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Sandwell Public Consultation event

Equity and Excellence: Liberating the NHS

24th September 2010

The following document constitutes the response from members of the Sandwell population who attended an event organised by Sandwell Local Involvement Network and Sandwell Primary Care Trust to respond to the consultation papers ‘Establishing HealthWatch’, “Local democratic legitimacy in health” and “Commissioning for patients” which underpin the white paper ‘Equity and Excellence: Liberating the NHS’.
The information herein was captured at a joint consultation event on 24th September, where 32 members of the public joined Sandwell Local Involvement Network to explore their views on the proposals in Equity and Excellence: Liberating the NHS.
Background information to the proposals was given by two presentations delivered by the Deputy Director of Commissioning from Sandwell PCT and the Chair of Sandwell Local Involvement Network.
Strengthening Patient and Public involvement
a. How can GP Consortia and the NHS Commissioning Board best involve patients in making commissioning decisions that are built on patient insight?
Ensure that HealthWatch members and patients sit on the commissioning and Health and Well Being Boards. Legislation should be built into contracts to include a duty to involve patients.

Every GP consortia should have an engagement person or function depending on size and configuration. GP’s say they are too busy looking after patients so they need someone there to make sure patients are involved in making commissioning decisions. 

They also need to be creative in involving patients, for example use facebook and create blogs to engage people.

b. How can GP Consortia best work alongside community partners (including seldom heard groups) to ensure that commissioning decisions are equitable, and reflect public voice and local priorities?
By having a set of standards for working with community groups and a dedicated community function. Make involving community partners part of a constitution. There should be a close relationship with the hospitals. 
GP consortia need to be accountable and transparent. They need to think outside the box to work with seldom heard groups. We need to increase the duty to involve; challenges GP’s more and apply the philosophy that service users/patients are Queen/King.    
c. How can we build on and strengthen existing systems of engagement such as GP practices’ Patient Participation Groups and organisations within the voluntary and community sector?
Ensure that these groups continue to have the knowledge, skills and expertise and are viewed as valued and equal partners. Every GP practice should have a duty to have a patient participation group. The National Commissioning Board should insist this should be a minimum constitutional standard, including frequency of meetings, numbers etc. And we need to use other methods apart from meetings to engage members of the public.    
d. What action needs to be taken to ensure that no-one is disadvantaged by the proposals, and how do you think they can promote equality of opportunity and outcome for all patients and, where appropriate, staff?
Everybody should have the opportunity to be involved and there should be guidance around this. Use best practice from organisations that are successful at promoting equality of opportunity and make this a continuous process.
e. What are the most important changes needed to enable patients to fully take part in decision making?

An ongoing process of advertising and recruitment as well as using innovative ways to reach more people.  People need to be made aware that they can participate in the decision making process. More public meetings and access to the decision makers
f. How can patients be enabled to gain greater control over their health and care through information?
Support for people so that they are empowered to challenge their GPs without the fear of recrimination. It should be a patient commissioning consortium not a GP commissioning consortium. More information for patients and the public so that they can make informed decisions.
Integrated working and the functions of the Health & Wellbeing Board

a. What more, if anything, could and should the Department do to support integrated working? What freedoms and flexibilities would support and incentivise integrated working?
The DoH could provide additional resources to support integrated working, they need to take the initiative and come out and work with the public.
b. Do you agree with the proposal to create a statutory health and wellbeing board or should it be left to local authorities to decide how to take forward joint working arrangements?

Yes it should be statutory as long as we do not create another tier of bureaucracy.
c. Do you agree that the proposed health and wellbeing boards should have the main functions described in paragraph 30?

Generally yes. But there should be an opportunity for the public to set the agenda. The joint strategic needs assessment is practically important.
d. Is there a need for further support to the proposed health and wellbeing boards in carrying out aspects of these functions, for example information on best practice in undertaking Joint Strategic Needs Assessment?

Information on best practice would be useful as well as making use of existing good practice, e.g. Local safeguarding adult’s board.
e. Do you agree with our proposals for membership requirements set out in paragraph 38 - 41?

