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1 Introduction and executive summary 

1.1 Shared Intelligence (Si) was commissioned by the Local Government Association 

(LGA) to carry out a review of its Health and Wellbeing System Improvement 

Programme (the Programme).  The primary purpose of the review is to provide 

the LGA and its partners with an understanding of the impact of the improvement 

support offered through the Programme during its first year and, in doing so, to 

offer insight into the learning themes emerging for the health and wellbeing 

boards in their first fully functioning year. 

1.2 The full objectives of the review are to explore: 

 whether the Programme has achieved the objectives set out in the 
memorandum of understanding; 

 what impact the Programme is having; 

 what learning themes have emerged and what progress is being made in 
addressing them; 

 what further support might be required and what it might look like. 

1.3 In our initial proposal we recognised the need for any conclusions about the need 

for continued support to be identified as soon as possible, if they are to influence 

the provision of support in 2014-15, and proposed drawing some interim 

conclusions to assist with this. This report sets out these interim findings. It 

includes: 

 A short summary of the context and our methodology (section 2); 

 Our findings and conclusions on the impact of the key elements of the 
Programme (section 3); 

 Our overall conclusions and thoughts on the  future focus of the 
Programme (section 4); 

 Our thinking on the next stage of the evaluation (section 5). 

1.4 This is the second of three reports we will be producing. The first report, Changing 

Gear, set out the results of a rapid review of the first four peer challenges and 

focused in particular on the lessons for health and wellbeing boards in other areas. 

That review offers a rich source of learning and we draw on these findings again 

throughout this report. While this report focuses on the impact of the support 

programme and future support needs, our final report will return to lessons for the 

wider health and wellbeing system.  

1.5 In summary, our over-riding conclusion from this phase of our review is that in its 

first year the Programme has worked well in bringing together key national 

partners, has been well received across the system and is helping places to 
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implement the new arrangements. The health and wellbeing peer challenges have 

been particularly well received and offer a rich source of wider learning. 

1.6 In future priority should be given to capturing and disseminating the learning more 

systematically and rapidly, using the many channels already in place. In addition, a 

new peer ‘snapshot’ or ‘facilitation plus’, combined with a refreshed self-

assessment, would supplement the fuller peer challenge and enable more places 

to benefit from peer input. 

1.7 The Programme has not yet addressed the question of how to identify and support 

the places in most need of assistance, and does not claim to have done so. This 

needs to be a priority focus for the Programme’s second year and we believe 

requires a better funded regional element of the Programme with lead chief 

executives and their colleagues given an explicit remit to  identify areas most in 

need of support and the fuller peer challenges focussed on helping those places.  
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2 The context and our methodology 

2.1 Local government’s role in relation to health and wellbeing was significantly 

enhanced by the Health and Social Care Act 2012. Of particular importance were 

the creation of health and wellbeing boards, the transfer of responsibility for public 

health to local councils and the establishment of local healthwatch. It is evident 

from the stakeholders we interviewed that these new arrangements are jointly 

owned by central and local government and that there are high expectations about 

what they can deliver. In this context, how local councils and their partners take on 

these roles is crucially important in relation to the health and wellbeing of local 

communities, the reputation of local government and the broader case for localism 

and devolution. This importance is compounded by the fact that these changes are 

being introduced during a period of reductions in public expenditure and an 

intense focus on the performance of health and care services and the impact on 

them of our ageing society. 

2.2 It is also significant that these new responsibilities have been introduced at the 

same time as local government and its partners are promoting the notion of sector 

led improvement and development - in the context of the abolition of the Audit 

Commission and the changing roles and remits of other public service inspectors 

and regulators. In the light of the importance of local government’s new health 

responsibilities, the Programme provides an important test of the robustness of 

sector-led improvement and development. Expectations about the impact of the 

support programme are also high. 

