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Abstract

Recent health service policy in the United Kingdom has emphasized the
need to involve local people in health service planning. This paper will
describe how local communities were involved in the development of
Primary Care Resource Centres. These centres are designed to provide a
base for the delivery of a range of health, social welfare and information
services within a community setting. Four centres in the process of being
developed in one region were selected for in-depth study. The main
method of data collection consisted of semi-structured interviews with

UK key ‘stakeholders’, namely purchasers and providers of primary health
care, social care providers, hospital outreach staff and local community
and voluntary group workers (Weiss 1983). This paper examines how the
health service organizations developing the centres involved local
communities in planning them and the obstacles and difficulties
encountered. The paper suggests lessons that can be learned for future
community involvement in the planning of local health services.
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Introduction

Since the early 1980s there has been a national policy
drive towards consumerism and a market orientation
in public sector policies (Clarke et al. 1994). This is
evident in the policies for health and welfare, along
with those for other public sectors including education
and housing. The introduction of markets and quasi-
markets was seen as one way of empowering con-
sumers in the public sector, by increasing the range of
service options from which they could choose.

Other areas in the public sector have a longer his-
tory of active involvement of local people than in
health. For example, in the housing sector, tenants’
associations have enabled residents to become actively
involved in housing management. Similarly, in the
education sector the introduction of local management
of schools has involved the establishment of governing
bodies made up of parents, teachers and local business
community representatives.
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The funding of regeneration programs also has
placed a great emphasis on active community involve-
ment. Some recent primary care developments (e.g.
West End Health Resource Centre in Newcastle-upon-
Tyne, Dowsell et al. 1994) have been partly funded
through City Challenge and more recently through the
Single Regeneration Budget (SRB). The latter empha-
sizes that community participation should be built into
the schemes both as a concept and a process with
adequate resources allocated to ensure this occurs
(Community Development Foundation 1996).

Involving the community in public sector develop-
ments has been argued to have the following benefits
(Department of the Environment 1995, Clapham 1996):

@ obtaining local peoples’ views leads to a better
identification of problems in the particular
locality

@ the community’s time, effort and skills increase the
total resources devoted to the initiative
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® local knowledge can be useful in helping to target
resources where they will be most effective,
increasing value for money

@ it gives people the self-confidence, skills and
knowledge needed to take advantage of
opportunities

@ publicly funded services should be answerable to
their actual and potential consumers.

Gyford (1991) acknowledges there has been little
evaluation of the effectiveness of many of the initia-
tives aimed at involving communities. He also argues:

...introducing elements of user participation both into educa-
tion and into housing is facilitated by the existence of a clear
focal point around which to build structures and procedures,
namely the school and the housing estate (p. 69).

Gyford believes this is not the case for the diverse
activities of health and social services. However, the
development of new primary care facilities may
provide just such a focal point for local participation
in health service planning and the focus of this paper
is on such a development, Primary Care Resource
Centres. A study of some of these centres will illus-
trate the potential of, and obstacles to, community
involvement in primary care developments. Before
the study is discussed in detail, the background to
local involvement in the health service will be
described.

Public participation in health service planning

Consultation and the involvement of local people has
been a consistent imperative of health service planning
since the early 1990s, and was given particular empha-
sis with the publication of the discussion paper ‘Local
Voices’ (NHSME 1992). Traditionally, public involve-
ment in the health service has been reactive, in
response to negative events such as hospital closures
(Heginbotham 1993). Local Voices made it clear that
radical changes were required if local people were to
have a voice in the shaping of health services. It is a
significant document as it emphasizes the importance
of public participation in purchasing as distinct from
provision (Cooper et al. 1995).

The broad aim of Local Voices was for health
authorities to actively and systematically seek the
views of local people, taking account, and responding
to, their concerns (Rathwell 1992). Local people were
to have an ongoing role in all stages of the purchasing
cycle rather than one-off consultation exercises
(NHSME 1992), so that their views were reflected in
establishing priorities, developing service specifica-
tions and monitoring and evaluating services. Health

authorities were expected to demonstrate how the
public had made a ‘tangible influence on purchasing
decisions’ (Donaldson 1995).

