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FOREWARD

Since the North East Health Promotion Centre opened in August 1997, our purpose has been to provide facilitative leadership, best practice expertise and evidence based research to our participating agencies. These agencies include: Banyule, Darebin, Eltham and Plenty Valley Community Health Services; Cities of Banyule, Darebin, Whittlesea and the Shire of Nillumbik; North Western Health Care Network; North East Valley and Northern Divisions of General Practice; and La Trobe University. 

The Centre with its participating agencies have created a shared vision for health promotion in local government and have acknowledged their important leadership and coordinating role for health promotion action.

In order to take the vision forward, the North East Health Promotion Centre commissioned the School of Health Sciences Deakin University and the Centre for Development and Innovation in Health, LaTrobe University to undertake a project which aims to strengthen integration of Municipal Public Health Plans within corporate strategic planning among the four Local Governments within the north east region. 

The project has identified good practice models and case studies in Municipal Public Health Planning through:

· a literature search to understand themes relating to good practice in building an integrated approach to health planning

· a survey of metropolitan and large provincial councils to gain an understanding of the current status of health planning and implementation within each council

· qualitative interviews with managers or coordinators in local councils who had identified good practice in their Councils.

The findings have been written up and presented in this report. The information gathered was analysed to identify common themes and the lessons learnt about integrated health promotion planning. 

Drawing on the recommendations of the consultancy team, an Action Plan is being developed to facilitate the Local Government Health Promotion Coordinator’s Group and the North East Health Promotion Centre to provide leadership for an integrated approach to Municipal Public Health Planning. 

I would like to acknowledge the consultants, Tony McBride, Alana Hulme and Paul Butler for their hard work and commitment to the development of such a comprehensive report. l would also like to thank our participating agencies, particularly the Local Government Coordinator’s Working Group for their assistance and ongoing support for this project.

Kellie-Ann Jolly

Director

North East Health Promotion Centre

INTRODUCTION TO REPORT

This project had several stages, some research–based and some process based. This report packages the products from the research stages and has four parts, corresponding to some of the key stages in the project. 

Part One provides the results from a study of good practice in integrating a public health approach across council. This includes a very brief overview of the status of municipal public health in metropolitan and provincial cities, undertaken to provide a reference point. The main findings are presented as eleven case studies. 

Part Two describes the key themes to emerge from seven key informant interviews we undertook to provide context for the project.

Part Three presents the results of a brief literature search for case studies of good practice in integrating public health activities across councils or similar relevant processes. 

Lastly, the report concludes with a set of lessons drawn from all three research stages.

It is worth noting in passing that the Part Three literature review is short because there was a real paucity of material in the literature on this topic, indeed on municipal public health planning in general. We believe this reflects two factors. The first is the extreme time pressures being experienced by municipal staff in the new competitive climate, especially given the staff reductions in councils over the past five years. The second reason we see stemming from the lack of a reflective culture in councils in general. This has improved in the last few years as the quality improvement processes have been introduced. But these have been predominantly generic processes, without any underlying public health values (McBride et al, 1999). We would argue that this tends to encourage thinking about immediate linear improvements within existing boundaries (‘how can we get nearer to our previously defined goal?’), rather than analysis which asks more challenging questions (‘are we working towards the right goals?’) and which draws broader lessons that are useful for the field to progress. 

Some networks do exist which provide opportunities for staff to think and share. However, these activities have not led to much research or writing about local government’s public health role. This appears to us to be a real deficit and requiring some attention by the field.

PART ONE

GOOD PRACTICE STUDY

1.1
INTRODUCTION 

The intent of this new stage was to collect more detailed information about good practice in other councils in relation to strengthening integration and building support, and also in regard to influencing business unit work through amending specifications or council wide policies.

Thus the following two sections describe the methodology of this stage of the study and the findings. The next section Insights into an Integrated Approach synthesises all the project findings (two research stages and literature search) into some crucial themes and structures the discussion into key lessons about good practice. Lastly, a set of recommendations is outlined. 

1.2
METHODOLOGY 

The third stage methodology involved two steps:

· a very brief phone survey to gain an overview of the municipal public health planning situation in all metropolitan and large provincial councils and

· semi-structured qualitative interviews with managers or coordinators about episodes of good practice.

Brief Overview Survey

A brief survey of all metropolitan and large provincial councils was undertaken to gain an understanding of the current stage of health planning and implementation within each council and to locate episodes of self- identified good practice in either of the two foci of this stage. A questionnaire was devised that would take approximately five minutes to answer over the phone and which sought to ascertain the current status of the MPHP from the officer responsible for its development and implementation. It also asked whether the respondent believed that their council had taken a successful approach (that held lessons for other councils) to either:

·  building strong internal support from management or a range of council’s other (non-health) units and building some integration of the public health approach across other business units; or

· influencing other units’ practice by changing council policies or unit specifications or contracts.

Qualitative interviews about episodes of good practice

Interviews (some by phone, some face-to-face) were held with the six managers or coordinators who had identified some good practice, as well as another whose council had been identified by the key informants in stage one. In addition, an interview had already been conducted in stage one with Port Philip and this has also been presented in this report. 

The interview data was then written up in a case study format, and these stories are presented in the Findings. However, the data was also analysed thematically to derive a set of relatively common factors. This data was in turn integrated with the results of the earlier stages and these are presented in the form of lessons in the Insights section.

1.3
FINDINGS 

These are presented in two sections: an overview of the health planning status of metropolitan and provincial councils and then the cases studies.

1.3.1
Current status of municipal public health planning in Metropolitan and Provincial Councils in Victoria.

Table 1: Position titles of respondents

	· Environmental Health Officer

· Health Development and Service Development Officer

· Health Planning and Development Officer

· Health Promotion Officer

· Health Services Development Officer

· Human Service Planner

· Manager, Environmental Health Services

· Manager, Recreation, Arts and Environment

· Manager, Health and Environment

· Public Health Policy and Planning Officer

· Research Officer

· Corporate Planner


We asked to speak to the person “responsible for the Municipal Public Health Plan”, and the above confirmed they were responsible for either the development or implementation of the plan

Table 2: Councils by stage of development of MPHP

	
	Nehpc councils
	Rest
	Total

	Number without an MPHP, but in development stage


	
	8
	8

	Number of MPHPs in 1st year of implementation


	
	8
	8

	Number of MPHPs in 2nd year of implementation


	1
	6
	7

	Number of MPHPs in 3rd year of implementation


	3
	5
	8

	MPHP not currently being worked on: “in limbo”:


	
	1
	1

	No MPHP, as is incorporated into Corporate Plan


	
	1
	1

	Total
	4
	29
	33


# Councils surveyed were from metropolitan Melbourne, and stretched out to Yarra Ranges in the East, Wyndham City Council in the West and Hume City Council in the North. Provincial councils surveyed were Ballarat, Bendigo, Geelong, Latrobe and Wodonga.

Table 3: Structural Location (Client/Provider Split) of Staff Member currently responsible for, or active on MPHP 

	
	Nehpc councils
	Rest
	Total

	Officers responsible for the MPHP or equivalent who are on the ‘client side’
	1
	16
	17

	Officers responsible for the MPHP or equivalent who are on the ‘provider side’
	2
	7
	9

	Officers in councils that don’t have definable client/provider split
	1
	4
	5

	Other (external consultant developing plan, or plan not being worked on)
	
	2
	2

	Total
	4
	29
	33


Table 4: Allocation of development and implementation roles within Council Structure

	
	Nehpc councils
	Rest
	Total

	Responsible for Development of MPHP
	Responsible for Implementation
	
	
	

	Client only


	Provider only
	
	1
	1

	Client only


	Client & Provider
	1
	2
	3

	Client & Provider


	Client & Provider
	2
	16
	18

	Provider only


	Provider only
	1
	3
	4

	Not applicable – responsibility for development and/or 

implementation not confirmed at time of data collection, no implementation yet, or plan not being worked on currently
	
	7
	7

	Total
	4
	29
	33


Councils selected for interviewing about internal integration were Greater Geelong, Kingston, Manningham, Moreland, Wodonga, and Yarra Ranges. Councils interviewed about influencing policies or specifications were Greater Geelong, Hume, and Moreland. Port Philip had already been interviewed in stage one.

1.3.2
Case Studies 

There are two sets of cases studies.

Seven Case Studies of Good Practice in Building an Integrated Approach

DRIVING FROM THE INSIDE LANE

CITY OF GREATER GEELONG

The City of Greater Geelong was one of the first councils to initiate their municipal public health planning processes in a substantial manner post-amalgamations. Responsibility for developing and planning the MPHP lies with the Community Service Development Officer (CSDO). Council also engaged an experienced public health consultant to guide and assist them in the process.

The three key committees

Their process revolved around three key committees: the externally focused Consultative Committee, the internal Officer Committee and a range of working parties of both staff and external organisations. Their ranking , in terms of effectiveness in assisting an integrated approach, is given below.

	Internal Mechanism 
	Contribution to integration within council 

	Officer Committee (staff only)


	Overall most effective 

	Working parties (staff and external members)


	Very effective

	Community Development Manager actively sold idea to other managers; and second the 
	Very effective

	Involvement of councillors led to strong top level support, and hence across organisation 
	Very effective

	Consultative Committee
	Crucial to overall process but not so much to integration


The Consultative Committee comprises two staff, a councillor in the chair (a critical factor for success) but more importantly the majority of its members are representatives of all the major external stakeholders. Although it only meets every three months, it has played a crucial role in the overall process and has been the main means of ensuring a collaborative process with the community. It has continued to meet regularly for three years, and did so, for example, even throughout the major re-development of community health services in the Barwon region. 

The key internal driving mechanism for the MPHP, and the most important for developing an integrated approach, has been an internal Officer Committee. Membership of the Officer Committee comprises a number of staff and Coordinators from a wide range of units – e.g. By-Laws , Planning, Environmental Health, Children’s’ Services, Aged Services, Youth Services, Engineering and so on. These participants were positioned structurally across the client–provider split - some on the client side of council, some with mixed responsibilities, or others on the provider side (in that descending order of magnitude). This has been a useful mix according to the Community Service Development Officer (CSDO). She believes that all sides (client-provider) have derived benefits from understanding each others’ perspectives via lively discussions about how to design / provide services to meet community needs best or on the marketing value of adding a health dimension to business units’ tenders. Further, as this group was the first established in the process, its members developed ownership of the process from the very beginning and hence a vested interest in its progress and success. This, in turn, flowed through to a greater understanding of the process among business units and a broader acceptance of the MPHP across council in the early stages. 

