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Health & Wellbeing Boards and the Voluntary Sector:
Models of Engagement

This document is based on one that was prepared by One East Midlands on behalf of the East Midlands Third Sector Health and Social Care Network as a think-piece for NHS East Midlands. Regional Voices is committed to sharing good practice between the voluntary sector and statutory partners, and between different areas in England.
The purpose of the document is to:

· Clarify the role of the voluntary sector in health commissioning

· Propose models of engagement between Health & Wellbeing Boards (HWB) and the voluntary sector
· Consider how learning can be shared between individual Boards in the future

The voluntary sector will be a key partner in delivering the principles embedded in the Health White Paper.  Engagement at the HWB level will ensure consistency and early understanding of the opportunities for involvement and ultimately savings, both time and money, during implementation.

The Role of the Voluntary Sector in Health Commissioning
Voluntary sector engagement in commissioning is often restrained to a role in service delivery.  However the voluntary sector can offer invaluable intelligence and expertise to all aspects of the commissioning cycle.

The diagram in Appendix A clearly identifies the different roles played by our members in the commissioning cycle.  However, these roles can be summarised as:
1. Delivery: As both deliverer and co-deliverer of direct and support services reaching deep into communities for effective targeting 

2. Intelligence: In providing data and information to inform the provision of better/more targeted services 

3. Market transformation: working with communities to support change and shift demand for service provision 

4. Supporting commissioners:  working with commissioners to better understand voluntary sector commissioning and how processes can be improved to achieve better outcomes for beneficiaries 

Benefits of Engagement 
Meaningful engagement of the HWBs with the voluntary sector brings huge potential for addressing deep inequality in health outcomes.  However the diversity, complexity and sheer size of the voluntary sector all pose significant challenges to ensuring that engagement is meaningful and inclusive, whilst remaining manageable and avoiding allegations of tokenism.
Specific benefits include

· bringing a wider perspective; reflective of localities in all their diversity 
· delivering messages to where they are needed most 
· crossing the health and social care boundaries 
· drawing together broad experience and expertise
· providing a ‘live’ feed-back loop from experience to policy 
We propose a number of models that may be considered in the development of the HWBs and overall recommendations.  It must be stressed however, that each model will require the existence of a robust and inclusive voluntary sector network behind it to ensure success.  

Models for Voluntary Sector engagement in Health and Wellbeing Boards
Our overriding principle is that there needs to be comprehensive, well resourced, accountable engagement and involvement strategies in each area, appropriate to local need and arrangements.  A tokenistic place offered on a Board is of little value to either statutory health providers or voluntary sector organisations.  Any engagement must be meaningful and be underpinned by the existence and accountability to a much wider and recognised voluntary sector network which will inform and support any direct representation and act as an advisory panel.  Involving the voluntary sector with the Board will widen its legitimacy  and improve the basis for sound decision making which should in turn increase buy-in from the wider community.
This section offers three voluntary  sector-supported scenarios based on developing examples across the country and identifies the advantages and disadvantages of each.  

	Model
	Advantages
	Disadvantages

	1. Single voice

Elected or appointed single representative supported by a wider network

(minimum requirement)
	· Easiest to support
· Develop continuity of relationship
· Obvious point of contact for sector
· Sector ‘Champion’ role
	· Lacking ability to adequately  represent diverse views
· Lack of specialist expertise

· Requires development of an extensive open and transparent recruitment process

· Not responsive or dynamic to emerging agenda items.

· Risk of continuity through illness, change in personnel etc.

	2. Multiple voice

Appointment of 2 or more static representatives supported by a wider network
	· Relatively easy to support and maintain

· Develop continuity of relationships 

· Obvious points of contact for sector

· Wider breadth of experience

· Greater continuity than option 1
	· Restricted ability to adequately represent diverse views

· May still lack specialist expertise in many areas
· Not responsive or dynamic to emerging agenda items.

· Complexity to develop an open and transparent recruitment process

	3. Flexible voice 

2 or more places with 1 being available for flexible use by the underlying network based on specialist knowledge of current issues.
	· Some continuity of relationships 
· Dynamic and responsive to emerging agenda items

· Provides potential access to a wider network of expertise.
· Opportunity to develop an approach to harness benefits of static places or subgroup models.