We need much more patient representation with at least 50% of the board to be made up of local people, as well as the representation of faith groups. The Board should be representative with fewer politicians and more from smaller communities. You need to be careful about the process of choosing a patient champion and ensure that they are not there with an individual agenda. The chair should be independent rather than chosen by elected members.
f. Do you agree that the scrutiny and referral function of the current health Overview and Scrutiny Committee should be subsumed within the Health and Wellbeing Board (if boards are created)?

No, the scrutiny function needs to be separate and independent from the board – how can they scrutinise themselves?
g. What arrangements should the local authority put in place to ensure that there is effective scrutiny of the Health and Wellbeing Board’s functions? 
We do not want to see people scrutinise themselves, could there be a link back to central government for the scrutiny function?
Regarding ‘Expanding the role of LINks as local HealthWatch’

a. What needs to happen for local HealthWatch to fulfil its new functions around health complaints advocacy? In particular to support people who do not have the means or capacity to make choices about their care?
It was felt that both training and funding would be required for HealthWatch to progress from researching themes as LINk to investigating individual cases in the same capacity that PALS does presently. It was also felt that HealthWatch would need to be established with a structure that had a specific ‘department’ that focussed exclusively on patient/service user complaints and advocacy.  

The increase in workload from the new responsibilities also provoked some concern. It was felt it will put excessive strains on the volunteers. In particular, there was concern that volunteers in receipt of benefits must be available to attend a job interview at 48hours notice and available for work at 1 weeks notice.  To circumvent this, an option worth noting is employing volunteers on a full or part-time basis.  
Overall, the decision to expand the remit of LINk to incorporate advocacy under HealthWatch was welcomed. There was clear recognition of the value of the ‘no decision about us without us’ ethos and the incredible importance of providing advocacy to those who cannot speak easily (or at all) for themselves.
b. What needs to happen for local HealthWatch to support people making choices, in particular to support people who do not have the means or capacity to make choices about their care?

First they must be aware that they can participate in the decision making process, therefore an intensive advertising campaign must be undertaken to promote and raise public awareness that they are central in the equation, this should be an on-going process. Informed decisions do not occur by accident and are not formed in a vacuum. To enable service users/patients to obtain greater control over their health and social care first they must be informed.  Subsequently, they must have access to information that affords them the insight to make informed decisions.    

Regarding ‘Embedding patient voice’

a. What should be done to embed local HealthWatch as the local consumer voice, and HealthWatch England as the national voice for health and social care consumers?

It was felt that HealthWatch needs to operate at a strategic level to be successful, and to include people who have a good knowledge of health and social care: it cannot rely on volunteers knowing everything. It also needs greater clarity, including role descriptions, so that consumers can understand what it’s about.
A key point for attendees was the need for more publicity and advertising as well. If HealthWatch is made more understandable and effectively advertised, it will be more effectively embedded.
Once again utilising a partnership approach would also help to ensure it is effectively embedded – it needs everyone involved, including all aspects of the community and taking on everyone’s views.

b. How should HealthWatch England and local HealthWatch relate to and work with other patient and community groups and structures, and what principles should underpin this relationship?

It was felt that there was a need to clarify what national HealthWatch is, whether its duty is to oversee the local HealthWatch or to have a voice in its own right.

Whether HealthWatch would have the same duties are Community Health Councils was raised. It was felt that the basic principles should be those that already exist with LINk: e.g. that local HealthWatch should be open and transparent, etc.

Some discussion occurred around why there was a need for both HealthWatch and the Health and Wellbeing board since the change is more around names than existing structures. Others felt there was a clear difference given the patient-focus of HealthWatch whereas the Health and Wellbeing includes a lot more professionals. It was felt there did need to be a link between the two, but it shouldn’t join up. Other people felt it may just create bureaucracy rather than resolve it.

Ultimately it was agreed that HealthWatch would need to be more empowering and more accountable whilst working with other patient and community groups.

c. How should local HealthWatch work with the local authority and GP consortia to influence commissioning decisions?

