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Question 1.	Right Approach ?

An ICS is defined as 

‘A collaborative partnership between organisations an individuals with a responsibility for planning, managing, and delivering sustainable care, services and interventions to meet the health and wellbeing needs of the local population. Through taking collective action, partnerships will deliver improved outcomes for individuals and communities, and reduce inequalities’.

The West Belfast Partnership Board’s Strategic Health Group acknowledges this is a welcome development and we note the Ministers approval to begin work on developing an ICS included;

· adhering to the principles of local level decision making.
· delegation of decision-making and funding;
· supported by an outcomes-based approach underpinned by accountability.

Inequalities have existed in communities across Belfast for many years and is it clear there is a consistent and enduring pattern to their location and existence, the cycle of poverty and deprivation which has been endured in areas of the city has to be broken if we are to build resilient and sustainable communities. 

A commitment to integrated planning and a focus on place-based population planning and engagement processes are crucial elements in building the confidence and participation of local people in creating real and lasting change. 

Outcomes-based accountability will test that approach and can partly be measured by how we engage with and interact with our people and communities and ultimately enhance their quality of life. Coordinated and connected efforts that join together and make the best of what we have as assets, including our people and the public sector are essential to successfully achieving long term outcomes. 

We believe that this should be underpinned by a coproduction process which values the role of local people and the community infrastructure as assets in the ICS planning process and therefore should include

· Involvement in identification of needs locally and all stages
· Identification of local outcomes by local communities/ people, influenced and supported by areawide/ citywide planning processes
· Involvement in the development of design
· Involvement in the implementation and delivery of appropriate responses
· Involvement in the review/ evaluation and subsequent forward planning processes
· An accountability and scrutiny process at all levels. 
· A locality focused outcomes-based approach which actively includes participation at the beginning, during and review/ forward planning part of the planning processes
· Supports the reshaping of the tendering and procurement of public services which includes specific inclusion of the value of locality outcome/ place settings, in our case West Belfast. 
Reference to integrated planning and delivery within health and Social Care is not new and is  often referred to as the key to unlock the health inequalities door but too often we see ‘integrated silos’ within a very complex (often unnecessarily so) health system and in fact misses the core message behind integrated working, collective planning, action and the impact of wider determinants of health. 

We require a process that empowers people and communities and draws out the value of developing social capital in relation to the impact on West Belfast and the need to build sustainable and healthy communities that improve the quality of life for all by embedding wellbeing at the heart of our planning process.

We welcome the opportunity to work on the development of this approach to maximise the opportunity this represents but the devil is always in the detail and we need to adhere to the following fundamental aspects of a new ICS approach;

1. Whole system planning 
2. Policy development and implementation
3. Decision making processes
4. Budget setting and utilisation of the same
5. Asset (people, services, buildings) management and redesign/redeployment
6. Individual and population-based outcomes, outcome indicators, data capturing process
7. Building, supporting and challenging collective cross sector leadership
8. Placing community-based services on a sustainable footing 
9. Communication and engagement of local communities at neighbourhood level.

Question 2.  Values and Principles ?

We believe there should be a place-based approach to meeting needs of our population and that a locality focus should be enshrined in the development of the ICS through values and principles which can be real and tangible and not a paper exercise.

Supporting people and communities requires an understanding of that community and therefore we welcome a flexible approach that understands the nature of the challenges and opportunities that present across different localities.  For us the place, in our case West Belfast but this can apply in any locality as each has unique characteristics which need to be considered to effect lasting change and build strong, healthy communities.  For us, ‘place’ has three complementary meanings: 

· an actual place – often defined by geographical boundaries. In our case, West Belfast.
 
· a type of place – the characteristics of a setting. Focussing our efforts on areas which have high levels of deprivation.

· the context of place –the environment in which we live in can create both assets and risks for our health. 

To ensure the values and principles are adhered to all these need to be taken into the planning process and additional focus on place based and population planning approaches, thus engaging with the specificity of our area, its assets and challenges, drawing richer insights on complex health issues and our collective ability to make progress.   Population health data is often skewed by clinical interventions alone and local health intelligence and impact is often not measured.  We believe data should inform local decision making and not just dictate the discussion.

Focusing on a specific geography allows us to layer and coordinate projects with many partners, across different sectors.  By doing this, we can make an even more significant impact in improving health. Population Health is an approach aimed at improving the health of an entire population. In our case it is about improving the physical and mental health outcomes and wellbeing of people across West Belfast, while reducing health inequalities.

Often wider geographical planning (either regional or area/ citywide) does not account of the challenges and opportunities that developing a deeper understanding of communities presents and too often resources are wasted as a result with little or no real impact in the longer term, providing shorter term progress but ultimately unsustainable gains.  