	· Outstanding questions to resolve on who takes responsibility for the maintenance and access to the network.
· Requires early knowledge of agenda issues

· Complex nomination process required

· Greater support required for individuals


Recommendations

1. That model 2 is appropriate for most communities provided it is underpinned and supported by a wider network of expertise.

2. In communities with high levels of transient population or with highly diverse communities then model 3 would be more appropriate, enabling a wider range of expertise to be drawn into the Board as required

3. That in all cases a minimum of 2 wider VCS and 2 HealthWatch representatives is required to ensure a balanced and accountable Board structure that meets the wider needs of the communities it serves.

4. A mechanism for individual HWBs to share experiences, tools, resources and learning with peers must be put in place.  This currently exists through the strategic health authorities and regional networks of councils, however in the future how this local peer support might be achieved needs to be considered. The component networks of Regional Voices will continue to support voluntary sector representatives share experience.
5. For voluntary sector organisations to bring together public and patient voice from specific communities and communities of interest/identity and to support individual members of health and wellbeing boards to represent wider issues with expertise and authority, then resources will need to be allocated to this.  If community engagement is done well it will ensure the JSNA and the Health and Wellbeing Strategies truly represent communities’ needs and priorities.

6. There is already considerable expertise and experience of running health and social care partnerships in many local authority areas and it is important that this isn’t lost in transition.  
Regional Voluntary Sector Health & Social Care Networks

In each of the nine English regions there is a network which champions the engagement of the voluntary sector within the region.  They provide the bridge between local and national policy and share good practice across the region.  On a national level, Regional Voices connects each of the regional networks, enabling the critical connection between national, regional and local infrastructure.  Regional Voices is funded through the Department of Health Voluntary Sector Strategic Partners Programme to ensure input from the sector in developing health and social care policy and to support organisations to improve health and social care services. As one of the eighteen Strategic Partners, Regional Voices is strengthening links between the Department of Health and the voluntary sector.

For more information or for further discussion please contact:

Jo Whaley, Regional Voices: jo.whaley@regionalvoices.org 

Rachel Quinn, ONE East Midlands: RachelQuinn@one-em.org.uk 

Link to contact your closest Regional Voices Network: http://www.regionalvoices.net/the-regions/ 
Appendix A: The Role of the Voluntary Sector in the Health Commissioning Cycle


	Analysis of need
	Shaping services
	Delivering services

	Source of intelligence on local population and communities of interest (JSNA and more local needs assessment or wider community of interest assessment)
	Creative, partnership approaches to sticky/persistent problems

Supply chain development- shaping services/market stimulation

Developing/defining/specifying patient pathways

Advice on accessibility of services

Enabling patients, public and communities of interest to influence service design

Sharing best practice
	Prevention
	Health promotion activity to local populations / communities of interest

Wider determinants of health – holistic, person-centred, support  improving overall wellbeing  e.g. combating social isolation, debt advice, supporting people into work, housing advice, creative and cultural projects

	Supporting  marginalised people to express their voices in the needs assessment process (public patient involvement)
	
	Early intervention
	Targeted interventions with specific groups e.g. young families, carers, homeless people, asylum seekers and people with mental ill health.

	Signposting, collating and presenting diverse views
[adapted from  http://www.regionalvoices.net/stronger-connections-for-better-health/briefings/briefings/vonne-guide-to-the-voluntary-sector-with-health-inequalities-final/] 
	
	Self care
	Support people to live and manage their health independently

	
	
	Ongoing community care- providing services and self-directed support


	Targeted service delivery - both locality and community of interest – commissioned and grant funded

Personalised services

Mainstream delivery across wider area (e.g. social care)

	
	
	Support for primary and secondary care and specialised hospital services
	e.g. delivering  NHS services in community venues, community transport, reablement services, befriending services, self care advice in hospital

	
	
	Reaching people 
	Targeted services to single need or community

Breaking down barriers to mainstream services

· Care navigation

· Advocacy

· Brokerage 


Oversight, scrutiny and review








Inform, shape and deliver
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