Research reveals that although commitment to
involving the public is expressed in health authority
policy documents, few explain how this might be
achieved in practice, or identify how public consulta-
tion has influenced purchasing decisions or changed
policy (Pickard et al. 1995, Redmayne 1995). It has been
suggested that health authorities” apparent reluctance
to give the public opportunities to participate in com-
missioning reflects fears over a loss of control and
power (Pickard et al. 1995). Local Voices initiatives
themselves have also been criticized on grounds of
tokenism and poor methodology (Bowling et al. 1993,
Pfeffer & Pollock 1993, Cooper et al. 1995, Donaldson
1995) and that the document itself lacked guidance on
how health authorities were to resolve conflicts of
viewpoints (Cooper ef al. 1995).

One potential mechanism for involving local people
in health service planning is through locality based
approaches to commissioning, which many health
authorities have now adopted. Locality commission-
ing has been described as a method by which health
authorities organize their commissioning work
through decentralization and thus ‘get closer’ to the
population they serve (Jvretveit 1995). Many health
authorities are now using locality commissioning as a
mechanism for public involvement in purchasing
health care according to locally identified needs.
However, there is no uniform model of locality com-
missioning. Some approaches emphasize the involve-
ment of general practitioners (GPs), some the develop-
ment of community participation, while others aim to
involve both groups (Balogh & Thommasson 1995,
Ham 1992, Ovretveit 1995). The localities themselves
can be defined in different ways, for example, ‘natural’
communities, electoral wards, or groupings of GP
practices (Ham 1992, Bullen et al. 1996). In theory, a
locality approach allows commissioning to be sensi-
tive to local needs while maintaining the power of a
large purchasing organization. It also potentially facili-
tates integrated purchasing with other agencies such
as social services.

It is unclear how local communities will be involved
in health service planning under a primary care-led
system (NHSE 1994). General practitioners are said to
operate a demand-led, individual patient-based
approach to health commissioning, unlike the health
authorities’ needs-led population based approach
(Dvretveit 1995). It has also been suggested that, along
with a focus on the needs of the individual patient, the
bio-medical approach and small business orientation
of general practice inhibit the broader concept of
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community participation (Brown 1994). Thus while the
practice list can provide a basis for involving service
users, it may not be an appropriate basis for involving
the wider community, unless the practice list and local
community are coterminous. Therefore, it is likely that
community participation will need to form part of the
health authorities’ strategic role.

Recent NHS policy continues to emphasize giving a
greater voice to users and carers in the development of
national and local NHS policy (NHSE 1996). A new
NHS initiative ‘Patient Participation” attempts to
develop this priority into a more explicit strategy (May
1996). Health authorities are encouraged to have
strategic plans for ongoing communication and con-
sultation with local people about future service devel-
opment. They are also expected to be able to demon-
strate the impact of consultation on their plans, and
how this has been fed back to the local community.

These new initiatives and the philosophy of local
involvement described above form the background to
the development of Primary Care Resource Centres
(PCRCs).

The development of Primary Care Resource Centres

PCRCs are new or refurbished buildings which house
a range of different primary and community health
services, social welfare services, health promotion
activities and information and advice services. Some
also provide a location for consultant outpatient clinics
or specialized treatments. They are a resource for both
local people and health professionals, serving more
than just the people in the immediate locality, unlike
traditional health centres.

Some centres have strong roots in broader commu-
nity development initiatives, where improving access
to health services is part of a wider strategy for
improving the quality of life locally. Local people are
likely to be involved in planning and developing these
centres, e.g. West End Health Resource Centre
(Dowsell et al. 1994). Other centres have been planned
by health authorities or provider trusts, which seek to
relocate or ‘reprovide’ former hospital and community
health services, e.g. Lambeth Community Care Centre
(Higgs 1985).