The Officer Committee has played a crucial role throughout. Its important early processes were to undertake background research, engage the consultant, prioritise the key issues, and set up the appropriate Working Groups. This foundation work generally set the scene and created the linkages for the participation of the community and Consultative Committee (on which it has two members). Part of its rationale stemmed from the fact that Council had previously had a Health Promotion Unit but this disappeared after a restructure. It was important at that time that the momentum was picked up elsewhere and that existing community involvement could be continued. The MPHP process provided an appropriate vehicle to facilitate this and the Officer Committee coordinated it.

The committee is now used as the forum for the reporting back from Working Groups, and to initiate new activity, some of which is directly linked to members’ own business units work, so that committee continues to work around the current concerns and interests of its members. The committee met very regularly initially but now meets about every two months. 

In establishing the committee, the original project officer for the MPHP process utilised his good relationships and people skills to build internal support for the plan. He emphasised that the process would be cost-effective and that it had marketing value for other units. He also pointed out the advantages of getting together community leaders and CEOs from range of community organisations to discuss issues with council.

According to the CSDO, council does have a culture of seeing projects through from beginning to end, and this was useful once the process had commenced. However, importantly it seems, the CSDO has worked persistently to facilitate the process. She has ensured that tasks were shared around the group regularly so all members felt part of the action, and regularly made sure other members’ skills and contributions were recognised and valued. She also actively encouraged ownership of the process by a range of others so they remained motivated. She deliberately tried not to play a central role, so that for example, the Working Groups reported directly to the Consultative Committee, not through her, and there was minimal opportunity for the perception to develop that the CSDO was “running the show all the time”. 

The CSDO has also played a role in educating members about a social view of health, regularly sending round information linked where possible to other Unit’s work or issues. Further, to increase the benefit of membership to participants and to increase shared understanding, they have occasionally held joint Officers / Consultative Committee meetings for training purposes and to find out what was happening in the community by arranging external speakers, e.g. CEOs from key local agencies. For members, this has been a cost and time effective means of gathering intelligence about community issues.

The key lessons from the Officer Committee experience have been to:

· involve all departments and units in the planning from the beginning, and to allocate responsibility to participants for areas they recommended as priorities; and to

· link health action to others managers’ and units’ needs, i.e. not utilising ‘health’ as the key word all the time and using social health indicators that others could understand.

The third major component of the Geelong picture was the four Working Groups, and this was the second most crucial for building internal support and an integrated approach. Three of the Working Groups focused on Youth Health, Health Enhancement, and Health Indicators. Their role was to manage their nominated priority area and implement its associated strategies. Each group had one staff member from the Officer Committee who chaired it, but it also included at least one other staff with an interest in the topic. Membership also included one councillor as well as external stakeholders (e.g. Department of Human Services (DHS), Chamber of Commerce, Deakin, Hospital, Migrant Resource Centre, Barwon Disability Resource etc). They have met as required, have had their own terms of reference, and have reported to the Consultative Committee.

In order to facilitate the work of these groups, and to make them as relevant as possible to their membership, the CSDO has actively linked the needs outlined in the Municipal Public Health Plan to various units’ Business Plans and encouraged staff to link their work to the Working Groups. 

The Working Groups have continued to meet together for three years and have successfully overseen the implementation of almost all the MPHP's strategies. In addition, they have secured funding for some projects. The Youth Health Group has developed a Youth Health Strategy. Its five youth members have ‘road tested’ other health services via visits and interviews, and gone on to set up their own consultancy team, undertaking further work for other public and private sector organisations.

The groups have recently conducted a health information forum for 300 community members with a series of presentations and a range of information/stalls by local agencies. This project was undertaken with the local Volunteer Network as a partner. 

The Health Indicators Group produced a report for other community organisations to use as resource to assist them in their planning. This document has also been adapted by council’s Economic Unit for their own use (e.g. in developing a case at the Administrative Appeals tribunal defending council’s refusal of an application for a permit for a 24hr gaming facility). 

Lastly, although the health outcomes of the MPHP were linked to Key Performance Indicators in the Corporate Plan, the groups assisted in the more concrete process of enabling all council units to understand their responsibility for some of these outcomes and how to achieve them. 

The CSDO thought the key lessons from the Working Group experience were to:

· keep the number of working groups low, e.g. perhaps only two as it was too much work with more (she would have picked Health Enhancement and Health Indicators Groups first, as the latter had wide impact on organisations, and the former created direct links to the community and service delivery); and 

· ensure that all the initiated projects/ strategies were completed in order to retain the faith of participants.

In relation to the overall health planning process, general lessons include:

· the need for an internal broad-based Officer Committee, so that the plan can be embraced by all business units and council, and have ownership from the beginning;

· the complementary need for the Consultative Committee to facilitate wide community organisation ownership; and .

· the value of an appropriate name for the document – “The Geelong Strategic Health Plan” - which was intended to convey a sense of shared ownership among all stakeholders, both internally and externally. 

Two further factors contributed: first the Community Development Manager played a key role in selling the idea / process to other managers; and second the involvement of councillors played a key role and led to strong top level support.

WORKING PARTY ANIMALS

CITY OF KINGSTON

The City of Kingston uses a number of internal arrangements when involving relevant managers and officers in the implementation of the Municipal Public Health Plan, but most usefully a series of working parties (or sub-committees). The table below outlines these arrangements, and perceived effectiveness.

	Internal Arrangement
	Contribution to integration within council 

	Sub-committees (with internal and external members)
	Overall most effective 

	Staff members on the MPHP Advisory Group
	Effective

	Ad hoc meetings
	Effective

	Regular written communication
	Effective

	Personal communication 
	Effective


The MPHP Advisory Group

There are approximately 10 Advisory Group members, including approximately six representatives from health agencies, including the Divisions of General Practice, Community Health Services, the Southern Health Care Network, and the Southern Region DHS planning and health promotion representatives. The Mayor of the City of Kingston is also a member, through being on a sub-committee prior to being elected mayor.

.

There are three council staff involved:

· Team Leader, Environmental Health Services (provider side)

· General Manager, Service Planning (client side)

· Manager, Health and Community Services (client side)

Involvement in the implementation of the Municipal Public Health Plan is part of the contracted role of the Environmental Health Services team, whilst the latter two managers have a strong personal and professional interest in making the MPHP successful.

The committee has helped consolidate the strength and cohesion of the MPHP through having management involved. The mayor’s involvement too has been a crucial factor that has increased the legitimacy of it at councillor levels and managerial levels. Internal staff membership has also ensured that other units within council are embracing the MPHP. This still has a long way to go, but the process has commenced strongly. 

The committee plays a monitoring and overseeing role, and does not engage itself in the details of specific implementation issues. The committee also has a role in planning and policy work related to health more broadly, for example in relation to PHACS in recent times. 

The main mechanism for ensuring that or agreed actions are carried out is the regular meeting, where action plans are assessed, and by sending out agendas and/or minutes. More informally, the HPO communicates directly with those involved on an ongoing basis. She thinks this is crucial to maintaining their interest, as well as showing them that the MPHP is a worthwhile process.

The key lessons from this process, according to the HPO, are as follows:

· it is crucial to the profile of the MPHP to have management on the Advisory Group; and

· regular contact with members of this group is essential because of rapidly changing health context – it’s vital for the officer responsible for implementation of the MPHP to be aware of new factors affecting members, and for them to understand what may affect the MPHP.

Sub-committees

The sub-committees meet around specific issues priority areas in the MPHP. The subcommittees are involved in setting directions, developing action plans, overseeing the delivery of strategies and, in some cases, have been able to obtain funding. 

These groups have both internal and external agency staff, but often specialist or operational staff rather than management. There is usually one councillor on a committee. The council staff are a mix of client and/or provider staff, and they have generally been quite willing to be involved, once approached by the HPO, and especially where their unit has some contractual linkage to the plan. Having the involvement of non-health business units in the sub-committees has also provided a mix of different perspectives on the issues. One aspect of this has stemmed from the change in gender balance as the health units are comprised of mostly female staff whilst a broader membership has meant more males involved.

According to the HPO, the sub-committees have made a huge contribution to the MPHP because their broad external membership has often had more extensive links with the community than council staff have yet been able to establish.

Monitoring at meetings, informal contacts and emails have again been the most effective mechanisms to ensure action is followed up. The HPO and other key members have tried to continually create and maintain the links between internal staff members’ own concerns and the MPHP issues, and have deliberately put forward reasons other than up-front ‘health’ ones to stress their relevance.

Key lessons from this process, according to the HPO, are that:
· high staff turnover may impact on the sub-committees’ ability to implement strategies; and 

· external pressures, such as PHACS, can affect the external agencies on the sub-committees, and these pressures need to be allowed for.

Ad Hoc Meetings

Their team has also effectively used ad hoc meetings as issues have arisen or if other units needed to be engaged. Involvement of different council staff has clearly depended on the issue being addressed. Persuading these staff members to attend has been achieved partly by making clear that there are benefits for their business unit in being involved with the MPHP, and by stressing the value of their input. 

The HPO believes that the key lessons from these working groups are the value of: 

· assessing the stage and context of other departments and their willingness to accept health perspectives and to start working at that level.

· emphasising to other staff that they are being consulted, or their advice sought, as and when they are needed, rather than asking them to commit to a series of meetings.

· undertaking change in small increments, so it is easier to accept.

The HPO saw personal communication as a crucial informal mechanism to build trust and support the implementation of the plan –people may not reasonably be expected to participate actively if they are only contacted infrequently. So constant communication is a valuable tool in building partnerships and in developing a sense of ownership of the MPHP and in stopping it from becoming too narrow in focus. This was sometimes difficult to fit in but she made a conscious effort to do so.

The main lessons from this approach, according to the HPO, were:

· communication should be two way, consistent and open;

· although sharing information can sometimes be very difficult due to time constraints, it assists in sharing the responsibility and action for the plan and hence is time effective.

SURFING THE CORPORATE WAVE

MANNINGHAM CITY COUNCIL

Integration of public health practice across the organisation at Manningham is strongly facilitated by a rigorous dedication to successful corporate-wide processes. In particular, the monitoring and driving of Corporate Plan strategies and the application of standard quality improvement processes have ensured that the MPHP is implemented and that units across the organisation have contributed where required. There is a culture that takes being held accountable to its plans very seriously - “the accountability process is huge”.

