
 
 

Health and Wellbeing: Strategy to Implementation Event, 31st January 2013 
Workshop Notes - Priority 8: Information, Advice and Guidance 

 

Introductory talk: 

What medium? How to make it consistent? If there is a database, who will access it, and how would 
we update and maintain it? 
Need to focus upon simplicity of access – this has great benefits, but providing it could be very 
difficult. 
Do we make advice general or personalised? Most would think personalised, but like GPs, how 
would we know the complexity and range of advice/support available? 
Are we talking about advocacy at an individual level or group level? 
Signposting is important, but how do we do it effectively? Consistent services need to be signposted. 
Citizenship and community mobilisation leads to a sense of collective responsibility for support? Or 
do we believe in professional responsibility? 
As such, is the language that of a patient or a professional? 
What does collaboration mean? What do we really understand by it? Do we even know how to do it 
properly yet? 
Bringing the private sector into a collective sense of responsibility. 
We need to consider all these issues. 
 
SESSION 1 
 

1. Current Situation 

 Complex – communities = different age groups, we can’t generalise about this.  

 Where do they go? CAB, Health – Dr/Internet 

 The problem is that people don’t know what is out there. When using the internet, they 
don’t know what to look for. 

 The professional p.o.v. is different to that of the patient – how do they read signposting? 

 Some will never be able to use the internet – need a telephone line. 

 The number of organisations in the county – the divide with Telford and Wrekin – those who 
are not literate have a huge challenge. 

 The biggest challenge is how to simplify this. 

 Rich tapestry of information, but it leads to difficulty in checking the accuracy of the support 
without losing the engagement and passion of those who are involved. 

 ‘Hard to reach’ – people who are afraid to make that contact – afraid of social services or 
even being sectioned. 

 Problems with data protection – can’t access the people they know need the help. 

 Can be driven by top-down direction (those who set the direction) – we need to be more 
bold about addressing the needs of those who can’t access the resources. 

 VCS – does advocacy well. 

 Problem – capacity – everyone wants volunteers. 

 For most needs there are 7 or 8 different organisations – this leads to a complexity around 
the people with the most complex problems. 
 

2. What do communities do well? 

 Geographic/social – means different things to different groups. 



 ‘Talking newspaper’ – sending out little CDs. Good way of disseminating information. 

 Voluntary sector strength = not in partnership with agencies. 

 The VCS is approachable and we need to hang on to this. 

 VCS is professional. 

 Word of mouth – but this is only good if you are socially active. 

 People to people 

 Approachability 
 

3. What would a good outcome look like? 

 Advocacy = vital – need someone to help you through your next step. 

 A central point that was really well known, publicised and easy to access (phone and 
internet) 

 Put people in touch with appropriate support groups/telephone that they need (although 
problems around multiplicity of need) 

 Good – might be choosing the right place to start – Helping people define their needs. 

 People who deal with people who don’t know how to access information – Health access 
nurses have experience of dealing with people with learning difficulties. Having a person = 
important. 

 Having the service of a person = the best - but also the most expensive. 

 Professional groups going out to talk to these groups – the experts who work on the ground. 

 The knowledge that such a place exists – the professional asks “can you talk to my patient?”, 
passes the phone over – a start to unpacking their needs. 

 Every group in Shropshire to do everything they can to build up their portfolios and to 
contact other groups in Shropshire (networking in a way) 

 Responsibility of everyone and to ensure quality and safety 

 Word of mouth 

 Everyone has a responsibility not to be passive 

 Feel more confident  about giving advice when the advice is from sources you are confident 
in. 

 ‘Make every contact count’ 

 Build on what the VCS does now – training – keeping up-to-date with what’s out there. 

 Need to breakdown what is accessible on the internet – bitesize chunks. 

 Get simple! 
 
Need both: 

 A centralised database – good but doesn’t advocate individual responsibility to collect 
info that is relevant to us. 

 Personal contact – approachability. We need people to reach the ‘hard to reach’. 
 

4. How do we measure its success? 

 Reality = not going to satisfy every group. 

 We can’t divide health and social care 

 Simple, personable, accessible 

 Finding a mechanism for the people who matter to feed back if they are satisfied or not. 

 Health Watch – have you got what you wanted? Have we dealt with you efficiently and 
politely? 

 You’re looking to get better each time. 

 Getting the message into people’s minds – how, when they do get that health problem, how 
do they know where to go? 

 The person on the street knows the service  - how well known it is 

 Meeting the needs of the people in the middle – ongoing dialogue from adolescence to 
middle age – preventative care. 

 Encouraging people to think of the ‘what if?’ 



 There should not be anything stopping people from reaching us. 

 Data 
SESSION 2 
Community Directory 

 Self-help Shropshire – A VCS directory (but only useful if there is access to a computer) 

 Do a sample of a rural area – if you needed help, where would you go to find it? Relates to Q 
from Session 1 – how rate the success. 

 Is this something that is more focused on other priority areas of healthy weight etc – 
focusing on meeting those needs? 

 Those individuals with high-level needs who are unable to use normal channels of 
communication. Those with citizenship problems/young binge drinkers/rough sleepers = all 
groups who are fearful of using information systems. 

