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Conference Programme 
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Croke Park 27 June 2007 

 
 
 
Chair for morning:  
Ms. Helen Johnston, Director, Combat Poverty Agency 
09.15  Registration 

10.00  Welcome and Introduction 
 Ms. Helen Johnston, Director, Combat Poverty Agency 

10.10  Opening Address 
 Professor Brendan Drumm, CEO, Health Service Executive 

10.20  Update on Roll-Out of National Primary Care Strategy 
Ms. Bernadette Kiberd, Programme Manager, Primary Care Transformation Support Unit, 
Health Service Executive 

10.35  Community Participation in Primary Care 
Dr. Philip Crowley, Deputy Chief Medical Officer, Department of Health and Children 

10.55  Quality Public Services – An Economic Perspective 
 Mr. Paul Sweeney, Economic Advisor, Irish Congress of Trade Unions 

11.15  Tea/Coffee Break 

11.30  Community Participation in Primary Care in New Zealand 
Dr. Pat Neuwelt, Senior Lecturer in Public Health, University of Auckland 

11.50  Participation - Learning from Practice 
 Input from the Building Healthy Communities Programme 

12.20  Open Forum 

12.45  Lunch 
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Chair for afternoon: 
Ms. Alice O’Flynn, Assistant National Director, Social Inclusion, Office of the CEO, Health 
Service Executive 
14.00  Workshops 

1. Setting Standards in Primary Care - A Toolkit for Participation 
 Chair:   Ms. Tracey Cooper, CEO, Health Information and Quality Authority 
 Presentation:  Dr. Pat Neuwelt, Senior Lecturer in Public Health, 
   University of Auckland 

2. Setting and Applying Indicators of Participation 
 Chair:   Ms. Fidelma Joyce, Senior Human Rights Awareness Officer,Irish 

Human Rights Commission 

 Presentations:  Ms. Nicola Browne and Ms. Maeve Ni Liatháin, Policy and Research 
Officers, Participation and Practice of Rights Project, Belfast 

 3. National Standards for Disability Service 
 Chair:   Ms. Eithne Breathnach, Social Inclusion Unit, Department of Health and 

Children 

 Presentation:  Mr. James O’Grady, Assistant National Director, Disability Services, 
Office of the CEO, Health Service Executive 

 4a. A Model of Community Participation in Primary Care  
 Chair:   Mr. Tadhg O’ Brien, Assistant National Director PCCC, Dublin North 

East Region, Health Service Executive 

 Presentation:   Ms. Pat Harkin, Community Representative, Lifford/Castlefinn Primary 
Care Team, Co. Donegal 

 4b. A Model of Community Participation in Primary Care  
 Chair:   Mr. David Moloney, Principal Officer, Social Inclusion, Department of 

Health and Children 

 Presentation:   Ms. Brid McMenamim and Ms. Marie Conwell, Lifford/Castlefinn 
Primary Care Team, Co. Donegal 

 5. A Model of Community Health Forum 
 Chair:   Ms. Diane Nurse, National Planning Specialist, Social Inclusion Office 

of the CEO, Health Service Executive 

 Presentations: Ms. Tonya Sanders, Cairde, Project Co-ordinator Community 
Development and Health Project, Mr. Cherif Labreche, Liaison Officer 
and Ms. Stephanie Whyte, Senior Project Manager 

 6. A Model of Partnership Working 
 Chair:  Ms. Cecilia Forrestal, Community Action Network 

 Presentation: Ms. Ronnie Dorney, Health Service Executive – Southern Region 

15.40  Key Messages from the Day 
16.00  Closing Remarks Mr. Brian Duncan, Chairperson, Combat Poverty Agency 
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Community Participation 
in Primary Care

Dr. Philip Crowley
Deputy Chief Medical Officer, 

Department of Health and Children

My experience
• 5 years working with local communities in 

Nicaragua in community health development
• 6 years working with local communities and 

primary care in Newcastle upon Tyne
• Worked with Combat Poverty on community 

development and health programme
• North side General Practitioner – developed links 

with local communities
• Deputy Chief Medical Officer in DoHC
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Health Inequalities in Ireland

• Mortality rates twice as high in social class 
4/5 as social class 1

• Chronic illness is 10% for higher 
professional Vs 25% for unskilled manual 
class

• Travellers live 11 years less than settled 
people

Levels of public involvement

• Individual and carer involvement in own 
health care

• User and public involvement in service 
quality

• User and public involvement in policy and 
planning

• Community involvement on their health 
agenda – community developement

Public involvement and Primary 
Care Policy

Rec. 19 Primary Care Strategy
“A mechanism for active community involvement
in primary care teams…..involvement of local 
community and voluntary groups in planning and 
delivery……..consumer panels……..input into 
needs assessments…….ensuring..social and 
environmental health issues, which influence 
health are identified and addressed”

National Primary Care Steering 
Group

• Primary care teams should ensure user 
participation, including involving local 
community and voluntary groups in service 
planning, delivery, monitoring and 
evaluation

• Community Involvement should be seen as 
an ongoing process

Taskforce on active citizenship

• Strong interest in participation
• Commitment to respond to active citizens
• Cynicism about consultative structures
• Lack of coherence
• Voluntary and community organisations 

key
• Clear leadership required in public bodies

Why involve:

• Patients
– To ensure appropriate treatment and care 
– To improve health outcomes 
– To improve access to services 

• Public 
– To improve service design 
– To determine priorities 
– To strengthen accountability 



Combat Poverty Agency Conference - Community Participation in Primary Care - 27 June 2007

Philip Crowley - Community Participation in Primary Care 3

Current approaches to public 
involvement

• Consumer panels 
• Primary care teams 
• Community workers employed by the HSE 
• Sectoral involvement e.g. Traveller and disability 

organisations
• Social Partnership: Towards 2016 commits the 

health sector to ongoing consultation with the 
social partners. 

• Regional Fora
• Patient advocacy groups
• Expert advisory groups

Review of current participation

• Lack of evaluation
• Selection and participation of reps
• Health service response to public input
• Coordination
• Inconsistency and need to build on good 

practice

Terminology and meaning

• Consumers
• Patients
• Users
• Communities
• The Public

Irish General Practice

• Independent businesses
• 25% aged over 55
• 30% single-handed
• 31% are female
• Higher rates of demand for GP services in 

deprived areas associated with higher illness 
rates

Primary care team development

• 500 teams planned
• Cover all the country
• Process takes time
• Pressure on implementation 
• Proposed toolkit includes section on 

community involvement
• Initial focus will be on clinical teamworking

Reps on PCTs

• Isolated individuals
• Who represents?
• Co-option
• Overlap of agendas?
• Linked to wider group
• Links between reps
• Feedback?
• Influence?
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Challenges

• Preaching to the converted
• Convincing the cynics
• Lack of evidence - EVALUATE
• Implementation timetable
• Divergent agendas
• Keeping the community interested
• Creating influence and demonstrating 

effectiveness

Pitfalls

• Must first listen to front-line staff
• Only those already advantaged participate
• Minorities excluded
• Public priorities may be hospital services 

not public health priorities
• Tension between patient and public 

involvement

Future approaches in primary care

• PCTs a major opportunity
• Involve communities in PCT development
• Survey patients for their experience not 

satisfaction
• Feed views into area management
• Create links between patient/community 

reps
• Deliver other services at PCT premises

Signs of success?

• Evidence of minority group involvement 
(race, gender, sexuality, disability).

• Evolving community leadership.
• Evidence of community impact on decision-

making.
• That individuals who represent their 

community are linked to and accountable to 
a wider community network.