	Internal Mechanism 
	Contribution to integration within council 

	Monitoring processes of Corporate Plan
	Overall most effective 

	Quality assurance processes
	Effective

	Steering Committee (comprising internal and external members)
	Effective

	Regular newsletter
	Effective


It is worth noting that there is very sharp client-provider split at Manningham. The client side of council is comprised simply of the CEO and four Directors. The entire remainder of the organisation resides on the provider side, allocated between 16 different business units each headed by a manager. So there are no separate corporate or social planning units on the client side but each BU is contracted to make a contribution to strategic planning. 

Corporate Plan

Responsibility for developing the MPHP lies with the Coordinator of Health and Community Development (CHCD) but the Manager Social & Community Services (MSCS) also plays a strong supportive role in the process. They consider that the Corporate Plan has been the most crucial mechanism in ensuring that specified activities are undertaken. Once strategies have been accepted and included in the Corporate Plan, there are active and rigorous monitoring mechanisms in place to repeatedly ensure that the plan is actioned and completed. The system utilises a computer-based reporting system which produces monthly reports which require input from all relevant staff, and which detail each strategy, its current status, percentage completed, target dates, and additional comments). Senior management then monitors these reports , and they use a series of action memos to facilitate progress and ensure compliance where necessary. 

Given this energetic approach to successful completion of the Corporate Plan, it has therefore been crucial to ensure that appropriate strategies are developed within the MPHP and Corporate Plan. 

The development process for the Corporate Plan is based strictly on established quality assurance-specified guidelines. All staff have the opportunity to be involved with the process and any ideas can be submitted. Directors and CEO then sift these out, and feedback from external focus groups is sought. Following consideration by councillors and senior management over two corporate weekends, draft strategies are costed and timetabled. They have to be considered feasible before they can ultimately be included in the final version. This plan is then communicated back down the hierarchy, with responsibilities allocated. Hence, in order to navigate this process, they have found that the strategies proposed need to be well-researched so that they are soundly based and feasible.

The development of the Municipal Public Health Plan follows a very similar process. Some of its actions are allocated to other business units, or may be the responsibility of several units jointly, where applicable. 

The CHCD and MSCS believe that the main lessons from their experience with the corporate plan process are:

· a rigorous monitoring process 

· successful implementation starts in the planning stage so that resources and timelines are well anticipated and linked to other plans, contracts etc, so that the total picture is considered before the strategy is accepted.

Quality Assurance

This is another corporate process that is taken very seriously within Manningham, and that has contributed significantly to broad understanding of, and support for, their health promotion roles.

All business units are reviewed regularly by a team of process reviewers from across the organisation. Each unit is required to provide a continual (and changing) number of staff to be trained as process reviewers, and the CEO and Directors are also included as reviewers. Different teams from this pool are created for each review. The system is driven by the Corporate Development Unit and they support a process reviewer’s network that meets regularly. This overall process is audited independently. Thus the review process has an intrinsic value as a form of evaluation but it also acts as a means of cross-fertilization. A range of staff from other units is able to make suggestions about potential improvements. However, in doing so they are required to understand the Health and Community Development Unit’s priorities and work, and so a spin-off is that this understanding spreads gradually across the organisation. This also works in reverse and “so the whole concept of improvement is a positive culture within the organisation and this includes things like the Municipal Public Health Plan”. 

Lastly, a Steering Committee (comprising internal and external members) has also played a key role in the health plan process and meets three times p.a., and other mechanisms such as a fortnightly staff newsletter have also contributed to keeping the profile of the health role high.

STRATEGIC USE OF THE AD HOC

MORELAND CITY COUNCIL 

Moreland City Council uses a number of internal arrangements when involving relevant managers and officers in the implementation of the MPHP. The table below outlines these arrangements and those which are perceived to be the most effective.

	Internal Arrangement
	Contribution to integration within council 

	Ad hoc Meetings
	Most effective

	Staff members on the MPHP Steering Committee
	Effective

	Regular use of time in other meetings
	Effective


The MPHP Steering Committee

There can be up to 20 Steering Committee members at meetings at any one time. Approximately ten are representatives from health agencies, including the Community Health Service, hospital network, and divisions of general practice. There can also be approximately ten community members including representatives from community organisations, and individuals such as community carers and residents. Usually two councillors attend the meetings, one of whom chairs.

It is a part of the culture at Moreland council for staff to be involved in the MPHP process. The MPHP is seen as an important strategic document and is mentioned in the Mayor’s Speech every year. Staff who are involved in the MPHP see it as part of their role. There can be up to six internal staff at any one meeting. These include:

· Health Services Development Officer (HSDO)

· Coordinator Public Health/Maternal and Child Health

· Manager, Community Services

· Manager Social Policy and Social Support

· Social Planner

The HSDO understands that the MPHP needs to remain relevant to staff members’ work, as well as being outcome-focused. The major method for ensuring action is followed up is through distribution of minutes to steering committee members. The HSDO also follows up people personally when necessary. Given the pace of change within council, the HSDO realises that keeping issues in the MPHP moving along at a similar rate assists in keeping internal staff motivated. If staff are not kept up to date with the progress of the MPHP, it can tend to be less of a priority.

Ad Hoc Meetings

The HSDO felt that managers didn’t like regular meetings because of the time commitment. If it could be shown that ad hoc meetings were a better use of their time, they were more likely to concur. 

Various units from within council have been involved in these ad hoc meetings. For example, the HSDO met with the Recreation Unit to advise them that the MPHP Steering Committee was interested in developing a physical activity strategy. The HSDO asked the unit for their views on strategy options, only for the Recreation Unit to offer to develop the strategy itself, clearly creating a strong sense of ownership over this part of the plan. The HSDO commented that the Recreation Unit said they had not been consulted before in relation to collaborating with other units on mutually common strategies and that it was pleasing to be asked to contribute.

This targeted use of other staff’s time was felt by the HSDO to be strategic. She felt most staff from other business units did not know what health services were doing until it was explained to them – then they could often appreciate the importance of the MPHP and its relevance to their own work. The HSDO commented that if there is not the commitment from service providers, then it is unlikely they would give their assistance in implementation.

The HSDO thought the key lessons were to:

· give advance notice of meetings,

· inform people if there are specific things you would like them to do well before the meeting date, and to

· be aware that other issues may arise that can distract peoples’ attention from the MPHP, e.g. PHACS – hence the necessity to keep MPHP continually relevant to peoples’ work.

Lastly, in relation to the overall approach, the HSDO felt that their experience pointed to the need to ensure that the officer responsible for the MPHP has sufficient authority or legitimacy to negotiate with key decision-makers within the council business units and other sections. They also need clear and obvious managerial support and a reasonable level of EFT devoted to the MPHP. 

GROWING THE COMMON GROUND 

CITY OF PORT PHILLIP

Port Philip has taken a slightly unusual road by developing a joint public health and community safety plan called “Creating a Healthy and Safer Port Philip: Health Promotion Plan 1999-2005” (HPP). Responsibility for this combined process lies with the Community Development Officer (CDO) and she works very closely with the Community Development Project Worker (CDPW).

The two workers have adopted a very comprehensive and detailed approach to health planning and community and council capacity building. 

	Internal Arrangement
	Contribution to integration within council 

	Discussions with councillors and presentations to council, putting the HPP into a framework (Ottawa)


	Most effective

	Discussions with other business units, based on detailed research into the overlaps in their business and strategy plans with a health agenda 
	Very effective

	Strong support from management


	Most effective

	Consultation and research with community members and organisations, including utilising citizen researchers


	Partially effective internally (increased legitimacy) but very effective in overall process 


They had many discussions with councillors and made well-researched presentations to council, putting the HPP into a framework and structure (using the Ottawa Charter) that had strong meaning for the councillors, both at philosophical and practical levels. For example, the workers believe that councillors understood and agreed with strategies such as ‘strengthening community action’ and ‘creating supportive environments’. It was something they could relate to and share with citizens. In addition, because this process had already been undertaken with the community and the framework presented had been strongly embraced by a myriad of local agencies and organisations, this helped convince council that it was sound and worthwhile. 

They have also deliberately sought agreement from council for a long-term approach to reflect the complexity of the task. They were convinced that their plan just would not work if it had to be a three-year plan, as most MPHPs are. They looked at the corporate plan, which had five-year timelines and felt this was more realistic. However, council has now agreed on a 20-year time frame, divided into four five-year plans. This, they believe, demonstrates the importance of long term strategies for positive, holistic health outcomes, and signals their commitment to achieving them. This, in turn, provided a strong justification for an investment in thorough background research and preparation and for taking time to involve as many stakeholders, inside and outside of council, in the defining of priority issues and creation of strategies to address them. Thus, the planning process was designed to construct a framework for a long-term plan, rather than focusing on specific short-term strategies. 

A lot of time was spent consulting with community agencies, gathering information about the various inter-weaving communities of Port Phillip, and what health meant to them. It appeared that too many agencies still seemed to regard health as being about disease and not about wellbeing. There were similar views within councils’ units too. Hence it was not assumed that other units had an existing understanding of a social view of health, and considerable effort was invested in consulting with staff and trying to introduce new language and cross-portfolio thinking about health promotion. Part of this process involved reviewing the 25 distinct strategy documents which exist in the City of Port Phillip, many of which are not linked in a strategic way. The workers also took the time to link their health strategies to these documents. These two sets of analyses provided the basis upon which common agendas could be established and a more cooperative sense of ownership of the process built. Thus, there was increased acceptance that the HPP was a legitimate document and that it would be important because of its links to other council strategic documents. In addition, they believe that some individuals within the organisation now see ‘health’ more readily as a holistic concept that encompasses environment, infrastructure, and social factors as well as the traditional components.

Apart from this internal process , the team was also well prepared when communicating with council itself. For example, later, when presenting reports to council, the two staff members also made a point of providing highly researched and referenced rationales and justifications for their proposed actions and plans. 

The HPP process was well resourced financially through a grant from the Department of Justice as well as financial input from council. Further they had a very supportive senior manager and director who understood the HPP as being about a new public health approach, although this level of support did not necessarily extend to the rest of the management team.

Key lessons…

The two workers outlined some of the key lessons from their process far.

· Considerable time, persistence, consistency and detailed research was required in engaging councillors other senior management and business unit support.

· Relationship development was very important overall in terms of developing ownership and acceptance of the HPP. This needs to be promoted at many levels e.g. with citizens, community groups and community agencies, as well as with internal departments, managers and councillors. The CDO’s existing relationships with staff and her knowledge of the intricacies of the council were a great advantage in the planning process. 

