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Barton Healthy New Town: Concluding
Evaluation

EXECUTIVE SUMMARY

A SIGNFICANT PROJECT

The Healthy New Town (HNT) programme commissioned by NHS England in 2016L9
sought to explore how the health and wellbeing of residents in places with new
housing developments could be improved by the combined effect of innovations in the
built environment, new models of care and community activation. Barton, on the
north east outskirts of Oxford, was one of the ten demonstrator sites.

The HNT programme in Barton was run by a partnership between Oxford City Council,
Oxfordshire County Council, Oxfordshire Clinical Commissioning Group, Hedena Health
and Manor Surgeries and Grosvenor, the property developer who formulated the initial
plan.

The report summarised here presents the findings of an evaluation commissioned by
Oxford City Council which describes the Barton programme, assesses its impact and
suggests what can be learnt from it both for the longer term future of the
neighbourhood and for application elsewhere. The evaluation was carried out by HELP
(the Health Empowerment Leverag e Project).

CATALYTIC CHANGE

The Barton HNT programme was a catalyst for innovative health -related activity in the
neighbourhood which saw a number of positive outcomes:

T improved partnership working between different agencies;

T residents engaging in community -based activities to promote healthier living and
socialisation;

1 patients enabled to manage and mollify long -term conditions through activities in

the community; and

findividuals with complex needs identified and receiving tailored help from a multi -
disciplinary team of professionals.

Overall, the most significant change to emerge from the programme was a new,
shared focus on improving health in the community based on dynamic interaction
between local surgeries, city and county councils, the propert y company and the
resident-led neighbourhood centre.

FOCUS AND METHOD
The evaluation focused on the three main initiatives of the Barton programme:

(1) healthy eating;

(i) proactive population health management, especially through social
prescribing; and

(i) 6Team Ar ound dtresedisépdinary elfabodation to help patients

with complex needs and demands.

We were commissioned to provide a linear evaluation showing causation and effect for
each initiative, and developed a nuanced narr ative which also took account of the
systems analysis approach adopted by the national evaluation of HNT. Our findings
presented in this report are based on a review of existing documentation and
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literature, interviews with 43 people in Barton and a works hop with key stakeholders
to verify and refine our findings.

OUTPUTS AND OUTCOMES

Healthy eating and related activities

Eight grants totalling £30K went to community and voluntary groups in the first year of
the programme to support healthy eating works hops, breakfast and lunch clubs,
improvements to the existing open -access foodbank, classes promoting exercise, a
workshop for children and a scheme helping residents overcome isolation and attend
GPs appointments.

662 residents directly benefited from t he healthy eating element , representing a cost
of £37 per head. Many said the activities had been good for them, but it was not
possible to determine if these varied opportunities led to long -term behaviour change.

Proactive population health management

GP records and a profile of neighbourhood health data were used to identify patients
with long -term conditions who would benefit from referral to short courses
commissioned by care providers and other activities hosted in the neighbourhood
centre, run by B arton Community Association and with support of other groups. The
social prescribing officer employed by Hedena Health and based at the neighbourhood
centre played a pivotal role in supporting these referrals and guiding other patients
informally.

322 patients were successfully taken through this process over two and a half years, at
an estimated cost of £79,779. Users attested to both physical and social benefits.
Analysis of the pilot six month period suggests that this programme resulted in
reduced demand on primary and secondary care equivalent to savings of £79,426 over
two and a half years. The initiative therefore appears to be almost cost neutral, with
prospects of increasing net savings as social prescribing becomes mainstreamed
through the primary care networks being i ntroduced across England.

Team Around the Patient (TAP)

TAP began in the third year of the programme. This initiative identifies residents who
make very high but possibly misdirected demands on the health system, and organises,
with their consent and special data-sharing agreements, more appropriate and
effective care, in partnership with all relevant services.

15 patients were going through this process as the project drew towards its close.
Professionals involved with its delivery believed the initiati ve was working well
although it was too soon and outside the scope of this evaluation to identify impact on
the health of the patients involved. Significantly, the initiative has been extended to
continue beyond the NHT programme, with expectation of appre ciable savings.

OVERALL REFLECTIONS
Looking at how the programme was developed overall and its impact, our main
reflections are as follows:

1 The challenge of interpreting the national programme was met with local flexibility
and inventiveness, effective partnership and management of lack of certainty about
year on year funding.

fThe aims and objectives were crystallised
combining in a single image the HNT vision, local priorities and new models of care.



TMomentum built from year to year, and by year three a dynamic synthesis had
emerged of professional partnership, data sharing, proactive population health
management and community involvement mainly through the neighbourhood centre.

1 Although long-term health impact could not be demonstrated in this time -frame,
many residents spoke positively of benefits both through physical activities and
socialisation, and key activities looked likely to yield increasing net savings in the long
term.

i Limitations included reliance o n a single (though major) community amenity,
reliance on few key roles to interface with the community, and that grants to local
voluntary and community organisations were only allocated in the first year.

SUSTAINABILITY, REPLICABILITY AND SCALABILITY

The benefits of the project appeared to- be

term commitment, but further resources were likely to be necessary, especially with a
view to ensuring carry -over of the benefits of the project to residents arriving as the
new housing materialised. Many of the practices carried out at Barton could usefully
be applied elsewhere. We also believe the practices could be applied on a larger scale
so long as this is structured on a neighbourhood by neighbourhood basis.

RECOMMENDAJNS
Based on the evidence we have gathered and our observations detailed above, our
recommendations regarding the programmeds

9 Continuity and growth : design and resource a new phase to carry the learning
forward, consolidate benefit s for existing residents and cover the arrival of new
residents, 2019-2024.

TNew models of care : consolidate the new ways of working, amplify the social
prescribing role and make more use of digital methods to reach less mobile patients.

{ Partnership with the community : set baselines and targets for increasing
community activity across the range of social determinants of health; further develop
the key role of the neighbourhood centre; develop other venues to extend community
use, and support new resident -led community activity and entrepreneurship.

9 National context : disseminate the learning and recommend NHSE to run a second,
wider HNT programme.

ega



1. INTRODUCTION

The focus

This report evaluates three main activities and phases of the Barton Healthy New
Town (BHNT) project. BHNTIis one often d d e mo n st r ain the Healthyt New 0
Town scheme which was funded by NHS England from April 2016 to March2019.[1]

As the project approached its conclusion, the Steering Group commissioned HELP(the
Health Empowerment Leverage Project) to produce a rapid evaluation of the three
main schemes under the HNT umbrella, each having been a focus of the successive
years:

Year 1 Healthy eating and associated activities

Year 2 Proactive population health management, including social prescribing for
patients with long -term conditions

Year 3 0 @&am around the patient 8 da method for combining input from a number of
different professionals to help patients who make very high misdirected
demands on the health service.

The evaluation also looks at the project and its context as a whole, and tak es account
of previous studies and concurrent evaluations of the nation al programme [4, 5, 40]

Barton

Barton is an area on the furthest north east side of Oxford (Figure 1). The current

population of approximately 7,400 will increase by about 3,000 over the next few

years with the addition of an adjoining area being built b y Grosvenor property
developers, named Barton Park [11]. The HNT includes both the existing and new

areas. Grosvenor proposed Barton to be one of NHS Engtemd#éal t hy New
T o w nirstle scheme of that name launched in 2016. [10]

Barton is an area high disadvantage, statistically slightly masked by the fact that the

ward includes the better off area of Sandhills to the east. Physically the main Barton

area is marked off by the Oxford ring road and the intersecting A40, both continually

very busy roads. Whilst there are good bus services in and out of Barton, it feels very
separate from the nearby areas. However, this also protects it from through traffic,

protects the green environment and preserves a certain village feel.

Barton Park, the new-build area, will occupy the north west end of the rather

el ongated estate, therefore furthest from t he
ring road/A40 intersection and slightly further from the sole neighbourhood centre

than most of the existing housing. | t will consist of 885 houses, 354 of them being for

social renting [12].

To the north east the estate is bounded by countryside and farms, though there is

some possibility of further building in that direction (not by Grosvenor , and not part of

Oxford City) . The green background is visible from
parkd on the o0uestate isebdirg aevaloped tshaepleasant, healthy

walking and cycling route linking the new and old areas.



The HNT project is focused mainly on the area north and east of the Oxford ri ng road
but the Barton ward (see Figure 1) includes a section adjoining Headington south of
the ring road, and health data cover the whole ward. Barton patients are served
mainly by three surgeries: (i) Hedena Health surgery located within Barton
Neighbourhood Centre, in the centre of the existing estate. This is currently being
tripled in size, using S106 and Oxford City regeneration funding , to meet the needs of
the incoming population , 2018-24; (ii) Bury Knowle Health Cent re, also run by Hedena,
located next to Bury Knowle Park adjo ining Headington; and (iii) Manor Surgery in
Headington. About two thirds of Barton patients are registered with Hedena Health, a
third with Manor, and a small number elsewhere.

An in-depth health survey of Barton residents between December 2016 and June 2017
was commissioned (as part of the HNT project) from M.E.L. Research [39]. This both
gathered existing data and carried out a health and wellbeing survey of 300 residents.
The survey revealed relatively low levels of exercise and high levels of poor diet.
Resident sd views of heal th problems in the ar
mental health and weight. GPs identified in addition poor mobility, cardiovascular
disease, liver disease, asthma and hypertension. 83% of the sampled residents rated
their health as good or excellent. Prominent conditions however included diabetes,
chronic obstructive pulmonary disease ( COPD), liver disease, obesity, alcohol and drug
addictions. Mental wellbei ng was average for England. Though few complained of
loneliness, 16% had suffered from depression. 4.5% of the working population were
receiving mental health -related benefits compared with 2.9% across England, and the
proportion of hospital stays for self -harm was significantly higher than for England.

/ Wolvercote
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Figure 1: Oxford city wards



The Barton project in the n ational context

The three areas of activity which are the subject of this evaluation  are best seen
against the background of Barton Healthy New Town (BHNT) project as a whole; and
that in turn against the background of the national scheme of which it  is a part.

Following on from the 2014 NHS strategy known as the Five Year Forward View, NHS
E n g | aHeatbydNew Towns scheme looked for projects to bri ng together action on
built environment, new models of care and community activation to achieve
greater equality in health and greater economy in use of NHS resources [ 1]. This brings
together a number of major twenty -first century issues in an imaginative , integrated
way: housebuilding, town planning, health, environment , community involvement and
social cohesion. Focusing on ten locations of major new building, the underlying
concept is that the way these new areas are designed, built and managed could a nd

should be a major factor i n andnewmadaddswtcarae.g

It is hoped that these exemplar projects will influence new place -making elsewhere.

The scheme looked for ten principles in the exemplar projects:
1 Plan ahead collectively

Plan integrated health services that meet local needs

Connect, involve and empower people and communities

Create compact neighbourhoods

Maximise active travel

Inspire and enable healthy eating

Foster health in home and buildings

Enable healthy play and leisure

Provide health services that help people stay well

10 Create integrated health centres

© 00 ~NO Ol WN

The way these el ements were combined in
meaning mapd c¢ommisasdifonhodwer].i n 2018 |

The three areas of activity we are concerned with relate esp ecially to principles 6 and
9 (healthy eating and prevention) but are also closely connected with most of the
other principles, especially partnership (planning ahead collectively), co nnecting with
the community , especially through Barton Neighbourhood Centre, and creating an
integrated health centre, by enlarging the surgery and associated facilities co -located
in the neighbourhood centre. In parallel, Grosvenor is creating the new com pact
neighbourhood, building homes and local environment to contribute to health and
wellbeing.