DoHC/HSE participation strategy

To design a consumer and community 
involvement framework, which will 
enable the HSE to provide more patient 
centred care

To complete the framework within 6 
months; June to November 2007

Email: rachel.mcevoy@mailq.hse.ie

Conclusion

• Use a variety of methods
• Decision-making must be responsive
• Ensure involvement of minority groups 
• Resources needed to ensure accessibility of 

process
• EVALUATE
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Community Participation in 
Primary Care

Quality Public Services:
The Economic Perspective

Paul Sweeney
Congress Economic Advisor

Congress & Health Care
Trade Union Centre for IMPACT, IMO, 

SIPTU & INO
Commissioned How Ireland Cares by 

Maev Ann Wren and Dale Tussing
Published Briefing Paper Addressing the 

Health Care Crisis, yesterday.
Sought the establishment of the Health 

Forum.
Health reform, based on equity, is a key, 

achievable priority of Congress ….. 
But we are unsure if it will happen, now.

Ireland’s Successful Economy
Sustained economic growth for 20 years
Doubled Employment - 1 to over 2 million
Near Full employment, Immigration, Tight 

Labour market, Vacancies.
Very strong Public Finances.

National Debt down - 117% to 21% GDP in ‘08.
Revenues exceed Estimates every year.
Large current surpluses + fair surplus on Gen Govt 

Bal.
€19bn savings in National Pension Reserve.
Lowest income taxes in the advanced world.
But, lowest public spending in advanced economies.

Current Public Spending %GDP 
[Use Irl. GNP @ 35% in 07]

(Source: European Economy, EU)
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Ireland’s Successful Economy

High Public Capital Spending + it is to 
continue
But population growing rapidly
Higher incomes > demands better services
With Strong Public Finances – no real 

obstacle to World Class Public Health Care.

Already huge public subsidies to 
private sector:

GMS, (chemists doctors etc)
Treatment in public hospitals, 
health insurance subs, 
personal tax breaks etc.
Corporate tax allowances etc

Now: More State Subsidies for 
“Private” Medicine - 40% cost of 
construction for investors.
No issue with private medicine if it is 

private – ie stands alone/no subsidies

Ideological Obstacle –
the Privatisation or “Co-location” agenda:
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The Argument: “Private more efficient than 
public sector” is bunkum.
Privatised US health - costly + inefficient
Public sector can borrow more cheaply 

than private for capex.
Private often costs taxpayer more - but real 

LT negative impact is on fairness/access.
Ireland’s public sector is smaller than 

many advanced countries/pop, efficient etc.
Public sector must be more accountable + 

this takes time, but so does competitive 
bidding.

Ideological Obstacle – the Privatisation 
or “Co-location” agenda: cont.

7.1% of GDP in 2004, under half of US 
and lower than many countries.
Don’t get fixated on this figure – it is 

wrong- its GDP, there’s high Capex, 
inclus. social etc.
Spend per capita is PPP$2,596– US 

6,102 – UK 2546, Ger 3005, Fr. 3159, 
Can 3165.

Health Spending

44.7United States

86.3United Kingdom

58.4Switzerland

84.9Sweden

83.5Norway

90.4Luxembourg

81Japan

75.1Italy

79.5Ireland
83.4Iceland

52.8Greece

76.9Germany

78.4France

76.6Finland

89.2Czech Republic

69.8Canada

70.7Austria

67.5Australia

Public Spending on Health as % of Total 2004 (OECD)

Irl’s Capex is high – catch up.
Current is clearly too low.
2 ISSUES

Can we afford more 
spending?

Is there waste?

Health Spending cont.

Medical Card Eligibility cut from 
38% in 1983 to only 26% of pop. 
(exclu >70s @ 3%) in a far richer 
Ireland. 
56k have GP cards, but 200k 

promised.
Perverse incentives to GPs (etc) 

–paid differently for private/public 
> favours private patients

Primary Care

Tussing said that “acute hospital service 
seen as more important, more dysfunctional 
and more deserving of resources than the 
primary care system”. 

This leads to neglect of primary care - adding to 
pressure on acute beds.
The single most important priority is primary 

care – modernisation of infrastructure and 
organisation.
•PCTs are being created but are a long way from 
the visionary concepts in Primary Care Strategy
of 2001

Primary Care
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Poorer areas have fewer GPs but 
greater demand
Fees deter GP use > affect A&Es.
Goal > Restore Medical Cards to 

38% of pop, rising to 100% ie free 
GP service for all.
Care for older people has 

improved but the privatisation 
agenda should be more explicit 
for planning or dropped!

Primary Care

GPs are Gatekeepers to other 
Services.
GPs can met 90/95% of health needs 

– but very underdeveloped in Irl.
Community Care is underdeveloped
We must improve access and primary 

care in Ireland for all, esp. poor.
That was the goal of Primary Care: A 

New Direction 6 years ago!
Core was network of Primary Care 

Teams for 3,000 people. Little done.

Primary Care

Primary Care is the leading edge of 
modern medicine in this 21st century 
Cost of primary care in Ireland is very 

expensive with perverse incentives to GPs 
and to use costly hospital care instead.
Must move rapidly from treatment by solo 

GPs to care by multidisciplinary teams
Ireland should move toward primary care 

free to all.

Primary Care

Includes PH nurses, home helps, 
physio, speech & lang. therapy, 
social workers, comm. mental 
health ss. etc.  - not developed
Must be based on needs assesst.

not ad hocery.
Mental health budget cut from 

10.7% of total in ‘90 to 6.6 in ’05.
There are serious deficiencies in 

mental health provision in Ireland.

Community & Continuing Care

Ireland has one of the highest 
incomes per head in the EU15/world.
Current public spending is the lowest 

in EU15.
The Govt has the money to spend 

much more on day to day health ss.
Change must be a part of any social 

partnership program to ensure that 
there is value for € as we build the 
best health care system in the world. 
But the privatisation agenda is wrong

Conclusion
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Community Participation in Community Participation in 
Primary Care in New Zealand: Primary Care in New Zealand: 

a storya story

Poverty is Bad for your Health: Community Participation in 
Primary Care

COMBAT POVERTY Conference, 27 June 2007

Pat Neuwelt

University of Auckland, New Zealand
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Total Population 
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Te Tiriti O Waitangi / The Treaty of 
Waitangi

Founding document of NZ – 1840

Commitment of the Crown to Māori, 
as tangata whenua
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OutlineOutline

Health inequalities in New ZealandHealth inequalities in New Zealand
NZ Primary Care ContextNZ Primary Care Context
NZ Primary Health Care Strategy, 2001NZ Primary Health Care Strategy, 2001
Community Participation in Primary Health Community Participation in Primary Health 
OrganisationsOrganisations

(all in 20 minutes!)(all in 20 minutes!)

Positioning this talkPositioning this talk……

The Alma Ata DeclarationThe Alma Ata Declaration
First International Conference on Primary Health Care, First International Conference on Primary Health Care, 

AlmaAlma--Ata, USSR, 1978 Ata, USSR, 1978 
World Health Organization and UNICEFWorld Health Organization and UNICEF

GOAL:GOAL: Health for All by the Year 2000Health for All by the Year 2000
(the reduction of health disparities both within and between (the reduction of health disparities both within and between 

countries)countries)

STRATEGY:STRATEGY: Comprehensive Primary Health CareComprehensive Primary Health Care

Built on the successes of grassroots Built on the successes of grassroots 
primary care initiatives in many developing countries.primary care initiatives in many developing countries.