· In addition, they believed honesty in relationships was essential. That implied being explicit about what commitment was being sought from others, not implying you could deliver something you could or would not. 

· Having close support was very useful in maintaining direction and strength - the team had a very supportive relationship with their manager, and asked her to advocate for the HPP using her internal networks. 

· Applying some health promotion principles within the organisation to make the organisational environment healthy was productive – this implied working from the inside out and leading by example. This allowed staff to understand health and well being (as opposed to disease) more easily from a personal level and then to see this reflected in the HPP.

· They felt it important to keep reasonably to timelines but allow some flexibility at times to allow relevant strategies to emerge throughout the process.

Progress was far from smooth always, but they felt it important not to get too disappointed or frustrated but to give oneself time to regroup, to see things in a clearer and longer-term perspective.

· PUTTING HEALTH INTO THE FIRST DIVISION

WODONGA RURAL CITY COUNCIL 
Wodonga Rural City Council took a very different path from most other Victorian councils by not producing a separate Municipal Public Health Plan (MPHP). Following a suggestion from the DHS Regional Office, Wodonga have taken a deliberately integrated approach to their public health planning by incorporating all their goals and strategies directly into the Corporate Plan. Even more interestingly, they took this idea further by developing an ‘Integrated Planning Team’ of managers from across council to apply this approach to all areas of council business.

	Internal Mechanism 
	Contribution to integration within council 

	Half day workshop as part of extended regular Management Team meeting
	Most effective

	Integrated Planning Team established internally
	Very effective

	Interaction between staff in new open plan office layout
	Very effective

	Regular emails
	Effective

	Launch of new approach with councillors and managers 
	Effective


The Manager of Family Services (MFS) has carriage of the MPHP, and she initially engaged an experienced human services consultant, Successworks, to assist in the process. Following some initial discussions with the consultant and another manager, the management team agreed to extend one of their regular meetings to a half-day workshop. She proposed to discuss the health planning process, the opportunities it presented for a more integrated approach and the possibility of an ongoing forum where joint development of ideas could take place.

There were several elements conducive to the environment at that time. Council had just started its “quality journey” and was trying to put new quality improvement processes into place, and this workshop was perceived informally as another vehicle for that process. Other supportive elements of the context at this time were that there were existing good relationships between managers, a reasonably cooperative culture within the organisation, and a process of management team development had already started. Further, the physical layout of their offices had just been radically altered to an open plan design (based on responses to a staff climate survey). The removal of partitions allowed a new more open and accessible culture to grow which increased levels of communication between managers and staff and also between units. Lastly at a more mundane level, the MFS was able to schedule the workshop when all could attend through use of their networked diary system.

She discussed the idea informally with other managers beforehand to encourage them to attend, putting it forward as a means of improving their collaborative processes, following some discontent about this by some of the team.

Membership of the existing Managers’ Group included all managers and directors, plus the CEO. All were on the client side except the one Director who was responsible for all of the provider side units. 

The consultant, who also facilitated the workshop, had prepared thoroughly and was influential in persuading participants of some of the benefits of a more integrated approach. The workshop focused on several questions, including:

· what sort of information would be necessary in order for the group to do planning on a more integrated basis; and

· on what basis could an agreement be reached so that managers could legitimately contribute to each others’ processes and attend meetings?

The meeting had three sets of key outcomes. First, it led to a shared commitment on sharing information, an agreement that a group process generated better quality ideas, and the development of an understanding that all managers have the ability to contribute opinions and expertise across all portfolios. That is, a community services manager might have some useful ideas on a plaza development, for example in relation to the design and placement of family-friendly baby changing rooms. Secondly, it led to the establishment of an ongoing Integrated Planning Team (IPT). Lastly, the consultant then documented this overall strategy into a report, and these were officially launched, with invited representatives from the DHS and the Municipal Association of Victoria attending, giving the occasion considerable credibility and raising the worth of the approach in the eyes of staff, senior management and councillors.

The development of the IPT was not easy, especially over the first six months. The discussion focused on clarifying what projects they wanted to talk about, at what level of detail they needed to discuss them, and who should be involved with each topic. They found that a framework provided by their consultant was very useful in this process. It provided a structure, and it reminded them that they needed a variety of people involved in most issues and that there were different levels of possible involvement.

.

The IPT gradually evolved from these initial somewhat laborious meetings. Informal working teams were established, with the IPT nominating exactly who would be involved. Hence, much more of the detailed work became undertaken outside of the IPT. These small groups then reported back to the IPT on progress, and the issue of exactly how much detail the IPT required took some sorting out during this next phase. This eventually led to a more definite structure being created - the nomination of a Director as the Chair of the IPT, more formal meetings, accurate minutes being kept and generally more institutionalisation of this process.

The MFS and two other managers, who appeared to have been very positive in their approach, played a persistent facilitating role throughout this process. They clearly acted as process drivers, an important role which included reminding people of meetings and tasks (e.g. at morning tea), and encouraging and recognising others’ contributions. This later evolved so that other staff would take up some of this role, i.e. reminding each other to consult widely across the organisation (“well, I am happy with it but perhaps you ought to show it to X”). This ‘driving’ role also included continually ensuring that all managers understood the definition of social health being used and repeated explanations, using different opportunities, and discussing ‘health’ in its very broadest terms. For example, a request by one of the church groups to do some community building was linked to a discussion they were having in one meeting about spiritual dimensions of health. The church’s proposal provided a very good opportunity to discuss notions of health and well-being within their communities in their very broadest context.

There were several other factors that contributed to more integrated practice, described below in order of importance. The first was the link made with other corporate processes. At the same time as the IPT was created and the quality improvement process initiated, the Performance Review system was established. This involved a monthly review of all staff’s work against their work plan. These work plans had a standard format, were strictly hierarchical and delegated downwards from the Corporate Plan. This continual monitoring against the Corporate Plan (which of course included the public health strategies) has also driven implementation effectively.

The second factor was use of regular emails to keep people informed. The last element was the meeting with council and managers to sign off on the process at the end, which formally endorsed the approach. 

The MFS concluded that there were three key lessons from this process:

· having the right environment within the organisation is very important (see above in relation to existing relationships and the link to the early stages of the quality improvement process);

· strong commitment from the CEO and Directors is crucial; and

· there needs to be individual openness and willingness by managers to share both ideas and the ownership of projects and programs

The MFS felt that not having a separate MPHP was invaluable. A more integrated approach created “a terrific environment to work in” and was a “more enjoyable way to get the work done”. She felt that there can be enormous barriers within local government (e.g. legislation, structures, and physical layout) and it has been good to have those removed and be able to work together. They have now used the same approach for the development of the Municipal Strategic Statement to some success (if not quite to the same degree).

THREE-WAY APPROACH

SHIRE OF YARRA RANGES

The Shire of Yarra Ranges has used a number of internal arrangements when involving relevant managers and officers. The table below outlines these arrangements and their levels of effectiveness in relation to the MPHP.

	Internal Arrangement
	Contribution to integration within council 

	Staff members on the MPHP steering committee
	Equal most effective

	Working parties around issues in the MPHP
	Equal most effective

	Regular personal communication (phone, face to face)
	Equal most effective

	Ad hoc meetings
	Effective

	Regular use of time within other meetings
	Effective

	Regular written communication
	Effective


The MPHP Steering Committee

There are approximately 20 members of the Steering Committee, with up to ten representatives from health agencies, including the Division of General Practice, Community Health Service, the local hospital, and non-government welfare agencies. Four to five representatives generally attend from community organisations, for example, Villa Maria.

There are three council staff involved in the steering committee, who are all from the client side. These are: 

· a client representative from Environmental Services 

· Corporate Manager, Corporate and Community Services

· Policy & Planning Officer, Community Services 

A councillor chairs the steering committee. There may also be staff from other community-based services or other council officers in attendance; depending on the items for discussion or level of expert input required.

Besides its role in relation to the MPHP, the committee has some input into the development of strategies and planning processes outside of the MPHP. For example the committee has made submissions to the council’s Transport Committee and to DHS regarding the recently released “Guide to Services”.

One of the key outcomes of the committee was the development of an Immunisation Working Group. This group has led to better coordination and collaboration between immunisation providers in the area and a subsequent rise in immunisation rates in the shire. These rose from 72% in the December 1998 quarter to 88% in the June 1999 quarter. There has also been an increase in the number of tradespeople in the area receiving tetanus injections as a result of their immunisation campaign.

Inroads have also been made into the raising of immunisation rates amongst the indigenous population. This has been achieved through the working group bringing relevant stakeholders together and discussing the best culturally sensitive approaches to take.

Apart from the significant increase in immunisation rates, the group believes it has also created a workable model for internal and external stakeholders to work together on a common health issue.

In the course of the process, council staff have found it valuable to educate the rest of the steering committee about the significant level of council’s contribution to public health. They felt that some of the public health agencies saw themselves as the ones on the ground providing the services, and perhaps not getting the financial support they may need from council. However the Corporate Manager, who sits on the steering committee, has been able to demonstrate the substantial financial resources that council was putting into HACC and other community infrastructure. 

The CDO believes that the presence of the Corporate Manager from the Corporate and Community Services Department on the Steering Committee has been enormously beneficial to the implementation of the MPHP. The manager is always able to give a clear understanding of what council can, and can’t do, financially in terms of the MPHP. But where the funding has been possible, she has been able to identify possible resources for the MPHP. A further strength of her involvement has been that she has status within the organisation and has been a real champion for the MPHP. This has added some legitimacy in other managers’ eyes to the MPHP Steering Committee.

The CDO has also found that having municipal staff involved in the Steering Committee alongside practitioners and managers from agencies and community representatives has put a human face to council’s services for those external players. In some areas, it has also demystified how council operates. 

The MPHP has obviously been seen as important by Environmental Services because it is written into their specifications (for the implementation of the MPHP and participation in the MPHP). The contract manager of this unit saw she had a role in ensuring that happened. As a result she encouraged her staff to be a part of the MPHP steering committee. Further, having information sessions and informally talking to people about where they fit into the MPHP was important in persuading staff to be involved in the steering committee, although some were already keen.

Action plans, with performance indicators, timelines and quarterly reporting requirements, have been used as a vehicle to ensure that implementation proceeds appropriately. Further, the positioning of the MPHP as a key action area in the Corporate Plan has been significant in the plan achieving corporate support and general recognition within council.