Exactly what action the projects should consi st of was for projects to propose - there
was no comprehensive NHSE plan.This risked fragmentation, but may have been an
advantage in terms of flexibility and learning. Some projects produced a three year

plan. Barton and a few others proceeded year by year. Ultimately Barton HNT

managed to knit together much of its three -y ear sdé wor k, l argely

eff ect of the partnership and the community hub.

t

t o 1 €
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Partnership

Bartonds initial bi d walsll]s Groswenar Hacformed g lega@lr o s veno
partnership with Oxford City Council , Barton Oxford LLP as the accountable body. A
Strategic Board was formed of four partner bodies: Oxford City Council, Oxfordshire
County Council, Oxfordshire Clinical Commissioning Group and Grosvenor. These
appointed a Seering Group of their staff (sometimes called delivery group) to
implement the project , and these were joi ned at a slightly later stage by staff from
Hedena Health and Manor GP Practices Other key staff in the Neighbourhood Centre
and surgeries were involved ad hoc. The steering group maintained relationships with
a number of working groups and other key bodi es such asBarton Health and Wellbeing
Partnership [7]

Funding

Each HNTin the national scheme was able to apply to NHSEngland for up to £150,000
for the initial year, irrespective of the size of the area under development , against
specific expenditure p lans. Bidders were encouraged to prioritise the appointment of

a dedicated officer to drive the project forward. Addi  tional sums could be applied for

in years two and three.

The Barton project obtained an NHSE grant of £126,000 in year one (2016-17),

followed by a grant of £92,779 for year two and £ 96,000 for year three. NHSE then
provided a further A20, 000 for the year three
Thus the total NHSE grant for the Barton HNT over three years was £313779.
Oxfordshire County Council also added a further £10,000 contribution to TAP. More

detail on the use of the grants is in the cost and value section of chapter five.

Timeline

The Barton Park masterplan received outline consent in 2013 and full planning consent
in Feb 2015. Housebuilding was planned to start in 2016 and continue through to 2024.

In moving from the initial vision of the HNT to what took place on the project , there
was a time displacement because (as in several other HNTSs) the project was in fact

timed to tak e place early on in the housebuilding schedule. The initial vision focused
largely on creating best health conditions for the incoming population , whilst the
project has taken place before most of the new housing has been completed . The
activities have therefore been orien ted mainly to residents in the existing parts of

Barton (which also count as part of Barton Healthy New Town). This is to reduce
existing health inequalities and to ensure that newcomers on arrival find themselves
within a thriving, health -giving social climate, and can access a range of activities
which mitigate health inequalit ies.

Evaluation objectives

The brief for th is evaluation was to evidence the outcomes of the three main
initiatives delivered in the successive years of the Barton Healthy New Town
programme, namely:

1. Healthy eating initiatives

2. Proactive population health management
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3. Team around the patient (TAP).

The evaluation objectives for each of the three areas were to:

a) Provide a narrative account of relevant health challenges in Barton and
stakeholderséviews on what the initiatives sought to achieve

b) Provide a narrative account of how initiatives were delivered and any
problems encountered

C) Estimate cost of delivering initiatives once up and running

d) Describe the number and type of beneficiaries

e) Evidence the health and wellbeing impact of initiatives to different
beneficiaries (using purposive sampling)

f) Estimate cost savings resulting from initiative to primary health care

providers and provide a view on whether initiative is sustainable, scalable
and replicable in similar neighbourhoods .

Approach to evaluation

Given that the evaluation was to be delivered within a very short timescale, we
concentrated on absorbing as much as possible of the relevant d ocumentation
(Appendix 4, Bibliography) and interviewing or holding group conversations with a
mixture of those running the project, those providing services under it and those using
one or more of the services, mainly at the Neighbourhood Centre. We found that it
was unrealistic to mount a resident survey or carry out systematic sampling in the
time available .

We interviewed 4 3 stakeholders in all, of whom 6 were primarily deciders, 19 were
providers and 18 were local residents using one or more of the a ctivities taking place
under the HNT project (Appendix 1).

This evaluation has taken place at a time when the nature of evaluation of public

services is as much a matter of debate as the services themselves. Dr Vicki McGowan

one of the evaluators of the overall national HNT scheme, has explained that the

national evaluation tak esa O0systems analysisd appramdch, t
multifarious nature of influences on health and wellbeing [40]. This is in contrast to

t he convent i opnoach, wibidh seeks t trate darpct lines of causation from

specific inputs to specific outputs and outcomes.

A systems analysis approach questions the realism of t he linear model, and focuses

instead on mapping as many as possible of the disparate factors affecting the

prioritised issue. T h e nati onal eval uatorsod preference
resulted in part from alarm at the lack of realism of ambitious HNT objectives agreed

with NHSEacross the ten projects in terms of far -reaching improvements in po pulation

health which were unlikely to be achieved in three years by a small input of
experimental action. Much of the initial  vision was also about the health of incoming
populations, many of whom would not, in fact, arrive till after the end of the proje ct.

The product of th e systems analysisapproach is a complex c ol | ect i-ma&pdd mi nd
relationships between numerous factors, in contrast with a linear, descriptive, and
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where possible numerical, account of correlation s between selected causes and

effects. Systems mappng is more likely to capture the full complexity of the

influential factors , to uncover unexpected connections such as relationships between

different players and agencies, and to lead to th e kind of holistic , long-term changes

which are needed to facilitate t he NHS®6s maj or se-hopulation healtvar ds wt
systems.

The brief for the present evaluation was couched in linear terms, which we use  here
as a basic framework whilst also taking account of the debate about complexity. We
feel that the complexity approach adds sophistication to ways of thinking about these
issues, and prompts caution about defining objectives, but does not wholly supersede
the linear approach. The very idea of a healthy new town is an attempt to take
account of some of the social determinants of health and to support the current shift
of emphasis from health as treatment of individual conditions to addressing whole -
population health and prevention.

The logic model

A O0OLogi c[8 Mmdueet dor the Barton pr oject at the request of NHSE is
essentially linear in form but attempts to bring a very wide range of issues and
activities to bear on reducing health inequalities.  The overall aim is framed as that all
Barton residents (existing Barton and new-built Barton Park) would have an equal
opportunity to achieve good physical and mental health and good health outcomes.
The model lists 29 detailed activities under four main headings which seek to align the
physical environment, t he hlesahdtah overall sense wof, resic
unity :

A. Physical and built environment which supports good health

B. Systems to support health and wellbeing

C. Healthy behaviours, and

D. One Barton.

These were intended to lead to a set of outcomes concerning:
r e s i dlwadexpdiience of health;
facilities and spaces to enable good health;
health and wellbeing practice that is sustained and replicable;
responsive services;
early warning systems;
new models of care;
resi diemftlsbwence on O6place shapingt;
and inclusive sense of neighbourliness amongst existing and new residents.

The format is essentially linear, representing a five-stage horizontal flow:
inputs > activities > outputs > outcomes > impact

The next three chapters turn to the specifi ed areas of activity and we then return to
the combined analysis.
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2. OBJECTIVE 1HEALTHY EATING INITIATIVES

Health challenges and community activation

Community activation, one of the leading HNT principles [ 9], was a primary focus of
the first year. The aim was to build capacity in the existing community to address
needs and issues encouraging existing groups to work collaboratively to promote
health and wellbeing. A workshop was facilitated by Oxfordshire Community and
Voluntary Action (OCVA) encouraging groups to consider how this challenge might be
met and followed up with support to help them bid for grants of up to £5000 to
deliver short initiatives on the following health and wellbeing themes identified as
important in Barton:

1 reducing obesity and food pover ty

9 addressing mental health issues

9 addressing addiction, and

9 tackling isolation and loneliness. [ 15]
Funding only became available from NHSE half way through the financial year so the
effective operational period for these pilot initiatives was only  six months, October
2016 to March 2017.

In parallel, part of the first year grant was used to commission research into baseline
health indicators across Barton. The report, by MEL, showed that only 14% of a survey
of 300 Barton residents ate the recomme nded five portions of fruit and vegetables per
day, compared with 29% nationally and 30% across Oxfordshire, and 32% ate a
takeaway at least once or twice a week. The report also cited data from local
surgeries indicating that 12% of Barton residents had a body mass index (BMI) of 30 or
more [39, p5-6].

Eleven bids for the grants were received and eight grants awarded , totalling almost
£30,000 [16]*. Three of the grants were specifically about healthy eating

Eatwells Cafe (based at Barton Neighbourhood Centre) to run six inter-
generational workshops and create a recipe book and cards to be delivered to
the 885 new Barton Park homes as part of a welcome pack.

Fusion Arts to deliver up to five workshop days to Barton schoolchildren on
healthy food.

Good Food Oxford to review and organise improvement to the Neighbourhood
centre food bank, hold a foraging walk, hold a food poverty awareness training

event for professionals, and report on food assistance to be provided in the new
Barton Park.

Two of the ot her awards, though not about healthy eating, would turn out to be
particularly important to the development of the HNT programme as a whole:

'Panel recommendations |ist only seven awards totallin
subsequently added, raising total awards to £29,468
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Barton Community Association (BCA) to deliver a variety of health and
community activities (some of which did turn out to be about healthy eating) .

Getting Heard to establish a volunteering service, OAppoi nt metot Budd
help elderly or immobile people to attend health appointments and  increase
socialisation.

The remaining three grants were : to Barton United Football Club to encourage
participation from | ocal residents who woul dn¢
network to hold a day event to involve more older people; and to Oxford Concert

Party to widen patrticipation in even ts about health and social car e.

Objectives and outcomes

Objectives and outcomes of the eight funded initiatives were reviewed at the end of
year one (March 2017) and produced the following picture for the five we are
concerned with [16A]

EATWELLS CAFEbased at Barton Neighbourhood Centre, was awarded £4,975 to run
a course of six cookery workshops and create a recipe book and cards to be delivered

to the 885 new Barton Park homes as part of a wel come pack. The cookery course
aimed at intergenerational skill sharing, with the intention that 10 older people would
join the lunch club which the Café ran at the Centre; that five new volunteers would
be recruited ; four people would be encouraged to set up a shared allotment ; 12 to 15
would learn cooking skills, a further 30 w ould benefit from a good healthy cooked

lunch, and at least 200 would benefit from a Food Surplus Café event.

The upshot was partial success. Five cooking sessions were held, 10 individuals
attended but only one completed the whole course. 15 people fed at the lunch club
for older people but did not become members. One volunteer and one casual staff
member were recruited, and 75 people attended a food surplus café event.
Participants learnt new skills and reported increased confidence. A cookbook and
recipe cards were created using recipes from local residents. These were used with
existing residents since the housing for new residents had not yet been built , but will
also be used in the future welcome pack. By then, too, new residents would be able to
get advice from a small pool of volunteers trained in how to cook with food -bank
ingredients, and café staff able to address food poverty issues and guide healthy food
choices.