Health Inequalities in NZHealth Inequalities in NZ

Worst health outcomes among Worst health outcomes among MMāāoriori and and 
Pacific peoplesPacific peoples
Political commitment to reducing inequalities Political commitment to reducing inequalities 
Rights of indigenous people (Treaty of Waitangi) Rights of indigenous people (Treaty of Waitangi) 
and right to health for all peopleand right to health for all people
NZ Deprivation Index: NZ Deprivation Index: multifactorialmultifactorial (income, (income, 
education, housing, access to phone and transport, etc), small education, housing, access to phone and transport, etc), small 
area measure (immediate locality)area measure (immediate locality)

MaoriMaori

Life Expectancy Gap: Life Expectancy Gap: 

1010--yr difference between yr difference between MMāāoriori and nonand non--MMāāoriori

Source: Decades of Disparity: Ethnic mortality trends in New Zealand 
1980 – 1999. Ministry of Health, 2003.

The Distribution Gap: The Distribution Gap: 
poverty level by NZ poverty level by NZ DepDep Index 2001Index 2001

(10  is 
most 
deprived)
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The Outcome Gap:The Outcome Gap:
Life expectancy by deprivation level 1995Life expectancy by deprivation level 1995--9797
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Maori

Non-Maori

Pacific PeoplesPacific Peoples

7 major ethnic groups: 

Samoan, Cook Island Māori, 
Tongan, Niuean, Fijian, 
Tokelauan, Tuvaluan.

For Pacific PeoplesFor Pacific Peoples

Similar picture to Similar picture to MMāāoriori::
55--year gap in life expectancyyear gap in life expectancy
High rates of avoidable mortality and ambulatory High rates of avoidable mortality and ambulatory 
sensitive hospitalisationssensitive hospitalisations
Pacific children have 40% higher infant mortality Pacific children have 40% higher infant mortality 
rate than NZ averagerate than NZ average
42% of Pacific people in NZ live in NZDep10 areas42% of Pacific people in NZ live in NZDep10 areas

Inequalities in Access to Health CareInequalities in Access to Health Care

Ambulatory sensitive Ambulatory sensitive hospitalisationshospitalisations (those which could have (those which could have 
been prevented by  primary health care intervention)been prevented by  primary health care intervention) increase steadily increase steadily 
and dramatically with increase in deprivation level. and dramatically with increase in deprivation level. 

Utilisation data demonstrates that those with highest Utilisation data demonstrates that those with highest 
health needs (health needs (MMāāoriori, Pacific peoples and those with , Pacific peoples and those with 
highest deprivation scores) utilise primary care services highest deprivation scores) utilise primary care services 
the least (Tudor Hartthe least (Tudor Hart’’s s ‘‘Inverse Care LawInverse Care Law’’))

Barriers in accessing primary care: cost, lack of Barriers in accessing primary care: cost, lack of 
transportation, cultural & language barriers, ?the wrong transportation, cultural & language barriers, ?the wrong 
model of care.model of care.

The NZ Primary Care Policy ContextThe NZ Primary Care Policy Context

A Picture of Primary Care in NZA Picture of Primary Care in NZ

Majority of care delivered by small general practices owned by Majority of care delivered by small general practices owned by 
GPsGPs

UserUser--pays system, with subsidy by government according to pays system, with subsidy by government according to 
individual needindividual need

Growth of third sector (notGrowth of third sector (not--forfor--profit, nonprofit, non--governmental) governmental) 
primary care in 1980primary care in 1980’’s and 90s and 90’’s in response to the needs of s in response to the needs of 
vulnerable groups, such as vulnerable groups, such as MMāāoriori, Pacific, unemployed and , Pacific, unemployed and 
‘‘working poorworking poor’’..

Third sector organisations tend to adopt Alma Ata model of Third sector organisations tend to adopt Alma Ata model of 
primary health care, and have community governance.primary health care, and have community governance.
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Comparison of  Third Sector Primary Care Organisations Comparison of  Third Sector Primary Care Organisations 
to Private General Practice in NZto Private General Practice in NZ

Evidence of efforts to reduce barriers to access:Evidence of efforts to reduce barriers to access:
lower patient charges (on average), more staff whose ethnicilower patient charges (on average), more staff whose ethnicity ty 
matched that of the patients, larger and more diverse staff teammatched that of the patients, larger and more diverse staff teams. s. 

Needs assessments undertaken:Needs assessments undertaken:
more likely to carry out locality service planning and commumore likely to carry out locality service planning and community nity 
needs assessments.needs assessments.

Populations served: Populations served: 
younger, largely nonyounger, largely non--European, lowEuropean, low--income population, who income population, who 
often presented with complex needs.often presented with complex needs.

Source: Crampton, P., R. LaySource: Crampton, P., R. Lay--Yee, et al. (2004). The National Primary Medical Care Yee, et al. (2004). The National Primary Medical Care 
Survey (Survey (NatMedCaNatMedCa): 2001/02: Report 2: Primary Care in Community): 2001/02: Report 2: Primary Care in Community--governed Nongoverned Non--
profits: The work of doctors and nurses. Wellington, Ministry ofprofits: The work of doctors and nurses. Wellington, Ministry of Health.Health.

Getting Primary Care on the National Health Getting Primary Care on the National Health 
AgendaAgenda

National Health Committee ReportsNational Health Committee Reports (appointed non(appointed non--partisan advisory partisan advisory 
group to Minister):group to Minister):

19981998 -- The Social, Cultural and Economic Determinants of The Social, Cultural and Economic Determinants of 
Health in New Zealand: Action to Improve HealthHealth in New Zealand: Action to Improve Health
19991999 –– A series of papers commissioned by the NHC:A series of papers commissioned by the NHC:

Maori Primary Care Services: a paper prepared for the National HMaori Primary Care Services: a paper prepared for the National Health ealth 
Committee (Crengle, 1999)Committee (Crengle, 1999)
Third Sector Primary Health Care: A report prepared for the NatiThird Sector Primary Health Care: A report prepared for the National onal 
Health Committee. (Crampton 1999)Health Committee. (Crampton 1999)
Primary healthcare for Pacific People in New Zealand (Primary healthcare for Pacific People in New Zealand (TukuitongaTukuitonga, 1999), 1999)
Primary Care Models for delivering population  based health outcPrimary Care Models for delivering population  based health outcomes omes 
((CosterCoster & & GribbenGribben 1999)1999)

20002000 -- Improving Health for New Zealanders by Investing in Improving Health for New Zealanders by Investing in 
Primary Health Care.Primary Health Care.

The New Zealand Primary Health Care The New Zealand Primary Health Care 
StrategyStrategy

Minister of Health, 2001Minister of Health, 2001

Focus on health of populations tooFocus on health of populations too
CommunityCommunity-- and peopleand people--focused.focused.
Education and prevention too.Education and prevention too.
Teamwork Teamwork –– nursing and nursing and 
community outreach essential.community outreach essential.
NeedsNeeds--based population funding.based population funding.
Attention to cultural competence.Attention to cultural competence.
Connected to other health and Connected to other health and 
nonnon--health agencies.health agencies.

Focus on individuals.Focus on individuals.
ProviderProvider--focused.focused.
Emphasis on treatment.Emphasis on treatment.
Doctors are principal Doctors are principal 
providers.providers.
FeeFee--forfor--service.service.
Service delivery Service delivery monoculturalmonocultural..
Providers tend to work alone.Providers tend to work alone.