The key lessons from this experience, according to the CDO, have been as follows.

· It is vital to undertake capacity building. This involves spending time developing trust and understanding between people, which aids mutual recognition of different units’ varying roles and contributions to health.

· The process is one of continual persuasion to show staff what benefit the MPHP holds for their unit and their work.

Working Groups

In the Shire of Yarra Ranges, working groups have been set up which are very targeted and specific to one issue each and they function on an operational level. Members of the groups are brought together because of their expertise. Community representatives were originally part of these groups but it was found that the groups worked faster and more efficiently when membership was limited to only those professional workers who worked ‘on the ground’ around the particular issue.

There are between six and eight members on the Immunisation Working Group and approximately 15 members on the Service System Working Group. This latter group has been responsible for making a local response to PHACS and an outcome has been the strengthening of position and identity of a health planning network within Yarra Ranges. 

The relationship between the steering committee and working groups is one where the Steering Committee determines the various priority areas for action and working groups are formed based on these. The working groups develop goals, targets and strategies in relation to the priority area, and then an action plan, described above, which is reported against as implementation progresses.

Council staff members have seen being part of these working groups as very strategic, particularly given the PHACS developments and also to facilitate implementation of their contractual requirements if on the provider side. Some managers have also seen the MPHP as an important document/tool in the sense that it can be used as a vehicle for funding submissions.

The CDO has also employed a range of personal communication means to increase the recognition within council of the MPHP and its successes, for example the increasing immunisation levels.

Case Studies of Good Practice in Influencing specifications or Policies

DEVELOPING THE DISABILITY ACTION PLAN 

CITY OF GREATER GEELONG

The MPHP had several strategies related to disability issues in it and the development of the Disability Action Plan facilitated their implementation. The process for the development of this Plan, a legislative requirement in Victoria, emanated from the cross-teamwork of the health planning process, and copied much of its values and approach, even though an external consultation was not strictly required.

Given a previous poor experience around a council response to a disability issue, this time, council went out of its way to be inclusive. It invited input from a grassroots level and strong community collaboration in the development of the policy. The health planning process was seen as a successful model for this, and the new process has similarly involved a wide range of officers from a range of business units. 

One of the features of the process was the use of regular emails as a training mechanism, given the frequent use by many staff.

The main lessons from this process, from a health planning perspective, were the advantages of seeing the MPHP and its network as a valuable tool / resource which can be available for other complementary purposes. The development of the Disability Action Plan showed the great potential of the already established MPHP network / collaborative process for information gathering and strategy development on other topics.

INCORPORATING SAFETY PRINCIPLES INTO NEW SPECIFICATIONS 

HUME CITY COUNCIL 

Influencing specifications and business plans

In 1996, there was a concerted effort at Hume to incorporate comprehensive community safety principles into the specifications being developed for a range of new business units in the first round of CCT tendering.

The main influence behind this move was the Safe Living Program, an injury prevention program that had been undertaken very successfully in the previous Shire of Bulla, and continued into the new council. This program had previously been a project run solely by the Health Services Unit and it had been successful enough to receive World Health Organisation accreditation. Following this, there was a belief within council that the organisation needed to live up to its principles and to institutionalise them. Given there was no more external project funding available, this meant making community safety part of ‘core business’. This had also been one of main recommendations from the formal evaluation of the project. The main push to achieve this came from Program Coordinator and the Manager of the Health Services Unit, and there were negotiations with senior management and the Commissioners, who were in power, post-amalgamation.

The Safe Living Coordinator (SLC) and the Health Services Coordinator (HSC), who was responsible for development and implementation of the health plan, started working with both the corporate unit and the business units. The Contract Management Unit was the client side unit responsible for the competitive process. It had the final say in the service specifications advertised. The SLC and HSC saw it as essential to get them onside and developed a number of policy or position papers at the time to put their case. This was successful, although it has to be admitted that this was a relatively minor issue for the Contract Management Unit. 

However, the main hurdle was in persuading the business units. The SLC and HSC therefore embarked on a series of informal discussions with business units that were going up for tender soon. However, this was not straightforward: “this was difficult, it was a struggle”. A key issue was to persuade them that the safety perspective could be incorporated into their business plans and tender bids without it being ‘extra work’ and hence extra costs. Units were understandably sensitive about this at a time when they were unsure of how their bid would compete in the market. There was therefore an ongoing process of negotiation, with the Health Unit providing advice about how the principles could be actioned in each function area. They and also emphasised the potential market edge a safety dimension might give in a tender bid. There was management involvement in this process too, e.g. the HSC’s own manager played an influential role in getting the message through and in influencing other managers, often through informal discussions. 

This process eventually led to changes in virtually all specifications. In some cases, this was highly significant, whilst in others it was as basic as stating a commitment to the principles of the Safe Living Program. 

One significant and very positive outcome was that the Family Services Unit created the position of full time Child Safety Coordinator in their tender bid, a first as far as they know in Victoria. There was previously little ownership by Family Services of the child safety stream (one of several within the broader Safe Living Program, such as recreation). However, during lengthy joint planning on how to address the issue, they developed the idea of such a position as a means of ensuring the perspective would be applied effectively.

This position has recently been reviewed after 12 months’ operation and is working well. The worker is currently working with child care centres and kindergartens on various projects and, when their staff has taken over the new practices, the focus will move onto other programs. 

Once contracts were completed, the Health Services Unit has continued to play a strong coordination and implementation role and has continued to provide in-house support to these other Business Units to assist them in implementing their approaches.

In all the endeavour to change business unit approaches, the focus was entirely on specifications and tender bids. No policies were changed in order to achieve the sought after changes.

The key lessons, according to the current Coordinator Health Services Business Unit (CHSBU), were as follows.

· WHO Accreditation gave the issue a high profile and built strong senior management support and “profile goes a long way”.

· Success would have been limited without senior management support. Indeed, the CHSBU believes that senior management needs to be an active part of the process and, in their case, they drove much of it. Community safety is now seen as ‘core business’ and there is strong corporate ownership. This was admittedly built on the previous Bulla Shire councillors’ strong support, and has carried through to current Directors and CEO (who is a member of the Hume Safe City Task Force).

· Some of the business units’ existing work that is already safety oriented (e.g. meeting existing safety obligations) needs to be recognised, so that safety is not seen as an extra burden for already very busy staff.

· Council needs to prioritize what it does best, i.e. giving leadership, encouraging others to play a role or building own frameworks for action, rather than having to deliver it all itself, e.g. by developing safety requirements as funding conditions in community grant programs. 

Integrated framework

Hume are now working on an integrated framework for increasing community safety, crime prevention and public health together. This is being done via the Safer Cities and Shires Program and is linked to their perceived need to gain recognition from senior management that the safety project is now a program area, requiring dedicated resources.

This integration exercise revolves around trying to recognise all the inter-related and underlying issues, and not just concentrating on the crime issues, and to integrate their non-intentional injury focus with the intentional injury focus. This has created more questions than answers initially. What are the linkages between the Safe Cities and Shires Program and their associated Safety Plan, the impact of the MPHP on Safety Plan, and the PHACS and YAFS changes underway? How can they avoid duplication? How can such health and safety focused practice be sustainable? How can they maintain participants’ motivation? How can they build capacity within organisation so that it is not just one unit responsible for these issues but a network, capable of problem solving?

They have completed a discussion paper for consultation internally and with other stakeholders that includes a framework to link the various committees so that the MPH committee and Safe Cities and Shires committee will merge into one forum (the “engine room”). A number of multidisciplinary teams (comprising internal and external members and chaired by either) will drive the particular strategies. Further, they hope a series of action plans will bring together the required strategies from the various plans, e.g. safety and municipal public health.

SHARPS MANAGEMENT –GETTING THE POINT ACROSS VIA CONTRACTS 

MORELAND CITY COUNCIL

The background to the issue in Moreland was that typically, if a syringe/needle problem was reported within a particular area, a sharps bin would be fitted to the nearest public toilet. However the area would then get a reputation for being a junkie area and residents would not want to use the facilities. The police would patrol the area because the bin was there and so the users would eventually go somewhere else, with the syringe problem following.

The HSDO conceived that a solution to the problem could be based around installing sharps bins in every public toilet, so there would not be a stigma attached to any one particular area and the problem diluted. She decided to meet with the Waste Management Business Unit, in particular the officer who oversaw the waste management contract. She wanted to discuss the possibility of having the bins installed and their usage monitored and recorded. The HSDO reported that the managers and officers in the waste management unit were very busy, and did not appear keen to organise such a meeting. Part of the dynamic she perceived, however, was gender-based. The waste management unit is a predominantly male unit. Further, the HSDO also got the feeling that waste management didn’t have a high opinion of the Public Health Unit itself and this exacerbated this tension. Hence, getting the message across was proving to be difficult. So, in an effort to progress the issue, the HSDO invited her counterpart in the waste management unit to a meeting with herself and a male manager from the Public Health Unit. As a backstop to this attempt, she also sent a memo regarding the issue to her colleague’s manager. The HSDO tried to be highly polite in this matter, always explaining her purpose but developing a clear case in the memo. She was very transparent with what it was that she wanted, so there would be no misunderstandings between the two units.

The HSDO finally succeeded in having the contract altered after a process of negotiation with the manager in the waste management unit. There appeared initially to be a resistance to taking on anything new, especially where it meant changing a contract. However, once the expectations flowing from the request were clarified, the Waste Management Unit became very amenable to the proposal. The issue revealed that altering a contract in a non-public health business unit, in this case, relied on persistence and willingness on the part of the HSDO to try different strategies in order to overcome initial barriers sufficiently to be able to reach the negotiating table and identify common benefits.

HEALTHY CITIES CHARTER

MORELAND CITY COUNCIL

The council’s experience from the previous MPHP process was that, in order to gain a mutual understanding that the plan was a community plan too and not just a council plan, some form of tool was required to facilitate this. In its general form, and certainly in the legislation, the document is binding on council solely. Council wanted to develop a vehicle to enable other community agencies and organisations to take the MPHP on board more formally. 

Thus the Healthy Cities Charter was developed to act as a bridge between council and community agencies. The Charter is embedded in the MPHP as a policy statement. It spells out both council’s priorities and the common ground between the parties.

Copies were circulated to all stakeholders, with a request for their board of management to formally consider its adoption as a policy of their agency. Nearly 20 services have signed it so far, and it has also proven to be an effective means of raising the profile of MPHP in the community. However, they have not yet evaluated the degree to which it is being followed.