GOOD FD OXFORDwas awarded £4,990 to review and organise improvement to the
Neighbourhood Centre food bank, hold a foraging walk, hold a food poverty awareness
training event for professionals, and report on food assistance to be provided in the
new Barton Park. Impact would be measured by:
i footfall to the foodbank and number of bags per person at the start and end of
the project ;
91 volunteers running the foodbank and fridge, or a part -time worker run ning the
community shop;
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1 increased uptake of Healthy Start Vouchers (HSV$ in Barton (available for
fruit, vegetables, milk and formula for parents and carers who have young
children and are receiving benefits );

9 aquick survey of confidence, happiness and knowledge at the start and end of
the foraging walk ;

9 areport on foraging and fruit trees for Barton Park ;

9 atleast 12 professionals taking part in a training session on food poverty .

The outcomes were broadly positive. 30 people attended the foraging walk ,
identifying at |l east 20 e dnd bedgerows, |andnrépertedi n  Bar t
increased confidence and knowledge. 19 professionals attended the training session

and reported be ing better eq uipped to help people deal with food poverty and healthy

eating. Participants said they had gained a better understanding of the international

definition and condit ions of food poverty, and shared good practice and signposting of

sources of advice and information. A food access database and map was produced

showing where people in need could get free or affordable food an d meals throughout

Oxford [18, 33]. 33 new adults benefit ed from HSV's[19] but it was not clear whether

uptake had increased in Barton.

Improvement to the open-access foodbank involved collaboration both with Eatwells
Café and Barton Community Association, which managed the Neighbourhood Centre
where the foodbank was housed. The original foodbank had existed for about five
years simply as a means of collecting food and letting people in need access it. Good
Food Oxfordd seview of the provision, usage and management of the foodbank led to
a rethink of this amenity. The new concept, Barton Community Cupboard, improved
healthy food provision and reducing stigma for those accessing it by redesigning it like
a market stall and giving advice and ideas about how the food could be cooked. By
March 2017, 350 people were using the food bank each month and sticking to the rule
of one bag per visit. Eatwells café team and the caretaker were running it. Some of
the collected food was used to make healthy meals together in the caf é, these then
being sold even more cheaply that the already highly economical fare . The
Neighbourhood Centre also started, and continues, a breakfast club for children who
were known to be going to school without breakfast but with money to buy chocolate,
crisps and fizzy drinks on the way.

The Community Cupboard is co-ordinated through the café but BCA staff help run the
Community Cupboard , and make referrals to café staff when they identify someone
who would directly benefit from the food ba nk. BCA also takes calls from outside
agencies who have a client in need of the Cupboard, and make sure that food is
available for them.

FUSION ARTSwere awarded £4,648 to deliver up to five workshop days to Barton
schoolchildren on healthy food. The aim was that by the end of the workshop pupils
would:
1 have explored and examined their assumptions on healthy eating
T know how to eat more healthily and why itds
1 understand the impact of food transportation and waste on the environment



15

1 have worked with each other to make informed decisions on environmental and
food health issues
1 have engaged emotionally and physically with the narrative of sustainability
and healthy food
T have |l earnt strategies that they could use
[16c]

A large event was held at Bayards Hill Primary School involving 400 children and young

people and 20 adults. Working in teams, t he children and young people got a better
understanding of what sugar is and where it appears in their diets , and the impact of

food transportation and waste on the environment , and gained a greater awareness of

the effects of their eating patterns and choices. Following this event, the intention

was to produce a teachersd pack to accompany
including how to plan such sessions and appropriate venues, but this was not able to

be completed.

Alongside the three healthy eating initiatives, the two other initiatives which would
prove to be of lasting importance were those of Barton Community Association and
Getting Heard:

BARTON COMMUNITY ASSOCIATIQRCA)was awarded £5,000 to deliver a variety of

health and community activitie s (Figure 2), some being wholly new, others setting new

targets for activities already being run at the Neighbourhood Centre, which BCA

manages. This cluster of activities was initially badged as 6 HI T6 (for Health
Town) but then merged into the HNT project a s a whole. A report in March 2017

provided a detailed record [ 16b].

The commitment was that 25 older or vulnerable residents who did not normally
participate in BCA activities would improve their physical or mental health by doing
so. In the event, ther e were 154 participants in these categories. This extra reach was
achieved mainly by two means. First, t he pr oj ect O6piggybacked?®o
activiti es exidtingtsavice dgli@etydtapping into groups and partners that
would have been impossible to engage from a standing start. Secondly, additional
proactive publicity and promotion was used including:

Leaflet drops: across the estate

Articles i n the free newspaper Hands on New$

Posters: around the Centre, local shops, Roundabout and Leisure Centre

Website and Facebook Page

Word of Mouth.

The resulting pattern of participation over the five months of th is activity is shown in
Figure 2 below.
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Figure 2: BCA activities for BHNT in year one

Activity Total No of No of these f rom the specially
Participants targeted categories
October 2016
Dementia Presentation 9 people 9 x Older Residents
delivered by BCA
Human Stories Theatre event | 30+ people 6x Vulnerable Residents

OFI| at 7i®)onthiemesu 9
of loneliness and isolation
Barton Bash Event (Open to 800-1000 people | 40 x Socially Isolated Residents
all)
Shopping trips to encourage 80 people 20 x Older Residents
the elderly isolated between
now and Christmas

November 2016

Gadget drop in AGE UK 8 people 8 x Older Residents

Healthy living activities i.e. 7 people 5x socially isolated & 2x Older
Tai Chi classes for the elderly Residents

Zumba, Zumba Gold and Body | 78 people 8 x socially isolated residents
Toning

December 2016
Christmas party for Children 56 Children/27 27 x Single or socially isolated

parents parents
International Food Festival 60 in total, 20 x 10 x Vulnerable, socially
event residents isolated residents

produced food

January 2017

Pantomime for children 47 Children/21 21 x Single or socially isolated
parents parents
February 2017
Half term programme 22 children

attended arts and
crafts group

An assessment was carried out with 25 of the participants to measure impact. The
feedback was gathered at events and activities and in follow -up. All respondents said
that they were now more confident to attend a BCA group or event. 90% reported they
had improved their physical health and wellbeing as a result of engaging with
activities, 75% reported better mental health, 50% said they were awar e of th e Barton
Health Plan and 15% expressed an interest in joining a working group to promote the
legacy into 2018/19

Additional activit ies. During 2016-17 BCA also carried out or hosted these activit ies
which contributed to similar goals though not specified in the funding agreement:

T Keep fit - approximately 120 people registered

fiGames and Social Evenings 86 attended regularly as service users.

fFamily Science Fun Day (in partnership with Oxford University Physics Department) -
approximately 250 attended .

50+ Event

150+ I.T. course dbetween 7-10 attendees.

fINumeracy and Literacy Classes (in partnership with Abingdon and Witney College) o
12 adults registered on each course.
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Family Learning E nglish for Speakers of Other Languages (E SOL) classes (in
partnership with Abingdon and Witney College) - 8 registered.

fTuesday Evening Keep Fit classes o 10 adults registered, mostly Somalian and
Syrian.

TWednesday Somali Sewing Group daverage attendance 10 per week. They attended
both the Barton Bash to promote their gro up and International Food Festival to
promote their local dishes. A lady who had been instrumental in expansion of these
two groups attended our safeguarding training session and planned on doing the Lead
training.

fRush Trampoline , High Wycombe 9827 Barton children attended .

TKeep Fit Sessions and Salsa group piloted in association with Go Active.

fiBarton Brownies Group & BCA hosted this group since they were made homeless
from the church hall, and included them in many other activities . They are likely to
provide a strong link to the new residents of Barton Park .

9 Barton Homework Club & helping to ensure that children have basic skills when they
make the transition to secondary school , making it is easier for them to engage and
less likely to truant or becom ing excluded. It is hoped to repeat this activity within
the new primary school

9 Barton After School Art and Crafts Club  attracted many children who do not engage
with what else is on offer . This is another activity likely to make a good link to
children in Barton Park.

fiBarton United o (sports for boys and girls) providing free room hire during their
period of homelessness and hosting their fundraising activities.

T Newly arrived Syrian families - children attend ed Zumba classes and parents
were encouraged to attend the Family Learning ESOL classes.

BCA Staff became Health Champions and attended food poverty and hygiene
workshops. Staff and volunteers took up safeguarding training, and three members of
staff enrolled for the first aid course.

Some activitie s, however, did not take off well:

Mends .gAnouapt t empt t o get i&pammershipwith ApgWKup goli
was not successful. Although there are a number of isolated older men in the

community it proved hard to engage withthem. Ov e r . R Wdrlking partnership with

local care home Townsend House with some of their residents attending BCA events,

lapsed when their activities co-ordinator left and was not replaced. Half Term

activities . Rejection of additional funding applications to the Youth Ambition Fund

and OCGs Community Fund meant BCA could not offer half term activities in this

period.

GETTING HEARDwas awarded £4,994 to create an 0 Appoi nt mentschaédneddi es 0
in partnership with Archway Befrienders, to mobilise volunteers to help people both

physically and socially who were missing their health appointments. The objectives

were that 10 socially isolated Barton residents aged 65+ would be partnered with

volunteer Appointment Buddies to support them in attending and following  up on GP
appointments at the Bury Knowle Barton Surgery. Clients would complete a
guestionnaire at the beginning and the end of the pilot indicating positive changes

against quality of life indicators (e.g. feelings of loneliness and isolation) . GPs and/or
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Social Prescriber will detect positive changes against quality of life indicators for their
clients, as well as giving their assessment of compliance with treatment plans. And
clients, GPs, Social Prescriber and any other involved parties such as dstrict nurses
will hav e given constructive feedback that could be used to inform future service
development.

In the event, eight socially isolated Barton residents were partnered with appointment

buddies. Four had had frequently missed appointments, which were traced to

diffic ulties of access due to both physical factors such as disability and social factors

such as lack of confidence to attend appointments alone. An important factor was
being listened to and understanding what they were being told at appointments. In
follow -up assessments with the social prescriber, residents tal ked positively about the

Appointment Buddy service.

The objectives were only partly met, and the staff felt, on reflection, that to capture
concrete outcomes within a five month period which included Christmas was too
ambitious. But they had gathered further evidence of need for this service ; involved
volunteers and residents in shaping the design of this project ; and developed and
tested the procedures that would needed to expand delivery of the servic e, including
training day, meeting guidelines, and methods for referral and reporting outcomes.

Following its HNT pilot period, Appointment Buddies secured a substantial three -year
Big Lottery grant, and so became sustainable beyond its HNT beginnings. It has since
proved to be a vital factor in improving attendances both at surgery and for related
activities such as classes recommended through social prescription.

Costs, beneficiaries and savings

The costs of the healthy eating initiative are difficult  to disentangle from the start -up

costs of the project as a whole. Only three out of the eight small grants , totalling

£14,613, were specifically about healthy eating . Some el ement-ranging BCAOJ s
programme, for which a grant of £5,000 was made, also contributed to this theme,

and it would be reasonable to add to the cost some fraction of the £81,000 grant spent

on initiating and leading the BHNT project as a whole in its first year. It w ould be
reasonable in our judgement therefore to cost the health y eating initiative at £25,000.