NEW SystemNEW SystemOLD SystemOLD System

Primary Health OrganisationsPrimary Health Organisations

NotNot--forfor--profit provider organisations funded by profit provider organisations funded by 
District Health Boards to provide primary health care District Health Boards to provide primary health care 
services for an enrolled populationservices for an enrolled population

Funded by capitation on a population funding formula Funded by capitation on a population funding formula 
(incorporates ethnicity, (incorporates ethnicity, NZDepNZDep, age, etc), age, etc)

Each PHO made up of providers or general practicesEach PHO made up of providers or general practices

Total of 81 PHOs nationally Total of 81 PHOs nationally (established July, 2002 to April, 2006)(established July, 2002 to April, 2006)

Enrolled populations range from 5,000 to 340,000Enrolled populations range from 5,000 to 340,000

Structure of the NZ Health SystemStructure of the NZ Health System

21 District Health 
Boards

Minister of Health

DHB 
provider 

arm 
(hospitals, etc)

PHOs, NGOs,  
Other 

Providers

Ministry
of Health

Advice

Population-based
Funding

Ownership

Purchase

ACC

Minimum Requirements for PHOs: standardsMinimum Requirements for PHOs: standards

Funded by DHBs, using a national formula, to provide a set of Funded by DHBs, using a national formula, to provide a set of 
essential primary health care services to an enrolled essential primary health care services to an enrolled poppop’’nn

Minimum services to include health promotion/disease Minimum services to include health promotion/disease 
prevention and firstprevention and first--line illness servicesline illness services

Must demonstrate that all their providers and practitioners can Must demonstrate that all their providers and practitioners can 
influence the organisationinfluence the organisation’’s decisions decision--making, rather than one making, rather than one 
group being dominantgroup being dominant

NotNot--forfor--profit bodies, openly accountable for the use of public profit bodies, openly accountable for the use of public 
funds and for the quality and effectiveness of their services (mfunds and for the quality and effectiveness of their services (most ost 
are charitable trusts or nonare charitable trusts or non--profit companies)profit companies)

Must involve their communitiesMust involve their communities……..
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Minimum Requirement of PHOs
on Community Involvement

“Primary Health Organisations will be 
expected to involve their communities in their 
governing processes. They must also be able 

to show that they are responsive to 
communities' priorities and needs.”

Minimum Requirement for PHOs contMinimum Requirement for PHOs cont’’dd

““The DHB must be satisfied that The DHB must be satisfied that community community 
participation in PHO governance is genuine and participation in PHO governance is genuine and 
gives the communities a meaningful voicegives the communities a meaningful voice. In. In
addition, DHBs will require PHOs to show how addition, DHBs will require PHOs to show how 
they respond to their communities.they respond to their communities.””

(Minimum Requirements for PHOs, MOH, Nov 200(Minimum Requirements for PHOs, MOH, Nov 2001)1)

Community Involvement in PHOs: for what Community Involvement in PHOs: for what 
purpose?purpose?

1.1. Upholding human rights:Upholding human rights:
a right of Maori under the Treaty of Waitangi a right of Maori under the Treaty of Waitangi 
an ethical and democratic right of all citizens.an ethical and democratic right of all citizens.

2.2. To increase coTo increase co--operation with health operation with health 
programmes and services.programmes and services.

3.3. To create more accessible, affordable and To create more accessible, affordable and 
appropriate health services . appropriate health services . 

Crawford, et al. (2002). "Systematic review of involving paCrawford, et al. (2002). "Systematic review of involving patients in the planning and tients in the planning and 
development of health care." development of health care." British Medical JournalBritish Medical Journal 325325: 1263: 1263--1265.1265.

4.4. To improve health outcomes for vulnerable To improve health outcomes for vulnerable 
groups and populations.groups and populations.

5.5. It is good for business!It is good for business!

Reducing Access Barriers / Community ParticipationReducing Access Barriers / Community Participation

Two sides of the same coinTwo sides of the same coin
One without the other is unlikely to reduce One without the other is unlikely to reduce 
inequalities in healthinequalities in health
It requires conscious efforts to involve It requires conscious efforts to involve 
vulnerable groups by reducing access barriersvulnerable groups by reducing access barriers
for them:for them:

Offering clinics and meetings in community settingsOffering clinics and meetings in community settings
Making home visits availableMaking home visits available
Employing staff of similar ethnicities to consumers/patientsEmploying staff of similar ethnicities to consumers/patients
Sharing knowledge in an easily understandable way.Sharing knowledge in an easily understandable way.

The policy of community participation The policy of community participation 
in PHOsin PHOs

I think what the government is looking to encourage us I think what the government is looking to encourage us 
to do is to move more from the business sort of model of to do is to move more from the business sort of model of 
selling items of service to individual people, to a situation selling items of service to individual people, to a situation 
in which a group of providers, from often different in which a group of providers, from often different 
disciplinary backgrounds, work with their community to disciplinary backgrounds, work with their community to 
promote the health and wellpromote the health and well--being of that community in a being of that community in a 
positive sensepositive sense------ as well as selling items of serviceas well as selling items of service

Research participant: Public health physicianResearch participant: Public health physician

The idea of citizen participation is a little like eating The idea of citizen participation is a little like eating 
spinach: no one is against it in principle becausespinach: no one is against it in principle because
it is good for youit is good for you

ArnsteinArnstein, S. R. (1969). "Ladder of Citizen Participation." , S. R. (1969). "Ladder of Citizen Participation." Journal of the            Journal of the            
American Institute of PlannersAmerican Institute of Planners: p 216 .: p 216 .
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Conceptual ChallengesConceptual Challenges

What is What is ‘‘communitycommunity’’??
What is What is ‘‘community participationcommunity participation’’??
How would one How would one ‘‘measuremeasure’’ or ensure meaningful or ensure meaningful 
community participation? (i.e. ensure that community participation? (i.e. ensure that 
community engagement, empowerment and community engagement, empowerment and 
development are occurring)development are occurring)

COMMUNITYCOMMUNITY

NeighbourhoodNeighbourhood
Patient register Patient register 

MMāāoriori communitycommunity
Ethnic communityEthnic community

Mental health communiMental health communityty
Aged communityAged community

Gay community Gay community 
Church communityChurch community

School CommunitySchool Community
Community organisationsCommunity organisations

COMMUNITY PARTICIPATIONCOMMUNITY PARTICIPATION

Community development    Community development    
Community empowerment           Community empowerment           

Community capacityCommunity capacity--building                 building                 
Community engagementCommunity engagement

0

1
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3

4

5
Organisational Structure

Maori Responsiveness

Use of Resources

Links to the Wider
Community

 Consultation & Decision-
making

Governance & Management
Processes

The Need for Resources and StandardsThe Need for Resources and Standards

Progress in New ZealandProgress in New Zealand

Challenges for PHOsChallenges for PHOs

Tension exists between the business imperative in forTension exists between the business imperative in for--
profit primary care (general practice) and community profit primary care (general practice) and community 
involvement in governance.involvement in governance.

‘‘ChampionsChampions’’ with visionary leadership within the PHO with visionary leadership within the PHO 
(board, management, others) are a key ingredient to (board, management, others) are a key ingredient to 
successful community involvement. Without them, successful community involvement. Without them, 
community involvement is token.community involvement is token.

People involved in PHOs want and need education and People involved in PHOs want and need education and 
support for engaging with communities.support for engaging with communities.
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Evidence of a shift in attitudeEvidence of a shift in attitude……

I believe the community is one of the most potent political I believe the community is one of the most potent political 
forces. General practice needs to be aligned to the forces. General practice needs to be aligned to the 
communitycommunity……The best way to get the community on The best way to get the community on 
board [the PHO] is to give them influence.board [the PHO] is to give them influence.

Research Participant: GP Chair of aResearch Participant: GP Chair of a PHO BoardPHO Board

Ministry of Health ActionsMinistry of Health Actions

Development of a governance guide for PHOs Development of a governance guide for PHOs 
(draft out for consultation June 2007)(draft out for consultation June 2007)

Community involvement still a strategic goal in Community involvement still a strategic goal in 
MinistryMinistry’’s Implementation work plan.s Implementation work plan.