PART TWO

PRESENTATION ON KEY INFORMANT INTERVIEWS

Results from the key informant interviews were required to be presented to the North East Health Promotion Centre in June 1999, which they duly  were.  There was no written report to this stage of the project, but the text of the overheads is reproduced here.

Key informants included key personnel from, or associated with:

· statewide peak bodies; 

· an interstate Healthy Cities Association;

· council processes (individual and regional) recommended by other key informants.

Eight themes emerged from discussions with these key informants:

· council commitment to municipal public health planning 
· broad (social health) approach required

· planning 

· leadership / drivers

· building support internally

· collaboration and participation
· implementation 

· overall barriers to municipal public health planning.

Some of the processes mentioned in these interviews were later followed up with more in-depth interviews, and hence are described above in the case studies.

2.1
COUNCIL COMMITMENT

· Importance of formal polices or public statements on public health, e.g. Port Philip Policy on Health Promotion, Geelong statements, Healthy Cities Charter and annual Mayor’s speech at Moreland

· A unique aspect of the MPHP is the Moreland Healthy City Charter that is being used as the centrepiece of a Memorandum of Understanding with other services for PHACS

· Essential requirement for best practice of having strong understanding and support for broad public health roles by CEO, at least one director one and manager, plus councillor involvement

· Support from one or more key councillors seen as crucial in many best practice councils (e.g. Geelong) 

· Powerful role by some key councillors in persuading other councils of value of municipal public health planning (e.g. Cairns) 

· Important to make MPHP a structural part of council decision-making processes, i.e. strong integration into Corporate Plan 

· MPHP was incorporated / signed off into Corporate Plan, e.g. as in Brisbane and Gold Coast.  In Banana Shire, this was so successful that council asked same health committee to do corporate plan.  However, where this signing off has not occurred, planning and implementation not so successful.  Corporatisation avoids reliance on one or two key people. 

· Resources allocated 

· Commitment of resources (e.g. one or more dedicated staff positions, plus budget)
2.2
BROAD APPROACH

· Broad view of health and well-being required

· One model of developing understanding of broader meaning of health (not just illness-related) and to (carefully) introduce new language and thinking among internal and external stakeholders and to build MPHP around this

· Importance of persistence and taking opportunities

· Plan is called variously

‘Municipal Public Health Plan’



in Brisbane
‘Community Health Plan’




in Cairns 
‘Healthy and Sustainable Community Health Plan’ 
at Gold Coast
‘Public and Environmental Health Plans’ 

now in Queensland.

· Importance of local data to inform development 

· Local government as information broker, e.g. in collecting and disseminating health data to all stakeholders.  Council as a third party, assisting smaller organisations in competing for tenders by providing relevant information

2.3
PLANNING

· Detailed and thoughtful planning around broad approach to public health and then development process itself, e.g. Port Philip

· Long-term timeframe, e.g. 20 years Port Philip
· Importance of Municipal Strategic Statement (MSS) – it is the most important strategic planning document.

2.4
LEADERSHIP / DRIVERS

· Key importance of strong drivers of (change) process, internally and externally
· i.e. internal drivers - preferably including senior or middle management who are willing to advocate for public health role, as well as councillor, 

· external driver - e.g. Healthy Cities and Shires Network and university in Queensland.  

· Peak body role and influence on councils

· Note importance of peak bodies in environment movement. The environmental organisations (Conservation Council, Greenpeace, Friends of the Earth, Australian Conservation Foundation) have been good at engaging with local battles and gradually persuading, educating or pressuring councils to become more environmentally aware. It seems that health peak bodies were more interested in broader structural issues.  As an example, the VLGA membership has 6 or 7 environmental organisations as members and no health ones!
2.5
BUILDING SUPPORT INTERNALLY

· Clear need for internal process

· Crucial to build relationships with range of staff across council 

· Finding overlapping agendas and developing joint strategies and ownership of MPHP

· Health staff analysed all other council plans, identifying overlap and contribution of MPHP strategies to each of those other plans. Based discussions with officers around analysis of overlapping agendas.  This helped in establishing a common agenda upon which cooperation and ownership around the MPHP could be built, e.g. used people’s own words in drafting document.

· An important strategy is to get MPHP issues into the wide range of other plans and strategies that Council has (e.g., recreation or disability).

· Need to market health promotion action, 

· E.g. internal regular publicity, programs for staff

· Training council staff and councillors 

· First phase of building internal support was raising awareness of concepts of public health among councillors first, then council staff especially EHO, then multiple stakeholders such as government departments and NGOs.  Spend a lot more effort – 4-5 workshops or events in order to get across to key councillors, so they could push through council.
2.6
COLLABORATION AND PARTICIPATION 

· Importance of strong collaborative approach

· Geelong – strong collaboration with other organisations and have utilised existing networks which this has helped with sustainability. By doing this it showed public accountability and commitment from council to the MPHP

· Community organisations signing up to Healthy Cities Charter

· Central role of steering groups, working parties and involvement of stakeholders

· At Gold Coast, had 12 themes in plan, e.g. food safety, and a inter-sectoral committee for each inc. council reps, primary health care agencies, relevant state government departments, outside stakeholders.  Committees stayed together into implementation phase to implement plan.
· Community involvement 

· Trained and involved 48 ‘citizen researchers’ to help collect data about the community and build networks

· Paradox that as council staff become more involved and committed, there is danger of decreasing community participation (as appears to have happened already)

· Ownership

· Need to promote ownership of the MPHP at many levels e.g. with the community, with agencies, with internal departments and with councillors

· Built strong relationships with community agencies. Tried to make it clear to organisations their expectations of them, and also about what plan can and cannot deliver. Have spent time maintaining people’s interest and involvement in implementation

2.7
IMPLEMENTATION 

· Importance of initial (big) joint initiative to show potential for success

· Yarra Ranges - value of successful (pilot) project , based around common stakeholder interest and agendas, showed collaboration was possible and productive
· Gippsland – joint immunisation project was effective as first project implemented from regional plan

2.8
OVERALL BARRIERS

Original legislation proposal included Health Impact Statements but they never got up

Key barriers of resources and lack of power

Possibilities for progress:

If MPHPs related to PHACS (as $ attached to it)
If State gives resources for discretionary public health spending
If MPHP can relate to regulatory power such as Health Impact Statements


PART THREE

LITERATURE SEARCH FOR CASE STUDIES

A range of sources was searched in order to locate relevant literature. These included journals (including Australian Journal of Public Health, Health Promotion Journal of Australia, Australian Journal of Primary Health – Interchange), on-line databases (including AustHealth, APAIS Health, Medline, Health and Society, CINAHL) and internet sites (including Australian Local Government Association Website, University of Wollongong – Public Health, World Health Organisation).

The search for literature was focused on searching for case studies of health promotion best practice in local government or of the processes relevant to building an integrated approach across councils or other organisations. As noted above, there was a relative paucity of material in the literature pertaining to either municipal public health planning or best practice in local government public health in general. Most of the material located described theoretical concepts that contribute to ‘best practice’, rather than actual case study examples of best practice.

The ensuing material summarises the ‘best practice’ (or at least ‘good practice’) material located. Following that is a summary of the key points that arose from the best practice case studies. There is a bibliography at the end of this report, along with a list of other useful references.

Examples of Best Practice in Local Government

Best Practice Example One: Gaining management support

Yeatman (1998:39) outlined three major steps in relation to establishing food and nutrition initiatives on local government agendas. Although these steps relate to food, the lessons from them can easily be adapted to other contexts.

Step One: Establishing the case for local government involvement in (food and nutrition) initiatives. 

“Many local government staff do not recognise their potential impact on the food system. It is important to utilise data to document local food and nutrition issues and how they are affected by local government decisions. 

Local case studies relating to food were incorporated to provide personal perspectives on local data which had been collated to demonstrate the importance of the issue. The data were then examined within the broader policy framework in which the local government operated, both at the organisational level (e.g., the strategic plan) and within broader policies at the state or federal level” (Yeatman, 1998:46-47).

Yeatman (1998:48) emphasised the usefulness of identifying strategic policy links when presenting data to local government – relate issues to existing programs and areas of responsibility to identify clear links to different units within local government.

Yeatman (1998:49) saw gaining the support of middle management in local government as essential:

“Time and effort was required to inform managers of the purpose of food-related initiatives and their relevance to local government. Such support was not always forthcoming in the early stages, as the concepts were quire different from the ‘normal’ activities of local government departments. Support was achieved either through (1) sheer persistence, gradually communicating the purpose of the activities over a period of time; (2) liaising with a number of managers in different sections, creating more than one point of entry to the organisation; (3) provision of funding to initiate activities, thus providing some tangible activities to increase understanding.”

Gaining initial and ongoing support from elected members was another strategy that Yeatman (1998:50) noted as essential for the successful passage of the issue through council.

Time for council staff to become familiar and comfortable with the project, which was very different from others that had been undertaken in local government, was essential for several reasons identified by Yeatman (1998:51): 

(1) staff members didn’t understand the concepts involved and needed practical examples or personal experience of how other local governments had undertaken proposed activities; 

(2)  When ideas were introduced from an external organisation, local government staff were sceptical about being directed by another group to do something for which they had not been provided with resources; 

(3) staff members who had primarily been in a direct service provision role were not familiar with committee structures and processes.

Step Two: Generating support for the involvement of local government in food and nutrition initiatives. 

This support may be developed in several ways, reflecting the nature and prior involvement of local government personnel, their capacity to contribute and their power over decision making within local government.

Step Three: Formally presenting the case for local government involvement in food and nutrition issues.

Knowledge of the formal processes of committees and background papers, and strategic presentation of ideas, helps achieve a positive decision and gain local government support.

Yeatman (1998) noted other factors that can influence local government involvement in an issue:

· The size of the local government – fewer resources available in smaller councils

· Demographics of the area – the composition of the communities in the local government catchment

· Stability of the local government in terms of amalgamations, staff turnover, budget restrictions etc

· Time and timing of initiatives – it was noted that long periods of time were needed for staff and others interested in a strategy outside of their own work agenda, to become familiar with the issues, and to become strategically involved in program or policy initiatives.

Best Practice Example Two: Short-term collaboration as a stepping stone to ongoing collaboration and services.