Therefore, whilst we support the principles in broad terms, more work to translate those into whole system planning,  decision making and working collaboration at a locality level is a significant challenge to the entire ICS development.



The principles should include action to;
 
(i) reduce the occurrence of ill health (prevention), 
(ii) action to deliver appropriate health and care services (support) and 
(iii) action on the wider determinants of health (support and recovery).

This requires working with communities and partner agencies in a collective place based and whole system approach to ensure appropriate measure and diligence is given to each approach.

To that end we believe that there needs to be an integrated approach which adheres to the following principles; 

· Every area has the potential to achieve more through the effective use of all the skills, knowledge and assets available within and contributing to communities including the community and public sectors. 

· Stronger Sustainable Communities means Healthier Communities.  Building capacity at locality level should be a fundamental priority for ICS.

· Local outcomes are as important as regional and citywide outcomes

· Regional and citywide planning needs to reflect locality challenges.  Is there a point in having an ‘area or city plan’ that does not meet the needs of the localities it makes up ?

· A whole community and systems wide utilisation of assets and resources to an agreed purpose.  At its core, it starts with the individual person and place seeking to identify and build upon existing strengths, rather than impose an external framework or preconceptions of what is required to facilitate change. 

· Developing Community Leadership (and Input at all levels of ICS) 

Question 3. Minister and Departments role?

Minister and the Department should have the responsibility for setting the overall strategic direction and also be the primary responsible accountable agent for change.  There is zero point in having a grand vision and principles if no one can ensure governance, accountability and scrutiny of the implementation of the policy.  

Adhering to the values and principles of the new ICS approach at all levels but ultimately in the seat of government is key to its success.

There should however be a cross Departmental focus in achieving as there is with the Programme for Government and an Outcomes Based Accountability established to guide input at all levels from regional to neighbourhood and across communities.

It is clear that without the degree of adherence to the principles at all levels it will not have the required impact or durability to create lasting change and therefore will  ultimately fail to achieve its potential and will lose credibility across the population as a vehicle to meet needs and improve the quality of life.  This is particularly relevant in the challenges of utilising assets and the decision-making process which strengthen local outcomes, directly impacting upon local populations.

A strong leadership approach is vital to ensure that the vision and principles to be agreed are strengthened by an investment in local democracy and capacity to pro-actively engage (across the levels), this includes building on our social capital and directly affecting local outcomes, making the best use of our assets to a common purpose.

Key points;

1. A clear explanation of the roles and responsibilities of individuals and organisations as they relate to each identified level of the ICS.

2. Ministerial and Departmental ground rules for each individual and organisation involved in the ICS.

3. Governance and accountability processes will be in place to ensure members adhere to groundrules and the vision and principles agreed for the ICS at all levels. 

4. A culture change process be implemented as part of the ICS development to support locality driven outcomes.

5. Clear, unambiguous arrangements for the transfer of responsibilities for decision making,  budgets, financial assets and arrangements across the public sector in particular for example;

a. Will the work of the ICS focus on spending new and additional monies or on redesigning core health and social care services? At a locality level will this involve the redesign of GP, Pharmacy, Allied Health and other community care services?

b. The HSCB’s Directorate of Integrated Care is responsible for commissioning and managing General Medical, Dental, Ophthalmic and Pharmacy services. It is also responsible for the development of Integrated Care Partnerships and the Primary Care Infrastructure Development Programme. – Will the new ICS have the same remit or a further enhanced remit of wider health and social care core services? 



Question 4. Local decision making and local ICS arrangements ?

Agree in principle but more detail as to the exact details behind such a broad statement of intent are required.

This will require;

· Leadership to support development (at all levels) and reduce silo working within current arrangements and to create a culture of inclusiveness and equality in decision making.
· Recognition of the role of the community (people and community infrastructure) in building the ICS, developing local outcomes and implementing change across organisational and place-based boundaries.
· Building individual and organisational capacity.

To achieve this a robust set of rules and procedures to guide inclusion and decision making at each and between all levels, recognising the primary purpose of local health change is fundamental to the process and this cannot be fudged or left to ‘building goodwill’.

Current and historical arrangements need to be fully examined across the local government and public sectors to examine their ‘fit for purpose’ and inclusion in a new vision and principles and all arrangements should be open to change to achieve to local outcomes.  Working together to achieve a new sense of progress is crucial and a focussed approach to building strong communities should be part of the collective ethos.

Key questions to answer; 

1. If the model is based on the principle of local decision making how will the ICS ensure that local people at a neighbourhood level are involved in the decision-making processes?

2. If the area level partnership is setting the agenda and making decisions, what role if any does the locality and neighbourhood levels have in this process?