From the early 1990s, the former North West
Regional Health Authority (NWRHA) undertook a
major capital investment programme to develop
PCRCs. This initiative was in part a response to the
problems of inner-city primary care. It was also seen as
a necessary first step in any move of services from
secondary to primary health care.

NWRHA provided capital funding for 17 centres
from 1994 to 1997, which represented a total invest-

ment of £19 million. This funding had to be allocated
before April 1996 when the Authority would be abol-
ished, therefore a tight timescale was imposed on the
developments. Other PCRCs in the region have been
funded by other sources, including the Private Finance
Initiative and Single Regeneration Budget.

The objectives of the PCRC initiative were:

® to extend the range of primary and community
health services

® to improve the quality of the physical environment
for primary health service provision

® to act as a lever for facilitating a shift in resources
from the secondary to the primary health care
sector

® to provide a focus for broader action on the health
needs of the local community involving local
authority services and local people

@ to provide a resource not only for professionals and
patients, but also for local residents and community
groups.

Empbhasis was placed on the development of rela-
tionships with the local community served by PCRCs,
and the centres were seen as focal points to start meet-
ing and consulting the local population. They poten-
tially offered a unique opportunity to involve local
communities.

The Evaluation of PCRCs

A study was undertaken to evaluate the NWRHA'’s
PCRC initiative (Glendinning et al. 1996). As many of
the centres were still being planned, the focus of the
evaluation was on the processes of planning and devel-
oping them. The study focused on the implementation
of the PCRC initiative in four sites (Table 1). Three of
the centres chosen were funded through the NWRHA
initiative, the fourth was chosen for comparison as it
was funded through the Private Finance Initiative.
Lead ‘developers’ of the centres were community trusts
or health authorities. The main method of data collec-
tion consisted of semi-structured interviews with a
range of key ’‘stakeholders’ (Weiss 1983) within
NWRHA and the four case study PCRCs. These ‘stake-
holders” included purchasers and providers of primary
health care services, social care providers, hospital out-
reach staff and local community and voluntary group
workers. The interview transcripts, together with
observational notes were subjected to thematic content
and cross-case analyses. Detailed drafts were written
up and sent back to participants for comment. This
allowed their accuracy to be examined and brought up
to date. Moreover, it allowed the validity of the
researcher’s interpretation to be checked.
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Research findings: community invoivement in
PCRCs

Desire to involve local people

Three of the four centres had explicit objectives which
included a comfnunity focus (Table 1). However, these
objectives were broad and the centre developers
generally had no specific plans for how to implement
them, apart from centre B, where the health authority
had a well-developed locality-based approach to comi-
missioning services. A fundamental element of this
was the development of locality centres, which aim to
provide services to meet local needs in consultation
with both local people and service providers.

Only centre C had no objective of community par-
ticipation. Involving the local community in this town
centre PCRC was problematic as the population who
would use it is widely dispersed. However, some of
the services to be based in centre C were targeted at
people with physical disabilities, with their own
voluntary secfor and self-help organizations. Thus,
there was a ‘community” of potential users who could
perhaps have been more actively involved.

Stages in the process of planning and developing
centres

There were three possible stages in the process of plan-
ning and developing the PCRCs, each of which could
involve local people at different levels. At the first stage,
when people were made aware of the funds available
for PCRCs, there was an opportunity to involve them in
decisions about whether a PCRC was desirable, about
possible sites for the location of the centres and the
types of services to be run from the centres. At the
second stage, after decisions had been reached about a
centre’s Jocation, local people could be involved in more
detailed planning about the services that might be
based in the centres and in decisions on the design of
buildings. At the final stage, once the centres were
opened, there were potential opportunities for ongoing
involvement in service monitoring and planning; as
members of local community groups based in or using
the centres; and in the management of the centres.

