very real and immediate opportunities exist to demonstrate how community development and community participation can contribute to strategic development and policy in health, and the Programme should prioritise support for this kind of demonstration.

2. It is clear that, if the most excluded are to participate and have their needs and views represented, there is a need to resource the process.

3. Much of the more positive feedback from a range of respondents has referred to the importance of the ‘space for dialogue and interaction’ that the Programme has helped create. The facility for sharing information, experiences and learning (amongst community based groups but, more importantly, between community interests and mainstream service providers) has contributed to progress on all fronts to date. The maintenance of this space (almost as a structured framework for brokerage and dialogue) is particularly important in the context of a rapidly changing health service environment.



Strengthening Links Between Programme Strands

Very clear and successful links have been established between the ‘Supporting Inclusion’ and the Networking elements of the Programme. The ongoing support function to facilitate these mutually beneficial linkages should be maintained, and should be expanded to help facilitate more targeted exchanges amongst funded projects addressing similar development challenges or target groups. Synergic benefits could accrue in this respect (using first round funded projects as an example) for those projects tackling health in the context of urban regeneration; or for those projects encouraging the involvement of older people.

Linkages between other elements of the programme have been less evident, however. Two possibilities to address in relation to this for future programme development are about:

1. Building stronger links between research, local development activities and policy influence. Even though research activities were funded in two Phase One projects, there was no systematic attempt to link this (in a supported way) to the development of responses based on findings. Consideration could be given to a fully participative action research programme locally that could maximise the learning benefit by supporting community involvement in a structured process in designing, undertaking and then going on to use research.

2. Bringing the ‘practice and policy’ element of the programme into the local inclusion element in a more structured way. A commitment from the programme to provide longer-term funding to projects is problematic in a number of ways; but a more proactive approach to assisting funded projects to identify and pursue opportunities for sustainability would address some of the concerns voiced about short-term funding. It would, at the same time, provide a practical channel for influencing policy at the sub-national level.



Building Lines of Influence Within other Programme Settings

Many projects receiving funding in Phase One are part of other Programmes (Traveller projects associated with the Irish Travellers Movement, a number of CDP-funded projects, for example). Encouragement could be given (at application stage perhaps) for these projects to feed back lessons and share models of good practice with other projects in their constituencies.



Evaluation and Demonstration

The capacity to demonstrate what works in relation to community development, and why, will be of paramount importance in the effort to influence mainstream policy and practice in the longer-term. And the capacity to collect information on impacts, facilitating factors and barriers will be of paramount importance in efforts to demonstrate what works and why. 

A system for ongoing self-evaluation and review should be designed and implemented. This would have the benefit of:

· Complementing local strategies for involvement and increased understanding – through the active participation of local communities in review and in more informed decision-making.

· Providing project-specific information on how and why progress is made; but also allowing for a common language through which a learning resource can be created – enhancing the capacity for networking amongst projects.

· Demonstrating the range of benefits accruing from investment in community development.


3.4
Summary Comments

The Programme has directly addressed needs at a number of levels:

·  The extent of participation in and by communities in funded actions indicates a willingness, a need and an opportunity to tackle a range of issues that are at the heart of the link between poverty and health.

· At a broader level, the Programme provides a vital and unique link between community- level experience and national policy development. The effect and potential has to date been most evident in relation to health policy – especially in the development of a framework through which higher level aspirations towards community involvement can be translated into practical and effective actions. But the potential also exists to inform other areas of policy and programme planning – including local development, housing, environmental planning etc.

� 	O’Shea and Kelleher: ‘Health Inequalities in Ireland’ in Cantillon, S. et al. (2001) Rich and Poor: Perspectives on Tackling Inequality in Ireland: Dublin; Oak Tree Press and Combat Poverty Agency. Nolan B. and Whelan C.T. (1999) Loading the Dice: A Study of Cumulative Disadvantage . Dublin; Oak Tree Press and Combat Poverty Agency. Institute of Public Health in Ireland (2001) Inequalities in Mortality 1989-1998. A report on All-Ireland Mortality Data, Dublin, the Institute of Public Health in Ireland. Barry J. et al. (2001) Inequalities in Ireland – Hard Facts;  Dublin, Department of Community Health and General Practice, TCD.


� 	The National Anti-Poverty Strategy (NAPS) has targets in relation to accessing health services, and in making ‘health and health inequalities central to public policy’. The National Health Strategy acknowledges the link by targeting what are seen as particularly vulnerable groups. The National Health Promotion Strategy attaches considerable importance to the need for targeted interventions in disadvantaged areas and with disadvantaged communities.


� 	Evaluation of the Community Development Programme in Ireland (Nexus 2002) highlighted these – as well as other outcomes – as being key impacts.


� 	Reviews, for example of the Health Action Zones in Northern Ireland (Jane Wylde, Ruth Sutherland), and especially Chris Leischne: Building Healthy Communities: The Process: Northern Family Health Society, Ottowa, March 2004.


� 	The Health Board Executive, most pointedly, has stated that ‘the aim of the health services in Ireland should be to move the level of community participation in health up the ladder from mere consultation to actual involvement in determining priorities, assessing local needs and decision-making.’


� 	Through the Community Development Programme, the Local Development Programme, Local Drugs Task Forces for example


� 	Through the Community Platform and the work of the Community Workers Co-op for example.


� 	For details of groups funded under the Programme, see brochure ‘Building Healthy Communities Programme’ produced by Combat Poverty Agency and accessible through their website.


� 	Ongoing support was provided by CPA staff, and was subsequently contracted to Pobail and to the Community Action Network. Technical support was also provided by Dr. Philip Crowley.


� 	Two of these were funded directly by the Department of Health and Children; ie Lifford/Clonleigh Resource Centre and Fatima Groups United


� 	Programme of Work presented to Combat Poverty Board (December 2002)


� 	The average grant to projects was €15,000, and most had been working on project actions for less than one year at the time of this review. However, the fact that all funding was to established groups who were already core-funded (for particular time-limited activities) meant that work could progress quickly.


� 	While acknowledging difficulties in identifying precise impacts on individuals who have direct contact with projects and project actions, it is possible to develop indictors around individual health and well-being, personal progression etc. Personal benefits, however, invariably have ‘knock-on’ or second level benefits for families and communities – almost as a ‘ripple’ effect – and these are more difficult to substantiate and monitor.
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