The benefits need to be looked at in two ways, firstly during the five to six month
pilot period itself, and secondly for any carry -over effect into the second and third
year of the project. The number of documented beneficiaries of the three specific
grants amounted to 662 residents ( 100 from Eatwell 8ds Fdf ®, 8 2
Oxford, 420 from Fusion Arts and 60 from BCA food festival). But this does not count
around 2,000 users of the improved foodbank over six months or a number of other
possible spinoff beneficiaries. However, limiting the calculation to the 662
documented beneficiaries, this would mean that the project spent £37.76p to reach
each of these. It is impossible to say whether these limited actions would in
themselves have changed individual eating behaviours, but equally important is
whether in aggregate they may have made some difference to norms about eating
amongg some proportion of local residents. The national evaluators are surely right to
say that no simple linear equation can be made between short-term actions to



19

encourage healthy eating leading to more actual healthy eating, leading in turn to
savings in NHS costs.The direction of travel seems beneficial , but it would be facile to
try a to put a figu re on how much may ultimately have been saved in NHS costs by
these limited initial actions. The greater importance is whether they carr  ied over and
become cumulative, influe nced the project as a whole and thus contribut ed to
changes inthe locality. Broad ly this does seem to have happened.

Two reports on this first phase of BHNT were produced soon after its completion . An

6End of Phase Oned r epo[BA camepto tendativelyefavouralle May 2 0
conclusions about achievement but noted the diffi culty of obtaining quantitative

evidence. It found difficult y in showing whether the commissioned activities had had

wide impact because they were not supported by strong evidence, and had relatively

low reach. The community grants were seen as contributin g to health and wellbeing

but there was also concern that there had not yet been direct involvement of the

main surgeries serving the area. (The surgeries did in fact become strongly involved

after this, and had a major influence on the remaining programme .)

An evaluation in March 2017 [35] recommended 6 a mor e sustained and
approachod t o c¢ommulmotédyt heantg abgeevmeenn toover such a s
the direct expectations upon Barton Healthy New Town and what it may deliver have

increased consi derablyd and o6the community itseldf
access to the project or find out about progre

Enduring products of the year one healthy eating programme can be seen in the
central role played by the café, the community cupboard, and breakfast and
homework c¢clubs for young peopl e. Looked at i n
combination of the healthy eating initiatives , the BCA variety of activities and the
Appointment Buddies project can be seen as havirg served as building blocks of a
health and wellbeing ethos at the neighbourhood centre. They led on to the lunch
club, breakfast clubs, Community Cupboard and wider use of the café in connection
with new health courses, and hence to the building of socia | capital underpinning the
later phases of the HNT project. Appointment Buddies turned out to be vital to
ensuring attendances and improving socialisation not only in the early activities but
especially in connection with the social prescribing programme of year two and three .

However, some of these functions may now have reached a plateau and need to be

reviewed to create new momentum and development. The café is a vital amenity for

the neighbourhood centre and therefore for the HNT project as a whole , but

comments from several of our respondents suggest that it could fulfil an even larger

role if it was open longer. We understand that longer hours have been tried a number
oftmesbut there wasndt sufficient cust owbemto just
of cost in running an amenity to provide exemplary healthy food at minimal cost (and

at no cost to Community Cupboard users). This is a dilemma which must be left to

future experiment.

The way that these early healthy eating activities were sustain ed and led on to other
connections with health is illustrated in a group discussion we held with users of the
lunch club near the end of the HNT project, in February 2019 (see Appendix 3). One
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user who came regularly for an exercise class said 6 Wh a t bBbout Eakwells is

thereds |l ots of young people with disabilities
about, l onely and damaged people. Thatoés the s
anyone away. Everyone has a story to tell.?®

For others there wer e obvious connections between Neighbourhood Centre activities,
the caf ®, heal t h andComwgin e mbs made meshedltraet. i o n . 0

dondt know what I would do if this wasnot h
Woul dnot communi ceat eEvweirtyhonpéeplal | best friei
together at the end of the church. But i f vyou
you. They dondt pry.d8 6You needndot feel that
owndt he community ©6get & confidamnceam cclaies yougandvmalses y o u
you carry on.8& OHomeless peopl e come. Barton
dondédt judge.d. O6The community is getting more
Two other long -term residents we spoke to were waitin g for the Community Cupboard

toopen. Theyhadbeen wusi ng iEverythingrusedte lzerpgt out. But things

changed after an issue with one bloke taking loads of food and selling it. Now you

have to put your name down and then you get called. You br ing a bag and it gets

filled up with food. You get what you are given. 6 YO u see whatodés in it,
dondt want it you purthei tf oloadc kb acmrk dvea @ mptor t ant
income. Specially i f youdve gatifgades.dis at home.

In conclusion we observe that while the phase one activities successfully dovetailed
with the activities of the following two years , there were no further open -agenda
grants to voluntary and community organisations. Even in the first year, five of the
eight grants appear to have gone to voluntary organisations not based in Barton. Since
then, t he role of the BCA and Neighbourhood Centre has been relied on for
community input, and this has been energetically delivered, but we would question
how much broad community activation has been achieved in the sense of building new
capacity amongst the resident population as a whole . Broader activation within Barton
could include designating some proportion of funding and support specifically for
community groups based in Barton, and encouragement to both existing and new
residents to start new groups and activities. T he project legacy could provide a
springboard for a new approach along these lines.
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3. OBJECTIVE: PROACTIVE POPULATION
HEALTH MANAGEMENT

Health conditions and aim of the activity

The aim of this strand of activity was to commission new activit ies to which patients
could be referre d to help them cope with long -term health conditions, both for their
own benefit and to relieve pressure on surgeries and hospitals. The in-depth health
survey of Barton residents [39] had shown a prevalence of poor mobility,
cardiovascular disease, liver disease, asthma and hypertension in some Barton
residents, as well as diabetes, chronic obstructive pulmonary disease ( COPD, liver
disease, obesity, alcohol and drug addictions and depression.

With Barton Neighbourhood Centre as a focal point both for h ealth and community
activity, a number of courses and classes were commissioned to take place there, and
a system created for identifying patients who would benefit from particular courses.

Whilst the proposed courses were related to their particular condi tions, there was an
added value in the socialisation that arose through attendance and which was often
extended through relaxing together in the café afterwards.

This process was in effect a particular method of social prescribing [22, 28]
Experimentatio n with the method in Barton had been begun in 2015-16, just before
the HNT period, when social prescribing was still a tentative concept on the national
scene. Making it a focus of Barton HNT accelerated its development here, and the HNT
provided a funding bridge during the first year at a point whe re the experiment could
have flagged for lack of resources.

Social prescribing, in brief, is a process whereby GPs (and sometimes other health
professionals), prescribe some social activity or organise a referr al to a mental health/
social care support agency to improve health rather than, or in addition to, medical
measures. Whilst general advice on healthy activities have always formed a
background to medical treatment, social prescribing develops this route m uch more
systematically. It is applied particularly where patients present with symptoms that
have more of a social or psychological basis than a physical one, and it can therefore
divert patients from going down an inappropriate, ineffective - and costly 6 medical
route. But applying SP requires knowledge of, and access to, a wide variety of social
options in the locality. Many of these are typically provided by local voluntary
organisations and community groups, a sector which operates on a very differen t
culture from that of the health institutions, and is best accessed by an  intermediary
who is familiar with both [27].

The model of SP adopted in Barton took its bearings initially from an established
model used in Bromley by Bow in East London. It preceded and influenced the
subsequent and wider approach used by Oxfed, a federation of GP surgeries, across
the city [23]. In phase 2 of BHNT it supported the implementation of a set of activities
used previously in Rose Hill (a similar area in south Oxford) which were fo stered by
OCCG.
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The emerging Barton model combined an analysis of local health conditions with use
of the Neighbourhood Centre to host courses and classes addressing prevalent health
needs. GPsused medical records to identify individuals w ho could benefit, inviting
them to participate in specific activities, and the Social Prescri bing officer gave
tailored advice and support. The role of the SP officer, as the interface between the
health system, local residents and course providers, turned out to be crucial not only
for individuals identified through the GP route but for other people who spontaneously
turned to her for advice and were guided to appropriate activities without necessarily
going through the GP route.

Commissioning courses and guiding patients . Fifteen particular health conditions
were identified as being of wide local relevance, and organisations or courses
identified to which patients could be referred.  Several classes and activities were
commissioned to be held at the neig hbourhood centre specifically to receive SP
referrals :

Dance to Health (to improve balance and prevent falls )

Love your Lungs (to improve respiration and discourage smoking)

Strength and Balance (for patients at risk of falls)

Mindfulness (for patients | iving with pain or with a terminal condition)

Cognitive behavioural therapy for those with long -term health conditions

Coaching and recovery groups for those with moderate to severe mental

health conditions , provided by the mental health charity Restore

An existing Pre-Diabetes course (to reduce risk of developing type 2 diabetes d&part of
the National Diabetes prevention programme) also continued.

Three of these, Dance to Health, Pre-Diabetes and Strength and Balance, were (and
are) commissioned by OCGs.

GPs sent personal invitation letters to patients whom they identified from their
records as being likely to benefit. Most patients were met by the SP officer for an in -
depth discussion, and guided to the most suitable activities. Other patients were
identified in surgeries and, as the system got into its stride, others again were also
suggested by the SP officer from her direct contact with patients. It was a particular
advantage that the officer had a long history in the neighbourhood, was known and
trusted by many residents and also spent part of her time as surgery receptionist.

For those who continued to be referred under the pre -existing social prescribing
model which was also supported by BHNT, prominent reasons for nominating these
patients w ere often a combination of a physical health problem with depression or
anxiety, often also connected with other social problems such as isolation, housing
problems, weight management, bereavement, benefit problems, low self -esteem or
parenting challenge. Patients were guided to one of the relevant courses, or if
appropriate to an external agency such as the county welfare advisory service, which
is also hosted at the Neighbourhood Centre [42], so in cases of problems such as debt
or benefits this is a very convenient connection.
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At the same time, other classes were being run by the Neighbourhood Centre, either
from before the HNT programme or prompted by it. These included gentle dance,
Zumba dancing, Kung Fu, body toning, karate, art, singing, church gr oups, youth

groups and childrenfés summer activities.

prescribing, and some participants crossed over from one to another. Overall, the
social prescribing officer judged that the volume of health -related activity in the
Centre doubled as a result of the HNT programme.

Uptake and effects . Some figures from the beginning of the SP pilot illustrate the kind

These

of increase in acti vit yprodctve wmethods bioidemntify and GPs & u s

invite potential participa nts. The Strength and Balance class was initial ly promoted by
traditional means such as posters, leaflets, social media and community newspaper s,
but attracted only one resident. The following week, when individual invitations had
been sent by the GP practice to targeted patients , 20 attended, 15 of whom were still
attending 12 weeks later, well after the prescribed period

Whilst the course topics were chosen for specific health effects, the social element
turned out to be just as important. The close int erconnections between community
activity and motivation to manage a health condition can be seen in comments made
by current uslattesd.religousk. It feald like méeting with family, this
really nice little family. Really nice friendship wh ile suffering together! There is no
judgement, very welcoming and inclusive group. Your efforts are acknowledged and
celebrated. .. After the session | feel
refreshed and energised.6 ( Appendi x 3)

Participants mostly did not know each other before taking part, because they had
been individually prescribed, and may not previously have been using the
Neighbourhood Centre, but many made friends and socialised outside the class, often
in the Eatwells cafe.