 Those who ‘fall through the net’ – don’t have access to the internet or don’t have a booklet 
to carry around with them. 

 Need people to act as advocates for these people. 

 Voluntary groups are key to going out to those people, as opposed to waiting for people to 
come to them – Church groups/Street pastors etc 

 Is diversity to be celebrated, or treated as a challenge? Should you also celebrate the 
number of places you can pick up information, or is that clumsy? 

 Central point – virtual or otherwise – should be a bonus to have both. 

 The question is – are we comfortable representing the organisation. 

 Are we recommending that: We should focus on advice that is attached to advocacy (via a 
person or through signposting)? 
 

 Some people need to be led – having someone take them and support them 

 Advocacy as = “comes with people attached” 

 Making sure the person is getting the info that is best for the individual. 

 Need to build in a system gets the best of that. 

 All very well having the knowledge – but need to be able to import that. 

 Someone referred to social services with a small problem – but need to be skilful in teasing 
out if there is another, bigger problem – a recent bereavement etc. 
 

 Individual’s choice as to whether they want that person-led advocacy or people just want 
the information 

 Need people to be trained who are able to decipher what people need – person led, or 
not. 

 Advocacy, Support and Encouragement – helping a person to take that step. 

 Voluntary groups to be able to contact – the Central Database and Health Watch Shropshire. 

 Those trained to assess what the individuals need. 

 That voluntary groups know where to send people and the same for statutory groups. 

 To have a trained person – to be like a health champion – in locations. 
 
 

 Difficulties in keeping a database up-to-date. 

 Wealth of information – not meet the needs of an individual. 

 Would only work if it was bottom-up. What is useful for the community – but relies upon 
community advocates. 

 Signposting – what do I need to provide information about for the patient – the strategic 
priorities? 

 What are the key processes that will support those strategies? 

 Community Care co-ordinators = providing the bottom-up approach (in over 20 practices 
currently) 

 Someone in the practice to make those right contacts and to make the linkages happen. 



 = to make compassionate communities happen. 

 Already several different channels – don’t want to lose that – but how do I actually contact 
those groups? 

 Database = to bring together all those different organisations – their central data. 
 

 Voluntary Sector Directory – has those contacts and knows how to connect to others. 

 Church groups – how to get the balance between faith and the desire to help others. 

 Different ethnic minorities – how to include these – feels impossible to target every group. 
 

 Do we recommend: Improving information and prioritising the hard-to-reach groups? Or, 
people-led advocacy? = BOTH 
 

 Health Watch – will advertise on buses and in doctors’ surgeries etc 

 Local area champions – part of their job will be to keep up-to-date with emerging groups. 

 If level of information drops = the reputation of the group/organisation will also go down. 

 Difficulty = at the start = people are very excited. Problem is, that later other priorities come 
in and the level of accuracy of the information suffers. 

 

 What might be needed = pilot work – pick a priority and go with that – learn from what 
happens. In each of these groups will be the people who are the hard to reach. 

 Perhaps we should focus – in terms of the 8 priorities and the priority groups? 

 If we set up alcohol specific group etc – are they going to access it? People don’t want to be 
segregated more – people don’t like to be told they’re disadvantaged etc.  

 Worry =  you’re going down a track that might be too specialised. 
 
What needs to happen? 

 To help develop the strategy – a strategic response – we don’t know enough about the ways 
you provide it – want to determine information that has an impact within these groups. 

 Advantage = have some research/collaborative work around the priority areas. 

 Diversity – people need to keep doing what they’re doing. 

 Focus on a couple of priorities – but must be careful about excluding people. Can’t be seen 
to be focussing on something that does not include everyone. 

 How do we ensure people have the information they need to impact upon the priorities? 
 
 

        
 

Options for individuals. 
 

 Measure of success = how we want it to look. 

 Make a sensible small-chunk start – perhaps 2 priorities 
 

 Who is going to do what? 

 Needs the Health and Wellbeing Strategy timeline 

 Action Research – research in a small, rural area – what do they know? How would they 
access? Any good? What do you know about people with dementia? Needs to establish 
people’s understanding. 

 

 Provides you with the information – where are the gaps? 

 But – we keep asking questions – are we just asking questions to find out information we 
already know? Some of this information = already collected. 

 E.g. Dementia – what part of it is the problem? We can make more of the information from 
patient groups and communities. 

Help Me Self-Service 



 Fill in any gaps in our information of what we know about how people experience the 
services. 

 Is the challenge measuring what the information shows? 

 This is where knowledge from the communities is vital. 

 If we ask questions we need to act on the answers 
 

 We want to make IAG a priority within several (or all) the priorities. 

 Visible – a workstream, a strategy – This is what goo might look like. What are the gaps? 

 Develop a programme to deliver within that priority group. 

 What does it take to make this a fully informed community? 

 Tailor-made, like what is done in the private industry. 

 If research has been done to choose these priorities – population, demographic, mortality, 
behaviour and lifestyles etc – The strategy will evolve – there is a role to strengthen this an 
gather information about needs an better inform the strategy. 

 