Constraints

There were various constraints to the planning and
development of the centres as perceived by those peo-
ple involved in their development. The tight timescale
imposed on the development of the centres by NWRHA
constrained the levels and type of community involve-
ment that could be undertaken. For example, in centre
A, the Community Health Council was commissioned

to set up and run a public consultation exercise within 6
weeks. Secondly, some of the local centre developers
understood that NWRHA required certain services to
be available in the centres, for example, a general prac-
tice ‘presence”, minor injuries’ services and extended
opening hours. Therefore there were already certain
‘givens’ which the community would have no option
but to accept. Further constraints were the limitations
on the availability of land or existing buildings that
could be refurbished, again within the tight time scale.
"These constraints undermined attempts at local partici-
pation as it was clear some important decisions had
already been taken. However, these constraints did not
necessarily apply once the centres were open.

Community involvement at the initial and
detailed planning stages

Initiators of community involvement in centres

In centre A, the community trust which developed the
centre commissioned the local Community Health
Council (CHC) to run a public consultation exercise
(Table 2). With centre C, neither the health authority
nor the Community Health Council had conducted
any consultation exercises about the development of
the PCRC, leaving the consultation process in the
hands of the trust. However, stakeholders at the trust
appeared to consider that public consultation was part
of the purchaser’s role. In the case of centre B, the local
authority had a joint role with the health authority in
consulting local people, through a health needs assess-
ment exercise.

Methods of involving the community

The methods chosen to involve the community
included public meetings, use of the media, and

" Kealth needs assessment exercises. The health needs

assessment exercise of centre B, adopted a commu-
nity development approach, with local people being
fully involved in both identifying the issues to
explore in interviews, and in collecting the data. Tt
was hoped that the project would be a springboard
for ongoing community involvement and participa-
tion, and for joint working between the different
agencies involved.

For centre A, the CHC targeted groups in the area
seen as having high health needs, for example, elderly
residents and young people. One way the CHC
targeted the elderly population was through a coffee
morning. Invitations were handed out by Social
Services staff to their clients. Local hairdressers and
organizations that worked with elderly people in the
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Table 2 Community involvement in planning and developing PCRCs

Site A B c D
Community involvermnent in the early stage of planning PCRCs

Initiators Community Health Health Authority & Community Trust Health authority
Council Local Authority

Local community General public; Community and CHC,; voluntary Community

involved targeted groups, voluntary groups; groups development
e.g. elderly, local people worker; community
young women; and voluntary
voluntary & groups
community groups

Methods Public meetings; Health needs Meetings; public Health needs
coffee morning; assessment exercise; displays assessment
media campaign; health fair; roadshow exercise

interviews

Community involvement in detailed planning before centres opened

Initiators

Local community
involved

Community Trust

Voluntary groups,
community groups

Health Authority

CHC; community
health forum

Community Trust

CHC; voluntary groups;

health centre users

Community Trust

CHC:; Council for
Voluntary Services,

Methods Meetings; design plans

displayed in local library

Meetings

Citizens Advice
Bureau

Meetings; local media;
displays in locality

Meetings

area also invited people, and transport was provided.
To target the younger population, which was seen as a
‘hard to reach’ group, the CHC involved young
peoples” voluntary groups and a youth worker.
Attempts were made to consult through the schools
and interviews were undertaken with young women.

Difficulties experienced in consultation

Some respondents raised difficulties that were
involved in deciding whom to consult within a Jocality
and who represented the ‘community’. Different parts
of the community involved in the consultation
exercises had competing interests. For example, with
centre A, elderly residents feared involving local
young people due to past problems with vandalism of
the local community centre and schools. A stakeholder
from centre D further highlighted this problem:

I think representative groups or identifiable groups were
consulted, whether that actually constitutes the local commu-
nity, is perhaps ... a moot point. I know from bitter experi-
ence that a lot of these people are self selected and almost by
definition because of the kinds of people they are, they tend
to represent their own sphere of interest rather than necessar-
ily the whole community. ... short of an invitation to every

household I don’t see how you can literally consult the whole
community (centre D stakeholder).

Other difficulties with involving the local commu-
nity experienced by centre developers were the absence
of a clear vision of what a PCRC was, or a range of
options available from which people could choose:

Another problem is consulting on what you don’t know is
coming in. Not only consulting on what services there might
be but also we were consulting blindly because we didn’t
have a range of ... these are the things you can have, to create
pictures in people’s minds, for them to think that there were
possibilities. No comparisons available about what centres
can look like (CHC, centre A).