3. How will the ICS ensure the principle of parity and inclusion between partners?

4. Focusing on improving the health and wellbeing of a defined population requires a place-based approach. How will the ICS support and challenge partner organisations to redesign services based on a locality and neighbourhood placed-based approach?

5. How will the ICS strategically and operationally ensure co-production approaches are embedded in planning, delivery and evaluation of health and social care services?

6. What role if any will local communities and populations have in the development, implementation and evaluation of the strategic outcomes framework to translate regional to area, to locality to neighbourhood outcomes?

Question 5. Regional oversight, coordination, and support ?

We appreciate the need for strategic regional oversight and securing the necessary support and resources for a Integrated Population Based Approach however we have some concerns that the goal of achieving regional consistency and quality becomes a mechanism for regional control and decision making.  We further realise that there is a need for identifying, assessing and sharing good practice across the region and that each area based, locality and neighbourhood level of ICS will be working to local outcomes, there is a need to monitor performance and use influence to overcome challenges.

The regional group however should be clear as to its involvement in the decision-making processes at each level and how it can play a supportive as opposed to a controlling role in the development of the ICS.  That said an inclusive process which adopts an Outcomes Based approach and stretches across organisational boundaries can only be helpful and should stretch across sectoral lines beyond health and include as a primary focus the achievement of local outcomes.

It is not yet clear at the time of writing as to what the role of the Public Health Agency will be in this process, as a regional organisation will their remit be subject to the rules of the new ICS development to ensure consistency of approach ?

The primacy of locality outcomes needs to be enshrined in the new ICS, West Belfast has spent considerable time, effort and resources in developing a new ‘Building Resilience and Embedding Wellbeing‘ plan for improving the quality of life and tackling inequalities across our locality.  We would expect the new ICS to fully embrace and incorporate their efforts into this agreed approach.  We need in this context to embrace local democracy not subvert it by introducing entirely new arrangements undermining locality engagement already in progress.  We fully expect the ICS to adopt this planning approach.  Community Planning and other statutory arrangements should do likewise and we would have a coordinated, collaborative process to build upon to achieve our shared outcomes.

Question 6. Area Integrated Partnership Boards to deliver improved outcomes?

We are unclear as to the relationship and connectivity with the proposal to develop an area integrated partnership board (AIPB, in our case Belfast and the nature of their relationship  to regional and equally with the locality (West Belfast) and neighbourhood levels.  

There is a gap in detail as to what this will mean in terms of existing commitments, community infrastructure, membership but, as crucially, the role and responsibilities of each level.  The West Belfast Strategic Health Group has drawn up a significant plan for the area ‘Building Resilience and Embedding Wellbeing in West Belfast’ , this plan and approach has engaged (and is engaging) many areas of West Belfast life and public, political and civic life, there is no explanation across the proposed ICS development as to those inclusive partnership developments and how the ICS will play their part in the plans delivery. 

Crucially this will determine not only local outcomes but ultimately the use of assets and resources and the level of support available to aid local communities to participate fully in the structure.  

Communication and decision making at the neighbourhood and locality levels are crucial to the chances of locality outcomes being agreed and achieved.  Clear lines of accountability at each level is required, transparency and accountability for decision making is a vital component of any approach. 

We do not believe that a ‘wait and trust’ in the process is enough, more substantial guarantees and adherence to the principles outlined in the ICS consultation are required to secure community belief that this is a new and fresh start.  Equally blind adoption of current or historical approaches will not suffice and we need a new way of scrutinising these for local impact and relevance.  Alignment on paper does not achieve outcomes or build faith in a new fresh approach.  We have outlined a significantly new approach to building and investing in communities throughout this response, that is what is now required if we are to share in the vision and principles outlined in the consultation document.

Therefore, in advance of the regional set up in April 2022 much more work is required or at the minimum a timetable for change established throughout the levels of the new ICS which address concerns and point of enquiry we have highlighted in this response.

Question 7. AIPB’s responsibility for planning and delivery of services within ‘their’ area

We appreciate there is a need for clear arrangements for the planning and delivery of services and approaches, we would stress that delivery of services on its own its own is not the only approach required and that services were agreed and required should always include a locality and neighbourhood considerations and clear input from the local community infrastructure as a capacity consideration.

AIPBs should were possible have the ability to break down silo thinking and working and that this extends beyond the borders of health responsibility.  Clearly this would need strong leadership and clear authority from partner organisations to ensure decisions could be made within and by communities involvement.

Question 8. AIPB’s and budget responsibility

We believe that devolved budget responsibility should reach the locality and neighbourhood levels  and be fully outlined in a clear roles and responsibilities framework.  We believe this should be proportionate to levels of need and based on a clear planning premise to achieve outcomes set at regional, area, locality and neighbourhood levels.