As noted in the previous chapter, the Appointment Buddies scheme created in year
one turned out to be vital for many of the patients to attend the socially prescribed
activities which expanded in year two . The aim of Appointment Buddies was not only
to organise transport but to help overcome the isolation of elderly people and
contribute to their health and wellbeing . It serves 8 or 9 people at any one time.
Friendships develop, and the users and volunteers form a mutually supportive
network. For some, the opportu nity to get out of the house and make friends is as
important as the physical exercise which is the content of several of the classes

The Strength and Balance class was a patrticularly successful example of the courses
created in the year two programme , and we were able to see it in action. Run by Age
UK, the class began in Barton in late 2017 and so has been going for over a year at th e
time of writing , well outlasting its original commission . There were 19 participants on
the day of our visit. Almost all attenders had come through the social prescription

route. A few others ha d heard about it and come voluntarily.

The initial prescription s are for six or eight weekly sessions These are provided free,
firstly subsidised from the HNT grant, later by OCCG But participants ¢ an continue

t hat [
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thereafter for £4 per session. Most do continue for some time, others are newly
prescribed to the course, and seven have stayed with the course throughout the past
year. Thus while the HNT input was vital in setting up the class it shows every sign of
being sustainable beyond the HNT framework.

Thed Love vyodasstdallevigiesibr eat hl essness di dnodt
Participation gradually dwindled and the class was dropped. But it is currently being
tried in Blackbird Leys.

Two mental health initiative s were commissioned. Mind provided anti -depression and
anxiety classes for people with long term conditions of this kind, and Restore provided
coaching for people with mental health issues, to support them into employment .
Take-up in the latter was slow but built up to 12 in all, some being Barton residents
with mental health needs , some health professionals working in Barton. Awareness
about mental health was promoted through networking in the community, t he
neighbourhood centre and elsewhere, and through talks at a nhumber of events and
workshops attended by about 75 people. These included lunchtime talks at the
neighbourhood centre, sessions for professionals and community leaders in Barton and
drop-in sessions for anyone wanting to discuss mental health at the Hedana health
centre in the same building [ 32]. Feedback from these confirmed that participants fe It
they had learned more about available mental hea Ith services, were more confide nt in
seeking suppat or referring others to support, and had learned things which helped
their own or othersd mental well being.

A separate group to support people with dementia was run by an Age UK dementia
adviser for some eight months. It was much valued by GPs but th e adviser, who was
not a tutor as such, felt unable to continue. It had been hoped that the group would

be run by volunteers but this did not come about. = The dance classes and diabetes
prevention courses continue.

Numbers and costs. An estimated 65 social prescriptions were taken up in the pilot
six month period July to December 2016 . Between January 2017 and December 2018
there were 287 referrals for social prescription, of which 257 were taken up and 30
were declined or did not reply. The total number socially prescribed to date is
therefore in the region of 320.

The cost of the year two theme, under the heading new models of care, was £75,000,
to which should be added £4,426 for the cost of the part time SP officer in the pilot SP
period. This gives a total cost of £79,426, a cost per patient of £248. Estimated
savings of very slightly more than this from social prescribing over the whole project
period suggest that the work may have been cost -neutral, but should yield net savings
as SP becomes integated into normal practice.

More detail on these calculations is given in the chapter five. Health results from the
SP patients for the whole period have not yet been analysed but a study of outcomes
of the pilot period is included in the section on costs and value in chapter five below .
Anecdotally, the GPs, SP officer and other s involved testify that the SP programme has

t ake

o
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made a substantial improvement to prevention of ill health, management of long term
conditions and alleviation of depression and isolat ion.

Non-users. What of those patients who did not take up the social prescription offer
or who dropped out after one or two attendances? 27 cases were individually followed
up [43]. Reasons for declining the offer or dropping out included illness, lack of
interest, dislike of doing things in groups, difficulty in getting to the Centre, not
wanting to go out in the cold, forgetting to attend , not wanting to leave a cared -for
person on their own, not remembering receiving the letter of invitation  or, in one
case, the letter having been chewed up by the dog . Reassuringly, the letter itself had
mostly been understood, and few who had dropped out said they had actually disliked
the sessions. Some of the ill -health that was mentioned was of precisely the kind t hat
the classes might have alleviated, but it had possibly gone too far for the referral to
be taken up. Some who had dropped out said they would return .

The social prescribing officer role . Attendance or non attendance at a prescribed
activity was not a lways a simple choice but often a matter of encouragement from the
SP officer to help overcome anxieties and obstacles. Examples of personal situations
of non-attenders investigated by the social prescribing officer in Figure 3 below
illustrate both the k inds of obstacle to participation which individuals may face and
the kinds of proactive help through which the SP officer was sometimes able to help
overcome them.

Figure 3 Vignettes from the Social Prescribing Officer

Patient AAhad received a | etter about the Bone
sure what the classes were about and why she had been selected. | sat down

with her and discussed why she might have been chosen, and the benefits of

attending. | agreed to go with her on the first morning just to look through the

door and see the age group and the type of exercise. Having been very
apprehensive at first, she has attended every week, and thoroughly enjoys the

class. She often comes out with a big smile on her face and talks about how

she can feel the benefit, and it has helped her get out the house each week.

Patient B. thought he had been sent the |l etter by mis
idea of attending a cl ass. At first he di
j oin, and thought he wouldnét be able to

he has enjoyed the exercises, relieved that many can be done sitting in a chair,
and says he now uses muscles he never thought he had any more. He enjoys
the atmosphere of the class, and it has helped him come out his flat, and not
feel so isolated.

Patient C hadnot recei ved @ cdme tintoethe,centteufar us e d
something else. | would often see her looking into the room inquisitively so |

asked if she would like to join. She has had some severe health problems over

the last couple of years, including a stroke, which left her with a mobility and

balance problem. She has attended ever since and thoroughly enjoys it.

Patient D. This 93 year old lady received the letter in the post and asked her
daughter to throw it away. She was really not keen, having lost a lot of
confidence about mixing with people, and had become very isolated at home.
Her daughter spoke to me about the classes, and convinced her to come and
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have a look, and see what she though. Once she arrived she saw a few old
friendly familiar faces , turned to her daughterands ai d A Col | ect
comes every week to see her old friends, and enjoys joining in with the class.

Patient E. This reserved and quiet 39 year old man had been out of work
since 2004 due to a mental health problem. We referred him for some support
and mentoring with Restore, who were holding sessions in Barton to meet this
kind of need. The patient engaged very well, so successfully in fact that he is
now working for Restore, and doing some voluntary work in the Warneford
Hospital supporting others. He feels he has gained so much confidence, and

canot believe that after al | t his ti

employment.

Wider activity . By the time of this evaluation, close to the end of the third year, the
dance, balance and other activities commissioned for social prescribed patients were
part of a much larger portfolio of health -related activities within the Neighbourhood
Centre. Many patticipants were in effect prescribing themselves or had been
informally guided by the SP officer, in addition to those who came through the GP
route, and some of those had stayed on after the eight -week SP period or moved on to
other activities.

Digital gap. There will always of course be some non participants by choice but a
community involvement strategy which relies on people coming to a centre may miss
out a proportion of residents who would like to be involved in some way but cannot
normally leave hom e, even with the kind of active help provided by the SP officer or
Appointment Buddies. Future action might make more use of digital resources to help
residents achieve healthy lifestyles. There are a burgeoning range of apps for healthy
lifestyles, includ ing healthy eating, and online networks for people suffering particular
conditions. Where the problem is not being housebound but inaccessibility of, or
unfamiliarity with, electronic media there could be drop  -in clinics where residents can
ask questions, see demonstrations and find out what might work for them.
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4. OBJECTIVE 3: TEAM AROUNBIEPATIENT
(TAP)

TAP emerged as an HNT theme during the 2" year and was adopted as the key area of
activity in the third. The origin al stimulus was a GP becoming aware of a particular

patient calling out emergency health services very frequently , only to be sent home
equally frequently after examination revealed no medical cause. Closer investigation
suggested a pattern of psychological health issues manifesting as physical symptoms,
some quite pronounced and mimicking serious health conditions. The patient clearly

had intense needs but not of a kind that were being met by a succession of ambulance
call outs and visits to A&E, entailing costs running into tens of thousands of pounds

over a few months. Whilst ambulance and A&E staff were aware of the problem, they

were duty bound to respond to any and every such event, and were not permitted to
share information about pati ents without clearance.

NHSE had at this time asked HNT pr oj ect s stfidorl ebiprweposi ti ons?®

funding year and it seemed likely that if a method could be devised to channel
patients of this kind to more appropriate treatment and behaviour, considerable
wasteful expenditure could be avoided. The TAP conept was adapted from the

longstandi ng Ot ethemclhirbddidconcept used to hel

needs.

Jointly devised by Hedena Health and Manor surgeries, TAP is defined as an initiative
to provide a person-centred approach to integrating health care and social support
services in a cost-effective manner. It is targeted at patients who have needed
frequent unscheduled conta cts with their GP and/ or ambulance and emergency

departments over the preceding year. The i ndi vi dual 6 s enoes ard s

assessed by a multidisciplinary team, leading to a comprehensive health care plan.

However, before it could take place a spec ial data sharing agreement had to be
devised between the surgeries and the Council, to ensure compliance with the General

Data Protection Regulations (GDPR),and t he p at -gien ¢ofdsenttb sharirgl y

data about them amongst a range of professionals had to be secured.
The method (which is still being refined) includes these stages:

() Potential subjects are identified from lists of frequent attenders supplied
by ambulance services, accident and emergency departments and from the

GP clinical systems. The GPt hen scr eens t hyandgamyothernt 6 s

relevant information to check suitability.

(i) The GP or project officer then meets the patient, with a family member

or carer if wanted , to explain the proposal, as k t he pat, bskthamd s

to complete a self-assessment form, and ask for their consent to the
proposed process.

f
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(i) On agreement, the GP mobilises a group of other professionals who have
been involved with the pati ent or have relevant expertise and invites them to
be involved in formulating the personal care plan.

(iv) Prior to meeting, the professio nals are asked for their assessment of the
problem: what are the issueswhich seem to precipitate frequent recourse to
health facilities? What underlying social, psychological or physical problems
have been noticed? What interventions might support this patient to improve
their health and wellbeing whilst reducing their recourse to emergency
measues? What health, care or community services should be represented in
a joint meeti ng?

(v) The group of professionals is thus well prepared when they meet together
to pool their re sponses and draw up a plan of action. Such a meeting might
include a selection from: the GP, health and social care agencies, ambulance
demand manager, consultant psychiatrist, elderly mental health care nurse,
care agencies involved in patient care, community respiratory nurse team ,
community heart failure team , police, fire service, antisocial behaviour
team, social prescribing officer and tenancy officer.

(vi) The patient is then invited to meet the team, or if they prefer, their own
GP, to hear the proposed plan of action, express their views and, if possible,
reach agreement on it.

At the time of writing (coinciding with the conclusion of the HN T period), ten patients
seven from Barton, three from nearby Wood Farm, have been through the process,
agreed proposals and are carrying out their personal action plan. Five more are
upcoming.