Evidence from the Third Sector:Evidence from the Third Sector:
Benefits of Community ParticipationBenefits of Community Participation

When youWhen you’’re working in partnership with communities people are very forgire working in partnership with communities people are very forgiving ving 
……you give and they give back and so thereyou give and they give back and so there’’s a much more caring and s a much more caring and 
humane  environment to be working in.humane  environment to be working in.

I think you start to see health gains that you wouldnI think you start to see health gains that you wouldn’’t see normally. t see normally. ……It might It might 
take 2 or 3 years but you see families with lots of complex probtake 2 or 3 years but you see families with lots of complex problems lems ––poor poor 
management of asthma and diabetesmanagement of asthma and diabetes----you see those people interacting in a you see those people interacting in a 
whole different way with the community and with the health serviwhole different way with the community and with the health service. Actually ce. Actually 
over time some of those basic medical issues improve because of over time some of those basic medical issues improve because of that. that. 

And youAnd you’’re involved in a whole lot of personal growth for yourself and tre involved in a whole lot of personal growth for yourself and the people he people 
youyou’’re working withre working with……I think itI think it’’s satisfying morally, spiritually, emotionally s satisfying morally, spiritually, emotionally 
and intellectually.and intellectually.

Research participaResearch participant: Third Sector GPnt: Third Sector GP

Community involvement is as simple as truly Community involvement is as simple as truly 
listening to peoplelistening to people’’s needs and being responsive s needs and being responsive 
to them in the way we deliver our communityto them in the way we deliver our community--
based health care.based health care.

Important to keep the goal in mind: the Important to keep the goal in mind: the 
reduction of health inequities.reduction of health inequities.

In ConclusionIn Conclusion……

People have an enormous respect for doctors. Enormous, irrationaPeople have an enormous respect for doctors. Enormous, irrational l 
respect sometimes, because theyrespect sometimes, because they’’re not actually different from other re not actually different from other 
people. They just have very specific and expensive training whicpeople. They just have very specific and expensive training which h 
we value very highly. But they are still just people and when itwe value very highly. But they are still just people and when it
comes to making decisions about what goes on for the benefit of comes to making decisions about what goes on for the benefit of 
the health of a community, then surely we can be equals and the health of a community, then surely we can be equals and 
accept the skills of the doctors and the skills of the person fraccept the skills of the doctors and the skills of the person from the om the 
mental health group, the refugee group, the new mothersmental health group, the refugee group, the new mothers’’ groupgroup……

Research Participant: Community Health & Disability ActiResearch Participant: Community Health & Disability Activistvist

ThankThank--youyou
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OutlineOutline

Presentation of the research which has resulted in the Presentation of the research which has resulted in the 
Community Participation Toolkit for primary health Community Participation Toolkit for primary health 
organisations in New Zealand.organisations in New Zealand.

Discussion of the framework, its indicators and their Discussion of the framework, its indicators and their 
potential usefulness.potential usefulness.

Further discussion about standards for community Further discussion about standards for community 
participation in primary care.participation in primary care.

The origins of participation in healthThe origins of participation in health

The Alma Ata DeclarationThe Alma Ata Declaration
First International Conference on Primary Health Care, First International Conference on Primary Health Care, 

AlmaAlma--Ata, USSR, 1978 Ata, USSR, 1978 
World Health Organization and UNICEFWorld Health Organization and UNICEF

GOAL:GOAL: Health for All by the Year 2000Health for All by the Year 2000
(the reduction of health disparities both within and between (the reduction of health disparities both within and between 

countries)countries)

STRATEGY:STRATEGY: Comprehensive Primary Health CareComprehensive Primary Health Care

Built on the successes of grassroots Built on the successes of grassroots 
primary care initiatives in many developing countries.primary care initiatives in many developing countries.

Minimum Requirement of PHOs
on Community Involvement

“Primary Health Organisations will be 
expected to involve their communities in their 
governing processes. They must also be able 

to show that they are responsive to 
communities' priorities and needs.”

The New Zealand Primary Health Care Strategy, 2001

Minimum Requirement for PHOs contMinimum Requirement for PHOs cont’’dd

““The DHB must be satisfied that The DHB must be satisfied that community community 
participation in PHO governance is genuine and participation in PHO governance is genuine and 
gives the communities a meaningful voicegives the communities a meaningful voice. In. In
addition, DHBs will require PHOs to show how addition, DHBs will require PHOs to show how 
they respond to their communities.they respond to their communities.””

(Minimum Requirements for PHOs, MOH, Nov 200(Minimum Requirements for PHOs, MOH, Nov 2001)1)
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Research GoalResearch Goal

To develop a framework for assessingTo develop a framework for assessing

& developing community participation& developing community participation

in PHOs appropriate to New Zealand.in PHOs appropriate to New Zealand.

The idea of citizen participation is a little like eating The idea of citizen participation is a little like eating 
spinach: no one is against it in principle becausespinach: no one is against it in principle because
it is good for youit is good for you

ArnsteinArnstein, S. R. (1969). "Ladder of Citizen Participation." , S. R. (1969). "Ladder of Citizen Participation." Journal of the            Journal of the            
American Institute of PlannersAmerican Institute of Planners: p 216 .: p 216 .

Overview of Research MethodsOverview of Research Methods

Part One:Part One: Data collection, analysis and development of draft Data collection, analysis and development of draft 
framework and toolkit on community participation.framework and toolkit on community participation.

Part Two:Part Two: Consultation on the draft framework and toolkit.Consultation on the draft framework and toolkit.

Part Three:Part Three: Pilot the framework and toolkit in PHOs.Pilot the framework and toolkit in PHOs.

Part Four:Part Four: Finalize the toolkit and disseminate research results.Finalize the toolkit and disseminate research results.

Data collection (Feb-Aug/03):
•Individual and group interviews
•Key stakeholders in primary care sector

(managers, board members, GPs, practice nurses, DHB funders, 
Ministry of Health personnel)

•Total 42 participants, in different parts of NZ,  50% Maori.  

Data analysis: Grounded Theory methodology using thematic 
analysis of qualitative data.

Results: Draft toolkit for primary care with emphasis on Draft toolkit for primary care with emphasis on developingdeveloping
CP, with a quality improvement focus.CP, with a quality improvement focus.

Part One: Key Stakeholder Interviews and 
Development of Draft Toolkit

(May-August/04)

•Survey included questions about toolkit format, content and 
relevance to general practice and/or PHOs.

•Toolkit sent to 78 individuals, diverse in their role, location and 
ethnicity.

•Total 26 responses (33% response rate) – but broad sample.