2.3 The Department of Health has grant funded the LGA around £1.9m to deliver a 

single support and improvement offer that covers health and wellbeing boards, 

public health and local healthwatch during their first fully functioning year - this 

‘offer’ is referred to as the Health and Wellbeing System Improvement 

Programme. The Programme has been designed in collaboration with the 

Department of Health, NHE England, Public Health England and the NHS 

Confederation and consists of six core elements: 

 Health and wellbeing board peer challenges - 17 peer challenges have 
been undertaken or are scheduled for 2013/14; 

 Localised support through regional resources and partnerships; 

 A Healthwatch Implementation Team (HIT) to offer advice and assistance 
to local authorities and health and wellbeing boards; 

 Opportunities for learning and sharing using the LGA’s Knowledge Hub, 
social media, direct correspondence and national learning events; 

 A self-assessment tool designed to help health and wellbeing boards chart 
their own development; and 
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 A single point of access to a range of data relevant to health and wellbeing 
outcomes and wider determinants of health and wellbeing, utilising the 
LGA’s LG Inform and LG Inform Plus online tools.   

2.4 It is also important to note that the Memorandum of Understanding between the 

DH and the LGA specifically refers to the importance of the Programme identifying 

risks of underperformance and managing those risks effectively. 

2.5 This review covers the full range of support offered through the Programme with 

the exception of LG Inform and LG Inform Plus. These web tools were officially 

launched only in November this year and so it is too soon to understand their 

impact.  In addition, our work on the impact of HIT has been limited to interviews 

with the HIT programme manager, an individual receiving the support and the 

Chief Executive of Healthwatch England. We will liaise with the client manager on 

what further work is needed in this area for phase 2.  

2.6 In October this year we undertook a separate but connected evaluation of the first 

four pilot peer challenges to ‘identify the learning themes’ to help inform an 

analysis of how health and wellbeing boards are operating in their first year. We 

reported our findings in our report ‘Change Gear: Learning from the pilot health 

and wellbeing board peer challenges’ 

(http://www.local.gov.uk/documents/10180/49968/Change+Gear+-

+learning+from+the+pilot+health+and+wellbeing+peer+challenges/06577543-

1be0-4207-bb42-6214f931ac90) 

2.7 These messages are still very relevant two months on and we refer to them in this 

report. 

Our methodology 

2.8 In order to inform our findings we have: 

 Carried out a detailed analysis of the Programme’s core documentation 
including the memorandum of understanding, regional papers, feedback 
from national learning events and minutes from national meetings; 

 Interviewed six national stakeholders from Healthwatch England, NHS 
England, Public Health England, the Department of Health, the Association 
of Directors of Public Health and a contributor to the national programme 
who is also a Chair of a HWB. Some of these interviews were conducted 
face to face and some over the telephone; 

 Undertaken three additional peer challenge case studies involving a review 
of the feedback presentation, interviews with the key stakeholders from 
the places and the peer challenge managers; 

 Carried out interviews in three regions (the North West, London and the 
South West) with the lead chief executive, the LGA regional lead and the 
regional deputy directors for health (one or two of these interviews remain 
outstanding and will be completed shortly); 

http://www.local.gov.uk/documents/10180/49968/Change+Gear+-+learning+from+the+pilot+health+and+wellbeing+peer+challenges/06577543-1be0-4207-bb42-6214f931ac90
http://www.local.gov.uk/documents/10180/49968/Change+Gear+-+learning+from+the+pilot+health+and+wellbeing+peer+challenges/06577543-1be0-4207-bb42-6214f931ac90
http://www.local.gov.uk/documents/10180/49968/Change+Gear+-+learning+from+the+pilot+health+and+wellbeing+peer+challenges/06577543-1be0-4207-bb42-6214f931ac90
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 Interviewed the LGA’s HIT programme manager and a local authority 
healthwatch commissioning manager; 

 Carried out an online survey of over 400 HWB Chairs HWB coordinators 
and Directors of Public Health to understand  the awareness and impact 
of support offered through the ‘self-service’ aspects of the Programme - 
the self-assessment tool, the health and wellbeing board bulletin, the 
national events and the Knowledge Hub. The survey response rate was 
around 25%, of which approximately one-third were Chairs of health and 
wellbeing boards. 

 Attended two LGA team sessions and one Programme Steering Group 
meeting to test and challenge emerging findings. 

2.9 The three additional peer challenges that we reviewed took place between 

October and December 2013 in Merton, Coventry and Cornwall and the Isles of 

Scilly. The pilot peer challenges covered for the earlier review were in East Riding, 

West Sussex, Sefton and Bristol. 
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3 Our findings  

3.1 The following paragraphs report our findings and conclusions on the impact of the 

individual elements of the Programme. Later in the report we summarise what we 

have concluded from these findings for the future direction of the Programme if it 

were to continue beyond this first year.  