Closely linked to this last issue is the fact that there
were difficulties in consulting people about a new
development, because people were more familiar with
consultation over events such as hospital closures. The
CHC representative who ran the early public consulta-
tion exercise for centre A, found the response to some
of the CHC’s consultation initiatives disappointing,
and compared it to the response they received if
consulting about closing a hospital:

After being involved for years and years saying let's shut
somewhere down, if you say let’s open somewhere it does
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not seem to generate the same level of interest. We pushed
and struggled to get people’s view forward.

~ Respondents were critical of the level of involve-
ment of local people in the decisions that were taken
about the PCRCs. With centre D, there was a
widespread feeling that no-one really had much choice
in the decision to go ahead with a PCRC in the district
or its precise location, therefore consultation at the
early stages would have been disingenuous. The CHC
for centre D was quite critical of the aims of the consul-
tation process and the level of involvement that people
had had in the decisions that were taken:

I'make the distinction between consultation and involvement
. consultation comes after decisions have already been
made and then you tinker about with them ... and in some
ways it would have been a false consultation if they’'d gone
out to local people and said “What do you want?’ Because I
can’t see that many people would have come back and said
what they wanted was another glorified health centre. In that
sense the timescale and the directions the RHA had given
precluded that ... the decisions had already been made.

Impact of community involvement

Due to the constraints reported earlier, community
involvement with the early stages of development of the
centres was fairly limited. With centre A, the consulta-
tion supported the need for the development of a health
facility in the area, which the community had been
campaigning for over many years. Services which
people identified as being needed in the area were con-
sistent with the services the trust developing the centre
wanted to bring into the locality, and were included in
the service specification for the centre. In the consulta-
tion events, there was dispute and debate about the
location of the site. One argument that came forward
from local people was not to have a new building, but to
refurbish an old property in the area. However, the lack
of available sites and the tight timescale precluded the
developers from acting on this and a new building was
chosen.

For centre B, respondents to the health needs assess-
ment exercise wanted, firstly, to establish a resource
centre, with the local community being involved in its
development and operation; and, secondly, wanted to
re-establish a community health forum in which issues
of concern about health could be raised. When the
PCRC went ahead, it was seen as demonstrating to the
community that action had been taken following the
health needs assessment project:

It's the implementation of what the people asked for ... a
perfect opportunity for the community to have a voice,
they’ve never been given that in the past and I think if you

didn’t listen to them this time then you would lose all credi-
bility (Community/voluntary group).

However, although centre B appeared to be a
response to the health needs assessment exercise, there
was some dissatisfaction with subsequent opportuni-
ties for local involvement especially over the services
that would be provided from the PCRC and on the
community’s future role with the centre:

The community could have been more involved in the plan-
ning of it, the actual planning of the centre ... who should be
in it ... I don't know why that hasn’'t happened
(Community/voluntary group).

This dissatisfaction with the lack of involvement in
the detailed planning stages of the development of the
centres was echoed by respondents at the other centres.

Plans for the ongoing involvement of local
communities in PCRCs

Service planning and development

The developers of two PCRCs planned to involve the
local community in future developments and could
identify possible mechanisms such as community
health forums for this. Local people at these centres,
however, were not optimistic about the level of
involvement they would have in decision making.
They feared that this would amount to information-
giving, as had occurred in the planning of the centres,
rather than any true participation:

The Community Trust have never involved anyone in the
planning apart from seeing the plans on the wall. The trust
don’t reach out (to the community), there won’t be much
ownership (CHC centre A).

At centre B some respondents felt that the health
needs assessment project had raised local people’s
expectations of involvement and were concerned that
it was seen by the health authority as an end point:

The health needs assessment isn’t a one-off, the involvement
isn't a one-off, its an ongoing process and an ongoing
dialogue. We're missing the opportunity of the good rela-
tionships that have been built up (local authority centre B).