•Toolkit edited in light of consultation feedback

Part Two: Consultation on the  Draft Toolkit Pilot process (Oct-Dec/04)

Five PHOs formally approached, with aim of diverse sample by:Five PHOs formally approached, with aim of diverse sample by:
Location and sizeLocation and size
Population servedPopulation served
FundingFunding
History (member organisations)History (member organisations)

11--2 day visit to 4 pilot sites2 day visit to 4 pilot sites
Facilitated a  review process of PHO using CP Toolkit Facilitated a  review process of PHO using CP Toolkit 
Met with PHO groups: board, management, community advisory groupMet with PHO groups: board, management, community advisory group, , 
Iwi/hapu, etc.Iwi/hapu, etc.
Each meeting reviewed one aspect of PHO, applying the six toolkiEach meeting reviewed one aspect of PHO, applying the six toolkit t 
sections sections 
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Community Participation Toolkit: a resource for Community Participation Toolkit: a resource for 
primary health organisationsprimary health organisations

Available (for $25NZ + postage) on order from kerry.hurley@otago.ac.nz

TABLE of CONTENTSTABLE of CONTENTS

PART ONE: TOPICS for PHOs PART ONE: TOPICS for PHOs -- Exploring Key ConceptsExploring Key Concepts
Topic 1:  Defining Topic 1:  Defining ““CommunityCommunity”” for a PHOfor a PHO
Topic 2: Distinguishing Topic 2: Distinguishing ‘‘ConsumerConsumer’’ from from ‘‘CommunityCommunity’’
Topic 3:  Levels of Participation: The LadderTopic 3:  Levels of Participation: The Ladder
Topic 4: A Guide to Building Community Participation in a PHOTopic 4: A Guide to Building Community Participation in a PHO
Topic 5: Involving Topic 5: Involving MMāāoriori in PHOsin PHOs
Topic 6: Involving Pacific Peoples in PHOsTopic 6: Involving Pacific Peoples in PHOs
Topic 7: Involving New Migrants and Refugees in PHOsTopic 7: Involving New Migrants and Refugees in PHOs
Topic 8: Involving Mainstream Organisations in PHOsTopic 8: Involving Mainstream Organisations in PHOs
Topic 9:  Developing a Community Participation PolicyTopic 9:  Developing a Community Participation Policy

PART TWO: THE REVIEW WORKBOOKPART TWO: THE REVIEW WORKBOOK
1. Organisational Structure1. Organisational Structure
2. 2. MMāāoriori ResponsivenessResponsiveness
3. Governance and Management Processes3. Governance and Management Processes
4. Use of Resources4. Use of Resources
5. Links with the Wider Community5. Links with the Wider Community
6. Consultation and Decision6. Consultation and Decision--makingmaking

KEY CONCEPTSKEY CONCEPTS

Community participation in PHOsCommunity participation in PHOs
is more than consumerismis more than consumerism

There seems to be confusion between There seems to be confusion between ‘‘consumerconsumer’’ and and ‘‘communitycommunity’’. The priority . The priority 
must be on the community. Naturally, there should be regular surmust be on the community. Naturally, there should be regular surveying and veying and 
dialogue with the actual patients who make up the register of thdialogue with the actual patients who make up the register of the PHO. But e PHO. But 
that is different to discussion with the communitythat is different to discussion with the community——this discussion will be this discussion will be 
driven by the community, on their venues, following their protocdriven by the community, on their venues, following their protocols, and led ols, and led 
by their agenda.by their agenda.

(coordinator of a third sector health organisation)(coordinator of a third sector health organisation)

Defining Communities for PHOsDefining Communities for PHOs

Families

Region

Neighbourhoods

City

Caregivers

Enrolled
Pop’n /
Patients

Extended family/
whanau

Potential
patients

Community groups             
& services

Churches 
& Schools

Hapu 
and Iwi

Nation

Building RelationshipsBuilding Relationships

(for collaboration and primary care involvement)(for collaboration and primary care involvement)

community centrescommunity centres
mental health clubhouses and consumer groupsmental health clubhouses and consumer groups
local community boards and councilslocal community boards and councils
tenantstenants’’ associations and housing advocacy groupsassociations and housing advocacy groups
churchchurch--related social service agencies (ex: Salvation related social service agencies (ex: Salvation 
Army programmes, Catholic Community and Social Army programmes, Catholic Community and Social 
Services) maraeServices) marae--based groups, based groups, kohangakohanga reoreo
churches (especially for some ethnic groups)churches (especially for some ethnic groups)
Other nonOther non--governmental organisations and agencies: governmental organisations and agencies: 
Grey Power, WomenGrey Power, Women’’s Refuge, Citizens Refuge, Citizen’’s Advice s Advice 
Bureau, Maori WomenBureau, Maori Women’’s Welfare League, etc. s Welfare League, etc. 
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Taking Primary Health Care to CommunitiesTaking Primary Health Care to Communities

Respond to the needs of your communities. Respond to the needs of your communities. 
Examples might be:Examples might be:

Clinics at community centres or in housing Clinics at community centres or in housing 
estatesestates
Mobile services: well child, oral health, etc.Mobile services: well child, oral health, etc.
Stalls with free health checks or advice at Stalls with free health checks or advice at 
community eventscommunity events
Collaborative Collaborative ‘‘health fairshealth fairs’’ in local in local 
communitiescommunities

The CP Toolkit Review FrameworkThe CP Toolkit Review Framework

1.  Organisational Structure 1.  Organisational Structure ( 9 indicators)( 9 indicators)
2.  Maori Responsiveness 2.  Maori Responsiveness (4 indicators)(4 indicators)
3. Management and Leadership3. Management and Leadership

4. Use of Resources4. Use of Resources

5. Links with the Wider Community5. Links with the Wider Community

6. Consultation and Decision6. Consultation and Decision--makingmaking

1. Organisational Structure 2. Maori Responsiveness2. Maori Responsiveness

3. Governance & Management Processes3. Governance & Management Processes 4. Use of Resources4. Use of Resources
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5. Links with the Wider Community5. Links with the Wider Community 6. Consultation & Decision6. Consultation & Decision--MakingMaking

Assessing overall levels of participation over timeAssessing overall levels of participation over time

0
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5
Organisational Structure

Maori Responsiveness

Use of Resources

Links to the Wider
Community

 Consultation & Decision-
making

Governance & Management
Processes

PHOs Need Support and ResourcingPHOs Need Support and Resourcing

Parts Two & Three of research confirmed that many PHO staff, Parts Two & Three of research confirmed that many PHO staff, 
boards and committees are committed to CP, but express a need boards and committees are committed to CP, but express a need 
for support in developing their engagement with communitiesfor support in developing their engagement with communities

Pilot PHO managers all found the CP Toolkit and its facilitated Pilot PHO managers all found the CP Toolkit and its facilitated 
review process very helpfulreview process very helpful

PHO Managers said they would use Toolkit in many ways: PHO Managers said they would use Toolkit in many ways: 
strategic planningstrategic planning
staff developmentstaff development
community consultationcommunity consultation

PHOs need champions of CP and good PHOs need champions of CP and good 
governancegovernance

Leadership for CP from within the PHO appears to be critical: Leadership for CP from within the PHO appears to be critical: 
one or two committed one or two committed person(sperson(s) within the PHO management ) within the PHO management 
team and/or board were driving the PHOteam and/or board were driving the PHO’’s commitment to CP. s commitment to CP. 

Confusion is evident between PHO management functions and Confusion is evident between PHO management functions and 
governance functions, also confusion representationgovernance functions, also confusion representation

Evident that training and support needed, for community Evident that training and support needed, for community 
representatives and GPs both.representatives and GPs both.

Common Issues: GPs and CommunitiesCommon Issues: GPs and Communities

Communities:Communities:
Mistrust of doctors and of the Mistrust of doctors and of the 
sectorsector

Already very busy and committed Already very busy and committed 

Unsure of the benefits of getting Unsure of the benefits of getting 
involved in PHOsinvolved in PHOs

Risks to them as individuals Risks to them as individuals 
accountable to communities, and accountable to communities, and 
to their communitiesto their communities

Mainstream GPs:Mainstream GPs:
Mistrust of communities: fear of Mistrust of communities: fear of 
‘‘community takeovercommunity takeover’’

Busy enough in general practice Busy enough in general practice 
without worrying about CPwithout worrying about CP
Unsure of the benefits of CP in Unsure of the benefits of CP in 
PHOs (to the PHO and  to PHOs (to the PHO and  to 
patients)patients)

Risk to them as individual doctors Risk to them as individual doctors 
(business risks, professional risks)(business risks, professional risks)
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There is evidence of community engagement having There is evidence of community engagement having 
positive impact on PHO service and programme positive impact on PHO service and programme 
planning, in some PHOs.planning, in some PHOs.