Peer challenge 

3.2 The peer challenges are designed to support health and wellbeing boards in 

implementing their new health statutory responsibilities by way of a systematic 

challenge through system wide peers in order to improve local practice. They are 

seen as the ‘cornerstone’ of the Programme and involve bespoke teams of 

practitioners and peers from across the system working on site with the council 

and its partners for four days. 17 peer challenges have been undertaken or are 

planned in 2013/14 and the resource committed to these represents a significant 

proportion (22%) of the overall pot of £1.9m.  

3.3 If we were asked to sum up the impact of the peer challenges in a single word, it 

would be “galvanising”. By this we mean that their impact has been a combination 

of deepening the priority given to this area and accelerating the actions that health 

and wellbeing boards are taking. Similarly, if we were asked to summarise the 

conclusions of the reviews in a single phrase, that phrase would be “change gear”. 

In essence this means that it is now time for health and wellbeing boards to play a 

leadership role in the complex and crucial tasks of health and social care 

integration and health service reconfiguration.  

3.4 The original focus of the peer challenges was on three elements in particular: 

 The establishment of effective health and wellbeing boards; 

 The operation of the public health function; 

 The establishment of a local Healthwatch. 

3.5 We understand that while this framework remains in place, the more recent peer 

challenges have flexed the focus and questions to reflect local feedback in the first 

meeting (something which to some extent also took place before) but also some 

early feedback from the pilots which reflected that there needed to be more focus 

on the future challenges of delivery and less on what they considered to be the set 

up phase. The evidence from our early review on the need for health and wellbeing 

boards to ‘change gear’ and to focus on delivery reinforced the need for this 

change in emphasis to be mirrored within the peer challenge process. 

3.6 We concluded in our earlier report (which was based on an assessment of four 

pilot peer challenges)  that the process ‘provided a good basis for further 

improvement, that they had had a galvanising effect, accelerating developments 

that were already underway and provided welcome added momentum’. We also 
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noted how places had referred to ‘the importance of the process in raising the 

profile of health and wellbeing and securing wider and deeper councillor 

engagement’. These messages were reaffirmed in our review of three further peer 

challenges in which the process was referred to as a ‘powerful and affirming’ tool 

and an ‘important exercise’ in raising awareness among senior leaders across the 

system.  

3.7 From these messages we conclude that the real value of the peer challenge 

process is perceived in three key areas: 

 The value of using credible, experienced and knowledgeable peers who 
bring a sense of challenge uniquely combined with a sense of ‘being in it 
together’; 

 The value of the peer challenge in raising the profile and awareness of the 
agenda and challenges both within the health and wellbeing board and 
also across the council and wider system leadership.  Alongside this the 
peer challenge process appeared to act as a catalyst for places to 
undertake a self-assessment which was then validated through the 
challenge process; 

 The value of the peer challenge in prompting follow up action to address 
the peer challenge findings. One Chair we spoke to reported that the 
challenge process had exposed previously unrecognised CCG concerns on a 
particular issue and that subsequently the health and wellbeing board and 
CCG had had much stronger and more productive follow up discussions as 
a result. Another health and wellbeing board was able to address its 
leadership challenges as a direct result of peer feedback. 

3.8 While not detracting from this overall value, a common disappointment expressed 

through the peer challenge feedback was that the process did not signpost or 

make more helpful recommendations based on good practice elsewhere. In 

discussions with the peer challenge managers it seems that good practice and 

lessons to share are flagged during the peer challenge process but are not 

systematically identified, collated and reported. We are aware that developmental 

sessions are being incorporated into the peer challenge design which will 

encourage learning on site.  

3.9 It is important to balance this very high level of satisfaction with the peer challenge 

process, and its evident impact on the ground, with the resource demand it 

imposes. Although peer challenges account for just under a quarter of the 

programme’s budget only 17 will be delivered this year. The demands on the peer 

team and on the place that is the beneficiary of the challenge are also high.  