Elizabeth City Council, South Australia

The Elizabeth Food and Health Project was a major food and nutrition activity of the Elizabeth City Council in conjunction with the Health Development Foundation, South Australia (1993). It aimed to address the need to increase the community’s access to a healthy diet. The project operated for three years (1989-1991) and was managed by a committee which included council and local community representatives. The project incorporated an integrated, multiple strategy and inter-sectoral approach. A number of community support services developed by the project have been continued by other community services.

(from Yeatman, 1998:34)

Best Practice Example Three: Using collaboration and benchmarking to achieve best practice

Parramatta City Council, New South Wales

In February 1996, Parramatta City Council received funding from the Federal Department of the Environment, Sport and Territories under the Local Government Development Program to identify effective and efficient practice in long day child care services. Parramatta City Council’s aim in seeking this funding was to establish its children’s services as the most effective and efficient in NSW.

Benchmarking was selected as a method of achieving this aim. Council identified key areas to benchmark, selected and trained a staff-based team and began the process of conducting a benchmarking project. This involved benchmarking with 13 partners – 12 within the child care industry and one external to the industry – which provided examples of effective and efficient practice.

Following the benchmarking visits, the team analysed the data and developed an implementation plan that was appropriate for council’s childcare services. 

The objectives of the project included:

· Establishing relationships with other leading-edge child care providers to benchmark the quality, cost and customer satisfaction of council’s accredited children’s services

· To prepare council’s accredited children’s services to operate effectively and efficiently in accordance with National Competition Policy

· To apply best-practice principles in the provision of council’s accredited services

· To provide a forum to disseminate information to other providers of child care, on the benchmarking process.

Lessons learned from this process:

· Engaging a wide variety of collaborators can help to show strengths and weaknesses in your own projects and/or services.

· Increase awareness about your own processes within similar circles can assist in gaining information and support about the best processes by which others work.

(from www.lgsa.org.au – Local Government best practice and benchmarking exchange)

Best Practice Example Four: Benefits of integrated planning

Integrated Local Area Planning (ILAP) is “a systematic approach to improving the overall well-being of local communities, based on proper consideration of all relevant aspects of development, environmental quality and service provision” (ALGA, 1997). ILAP focuses on the ‘bottom-up approach to local government activities. ILAP was established in the early 1990s, prior to local government amalgamations in Victoria. 

Broader in scope than MPHPs, ILAP is a national planning approach to holistic community well-being in general, not just an approach to health. “Rather than producing heroic models for comprehensive planning, the integration process today is more about weaving together apparently disparate initiatives rooted in other agendas…” (Spiller, 1996:16). ILAP is a collaborative method that could be used by local government to involve diverse key stakeholders in planning for health, using the new public health approach.

There are three major themes that underpin ILAP: 

(1) the need for councils to improve their own performance by ensuring that their various activities are effectively integrated and directed towards enhancing the overall well-being of local communities and their environments; 

(2) the need for partnerships between the three spheres of government, local communities and the private sector to work towards establishing and achieving shared objectives for enhancing local well-being; 

(3) the need for local government to play a leadership role in bringing about more effective strategic planning and integration of activities at the local level (Wensing, 1994, in Yeatman 1998:9)

ILAP in practice

In 1995, a local sustainability project in New South Wales conducted a survey of people involved in ILAP projects which had incorporated economic, environmental, and social management. The survey found that the success of the ILAP projects included focus on the following three factors.

1. Strong, informal communications between groups are pivotal to the success of integrated practice – groups such as friends, contacts, peer groups and professional associations. 

2. Essential to the success of integrated environmental management are the involvement of all stakeholders; CEO and senior management support; shared community vision; diverse skills in multi-disciplinary teams; breadth of management experience; and, a sound research base.

3. New allies can be found in community interest groups or organisations. These allies can be used to demonstrate to council community support of a project.

(National Office of Local Government, 1999)

Best Practice Example Five: Using networks to adapt to change

An article by Kraatz (1998), which examined 230 American colleges over 16 years found that organisational change is successful when:

· there is an existence of strong ties between organisations. Strong ties are valuable in promoting adaptation “because they create high-capacity information links between organizations and engender a motivation for information sharing, thus mitigating uncertainty and allowing a focal organization to vicariously benefit from the insights and experiences of its peers”; 

· organisations tend to imitate other organisations who are within their network ties, and are seen as successful. This promotes organisational learning. (Kraatz, 1998)

Cultural change within an organisation is one of the ways through which new ways of approaching issues, such as health, can be undertaken. Garvin (in McDavid, 1998) identifies five ‘building blocks’ to creating learning organisations:

1. Systematic problem solving – insisting on data rather than assumptions; tackling problems using a sequence of hypotheses – generating hypothesis testing actions.

2. Experimentation – using pilot and demonstration projects to attract interest.

3. Learning from past experience – systematically recording, displaying and reviewing the evidence from past performance.

4. Learning from others – find out who is the leader in best practice, learn why they are, and adapt their practices to your organisation.

5. Transferring knowledge – disseminating knowledge quickly, efficiently and effectively throughout an organisation.

Best Practice Example Six: Building community ownership 

City of Hume

City of Hume noted, in establishing its World Health Organisation ‘safe communities’ project, that the most useful process that was undertaken was engaging the community in all stages of the process. “The method is to work with the existing organisations and networks, and to work with them on their terms, not the program staff’s terms” (Link, 1996:5) The City also noted that working strategically, but still be responsive to opportunities was a challenge that they had faced. (‘Link’, 1996:5)

LaTrobe Shire

LaTrobe Shire, who also established a ‘Safe Cities’ project noted that it was important to undertake constant, persistent and extensive consultation, awareness raising and networking. LaTrobe had forged formal links with a variety of stakeholders who all had an interest in injury prevention. “If any injury reduction is to be achieved, building coalitions and partnerships is crucial. Having council as a lead agency makes sense when you consider the types of solutions that community safety promotion and injury reduction needs” (‘Link’, 1996:7).

North Yarra Community Health

North Yarra Community Health was formed in 1993 as a result of amalgamation between three community health centres, Collingwood, Carlton and Fitzroy. The amalgamations were due to financial cutbacks and this led to job losses, which mainly occurred in the areas of community development and community participation. This in turn led to the communities, that used to participate in the former three centres, feeling distanced and invisible within the new structure. A number of measures were taken to overcome this. Firstly the new board of management deliberately positioned itself in the community by ensuring that board members had previous involvement with one of the former centres, so providing a link for the community between the old centres and the new centre. 

A staff member was appointed to reestablish linkages between the new centre and the community, whilst also creating new links between communities and the new centre. The seemingly simple task of making face to face contact with key community members actually took substantial amounts of time, however this contact method has now been going for 5 years, and is seen as an important and legitimate role within the organisation. This community liaison contact has helped the various ethnic and cultural communities become comfortable with the new structure, as they feel they have direct access to a source of information and assistance.

The other important feature in establishing and maintaining community links and support has been achieved through the use of interpreters at public meetings. This not only provided the ethnic communities with a means of communicating at the meetings, but also illustrated the community centres’ commitment to including all community members in centre happenings.

A sign of the success of such undertakings by the community health centre is that the public meetings regularly attract over 100 people. It seems the “enthusiasm and commitment of the groups shows no sign of abating; clearly the community wants to be involved and informed and is looking for forums which will strengthen their links and connections” (Boston, 1999:74)

Best Practice Example Seven:

Using Local Agenda 21 To Develop A Broad Vision For Health Promotion Action

The Rio Earth Summit held in 1992 was the catalyst for Local Agenda 21, which comes from Chapter 29 of Agenda 21, a document developed at the summit (CouncilNet, 1998). “Local Agenda 21 is a long term strategic program for achieving sustainability in the 21st century which integrates environmental, social and economic objectives” (Kupke, 1996:183). Local Agenda 21 acknowledges that local government is a central player in addressing these objectives and has a unique position in the community to do so. A program that embraces new public health philosophy, Local Agenda 21 is presently being used by some Victorian local governments, for example Moreland City Council.

An example of LA21 being used strategically is provided by Reid (1997:117) who writes about “…Hamilton City in New Zealand, which is using its strategic planning function to build interlocking interests and an overall vision of its community...”. Hamilton’s strategic plan has been developed as part of the city’s participation in Local Agenda 21. The strategic plan “…presents the ‘people’s visions’ for the future of the city, and by the middle of 1997, had received endorsement from 23 different organisations and sectors within the city” Reid (1997:117).

Best Practice Example Eight:

Council’s acknowledgement of health promotion through health policy

“The Salisbury Council in South Australian is extending its public health role and taking an important step in formally acknowledging and developing, through a health policy and range of strategies, its role in health promotion. The City of Salisbury Health Policy and Strategy is based on a social model of health. Strategies are framed on the WHO Ottawa Charter and emphasising a ‘whole of government, whole of community’ integrated approach to health.

While local government is not a direct service provider in the City of Salisbury, it does have an important role in advocating for healthy public policies, or a range of primary, secondary and tertiary health care services; mobilising responses and resources for the wider community (and other spheres of government) through social planning functions, or assistance in establishing community projects; and facilitating a range of functions that allow other bodies, notably non-government sector, to provide services. The City of Salisbury Health Policy and range of strategies provides these opportunities.” (Australian Local Government Information Service, 1999).

Summary from literature case studies

Thus, the key themes to emerge from this set of summaries were as follows.

1. Gaining management support is essential to the success of a project. This may require time and effort.

Example: Best Practice case study number 2

2. Management and other relevant parties need time to become comfortable with a project that is not a ‘traditional’ local government venture.

Example: Best Practice case study number 2

3. Cultural change within an organisation may be necessary for a process to be accepted, and such change may need to be strategically planned.

Example: Best Practice case study number 5

4. Involving stakeholders in projects and processes is a way of encouraging ownership and sustainability for a project. 

Example: Best Practice case study numbers 1, 3, 4 & 6.

5. Using relevant and attention-grabbing local data is a useful way of demonstrating the importance of an issue or project.

Example: Best Practice case study number 2.

PART FOUR

INSIGHTS INTO AN INTEGRATED APPROACH

This section attempts to synthesise some of the more promising lessons from a variety of councils’ efforts to attract and maintain support for integrated public health practice. These are based on both an analysis of the case studies as well as the findings from stage one – the literature review and key informant interviews. Some of these lessons are by no means novel but they are nevertheless worth recording and their repetition may well speak to their applicability in a variety of contexts.