There is evidence that some PHO staff and board There is evidence that some PHO staff and board 
members are wanting training and development to members are wanting training and development to 
enable CP in their PHO.enable CP in their PHO.

The Community Participation Toolkit for PHOs The Community Participation Toolkit for PHOs 
appears to be a positive resource for primary care in appears to be a positive resource for primary care in 
NZ.NZ.

ConclusionsConclusions

ThankThank--youyou
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Setting and Applying Indicators of 
Participation

Combat Poverty Agency, 27th

June 2007
Participation and the Practice of 

Rights Project

Practice and Participation of Rights (PPR) 
Project

• A coalition of groups and 
organisations working on social 
justice issues in North Inner City 
Dublin and North Belfast  

• Aim to give groups, communities 
and individuals the tools and 
support they need to actively 
assert and campaign for their 
economic and social rights 

PPR Project 
• Communities gather evidence to show 

denial of their rights and campaign to have 
them fulfilled

• Groups underrepresented in public life 
play an active part in addressing the 
issues that prevent them from fully 
enjoying their rights 

PPR Project 

• Use evidence to measure how the 
government is really fulfilling their 
economic and social rights

• Communities to set standards and 
indicators of what is necessary for them to 
access and use services in a way that 
make their economic and social rights real. 

Health and human rights 

• Poverty, social exclusion, poor housing 
and poor health systems are among the 
main social determinants of health.

• All these factors can be linked to 
international economic and social rights 
standards

Why develop indicators? 

• Indicators show whether a situation is 
improving, staying the same or getting 
worse (progressive realisation)

• Evidence holds governments accountable
• Indicators are linked to international 

human rights standards 
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Indicators 

• Participatory approach : Indicators are set 
by the groups themselves to show what a 
change would look like to them

Participation

• Right to participate in decisions that affect 
you and your family (European Convention 
on Human Rights)

• Many other international treaties and 
conventions contain the right to participate 
in developments that affect you and your 
community  

Seven Towers Case Study
• Issues of overcrowding, poor housing conditions, 
and inappropriate housing of families and people 
with health problems

• PPR Training “How communities can use rights”

• Three issues chosen: 
Pigeon Waste
Maintenance problems and upkeep
Re-housing families

Seven Towers Case Study
• Why use human rights indicators?

Addressing issues as human rights violations

Progressive Realisation

Outcome and process

Disaggregation

Seven Towers Case Study

• How did they set indicators?

Gathering a baseline

Survey results

Setting the indicators

Seven Towers Case Study

Indicators for Participation

“The right to the highest attainable standard 
of health requires as much participation as 
possible in the health sector”
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Seven Towers Case Study
Indicator 5: No. of residents reporting dissatisfaction 
with how involved they feel in NIHE decisions which 
affect them

“67% of tenants felt that, overall, they had been well 
consulted by the Housing Executive”

NIHE Tenants Charter, 2005 

Baseline: In April 2007, 58% of residents reported 
dissatisfaction (scoring between 1 and 3 on a 
scale) with their level of involvement in decisions made  by 
the NIHE.

Seven Towers Case Study
Benchmark: 

After six months  - 34%  
After 12 months – 10%

Human Rights Standard
CESCR General Comment 4, Paragraph 9

The full enjoyment of other rights…such as the right to 
participate in public decision making is indispensable if 
the right to adequate housing is to be realised and 
maintained by all groups in society. 

Seven Towers Case Study
• Outcomes and Learning

Evidence hearing on the Right to Housing

Importance of measuring fulfilment of human 
rights standards on the ground

Building up group – need to move at their 
Pace

Keeping momentum going

Further Information 

• Contact:

• Nicola Browne: nicola@pprproject.org

• Maeve Ní Liatháin: maeve@pprproject.org
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Lifford/Castlefinn

‘A Model of Community 
Participation in Primary 
Care’

What Happened in Lifford/Castlefinn

Community consulted about application – 2002
Interim Community Representatives from start – March 2003
First Primary Care Team (PCT) meeting – April 2003
Community Participation Working Group – May 2003 (one of 4 
working groups)
Public Meetings

Community Consultation – What 
Happened

Joint project funded by Combat Poverty and NWHB – October 
2003 – June 2004
17 Focus Groups – Raising awareness of the Primary Care Project 
and identifying the needs in the area to be included in the Needs 
Assessment
Reported back to each Focus Group for agreement
Formation of Community Health Forum (CHF)
CHF selection of their community reps
PCT agreed to third rep in a supporting role

Needs Assessment

Waiting on National Template – still waiting!!!
Public Health Nurse seconded – between 
February – November 2004
Data
Consultations/Interviews
17 Focus Groups

Main Findings of Needs Assessment -
2004

41% of persons over 70 years live alone
47% of the GP Practice population have GMS eligibility
27% of the population had left school at primary school level
Lifford and Castlefinn have high unemployment rates – 20.48% 
and 25.2% respectively compared with an average of 5.6%  
county wide and 8.8% nationally
No recreational/play areas
1 in 5 family units are one parent households compared to a 
national average of 1 in 6
Poor transport infrastructure
Poor Housing Stock

Community Health Forum -
Developments

Joint funding for Community Support Worker 
– 2 days per week – Sept 2004
Integrated action plan developed from 
priorities of Needs Assessment – Oct 2004
Community Reps participated in PCT training 
– Dec 2004
Actions implemented - CHF becomes partner 
in the delivery of local health services
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Actions Implemented by CHF

Lifford/Castlefinn Carers Group
Lifford/Castlefinn Pension Day Projects
Support to Doneyloop Youth Club
Support to Lifford/Clonleigh Youth Project
Lifford/Castlefinn Parent & Toddler Groups
Lifford Lone Parent Group
Play areas in Lifford & Castlefinn
Joint PR Working Group
Policy Influencing
Castlefinn Community Pharmacy

Benefits

Services aligned and improved to meet needs identified by the 
community through integrated partnership
People as partners in their own health enhancement and in 
building healthy communities
Disadvantaged groups included
Modest Investment
Strengthened the Community and Voluntary Sector within 
Lifford/Castlefinn areas 
Increased understanding, respect and value for the various 
players
In the spirit of the Primary Care Strategy

Challenges

Community Reps – Fears and Expectations
CHF structure perceived as slowing down progress
CHF - Social Inclusion of the most vulnerable
CHF – Additional voluntary contribution
Castlefinn not having a Development Worker
Limited understanding of Community Development and its 
potential contribution to health
Community Health Structure 
Funding at National Level for Community Participation in 
Primary Care – to implement projects and fund Community 
Worker

What needs to be in place for a 
meaningful Community Participation

National, Regional and Local Support from the HSE 
management
Community Health Structure – ideally set up before PCT
Full involvement in Needs Assessment
Integrated Action Plan
Clear communication structures
Support and Training for Community Reps
CHF/PCT Joint Training
Funding
Community Work Support

“Community Participation done well has the 
potential to transform the way we think 

about health and how we design and deliver 
health services to meet the needs of 

particular communities”

The Health and Social 
Outcomes of Community 
Paticipation in Primary Care
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Ethnic Minority Health Ethnic Minority Health 
ForumForum

Stephanie Whyte
Tonya Sanders
Cherif Labreche

Croke Park, 27th June 2007

CairdeCairde is a community development is a community development 
organisation working to reduce health organisation working to reduce health 
inequalities among ethnic minority inequalities among ethnic minority 
communities. communities. 