Many of the people we interviewed commented on the significant energy, time 

and commitment given over to engaging in the review. This means that many 

health and wellbeing boards will not be able to benefit from a peer challenge in 

the foreseeable future. Yet, as we will explain in more detail later, there are 

significant limits to the extent that self-assessment can fill the gap. 
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3.10 Given this, we believe there would be merit in the LGA and its partners considering 

a tool which is less resource intensive than the existing peer challenge, and enable 

every health and wellbeing board to have an opportunity to benefit from some 

form of peer process within the next two/three years. We have in mind some form 

of “peer snapshot” (or possibly a ‘peer facilitation plus’) combined with a refreshed 

self-assessment to prepare the health and wellbeing board for the peer visit and 

help to ensure that the process prompts genuine follow up action.  

3.11 There are two further important points to be made in relation to this proposition. 

First, what we are suggesting is not simply a slimmed down version of the current 

model. It is not possible to under-estimate the value of a four day process, with 

sufficient lead-in time, particularly when dealing with a complex and complicated 

system. What we are suggesting is the design of a new process. Second we are not 

suggesting that this new ‘offer’ replace the existing peer challenges. It would be a 

less resource intensive supplementary offer. It is possible to envisage, for example,  

peer challenges (as currently provided) being reserved for places in need of 

substantial support and peer snapshots/ peer facilitation pluses (combined with 

rigorous self-assessment) being made available more widely. 

3.12 One interviewee suggested that it would be helpful to ‘matchmake’ health and 

wellbeing boards with other health and wellbeing boards facing similar challenges 

and a facilitated ‘matchmaking’ session could form part of this new ‘offer’.   

3.13 As noted above, the peer challenges provide an incredibly rich source of learning 

for the health and wellbeing system as a whole – see for example the list of 

questions for health and wellbeing boards (in table below) which we derived from 

our review of the first four pilot peer challenges. We will pull this learning together 

in our final report and refer below to the importance of the active dissemination of 

this learning. What is perhaps evident from this stage of our review of the three 

further peer challenges is that there is a broad spectrum of both readiness of the 

health and wellbeing boards to tackle the big issues and the progress they have 

made in delivery. So while many health and wellbeing boards will make good 

progress and develop their role, some will need further support and there will be a 

number which will need more intensive support.  All health and wellbeing boards 

will need access to good practice and learning from elsewhere. 

3.14 Given this, and the focus of this report on future support needs, it is relevant to re-

state the conclusions from our first report on the development needs of health and 

wellbeing boards associated with the task of “changing gear”. They were: 

 Encouraging health and wellbeing boards to explore the questions set out 
in the table below and to create opportunities to reflect; 

 Encouraging the adoption of self-assessment and producing tools that can 
support/enable board reflection and development; 

 Considering what support health and wellbeing board members, 
particularly chairs, will require as the focus of the boards’ work shifts to 
leading transformation. 
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       Questions for health and wellbeing boards 

 Have you reviewed the fundamental purpose of your board and are its 
membership, sub-structures and ways of working fit for that purpose? 

 Is the board playing a leadership and oversight role in relation to the big 
issues, notably health and social care integration and the reconfiguration 
of health care services? 

 Do you need to improve engagement with key stakeholder who are not 
directly represented on the board, including: major providers, district 
councils and locality/neighbourhood structures? 

 Is there a need to streamline the partnership structures in your area? 

 Are you considering what action may be appropriate at a sub-regional 
level? 

 Are you using the evidence available to you in the most effective way to 
set priorities, drive change and monitor progress? 

 Are you giving due weight to qualitative evidence such as the personal 
stories of board members and the user, patient, carer and community 
voice? 

 Do all councillors and GPs in your area have a shared understanding of the 
communities they serve and their roles in meeting local needs? 

 Do you have a good understanding of the constraints and opportunities 
facing the major organisations in the health and social care system? 

 Is the board in control of its agenda and work programme? 

 Does the board have appropriate business and policy support? 

 Do you have an appropriate mix of formal and informal meetings? 

 Do you have the opportunity to think and reflect as a board and to explore 
questions such of those set out above? 

 Are you applying lessons from other major change processes in your area? 

 

Areas most in need of support 

3.15 The Memorandum of Understanding between the LGA and the DH that underpins 

this Programme refers specifically to the importance of the Programme identifying 

risks of underperformance and managing those risks effectively. The Programme to 

date has not met this requirement, and does not claim to have done so. 