However, following the opening of centre B, the health
authority and local authority appointed a community
health development worker who would focus on
developing and facilitating the local community’s
involvement in the PCRC and in promoting links
between services and the community.

At the other two centres there were no plans to
involve local people on an ongoing basis. One of the
developers, a community trust, considered this to be
the role of the health authority through its locality
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commissioning approach. The trust’s only commitment
to obtaining the views of users was as part of the
service evaluation process.

Use by local community groups

Community representatives considered that it was
important for community and voluntary sector groups
to use PCRCs as a way of both promoting local
people’s sense of ownership of the centre and giving
centres a less formal image:

....a little bit more voluntary [sector] input would take
away that officialdom, that formal atmosphere (community /
voluntary group centre B).

A small number of community groups would be
using centres A, B and C for meetings and a voluntary
sector service was one of the core services at centre B.
Although a number of local groups had expressed an
interest in using centre D, the trust had not entered
into any agreements for such use. Charging policies for
room usage differed between the sites and may relate
to the emphasis placed on community involvement.
While some of the developing organizations intended
to facilitate community involvement in the PCRCs
through providing free access to rooms, the trust
developing centre C planned to charge such groups for
use. Clearly community trusts face revenue constraints
that may act as a disincentive to allowing centres to be
used by community groups unless they receive
support from health authorities. This is illustrated by
centre B, which was developed by a health authority
committed to promoting the use of the facilities by
local community and voluntary groups and who were
not charging groups using the centre on a sessional
basis. Some respondents were concerned that the pro-
vision of free or subsidized accommodation would
only apply to health-related groups, and this might be
inappropriate in areas with multiple social problems.
Narrow definitions of health may limit the potential of
centres to be a focus for improving the health of local
communities and for inter-agency working.

Originally, there were plans for most of the centres
to provide a base for minor injury centres and GP ‘out-
of-hours’ services, which would have led to the build-
ings being open in the evenings and at weekends.
However, such plans were not realised, which may
affect the potential use of the centre by community
groups who wish to meet at these times.

Role in the management of the primary care resource
centres

There were no plans for involving any community
representatives in the management of any of the four

study centres, although it was possible that the
community health development worker in centre B
might be a member of a future management commit-
tee. Rather it appeared that a local GP fundholding
consortium and the health authority would play the
key role in the centre’s strategic management and
development. Some stakeholders at centres B and D,
felt however, that it would be important for manage-
ment committees to have local community representa-
tion on them, to ensure the perspectives of local
people were incorporated into the development and
management of the centres. Representation on a
management committee was also seen as one way of
facilitating the development of a sense of ownership
by the community.

Discussion

Primary Care Resource Centres are a new type of
development which provide a great opportunity to
give local people a voice in service planning and deliv-
ery. The research reported here has focused on the
approaches taken by the health service organizations
developing four PCRCs to involve the community.
Although involvement of the local community was a
recognized principle for three of the four centres, there
were no clear models developed or evaluated to imple-
ment this objective. Nor, except for centre B, was there
evidence of clear longer-term strategies for community
involvement. The research identified a number of
stages at which the local community could be involved
in the PCRCs: in the early stages when decisions about
the location of the centre and possible services were
made; in the more detailed planning of the service con-
figuration; and following opening when local people
could have a role in the ongoing service planning,
monitoring and management of the centres.

Several points highlighted by the research have
implications for involving local people in primary care
developments. First, there was the difficulty of con-
sulting about new developments as people tend to be
more familiar with reacting to health service plans
(particularly hospital closures), rather than with
putting forward new ideas and proposals. Secondly,
the ‘community’ is not a homogeneous entity but
consists of different groups and individuals who may
have competing interests. Engaging with these differ-
ent groups, particularly so-called ‘hard to reach’
groups such as young people and people from ethnic
minorities, and attempting to meet competing needs
will present particular challenges. Organizations who
are attempting to involve communities need to recog-
nize, and take into account, the different constructions
of its meaning which those within and outside the
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community hold (Jewkes & Murcott 1996). Creative
and different methods may be needed to involve
different sections of the community, as well as time
and dedicated resources to develop the mechanisms
for involvement. There may be a need for NHS plan-
ners and managers to work with broader definitions of
‘health’ and 'health gain’, which are not constrained by
the narrow remit of health service activities, otherwise
attempts to involve local people in new, community-
based health services will fail to address the issues
which are important to people’s lives and to the wider
determinants of health.