In addition, tenancy sustainment officers are able to refer individuals to the TAP
meetings who are at risk of losing their tenancy and becoming homeless and whom the
officers suspect may have unmet mental health needs. To date, two such candidates
have been referred via this route.

At first sight TAP is a somewhat specialised component of the HNT portfolio, affecting
directly only a small number of local residents. But the processes involved are also an
important part of wider change in working methods and agency relationships . The
method could also save appreciable sums to be better used elsewhere in local health
provision whilst relieving A&E and other front -line services of some pressure.

Professionals from different services have proved willing to participate in the process,
redirect ing some time to save longer-term cost and frustration around these high-
demand patients. The relationships built thro ugh the inter-agency approach create a
more flexible, holistic understanding which is bound to be helpful in wider contexts.

At the time of writing, the initiative has another three months to run. R esults of the
TAP process are still being studied and evaluated alongside two other similar schemes
elsewhere in Oxford. Initial feedback from practitioners has been very positive
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5. DISCUSSION

This chapter draws together key issues considering how the HNT partnership evolved,
cost/value judgements and whether the programme is sustainable, replicable
elsewhere or scalable.

Partnership

Partnership in the project can be seen as taking place in three ways: through the
formal partnership which governs the project , and the steering or delivery group of
staff running it ; through co -operation amongst professionals carrying out action; and
through co-operation between the project, the professionals and the local community.

The formal partnership has been vital not least because the content of the project
developed step by step through collegiate deliberation. Strategy is overseen by a
Programme Governance Board consisting of directors from the four partner bodies:
Oxford City Council, Oxfordshire County Council, Oxfordshire Clinical Commissioning
Group and Grosvenor. Day to day operation is determined by the Steering Group (or
6 Del i v e 1©yf staff fooom phe partner bodies joined by staff of Hedena Health
and Manor surgeries.

Close collaboration between these stakeholders around a practical plan for
improvement across a neighbourhood is by no means common. It is relatively recent ly
that t he primary care bodies (as well as public health departments) have been
required to address local populations as a whole , as well as patients as individuals,
and to move towards new models of care , which require collaboration with a wide
range of other services. At the same time , local authority cuts during austerity have
reduced resources for regeneration and community development, giving less leeway
for partnership and innovation.

In addition to the practical neighbourhood programme itself, Barton HNT has built
value in terms of partnership and new ways of working. The Grosvenor representative
feels that her company has learned a lot from the Barton project about collaborative

working, and is feeding it into developments they are involved in elsewhere su ch as

Eynsham.6 Under nor mal practice we would never

share insights about an area. The Delivery Group works as a central nervous system.
0Siloism¢ is still the norm in many developments because there is often no inclusive
mechanism such as the Barton delivery group to try to integrate all aspects of
development. We have learned from mistakes in Barton too, such as phasing of
building which inadvertently meant that the earliest new residents cannot yet easily

walk fromtheir houses to the Nei ghGaswemohwlleahtinddont r e

build health into its future thinking. It is also more aware of the need to talk to local
community groups, such as environmentalist groups, at an early stage, before the
masterplan for a development has been fixed in stone. They are also looking at
whether the model of integrating a GP surgery into a community facility can work
elsewhere.

hav

ar



30

Partly as a result of the Barton project, The City Council has made health and
wellbeing a strate gic priority , appointing board member for healthy communities and
has committed itself to several other health inequalities projects

For the County Council and CCGrepresentative s too Barton is a useful source of ideas

that can be compared with or fed in to development elsewhere. There are a number

of national forums which are seeking to address problems of integration between

health and other major issues, and where experience transmitted from Barton is

valuable. For example t hrough the County Council connection Barton was the only HNT

case study in the TCPA 6Developers and Well bei
major developers and whose report was launched at the Houses of Parliament in

February 2018.

Professional partnership s. Partnership-type processes are again important in the new
working practices amongst professionals from the health system and other local
services which are at the heart of the development of new models of care.  The main
surgeries serving Barton (and some patients from near by areas), Hedena Health and
Manor, now work closely together, anticipating Primary Care Network arrangements
outlined in the new NHS long term plan [2]. GP surgeries working together and with
social care to look after the needs of a common catchment popul ation, using a
systematic approach and co-employing a project officer with public health experience

is a strong precursor for the joint working required in the nascent model of Primary
Care Networks. These new networks are to be supported and funded under the new
NHS five year contract [ 3].

At the micro level the value of new forms of partnership is illustrated by social
prescribing and TAP. The problem of creating a joint approach to care for individuals
who make heavy, sometimes misdirected, demands on the system is not only to do
with the individuals but with the fragmentary nature of the system. The important
obligations of patient confidentiality mean that each service deals with the individual
separately, which may mean that the GP, ambulance service , A&E, care worker,
housing worker and others may all be separately dealing with a problem which
actually requires a joint approach. The TAP method (described in the last section)
both resolves problems for individuals and spreads understanding and cooperation
between the different professional roles.

Partnership with the community . Alongside the formal structure there is the de
facto partnership with the local community, especially in the form of Barton
Community Association, which runs the Neighbourhood Centre where much of the
project action has taken place. The existence of the Neighbourhood Centre as a
thriving community venue (the only general purpose one serving the 7,400 residents in
Barton) was clearly an essential precondition for rapidly setting in place a whole raft
of activities to align with the expanding health agenda and HNT vision. The Centre has
played a pivotal role in the whole HNT scheme, and is an essential cornerstone of
what may happen after it.

The MEL research[39]carried out to survey local health conditions in 2017 includes
findi ngs o feelings aouttieerocadity which are useful in getting a general
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sense of the community. 86%of the 300 respondents were fairly or very satisfied with
Barton as a place to live dslightly higher than the national average according to LGA
national benchmarking . 76% felt very or fairly strongly that they belonged to the area

d much higher than the average Oxfordshire figure of 58%. The figure was highest for
older people and people who had lived in Barton for more than 16 years. It was
somewhat lower for more recent arrivals, which may have implications for the
residents yet to come. 75% agreed that Barton was a place where people from
different ethnic backgrounds got on well together, si milar to the Oxfordshire average.
There was high satisfaction with local transport, local health and care facilities,
community facilities and access to green space (all over 90%).

Satisfaction was high on activities for older people (85%) but lower on a ctivities for

young people (67 %) and food shopping facild:@

top three things you w ould like to see improved in Barton? A large number of residents
mentioned the need for better shopping facilities, including ( restorati on of) a post
office. Second most frequent request was to alleviate traffic problems, and third was
facilities for young people. Others mentioned lack of places for residents to meet and
socialise, especially in the evenings, due to recent closure of several facilities -
Church hall, British legion and pubs. The Neighbourhood Centre mainly held activities
during the day. Other community amenities in Barton include Bayard s Hill Primary
School, which runs breakfast and after school clubs; the allotments assoc iation; and
the new linear park.

Attendances at BCAorganised and hosted activities at the Centre probably average
around 600 a week (see Appendix 2), while other users come in for the surgery, the
gym and the organisations which rent offices in the buil ding. When the enlarged
health facilities are open, numbers will undoubtedly increase further, with additional
potential for cross -over between primary care and community activity.

Costs and value

Grant breakdown . The three successive annual grants were allocated to particular
activities but not directly to the three workstreams which turned out to be the main
content of the project. The initial award of £126 ,000 was attributed to seven areas:

(i) Programme co-ordinator for 8 months (inc on costs) 31 000
(i) Management support 15 000
(i) Health related support from OCCG and PH 30 000
(iv) Steering group 500
(v) Health and wellbeing sessions for local people 4 500
(vi) Grants for initiatives 30 000
(vii) Research 15 000

126 000

The year two grant of £92,779 was obtained for:
(i) Developing a new model of care for Barton dan
innovative and community based a pproach to care
for Bartonds current and f ui5W00e r esi

dent s

t
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(i) Additional funding for activities undertaken
In the previous financial year 4779
(iif) TCPA 0 Bvelopers and Wellbeing 6 project 10 000
(iv) Participation in  TCPA project 3 000
92 779

A grant of £75,000 was obtained for year three, to include:
(i) Core team in place, supported by a dedicated
programme manager and overseen by effective
governance

(ii) Attendance at collaboratives and other

programme events

(iii) proactively sharing learning and contributing

to ongoing programme activities, including

through the online collaboration programme.

£50,000 of this was later allocated to TAP .
75 000

The total NHSE grart for the three years was therefore £293779.

The cost-benefit dilemma

YEAR ONE The year one healthy eating initiative relates particularly to some of the
small grants for voluntary organisations allocated to carry out a variety of health
initiatives to kick -start the HNT programme. 11 bids were received and eight awarded
grants®. Three of these were specifically about healthy eating:

1 Eatwells Cafe, £4,975 to run six intergenerational w orkshops and create a
recipe book and cards to be deliver ed to the 885 new Barton Park homes as
part of a welcome pack .

9 Fusion Arts, £4,648 to deliver up to 5 workshop days to Barton schoolchildren
on healthy food .

1 Good Food Oxford, £4,990 to review and organise improvement to the
Neighbourhood centre food bank, hold a foraging walk, hold a food poverty
awareness training event for professionals, and report on food assistance to be
provided in the new Barton Park.

Two of the other awards, though not about healthy eating, wou Id turn out to be
important to the development of the HNT programme as a whole:

1 Barton Community Association , £5,000 to deliver a variety of health and
community activities. In practice BCA was heavily involved in the development
of the cafe and community cupboard .

2 Panel recommendations| i st only seven awards totalling A24,374
subsequently added, raising total awards to £29,468
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1 Getting Heard, £4,994 to establish a pilot buddy service , Appointment
Buddies, to help elderly or immobile people to attend health appointments and
community activities . This turned out to be vital to enduring attendances and
improving socialisation not only in the early activities but especially in
connection with the social prescribing programme. Appointment Buddies then
achieved major independent lottery funding to maintain and widen their
service over three years.

I n awarding the HNT gr anhow [the ¢irehg till ssane mera

to kn

health gain than an equivalent expenditure of

(Schedule 1 Section 256 transfer, 1-2). This implies a linear cost -benefit analysis. At
the same time NHSE was looking for a holistic, community -oriented approach,
mobilising a variety of social determinants of health. This approach requires an
outward -facing openness to emergent developments. NHSE also recommended using a
major portion of the grant to appoint a dedicated project officer, a role whic h is
difficult to apportion to individual activities. Besides the grant itself, it is clear that

the project drew on uncosted input from all the partner agencies in the course of
their ongoing work.

An attempt to compare cost and value for this kind of project raises again the issue of
whether it is possibleto al i gn o6l i near & and O6systems?d
the introduction). An explanation of systems analysis for the national HNT project
a s s er t Bnear rhoadls ofécause and effect (are) not appropriate to address major
health challenges. Poor health and inequalities (are) not caused by a single factor,
(but) result from a multitude of interdependentel ement s wi t hin a

[30, slide 2].