3.16 The picture painted by the peer challenges of the task facing health and wellbeing 

boards and the imperative to “change gear” and get to grips with health and social 

care integration and health service reconfiguration means that this aspect of the 
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Programme is more important than ever. The significance of this is enhanced 

further by the expectations placed on both the new arrangements (as a significant 

example of localism in action) and this support programme (as a live example of 

sector-led improvement).  

3.17 Delivering this aspect of the Programme will undoubtedly require sensitive 

handling. The factors which need to be taken into account include: 

 The resources required to reliably and consistently identify health and 
wellbeing boards and local health and wellbeing systems most in need of 
support; 

 The need to avoid being seen to “name and shame”; 

 The continuing development and support requirements of even the best 
performing health and wellbeing boards; 

 The intensive support that some areas will require and the extent to which 
that support should be funded locally or nationally. 

3.18 Our proposals for a “peer snapshot” (‘peer facilitation plus’), with full-blown peer 

challenges being reserved for areas in most need of support (see previous section) 

provides one way of filling this gap. But the element of the Programme with most 

to contribute to this issue is the regional dimension which we explore in the next 

section. 

Regional support 

3.19 The nature of the regional support provided under this Programme will vary from 

region to region. This is influenced by a number of factors, most notably the 

existence (or not) of any infrastructure at this level, the quality of that 

infrastructure and the commitment of key players in the region. However it is 

probably fair to say that distinct activity linked directly to the Programme has been 

limited to date and so far has consisted mainly of some events and discussions to 

plan what might work best. This is largely due to the very recent distribution of the 

regional monies and the relatively small budgets allocated (see para 3.21). 

3.20 What is not in doubt is the commitment of lead chief executives and health 

colleagues to the importance of collaboration at a regional or sub-regional level 

and a recognition that it is at this level that the wider system is most likely to be 

able to identify places in most need of support. What is lacking is a combination of 

an explicit remit to tackle this issue and the resources to do so systematically. 

3.21 Approximately 19% of the budget for this programme is allocated for the regional 

offer. We calculate that this works out at around £40k per region – yet the cost of 

the provision of intensive support for a poorly performing health and wellbeing 

board would probably be at least £10k. Indeed, one chief executive with a lead 

responsibility at a regional level said that the real costs involved in his attendance 

at meetings to discuss the regional offer are higher than what is available to 

actually deliver the offer. His view is that this element of the programme should 
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either be dropped (which he would regret) or be significantly better funded with 

streamlined governance arrangements. 

3.22 On the basis of our review of the Programme to date our suggested approach 

would be: 

 To give lead chief executives and their colleagues an explicit remit to 
identify places in particular need to support at a regional level; 

 To develop a menu of support which can be provided to those areas in the 
light of the other recommendations in this report (most notably the 
targeting of peer challenges); 

 To feature this new focus in discussions with government and other 
partners about subsequent support needs and the future funding of this 
Programme and to devote a higher proportion of the budget to it. 

3.23 We have two further reflections on this element of the Programme. First, the 

“standard” English regions may not be the most sensible level for this activity. The 

level at which places come together should reflect local circumstances, but there 

must be a sufficiently robust local infrastructure in place to support the approach 

suggested above. Second, the assumption must be that the primary source of 

funding for health and wellbeing board development and associated activity must 

be the local bodies themselves. The aim of this Programme is to help places be 

clear about the type of support and development they require and to act as a 

signpost of other sources of support. 

Healthwatch Implementation Team 

3.24 The Healthwatch Implementation Team (HIT) was established primarily to assist 

local authorities with the commissioning, set up and development of local 

healthwatch. Our understanding is that it was established prior to the overall 

Programme but was brought under the Programme’s umbrella when the 

Programme came into being. This perhaps accounts for the fact that this element 

represents the largest individual allocation (around 30%) of the overall programme 

resources.  

3.25 Our review work here was limited to interviews with key national and local 

stakeholders but from their feedback it is apparent that the HIT’s work is very well 

received and has offered a good level of support to council commissioning 

managers. Council feedback has been particularly supportive of how the HIT has 

effectively shared learning from elsewhere and helped with the practical 

interpretation of national guidance. The HIT has also developed an Outcomes and 

Impact Development Tool for use by commissioning teams. 