1. Understand the context. 

Planning is context specific and decisions about approaches to planning and implementation public health strategies need to be solidly based on the realities and politics of each situation. The approaches chosen by each of the case study councils are varied and to a great degree reflect the existing context. This included the immediate (and not so immediate) history of the community, the council, the policy environment, and the nature of the relationships between council and its residents, community organisations and agencies. There is no “one size fits all” approach to planning. Crucially, in seeking an integrated approach, the necessary preconditions for successful planning must not only include a clear understanding of the external factors above and their implications, but must include a clear understanding of the situation of the business units (both collectively and individually).

2. Build support from the top

The value of significant councillor and senior management support was repeatedly emphasised in many case studies and the literature, and is an obvious point. Not surprisingly, councillor involvement in the process, usually on the steering group, generally assured strong corporate level support. 

3. Build a detailed and locally relevant case for council’s involvement in improving population health
However, if this support was not forthcoming, the evidence suggested it could be built if a well-researched, detailed and locally relevant case could be developed and presented (sometimes several times) individually and more formally to the council or senior management group. Further, the literature search suggested that the use of relevant local data was a powerful means of highlighting the immediacy of the issues to the municipality.

4. Cut your plan according to your cloth - or withdraw gracefully

The discussion above highlighted the very basic requirement for councils to apply at least a threshold level of resources to achieve any worthwhile results. In these inherently developmental and collaborative processes, there would appear to be a threshold of resources that councils need to apply to municipal public health planning in order for their effort to be effective and efficient. Application of resources below this threshold, we would suggest, is a waste of resources and will reap virtually no return on investment. The good practice examples identified in our study stem almost entirely from circumstances where at least one full-time staff member and a reasonable budget (and in several case substantially more resources) have been dedicated to this role. A budget of $100,000 p.a. for a population of only 100,000 residents is clearly an investment of only one dollar per person per year. Given the substantial cost benefits of prevention (annual hospital costs for tobacco-related diseases alone for this population size could be estimated at $4m p.a.
), this is not an unreasonable investment to our mind.

In a similar vein, if resources for the process are above threshold level but still constrained, the scale of intended action should be transparently highly focussed, so that there is a reasonable likelihood of success, rather than dilution of limited effort across a range of issues.

5. Speak now or forever hold…..
The value of strong public statements or policies by Council was highlighted in the literature review. This assists in building trust among community stakeholders (if statements are followed through and not mere rhetoric), and provides a mandate for health staff to pursue their role with conviction, especially in negotiation with other units. In particular, the commitment of the City of Port Philip to action over twenty years, (with five year plans along the way), gives a powerful message about its level of commitment. It also recognises the need to act in the medium to long term in order to effectively address some of the more difficult and important issues

6. Share early, share often
A clear lesson, echoing community development theory, is that the earlier the involvement of all participants, the stronger the commitment and ownership to the plan and crucially its implementation. This applies to both staff, across the council, and the range of community, primary health care, governmental and private external stakeholders. There is a range of mechanisms that have been used successfully to achieve this, based on local context (e.g. see Geelong case study). In some cases, this may imply councils taking a step sideways for a time to re-invite significant staff or community workers/members to reshape both the development processes (internal and external) and the plan itself. This could assist in growing a stronger sense of ownership among those participants crucial to successful implementation. 

7. Like a train, the process needs a driver 

The case studies almost uniformly demonstrate the importance of a key player in the process to playing a strong driving role. Clearly the communication role described above forms part of this ongoing role and illustrates the need to be patient and recognise that support is generally built gradually. However, this persistent driving role should not be taken to imply la constantly up front leadership style. In order to develop shared ownership, as noted above, as style of “leadership from the back” – constantly encouraging and facilitating other key players to take the running with parts of the process.

8. Steering Group - a common mechanism

A Steering Group of external stakeholders, and preferably at least one councillor, seems to be a common recipe for facilitating a collaborative approach and broad ownership of the plan and process. The exact format of this committee and its role do vary though, including whether it is the main driver of the process, or whether an internal committee plays this role. One lesson, however, is the need to ensure the Steering Group’s membership comprises sufficient internal staff, so that there is ample communication between this group and other task groups and business units. The examples seemed to indicated that this can assist in the development of a similar sense of ownership among staff as among the community partners.

9. No one secret formula internally

Internally the case studies illustrate a number of effective means for achieving a broad approach. 

Moreland used a series of ad hoc meetings to bring key personnel together within council. The officer reported that she felt it easier to recruit other managers and coordinators to attend when the required time commitment was once-off or short-term, at least initially. Another variation on this theme is to add sessions to regular meetings of existing groups (see Wodonga). However, in both cases, it was felt essential to be transparent before the occasion about the purpose of the sessions - be very clear about your purpose and what you are asking of participants.

On the other hand, Geelong started their whole process with the establishment of a cross portfolio Office Committee and this has remained the main driving force.

Many councils used working groups to pursue particular priorities, generally involving internal and external members, but always reporting to the steering group or internal committee.

10. Slowly, slowly catchy monkey
It has to be recognised from the beginning that you are engaged in a developmental process. Participants will take time to understand the bigger picture, to see how it relates to their own priorities, to start to play a useful role and then to feel some ownership and commitment - enough to ensure that they will develop their own motivation for seeing it through. Thus the dual characteristics of patience and persistence are crucial attributes required by the key coordinating staff for this process. 

11. Communication and learning are mutual activities and require a common language

One of the core roles undertaken by many of the case study participants was an informal educational one, assisting participants to understand the link between population health and their own activities and concerns. This took time in many instances, but the ability to discuss social health issues in non-health language was a clear advantage in some processes. Careful analysis of other business units’ plans and specifications to reveal the overlap in agendas appeared highly fruitful, and enabled increased understanding of the health implications of other units’ practice to become clearer. Many of the successful processes utilised regular and persistent communication with all stakeholders, external and internal, and circulation of articles which demonstrated this overlap was effective. Among staff, informal contact, emails, newsletter, consistent reminders, acknowledgement of others’ contributions were all useful in building comprehension and mutual goals.

However, several examples make it clear that the process has to mutual, that the health unit will also be influenced in turn by others, and that others need to be seen as partners, that partnerships require trust and that this needs to be built, not assumed.

12. Never mind the width, feel the quality

Several councils linked their health planning to broader corporate systems, in some cases the quality improvement process. In some cases, respondents stated that this had increased the legitimacy of their own processes, as well as providing a non-health reasons for some participants to be involved. In the course of this, participants increased their own understanding of the health goals and practices, and it allowed a less threatening and more interesting (from their perspective) avenue for them to offer suggestions and critiques.

13. Get with the strength

Other councils utilised the corporate plan process to great effect, especially where implementation and monitoring were taken very seriously. Thus, once key health strategies had been incorporated into the Corporate Plan or MPHP, they were automatically linked to Key Performance Indicators, and hence this became sufficient mutual incentive for other units to collaborate effectively.

PART FIVE

RECOMMENDATIONS

Councils 

The Consultancy Team recommends that the responsible health planning manager or coordinator in each of the four participating councils in the NEHPC undertakes the following. Note that some of these have already been undertaken or commenced by some member councils.

· Review the resources available for the development and implementation of MPHP. If councils find themselves below a reasonable threshold (and we would propose a very minimum of 1 EFT), we suggest they either increase the resources applied or publicly withdraw from the role.

· Review the levels of ownership of health-related strategies among non-health staff, and develop a medium-term plan to share this among a relatively wide range of managers and business units. Consideration should be given to facilitating the ongoing involvement of at least five other business units, e.g. through the establishment of an officer committee internally or working parties.

· Analyse all relevant business units plans and specifications to identify the existing overlap between their work priorities and strategies and health-promoting practice, both generally and as it relates to the MPHP. Meet with each unit over the next six months to reach an understanding about the context of each unit and the overlap in agendas.

· Review council’s current context for an integrated approach and develop a range of medium-term capacity building strategies, including incorporating this element in all current and ongoing activities, e.g. actively and systematically creating the preconditions for future support.

· Review communication processes internally to raise the profile of the health role, to ensure sufficient information and material is circulating to keep the profile high and to educate staff about the links between their work areas and population health.

· Investigate opportunities for utilising corporate plan and quality improvement processes to assist and drive the health agenda.

· Continue to search for ‘best’ (or at least ‘good’) practice examples of practice, and to arrange for cross-fertilisation visits to maximise learning. This exercise may need to recognise that ‘best practice’ will vary enormously with the level of resources applied.

· Ensure that position descriptions and job titles furnish sufficient authority and legitimacy on the responsible manger/coordinator to effectively drive the public health process across the organisation.

NEHPC

The Consultancy Team recommends that the NEHPC undertakes the following.

· Develop a detailed case for local government’s role in public health, and for an integrated approach to it and continue to provide a stream of supporting material, e.g. circulate articles that provide evidence or discussion of integrated approach

· Develop a library of health and wellbeing indicators for utilisation by member councils in identifying common ground with business units across councils, and in developing their MPHPs. 

· Continue to develop opportunities to promote and raise the profile of the Municipal Public Health Plan. This might include a professionally produced publication which outlines the case (as above) and describes progress within the four councils, as well as providing examples from elsewhere and potential approaches.

· Instigate a study of the possible models of the MPH planning and implementation in the context of the unfolding PHACS environment. This could be undertaken in conjunction with the MAV and VLGA.

· Establish more regular opportunities between the four councils for peer review, information and idea sharing, and structured learning, and actively encourage and facilitate broader representation from the council’s business units for such sessions (e.g. in learning the lessons of the Whittlesea Shade Policy development success).

· Conduct a one day statewide forum on municipal public health planning to share information among a broad range of councils and other key stakeholders in public health.
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APPENDIX ONE

Strengthening Integration of Municipal Public Health Plans in Local Government Strategic Planning” Project.

This project aimed to strengthen integration of MPHPs within corporate strategic planning among the four Local Governments involved. The objectives of the project were to:

· collect data upon and identify best practice models and practices in MPHPs, with particular reference to health promotion; 

· collect data upon and develop strategies to strengthen integration of MPHPs with corporate strategic planning within the four councils.’

· strengthen processes which clarify accountability for implementation and review of action relating to MPHPs;

· facilitate development of a vision for the MPHP amongst senior managers and other key players, with particular reference to health promotion;

· identify scope for collaboration in municipal public health planning and implementation across the four municipalities; and

· facilitate the Local Government Health Promotion Coordinators Group to provide leadership for an integrated approach to Municipal Public Health Planning in their respective councils;

· jointly produce and publish a report on best practice municipal public health planning for the wider field.
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