It is difficult therefore to read across directly from a small cluster of inputs and
outputs to health outcomes. In practice the streams of activity have mingled, and we
need to have recourse to the systems analysis way of looking at things to understand
what has happened, and to make a mor e globalistic assessment of its value. Without
much more detailed and long term data, the cost of collecting which would be way
out of proportion to the small grants of year one, it is not possible to translate
scattered actions on healthy eating into long -term changes in lifestyle and then into
NHS savings.Nevertheless, the direction of travel is clearly beneficial, as current user
comments indicate (Appendix 3). Enduring outcomes of the healthy eating initiative
have been the improvement of the café and the Community Cupboard. The café has
also played an important part in amplifying the social value of the courses and classes,
which themselves greatly expanded as a result of the social prescribing initiative. Thus
the year one and year two initiatives com bined to increase overall flow and social
interaction, with undoubted but possibly uncountable health benefit. As the user and
teacher comments indicate, the element of socialisation around healthy behaviour has
been as vital as physical gains, both for me ntal wellbeing and for motivation to
maintain positive action.

Sa much of the health benefit cannot at this stage be given a financial value, but the
activities of the three years differ in this respect. The  social prescribing initiative in

types

connec’
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year two analysed early figures in such a way as to suggest how some of the financial
value may be able to be assessed and the TAP initiative may also be able to do this at
a later stage. It is vital, however, that the importance of the more disparate
community -oriented types of activity in year one is not overlooked simply because it
cannot easily be financially quantified. O bservation and anecdotal evidence suggests
that the value of the health gains generated by these activities probably far exceeded
the modest investment. Additionally, these early activities clearly had some lasting
effects, creating a favourable environment for the activities of year two and after.

YEAR TWO Here there is greater potential for financial analysis , on the basis that
social prescribing is designed to provide alternative pathways of care for patients who
have recourse to primary care, A&E or other clinical treatments for what are
essentially social or psychological needs such ascare, loneliness and anxiety which can
be dealt with b y other means. SP can also play an important role in preventive care
and management of long-term conditions by guiding patients to appropriate forms of
exercise. By providing these in a community setting, prevention and socialisation can
be combined, as seen for example in the vignettes in chapter three.

A part of the HNT grant for year two was used to analyse figures on usage of health

service resources by some 65 patients who had a social prescription in the six month

pilot period July to December 2016 (most from Barton, together with some in nearby

Wood Farm). Figure 4 showspati ent s®& use of health service
months before and after having a social prescription. Whilst these figures can only be

regarded as an indication, in which a number of unseen factors may also be

influential, they are an important glimpse of the kinds of change that might be

expected from a SP programme.

The pattern in the two areas (Barton and Wood Farm) is slightly different, but overall

there was a marked reducti on i n use of A&E, doctorsbod
admissions, with a slight increase in recourse to nurses and outpatient treatment. The

figures are too small for statistical significance but are a positive indication of

direction of travel, and coul d be used as a starting point for more definitive analysis in

the |l onger term. The figures dondt include aml
increased savings. From this cohort there are clear signs of reductions, in Barton, of

recourse to outpatient departments, admissions to hospital and demands on GPs, with

slight increases in demand on A&E and nursing.

Setting aside the small change in nursing, NHS tariffs would suggest these approximate
cost figures:

OPD(Out-Patient Department) £117 per outp atient visit
IP (In-Patient) £2000 per in-patient stay
A&E (Accident and Emergency) £138 per attendance

GP (General Practitioner) £45 per visit

The social prescriptions for the cohort of patients analysed here could therefore have
resulted in:
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An extra 3 outpatient visits: + 351
6 fewer in -patient days - 12,000
9 fewer visits to A&E - 1,242
72 fewer visits to GP surgery - 3,240
-£16,131

There were an estimated 6 5 patients in this cohort. In the following two complete
years, 2017 and 2018, a total of 257 patients were socially prescribed in Barton and
nearby Wood Farm (the great majority in Barton). Thus by the end of 2018 there ha d
been a total of 322 patients socially prescribed since the start of the SP initiative. If
average savings continued at the initial rate, the total cost saving to the NHS will have
been 322 divided by 65, times £16,131, ie = - £79,910

Figure 4: Health service utilisation before and after social prescribing

OUTCOMES |

Health Service Utilisation 6 months before
and after SP Intervention(Jul-Dec16)

6 Months Post

6 Months Pre Intervention Intervention

GP Nurse GP Nurse
OPD IP A&E |[Consult| Consult| OPD IP A&E | Cons cons

Bar 48 11 € | 292 | 121 39 6 10 | 266 | 122
1| 15 | am ] o 33 0 ] 23
total | 69 | 12 | 21 | 429 | 140 72 6 12 | 357 | 145
Changes Barton -9 -5 +4 -26 +1

Wood Farm 32 A3 46 4

Total +3 -6 -9 -72 +5 |
% change, both +4 -50 -43 -17 +4

OPD -Out patient department
IP - In Patient

For a cost-benefit analysis, costs of the initiative would need to be set against this
figure. The cost ascribed to the year two theme under the heading new models of car e
was £75,000, to which would need to be added the cost of the SP officer in the year
one pilot period, £4,426, giving a total of £79,426. Seen in this perspective, the social
prescribing work, which in fact extended throughout the project, would be regard ed
as virtually cost-neutral. Since it is highly likely that continuation of the SP system
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would cost much less as it becomes integrated into normal practice, one could expect
it to yield an increasing net saving.

The costs of SP when running as part of mainstream practice could be regarded as
consisting primarily in the cost of the SP officer/s and any courses commissioned and
subsidised specifically for SP purposes. If we use the pilot period as a model, the SP
officer role was met as a part-time role, not highly paid but carried out by an officer
exceptionally well qualified and well -placed to carry it out. The cost during the period
covered by the pilot period figures in Figure 4 was £4,426. Deducting this from the
estimated saving during that six mont h period gives a net figure of £11,705, equivalent
to a net saving of £58,525 for the whole two and a half year period to which social
prescribing then extended. *

As SP becomes more integrated into the health system as a whole, it is likely to
approach a critical mass where some patients are accessing these options voluntarily
without necessarily going through the formal SP process, thus 6 or g a n Banévety y &
economically - multiplying the effect on a local community. The Barton experience
suggests that this is most likely to succeed where a core of patients are being
proactively targeted, invited and guided, and where there is a thriving landscape of
community activity to which patients can be referred in addition to any specially
commissioned courses.

YEAR THREE Financial analysis for year three is not possible at this point, but since
the TAP initiative focuses on making more economical, as well as more effective,

arrangements for a number of patients at the very high end of health facilities
demand, there are very good prospects that this work will also yield appreciable

savings.

Sustainability

The brief for this evaluation ask ed, in conclusion, for judgement on sustainability |,
replicability and scalability .

Questions of continuity now co me to the fore. The three streams of activity all have
considerable momentum behind them, but is that enough to sustain and expand them
without the HNT framework and funding? Will the BHNT partnership and delivery group
stay in being, under this or another name?Will the HNT funding be replaced by other
funding, or can the practices developed under it continue as part of day to day
business?Will the methods and resources which have worked on this scale easily
absorb the additional demand as the new housing comes on stream and the Barton
population of about 7400 increases by about 3000 by 20247

The Delivery Group partners clearly have long term commitment to the issues
addressed by the project, and the partnership has proved fruitful in terms of  joint
working and better mutual understanding between agencies and the community and

amongst agencies themselves The national policy context also, despite it s unrelenting

3 This paragraph suggests an alternative way of analysing the figures in the preceding paragraph
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turbulence, points strongly to a continued push towards greater joint working between

health, social care, local authorities and other public services . Barton has also

achieved appreciable notice amongst a wider national audience, for example through

being the only HNT involved in the TCPA6 s i nf |I6WDewteil @lper s and Wel
project.

Equally, there are continuing pressures bearing on each of the three activity areas
which will ensure their permanent relevance. Both health and environmental
considerations will keep healthy eating a public priority. Social prescribing seems set
to become a widespread, perhaps even standard, element of primary care, through
the 2019 NHS ten year plan and revised GP contract, though what it consists of in
practice will continue to vary from place to place.  The initial designated resource of
one SP officer per GP practice network , covering a population of around 50,000 will
only be able to proce ss a limited proportion of the pote ntial, but is planned to rise to
three SP officers over the subsequent few years [3], fully funded by NHSE.

The interface between SP and general community participation has benefited both,

though it depends on a few ringholders who have a foot in both camps. The device

developed under SP of identifying patients with particular needs and inviting them

individually to participate in preventive  activities has clearly worked extremely well,

not only in terms of health but in bringing into the centre many people who would not

ot her wi se have come, and wh o have continued
period because they have made friends and enjo yed activities. But some research on
non-attenders suggests that there m ay be many more residents who do not participate

in community activities and who are not drawn in by current methods and offers.

We would suggest that in addition to consolidating th e form of social prescribing which
has been successfully developed, additional ways of reaching more deeply and widely
into the community should be developed. The current form of SP sticks fairly closely
to the medical model, and the evidence suggests it i s effective. However, insofar as it
has engaged with the voluntary and community sector , that has largely been with
professionally-run voluntary organisations not based in Barton. What has not yet been
developed are ways of engaging with smaller community groups, or stimulating
residents to create their own activities.

Self organised activities are likely to be particularly useful for overcoming depression
and isolation as they give people not only activity but responsibility, status and
agency. Technigues to generate such initiatives (community development) include
open-agenda listening meetings where residents can air their own experiences and
ideas, find common cause and deliberate on possible courses of action. Stimulus for
residents to create their ow n new activities is likely to be particularly useful in
helping incoming residents to acquire a sense of o wnership and identity in Barton.

However, certain conditions are necessary to enable community activity to flourish.
Avalilability of seedcorn funding is not only of practical help but sends an encouraging
signal of partnership between the authorities and the community. Most important for
small-scale initiatives is the availability of genuinely very affordable space for
activities. This reflects back to the dilemma already apparent in the Neighbourhood
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Centre regarding the cost of renting rooms which several respondents mentioned. This
is a common dilemma in community premises which have to meet their running costs
through hiring out spaces. The Centre operates a sliding scale and subsidises some
activities but it may be that other potential activities are falling through the net,
especially as there are so few other places in the neighbourhood where small or new
community groups can meet.

The centrality of the neighbourhood centre in the HNT programme and in the
neighbourhood as a whole, must clearly be sustained to make a long -term success of
the changes already in progress, but should not mask the potential for more open, far
reaching generation of co mmunity involvement. This is accentuated by the fact that

the funding for community initiatives occurred only in the first of the three years. A
follow -on project could foster an open invitation to residents both within and beyond
established groups to come up with new ideas for community activity which could
draw new people in and widen networks. While the project commissioned and
subsidised specific courses, it may have overlooked important opportunities to
recognise and support potential for home -grown entrepreneurial and community -led
activity. One of the teachers who has been running very successful karate classes both

in the Centre and outside Barton was worried that the enlarged Centre (with much
enlarged surgery space) would mean higher maintenance costs and so greater pressure

to raise hiring fees. A lifelong Barton resident, he observed that the community had lost
many amenities in recent years even while the population had gr o wn . 6There are
facilities than when | was a child. Barton has now lost its Church Hall, British Legion
(social club), the Fox pub, The Castle pub and a football pitch. The Neighbourhood
Centre is the onl y Heladmenrrying for yeapsdocset uplaenartial 6
arts/youth club in Barton, on an entrepreneurial basis, for both girls and boys, but feared

a return to antisocial behaviour as community resources had been lost (Appendix 3).