Various issues which need to be addressed when
involving local people in health service planning
emerged. There are different levels of community
involvement and participation, from information-
giving through to active decision-making (Wilcox 1995).
Activities were often described by PCRC developers as
‘consultation’. However, particularly in the later stages
of the developments, what occurred was the developers
giving the community information about their plans for
the centres rather than local people having a more active
role in decision-making. Developers need to be clear
about why community involvement is needed and what
level of involvement is desired, from the community’s
perspective as well as other organizations. Confusion
over the scope of community involvement, and the lack
of shared definitions of terms such as ‘consultation’, can
result in dashed expectations, and increase the risk of
any barriers being reinforced. Therefore, it is important
for developers to be clear and open about in which
decisions the public can genuinely participate, and
which decisions have already been taken elsewhere.
Furthermore, it should be recognized that consultation
and community involvement are not one-off events, but
are ongoing and iterative processes. Feedback needs to
be given on how consultation or involvement has influ-
enced plans for service development.

At a fundamental level, the philosophy of the devel-
oping organization, in terms of public participation, will
be a key factor in the extent to which local people are
involved in primary care developments. It has been
suggested that a cultural shift is required if health service
professionals and organizations are to be truly commit-
ted to public participation in health service planning, and
move from a consumer to an empowerment agenda
(Layzell 1994, Lupton et al. 1995). While at a national
policy level there is apparent support for public partici-
pation, at a local level this appears often to be interpreted
in its narrowest sense. As Lupton et al. (1995) have noted:

...the window of opportunity for public involvement in the
NHS appears to be barely open ...... the vogue for public
involvement is largely driven by a managerialist rather than
a democratic agenda.

Particular skills are required to build bridges
between the variety of individuals and groups that
make up a community and health service organiza-
tions. This begs the question of whose role it should be
to engage with the public and who has the appropriate
skills. Both health authorities and community trusts
may have expertise in working with local people.
Health authorities may have expertise obtained
through conducting ‘Local Voices” and health needs
assessment exercises. Whereas that of community
trusts may largely have been acquired through the
work of the professionals they employ. However,
health service organizations may have more skills in
involving specific user groups rather than local com-
munities (Donaldson 1995). Collaborating with other
organizations such as community health councils,
councils of voluntary service and local authorities may
help in the process. The potential role of community
development workers in facilitating local community
involvement in service planning also needs to be
explored.

Research into the most effective techniques for
involving the community in new health developments
is required. There have been no attempts to evaluate
the best methods of involving the public, or to evaluate
the changes made to purchasing as a result of their par-
ticipation (Donaldson 1995). Lessons can be learned
both from other PCRCs which have more community
involvement (for example, the West End Health
Resource Centre in Newcastle and the Vauxhall Centre
in Liverpool), and from other public sectors such as
housing and education. The impact of community
involvement on the ‘success’ of new primary care
developments such as PCRCs should be evaluated.

Public involvement in health service planning pre-
sents many challenges to health service organizations,
in terms of cultural change, and how to engage with
local people in practice. It would appear to be most
appropriate for purchasers, as the organizations with
responsibility for strategic planning, to take on this role.
It is important that community involvement is an inte-
gral part of the work of health authorities, rather than a
‘bolt-on extra’ (Layzell 1994), and models of locality
commissioning may offer one means of achieving this.
There will be many ‘voices’ to listen to, and potentially
many conflicting views on the future shape of local
health services. PCRCs could provide both the starting
point and the focus for exploring how the public can be
involved in the planning of local health services.
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