Question 9. AIPB membership ?

We believe there is a need to strengthen the community membership of the proposed AIPB and this should be a feature of all the ICS work and at all levels.  Combined with an ethos of building strong sustainable and healthy communities, an investment in social capital and developing leadership at all levels for community participation, this input would be a guiding  indicator and as such a crucial component factor in guiding the success of the ICS in achieving agreed outcomes at all levels.

We believe a new approach which acknowledges community leadership as an essential component factor in achieving outcomes, should be extended to the concept of the ‘locus of control’.  If we are serious as to the centrality of the individual and communities to this process and its success then we should acknowledge and determine that the influence of the community leaders should be at the centre of decision making. 

The  development of social capital and investing in people and communities are vital to collaborative efforts to succeed and that they should be viewed as assets in a new approach to engagement and partnership development.  In practice this has not always been the case, with community leaders (at times) viewed as obstacles to overcome rather than opportunities to make smarter decisions when deciding priorities about what needs to happen at a locality level. 

In the context of an outcomes-based planning approach being advocated within the development of the ICS, many of the issues that have arisen require regional, and city to local translation that moves beyond mere information dissemination to active participation.  

Regional and AIPB focus on quality and design needs to take on board the implementation consequences and challenges at the level where impact is felt.  A real opportunity to shift ‘locus of control’ back to the people and communities exists. Key issues exist with the collective use of data usage (rules allowing) and its potential impact of sharing across agency and community lines to tailor ‘wider determinant’ solutions to meet local need.

In that context therefore membership of an AIPB needs to reflect an additional local leadership focus which rebalances community participation and ownership.  The process should be driven by neighbourhood and locality arrangements and not a top-down exercise.  We do not accept as others have indicated that communities organise their democratic processes.  Membership of any level of the ICS should be inclusive and transparent and fully supported, we should be looking more people involved not narrowing down the numbers for organisational convenience.

Question 10. Co-chairing arrangements ?

In line with our stated view of promoting leadership and encouraging participation throughout the ICS we should actively look for ways to do that and the approach of co-chairing is one such opportunity if properly supported and encouraged.

Each AIPB should be encouraged to support community leadership at all levels, for existing or potential new community leaders, however we accept each AIPB should draw on resources it has available but we do not accept that it necessarily needs to be GP and Trust co-chairs, only if other community involvement cannot be secured.


Question 11. AIPB’s responsibility for Local area and community (neighbourhood) level arrangements ?

It is absolutely fundamental to the success of ICS that the principal input to this development is the creation and agreement on local outcomes and an appropriate mechanism for delivering those outcomes across communities.  Therefore, the engagement, active involvement and clear unambiguous role for local people and infrastructure needs to be established, understood and respected.  There is no conceivable scenario where success can be considered in any other viewpoint.

AIPB’s need to respect the value, skills, knowledge and expertise of the locality infrastructure & subsequent community leadership and seek ways to bolster and strengthen these arrangements.  AIPB’s cannot replace a regional controller with an area controller, local communities have to be given a clear leadership position in the development of the ICS developments throughout including setting the agenda  for development and the decision-making processes

In Conclusion

The WHO organisation definition of health inequalities as “not in any sense a natural phenomenon but is the result of a toxic combination of poor social policies and programmes, unfair economic arrangements and bad politics” lays bare the challenge before us in creating a more equal society based on a good quality of life. 

This would be a specific call to action to achieve a community-centred approach to health and wellbeing, including the need to integrate our efforts and maximise our potential impact: 

· develop a whole-system approach across sectors to meet local outcomes
· ensure genuine co-design and co-delivery
· establishing local budgets to meet local outcomes
· map, mobilise, support and develop local assets; investing in local people and communities
· supporting community infrastructure and encourage leadership to participate fully at all levels of the ICS
· measure outcomes that matter to communities
· integrate community-centred, asset-based approaches as part of place-based commissioning and strategic planning that determines citywide and regional planning.  
The issues raised around community engagement and leadership stretch from strategic development, decision making, policy formulation and implementation to organisational structure and culture, internal cohesion and external collaboration. 
It is not difficult to understand when there are debates of leadership therefore it is not only an issue of individual leaders’ style and ability, but a consideration of organisational culture, processes and developments and an understanding of the challenges of collaboration.

Community infrastructure should have a direct input to formulating strategic development and part of that task is to develop collaborative efforts including crucially a culture of cooperation, which stretch across policy, operational and budgetary lines of responsibility, providing strong support for the agreed process to achieve shared outcomes.

We leave you with one crucial question

Can you outline how the ICS development will support the continuing development and delivery of the ‘Building Resilience and Embedding wellbeing in West Belfast Strategic Plan?
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