A priority for seeking new funding should be to support community self -activity, not
least because the element of community g rants in HNT went out of sight after the first
year. One would like to see the Neighbourhood Centre, the new pavilion and the new
school making space for new and community -initiated activities very cheaply . It might
not be realistic to expect this if at th e same time the BCAor other community sites
have to sell space at commercial rates to help cover their operating costs. Perhaps the
fairest way to square the circle is to subsidise community groups to be able to pay
commercial rates so that the venue its elf can survive. Additionally, there shou Id be
stimulus and support for entrepreneurial ideas .

The present volume of neighbourhood centre activity is partly due to the HNT project,
so cannot be assumed necessarily to continue at this level without furthe r stimulus
and resources. It is difficult to jud ge what proportion of the Barton population regard
the Centre as their community hub and whet her it can perform this function for the
whole of the existing and expanding local population. Most of the new housing will be
slightly further away from it, and there is clearly some danger that new residents will
take some time to feel a sense of joint ownership. However, the fact that so me of its
activities already attract qui te a number of people from outside Bart on is promising.
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In any event, communities need some variety of venues. Barton is rather lacking in

these, having lost a pub, a British legion centre and several shops over the past
decade [39]. The SP Officer is convinced that the loss of these has been a major factor

exacerbating isolation, drug and alcohol abuse and mental stress on the estate. Future
strategy on linking health and community should perhaps seek more specific
interaction with the existing school, the new school, the new pavilion and the church
as well as the neighbourhood centr e.

At the Centre itself, some respondent s & c dsnsuggest that ways shauld be found
to increase caf é opening times, reduce the cost of community hirings and improve the
welcoming feel of the reception area, wh ich in fact was being refurbished during the
period of this evaluation . We understand however that extended café opening times
have been tried at times without success and that room hire is on a sliding scale, with
some community activities heavily subsidi sed. Perhaps there would be value in further
experimentation along these lines. There is no question that the continuing role of the
neighbourhood centre is crucial to the ultimate objectives of the HNT vision; and that
the social prescription and TAP elem ents have every prospect of becoming integrated
and long term. But warning bells should also be heard about the sustainability of the
current overall momentum and its ability to progress to reach the further goals
without some new support and a sustained p artnership framework.

Replicability

The individual streams of activity which went to make up the Barton HNT project
could each undoubtedly be replicated elsewhere at some level. The more far -reaching
guestion is whether the combination of them which creat ed the dynamism of the HNT
project could be regenerated elsewhere.

Whilst each of the three types of activity that were the subjects of the Barton project
has its own special value and could, given resources, continue and be replicated, the
pr oj e c teffiesce shaws that they would yield greatest value through mutual
reinforcement and by being a sustained focus of the type of partnership that evolved
around BHNT. Each taken in isolation would be likely to yield less value.

With a supporting partnership context they would be likely to yield increasing value,
as early learning is digested, skills consolidated and systems familiarised.

Every community is different, but there seems to be every likelihood that comparable,
or even better, outcomes as a result of learning from BHNT, could be achieved
elsewhere if an equivalent (not necessarily identical) combination of key factors could
be assembled. These would need to include:

1. A genuine, action -oriented partnership between developers, local authorities  (both
tiers where there are two tiers as in Oxford / Oxfordshire), the key local health
agencies and credible, trusted community representatives.

2. One or more viable community hubswhi ch are wel |l used
residents, which have a livel y programme of activities, and potential for further
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growth. We have mentioned the crucial role of a caf €, casual social meeting space and
very affordable space for self -organised community activities.

3. Ideally a potential for co -location of health faci lities at or close to the main
community hub.

4. Health professionals working at the frontier of NHS change, committed to new
models of care and proactive about social prescribing and other initiatives like TAP.

5. A plan of action and funding to support it. Even relatively modest funding is
preferable to none as it is a focus for discussion, joint plans and levering in other
resources.

In the austerity period many local authorities have divested themselves of such assets.
In some cases communities have been able to keep them going, but in thousands of
cases a vital community amenity has been lost. Any such loss must make it much
harder to engage a local community in the health agenda.

Whether under council or community ownership, the dilemma of recon ciling meeting
costs with providing affordable community space has in many cases put the costs of
hiring space beyond the pocket of most community groups, with a consequent decline
in community activity across the country. Local authorities now have very m uch less
capacity to sustain the levels of community activity that the NHS is looking for to  fulfil
its whole -population health and wellbeing approach, and the NHS itself has not yet
confronted the need to work out a way of replacing this capacity.

Scalability

There is no a priori reason why a BHNTFtype project should not be done on a larger
scale, indeed many of the other HNT projects are dealing with much larger areas . But
because of the importance of community involvement it is likely that a larger pr  oject
would work best if seen as an archipelago of projects of roughly Barton size (7,500
population due to rise by about 3,000). In part, Barton has worked because the area is
a very identifiable neighbourhood in which different forms of community activit y can
bounce off each other. The Neighbourhood Centre is a major community venue where
people who get involved may easily cross paths, and the co -location with a major
health amenity means that people who might initially go there solely for a GP
appointment may get drawn into community activity or be conveniently referred to
another service that is on the premises, such as the independent county advice
centre, which has a long track record of assisting people with issues such as debt and
benefits, frequent sources of anxiety which sometimes end up at the GP surgery [42]

Many places do not have the clear neighbourhood boundaries of Barton, but still have
neighbourhood identities, partly determined by catchment areas for surgeries,
schools, community centres, sports centres, parks, places of worship and other key
features. An audit of existing or p otential community assets of these kinds would be
an important starting point anywhere. In current conditions it will often be found, as
in Barton, that important ¢ ommunity venues have recently been lost or are at risk,
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and need to be revived or replaced to enable projects of this kind to thrive.  But in
doing so it is vital to ensure that the new amenity is not loaded with such high
revenue costs that it remains out of reach for community groups.

There will always be some people who cannot or do not want to participate directly,
and for whom other alternatives such as on -line communities should be available, or
who may be very mobile and identify with more scattered communities. But p roximity
and face-to-face encounters are still the fundamental basis for involvement,
especially for people who are less mobile either physically or for economic reasons or
care responsibilities, in order to build up sufficient critical mass of community
involvement to make health and wellbeing part of the self -regenerating local culture .

In short, scalability in this field should be seen not simply as replication on a larger
scale but as a linked network of replications on a similar sc ale as Barton. It should be
added that if this kind of action is ultimately to achieve the large -scale change in
health and wellbeing ethos that the NHS is seeking to create, it should also be
considered in established areas, where churn of population ofte n presents some of the
same sorts of problems of integration as new -build areas.
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9. CONCLUSIONS

Observations

Looking at the 2019 picture in relation to the original aims, the following observations
can be made:

While the original aims were couched in terms of both of health and the changing built

environment, most of the new housing had not yet been built , so few new residents

had yet arrived, and most of the project effort went into improving healthcare for

existing residents. As the HNT encompassesboth existing and new residents, this was

wholly appropriate, and a sensible use of this limited funding. As the original Barton
rationale said, 0ANn i mportant part of the . ..rg
Barton neighbourhood, ensuring inclusion and social cohesion with the new

community... An aspect will be to strengthen and support the community work at

Barton, allowing current residents to be involved in the development of the new

nei ghbourhood and hel ping to avwoeipd [fgn inwbs and

The logic model [ 8] attempt s to capture all the project components in a single linear

pattern , which results in a rather indigestible map, whilstthe 6 v i s ual meani ngo ¢
[9, and front cover] does so i n a mor e 0 ofyimage Wlkichesen al y si s
way it is looked at, the concept appears to be immensely ambitious for a project on

this scale, reflecting as it does the entire ambitions of the health and wellbeing

system rather than a small intervention in it.  In practice some of th e activities

materialised better than others, and a good deal of improvisation was used in knitting

them together on the ground, especially in the neighbourhood centre and surgeries.

With hindsight one might have wanted the plan to include ( not necessarily in a single
pattern) :
(i) a baseline on level of community involvement and amenities;
(i) intended impacts being stated in more realistic, achievable terms; and
(i) a (brief) theory of change as to why the selected actions could be
expected to resu lt in the intended outcomes.

It was evidently not possible at the start of the Barton project to establish a fixed
programme that would cover the period. Although the broad intentions of the national
initiative were clear & indeed somewhat visionary & specific requirements were not.
This avoided rigidity and allowed time for partnerships to develop and ideas to
crystallise, but at the same time it generated uncertainty and danger of discontinuity,
especially as year-by-year funding, once allocated, still t ook some time to come on
stream.

The upshoti n Bar t owa$ & prograngme which prioritised three quite different
types of activity, without a clear rationale as to how they should interact or be
sustained after their specific funded period . In the event, however, much of the
community activity prioritised in the first year and the social prescribing activity
prioritised in the second year did knit together in very creative and productive ways,
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unifying role of the neighbourhood centre.

43

ingenuity of the providers and the

The sequence of the three key priorities, one for each year, represented some shift of
focus from the community to the health system, and at the same time from a broad
approach to the lo cal population as a whole, to targeting of specific individuals at

risk,and then to a

Ssmadvdr-usembér obft he dwas hot t h

stated in the logic model, but may have been implicit in local understanding, that
actions funded under one year were intended to flow without additional funding into
subsequent years so that the three forms of activity would begin to interact and

produce a cumulative effect.

In fact this was achieved to a considerable extent during

the lifetime of the pro ject and bodes well for ongoing effect, with some cautions.
However, the dynamism is also fragile, dependent on key roles played by individuals

with deep knowledge and trust from the local community

not recognized, consolidated and extended.

, and could dwindle if it is

The way that different elements of the project gelled could perhaps be visualised as

in Figure 5.

Figure 5: A mixed model

Long term
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Recourse to
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Barton social prescribing - a mixed linear/system model
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SP officer follows patients participants
up and guides attend to socialise

It is likely that the SP programme, and TAP, would be able to continue in some form
even without the community set ting, since they are generated primarily from within

the health system (and TAP is also largely carried out within it), but

they would be

markedly poorer without the community connection. In a community setting, SP has
the potential to become a popular bridge between health and community activity,

SYys
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with an increasing amount of guidance to community activity taking place informally

as well as through GP invitations. However, this potential depends on expansion of

independent community activity of all kinds to  which patients can be prescribed

rather than heavy reliance on commissioned courses, and the trajectory of the Barton

project suggests that the success of the current SP and TAP models may obscure the

need for more extensive support to independent community activity as a whole. In

terms of the O6four | evels of cared pyramid us:¢
[Figure 6, 421t he projectds concluding focus is now h
No doubt these are where demonstrable savings are likeliest , but for the medium and

longer-term vision, development at the base of the pyramid, ie in general community

activity, islkelyt o be a major factor in slowing peopl e
need.

Figure 6: The four levels

Recommendations
In conclusion the delivery group may like to consider these courses of action .

1. CONTINUITY AND GROWTH

() Maintain the momentum of the BHNT project by designing a new phase and seek
funds to cover the period during which most of the new arrivals will  take up residence
(2019-24).

(i) Ensure that in any follow -on project learning and experience gained through the
HNT is carried forward, not having to be built up again from scratch.

(iii) Explore more use of digital resources to overcome isolation of residents who are
unable to attend events at community venues, and to assist community networking in
general [45]