3.26 The question for the LGA and its partners, notably Healthwatch England, is where 

next for this area of work now that the development and commissioning of local 

healthwatch is broadly in hand and Healthwatch England is firmly established. 
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3.27 While it might be the case that there remains a need for national support around 

the commissioning of local healthwatch (HIT has undertaken its own stocktake 

recently to identify next steps for its work and expresses a concern about a loss of 

momentum if all support were withdrawn from the commissioning side and a 

sense that bespoke activity might be required for some areas facing particular 

challenges) there is a need for further clarity on the size and nature of this task and 

the appropriate ‘handover’ of responsibilities to Healthwatch England. Once this is 

well understood, the LGA and partners will be able to determine how this work sits 

with the broader Programme and the level of resource required to commit to this 

in future years. We would be happy to discuss what further work we could do in 

this area in phase 2 to help with this. 

Self-sourcing support 

3.28 Around 10% of the Programme’s resources is committed to what we have called 

‘self-sourcing’ support. This is the range of tools, bulletins and events the 

Programme offers to  prompt and disseminate learning and includes the: 

 self-assessment tool for health and wellbeing boards; 

 national learning events, of which at the time of the review there had been 
five; 

 the monthly health and wellbeing board bulletin; and 

 the Knowledge Hub’s learning group for health and wellbeing boards. 

Self-assessment 

3.29 There was wide support from the people we interviewed for the inclusion of self-

assessment in the support offer. Our survey suggests a high level of awareness of 

the self assessment toolkit (60% of respondents), but a lower level of use: of that 

60%, two thirds had downloaded it and only half have used it or intend to do so, 

(with significantly more of these in the ‘intend to use’ rather than the ‘used’ 

category. It should be noted, however, that our survey was carried out before 

much work had been done to promote the self-assessment tool. 

3.30 The most positive references to the use of the toolkit are from places which used it 

to help them prepare for a peer challenge. They are clear that they got more out of 

the peer challenge as a result. We have reflected this in our recommendations for 

a new peer ‘snapshop’/ ‘facilitation plus’ process which in our view must include a 

self assessment as a starting point for the peer process. 

3.31 It would be worthwhile taking this opportunity of a new peer ‘snapshot’/ 

‘facilitation plus’ to also refresh the self-assessment tool. Some interviewees 

commented that it now appeared ‘historical’ in context and to remain useful 

needed to be regularly reviewed. In addition, rather than the self-assessment tool 

solely setting out a set of ‘typologies’ for health and wellbeing boards to identify 
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with, it would be worth incorporating a set of questions such as those we set out in 

paragraph 2.15. 

Other sources of learning 

3.32 In carrying out both this review and our earlier rapid review of four pilot peer 

challenges we have been struck by the learning from those reviews for the sector 

as a whole. We believe that our first report, Changing Gear, demonstrates that in 

practice and we are confident that our final report will further develop that 

material. This is important, both in terms of helping all health and wellbeing boards 

to develop and in justifying investment in a process which will only directly benefit 

a small number of places. We recommend that the LGA and its partners should 

devote more resources to the active dissemination of learning of this type. This 

could include, for example: 

 Regularly carrying out reviews such as that we carried out of the findings 
of the first four pilot peer challenges; 

 Drawing up and disseminating findings notes and suggested key issues for 
boards to consider drawing on the peer challenge conclusions. 

3.33 To help this it is worth noting that from the existing learning opportunities on 

offer, the main sources of learning appear to be events and the health and 

wellbeing board bulletin. In our survey, when asked to choose their best source of 

learning from a longlist of options, nearly 60% of respondents selected local and 

regional meetings, 42% the health and wellbeing board bulletins and one-third LGA 

national events. There was a decent level of awareness of the Knowledge Hub’s 

learning group (60% of respondents) but only one-third went on to access the 

group. 
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4 Conclusions and focus for future 

support 

4.1 Get a grip. Change gear. Drive change. Speed up. Respond to rising expectations. 

Step up to the plate.  