Establishment and ongoing support of Establishment and ongoing support of 
Ethnic Minority Health Forum.Ethnic Minority Health Forum.

Working from a community development 
approach:

• Collective
• Participative
• Equality
• Social determinants of health
• Investing in process
• Influencing change

Ethnic Minority Health Forum is a mechanism for:Ethnic Minority Health Forum is a mechanism for:
Collective action leading to collective impactCollective action leading to collective impact

Articulating ethnic minority experienceArticulating ethnic minority experience

Providing supportProviding support

Providing, gathering and disseminating informationProviding, gathering and disseminating information

Building a platform to influence policy e.g. HSE and service Building a platform to influence policy e.g. HSE and service 
providersproviders

Focusing the community agenda Focusing the community agenda –– healthhealth

Ethnic Minority Health ForumEthnic Minority Health Forum
(See Timeline)(See Timeline)
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Building and Sustaining Participation:Building and Sustaining Participation:
Getting people involvedGetting people involved::

Liaison and outreach work  Liaison and outreach work  -- Identify Ethnic Minority Groups and individualsIdentify Ethnic Minority Groups and individuals

Building trust and working relationshipsBuilding trust and working relationships

Addressing participation barriers Addressing participation barriers –– language, childcare, transport, foodlanguage, childcare, transport, food

Starting where people are at Starting where people are at –– health was not an issue of top priority in 2001health was not an issue of top priority in 2001

Wider determinants of healthWider determinants of health

Keeping people involvedKeeping people involved::
Support around organisational development and group development Support around organisational development and group development 

Providing ongoing support to leaders who are providing ongoing sProviding ongoing support to leaders who are providing ongoing support to upport to 
their communitytheir community

Respond to information needs Respond to information needs 

Facilitating networking and exchange e.g. national conferenceFacilitating networking and exchange e.g. national conference

Responding to emerging issuesResponding to emerging issues

Wider determinants of healthWider determinants of health

Invest in processInvest in process

Community Health Worker and supports for this roleCommunity Health Worker and supports for this role

Building Capacity:Building Capacity:

Provide informationProvide information –– communities can then assess whether they communities can then assess whether they 
have enough info, assess whether they are accessing the have enough info, assess whether they are accessing the 
services they are entitled to, assess whether the info is relevaservices they are entitled to, assess whether the info is relevant, nt, 
accessible and appropriateaccessible and appropriate

Develop skillsDevelop skills -- targeted training and workshops on leadership targeted training and workshops on leadership 
skills, facilitation skills, rights based approach etc.skills, facilitation skills, rights based approach etc.

Provide supportProvide support -- leaders who provide support to their leaders who provide support to their 
community need support, build capacity of individual members community need support, build capacity of individual members 
within their communitieswithin their communities

Analyse needAnalyse need –– support a move from anecdotal to evidence support a move from anecdotal to evidence 
based need based need –– e.g. health needs assessment, other assessmentse.g. health needs assessment, other assessments

Build expertiseBuild expertise -- Involvement in actions e.g. D DocInvolvement in actions e.g. D Doc

Influence changeInfluence change -- bring to communities the whole concept of bring to communities the whole concept of 
influencing policy and support participation in strategies to influencing policy and support participation in strategies to 
change existing practices change existing practices –– ERHA Strategy & Intercultural ERHA Strategy & Intercultural 
StrategyStrategy

Key Challenges:Key Challenges:
Geographical vs. issueGeographical vs. issue

Participation barriersParticipation barriers

Long term voluntary participationLong term voluntary participation

Difference Difference –– participation, capacity, issues, areas, cultural referencesparticipation, capacity, issues, areas, cultural references

Community conflict and divisionsCommunity conflict and divisions

Representing all groups? Expanding membershipRepresenting all groups? Expanding membership

Analysis of health needs Analysis of health needs –– wider determinants of health, narrow focus wider determinants of health, narrow focus 
on languageon language

Different interpretation of policy within HSEDifferent interpretation of policy within HSE

Responding to change Responding to change –– external environment and changes of need external environment and changes of need 
within community (IBC)within community (IBC)

Resources and funding for minority ethnic community groupsResources and funding for minority ethnic community groups

Demand from other regionsDemand from other regions

Key Achievements:Key Achievements:
Emerging ethnic minority infrastructure on health Emerging ethnic minority infrastructure on health –– voice and policy makers voice and policy makers 
and service providers can engage withand service providers can engage with

Emerging model of community participation in healthEmerging model of community participation in health

Increased capacity at community level in health Increased capacity at community level in health –– information, analysis, information, analysis, 
research, rights, move from individual experiences to more stratresearch, rights, move from individual experiences to more strategic and egic and 
collective experiencecollective experience

Community leaders being supported in their work at community levCommunity leaders being supported in their work at community levelel

Interaction with policy makers leading to some key issues being Interaction with policy makers leading to some key issues being taken on taken on 
board at national levelboard at national level

Ethnic minority communities engaging in process to address issueEthnic minority communities engaging in process to address issues s -- working working 
with local partners with local partners –– Temple St. D Doc Temple St. D Doc 

Ethnic minority communities promoting their right to equality inEthnic minority communities promoting their right to equality in health and health and 
access to health servicesaccess to health services

Ethnic minority communities developing their own resources respoEthnic minority communities developing their own resources responding to nding to 
their own needs WANET male circumcision leaflet etc. their own needs WANET male circumcision leaflet etc. 

TimelineTimeline

2001 2001 

PrePre--development work development work –– outreach and individual supportoutreach and individual support

Small group developmentSmall group development

20022002

Established Ethnic Minority Health Forum Established Ethnic Minority Health Forum –– initially invited individuals initially invited individuals 

Few ethnic minority community groups Few ethnic minority community groups –– ongoing development work with ongoing development work with 
leaders establishing groupsleaders establishing groups

Health not particularly an issue Health not particularly an issue –– immigration, accommodation, povertyimmigration, accommodation, poverty

Discussion on needs Discussion on needs –– training and information needstraining and information needs

Decision that membership is only for ethnic minority community gDecision that membership is only for ethnic minority community groups roups 

Emerging community leaders were providing ongoing support to theEmerging community leaders were providing ongoing support to their members ir members 
and were receiving support for thisand were receiving support for this

Discussion focused on experience of health difficulties rather tDiscussion focused on experience of health difficulties rather than the why of han the why of 
health issueshealth issues

20032003

Targeted training provided to emerging community leaders Targeted training provided to emerging community leaders –– health policy, health policy, 
health inequalities, community development and health, facilitathealth inequalities, community development and health, facilitation skills, ion skills, 
leadership skills, Irish health systemleadership skills, Irish health system

Shift to analysing the why of health issues Shift to analysing the why of health issues –– social determinants of healthsocial determinants of health

Emerging community leaders were providing ongoing support to theEmerging community leaders were providing ongoing support to their members ir members 
and were receiving support for thisand were receiving support for this

Ongoing group development and supportOngoing group development and support

20042004

First steps to influencing policy First steps to influencing policy –– links with HSE, participation in ERHA links with HSE, participation in ERHA 
Regional Strategy for Ethnic Minorities consultation process andRegional Strategy for Ethnic Minorities consultation process and
implementation Forum and sub committeesimplementation Forum and sub committees

Information gaps emerged to move away from anecdotal to evidenceInformation gaps emerged to move away from anecdotal to evidence

Process became more structured to reflect the changing external Process became more structured to reflect the changing external environment, environment, 
more strategic focus more strategic focus –– CoCo--ordinating committee, representatives, decision to ordinating committee, representatives, decision to 
undertake participative research of health needsundertake participative research of health needs