4.2 These phrases encapsulate the conclusions of the first health and wellbeing peer 

challenges. They also summarise the challenge facing health and wellbeing boards 

as they shift their focus from managing the transition to the new arrangements to 

providing local system leadership for complex tasks such as health and social care 

integration and health service reconfiguration. 

4.3 It is evident from those peer challenges that some health and wellbeing boards 

and their wider health and wellbeing systems are well prepared for this. It is also 

evident that all places will require some support and that some places will struggle 

and will be in particular need of support. Ensuring that appropriate support is 

available is crucial for at least three reasons: 

 To ensure that local communities everywhere benefit from this new 
localist approach to health and wellbeing; 

 To help make the wider case for localism and devolution; 

 To demonstrate the effectiveness of sector-led improvement. 

4.4 The over-riding conclusion of this review of the Health and Wellbeing System 

Improvement Programme is that it is well received in the sector and more widely 

and is helping places to implement the new arrangements. The health and 

wellbeing peer challenges have been particularly well-received and are having a 

demonstrable impact locally. But they are resource intensive. Only a small number 

of places can benefit from them in any one year, but there is learning from them 

that can be disseminated widely.  

4.5 The Programme has not yet addressed the question of how to identify the areas in 

most need of support and ensure that appropriate support is provided to them. It 

is essential that this is a priority in a second year of the programme. We 

recommend that the core elements of activity to deliver this aspect of the 

Programme should include: 

 A refreshed and better funded regional element of the Programme with 
lead chief executives and their colleagues given an explicit remit to identify 
areas most in need of support; 

 Focussing health and wellbeing peer challenges on those places identified 
as being in particular need of support. 

4.6 In order to ensure that other areas are able to benefit from an input from peers we 

recommend that a new Health and Wellbeing Peer ‘snapshot’/ ‘facilitation plus’ 
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should be introduced. Places participating in this process would be required to 

undergo a refreshed self-assessment in order to prepare themselves for the peer 

visit. 

4.7 Our first report, Changing Gear, demonstrated the richness of the learning that can 

be extracted from peer challenges. We anticipate that peer snapshots/ facilitations 

will be an equally rich source of learning. We recommend that in future priority 

should be given to capturing and disseminating this learning. This does not mean 

setting up further learning and communication channels but for peers and regional 

leads to be more systematic in identifying and recording the wider learning and 

examples of good practice and for the LGA to repeatedly reinforce these messages 

through local and regional routes, through national events where appropriate and 

via the bulletin.  
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5  Next steps 

5.1 This section sets out our thoughts on the next stage of this review in the light of 

the conclusions from this stage and our earlier rapid review of four pilot peer 

challenges. 

5.2 First, the brief for this review said that the final report should include a “high level 

statement” on the state of local health and wellbeing systems drawing on the 

themes and position of health and wellbeing boards, the role of public health in 

local government and local healthwatch. We think that this remains valid and that 

we have good material for this from the work we have done to date. We propose 

that we supplement this with a small number of additional stakeholder interviews. 

We also suggest that this “state of the nation” summary should be a self-standing 

report. 

5.3 We do not feel that we would add to our assessment of the impact of the 

Programme in two months and do not believe that we would collect much 

additional evidence from either reviewing further peer challenges (at this point in 

time) or carrying out a further on-line survey so soon after the first one. 

5.4 Instead we suggest that we could add greatest value by helping to shape the future 

support offer for both those areas in greatest need of support and health and 

wellbeing boards more widely. 

5.5 We propose to do this through exploring a number of scenarios in a workshop 

setting, working with representatives of the health and wellbeing system nationally 

and locally. Key elements of the approach (which we would be happy to develop in 

the form of a short proposal) would be: 

 The development of two or three scenarios (e.g. aspects of health and 
social care integration and an example of health reconfiguration); 

 Exploring those scenarios in a workshop with a particular focus on the 
development and support needs that emerge; 

 Running the scenarios twice assuming a well performing health and 
wellbeing board and a struggling health and wellbeing board; 

 Working with the participants to co-design the key elements of a support 
offer. 

5.6 The output of this process would be: 

 A better understanding of likely future support needs and the offer 
required to meet them; 

 Further evidence for inclusion in the “state of the nation” report. 

 The process could be designed so as to address questions of fit with the 
wider LGA offer. 