HealthWatch has to be a statutory consultee of the commissioning bodies, e.g. they have a duty to consult HealthWatch even if patients don’t agree with the proposals.

One suggestion was that HealthWatch have the right to commission work if they are not happy with what the commissioning body has commissioned. However this raised the question of HealthWatch replacing the PCT and the level of accountability. It was thought that HealthWatch isn’t accountable in that way, but it should have some rights. HealthWatch should also have powers to find out more/investigate and influence commissioning decisions. It was also felt that the GP consortia should have joint accountability with HealthWatch.
Another attendee questioned changing a system that already works. It was felt that GPs wouldn’t sign up to being accountable to HealthWatch and it wasn’t likely to work. Another comment was that the question was contradictory and the relationship should be evidence based; criticism couldn’t be offered without evidence.
It was finally noted that HealthWatch should be a vehicle for complaints. It was felt it was important to have independence for HealthWatch and the freedom to do the work it wants to do, building up its on evidence base from complaints and doing research.
d. What needs to happen for local HealthWatch to support the needs of vulnerable people – such as older or very frail people? What needs to happen for HealthWatch to champion the rights of people who lack capacity to make decisions about their care?

It was felt that measures should be taken to ensure that patients/service users are on all boards, preferably in the majority. An intensive advertising campaign must be undertaken to promote and raise public awareness to both the older and frail people, too. If patients/service users are not aware of HealthWatch existence they cannot utilise its services.  
Regarding ‘Governance’

a. What arrangements need to be put in place to ensure that accountabilities are clear for all parties?

There was concern expressed over the prospect of LINk moving from its current remit to become more orientated around complaint handling, and how this might be accounted for in accountabilities. It was felt by some that it should be accountable both to the Local Authority (LA) and the patients/public, and by others that it shouldn’t be accountable to the LA as this compromises impartiality and might cause HealthWatch to be wary of criticising the LA’s service. It was felt that although accountability may seem clear cut and transparent with LINk, it may be complicated with the new remit. It was suggested that the accountability framework works for LINk, but that thought needs to be given to how this will function through the transition period and into HealthWatch.
b. How should HealthWatch England be constituted within the CQC structure?

It was felt that there needed to be a close relationship to the CQC for feeding information back, but that it also needs to have independence. Concern was expressed over ensuring HealthWatch doesn’t become one of those organisations where people can be caught in a loop.
c. What role, if any, should HealthWatch England play in holding local authorities to account for how local HealthWatch is operated?

Attendees felt unable to give a clear answer on this. It was felt that there should be a clear structure diagram on how this would work since the respective positions of HealthWatch and the Health and Wellbeing Board seemed unclear. The diagram included in the white paper was not felt to be clear enough as it excluded the Health and Wellbeing Board.
Regarding ‘Independence and accountability’
a. What needs to happen for local HealthWatch to be an independent consumer champion for health and social care?

LINk already is a health consumer champion, so the existing achievements should be built upon – specifically the good relationships/partnerships that have been formed. Concern exists over the independence being compromised by the fact that money for LINk comes from the Local Authority (LA). The question was posed: can the LA stop the local HealthWatch? If they did, what would happen to funding? Can local HealthWatch actually raise the alarm on a service from that position?
There was additional concern over the transition period. It was stressed that it would need to be managed properly, and by people with the right knowledge and expertise to avoid losing any key people. Effort would also need to be made to ensure that the process wasn’t too overwhelming, and that it accommodated individuals normally averse to change.
b. What role should HealthWatch England and Local Authorities play in assessing the effectiveness of local HealthWatch?

It was felt that local authorities should not have a role in assessing the effectiveness of HealthWatch as this would compromise its independence. Particular concern was expressed surrounding giving the impression that the Local Authority could ‘control’ HealthWatch. However it was still felt that people who know the locality should be scrutinising local HealthWatch, it just couldn’t be allowed to compromise the independence of HealthWatch.

c. What needs to happen to ensure transparency over how HealthWatch funding is spent by local HealthWatch and by Local Authorities?
As with LINk, HealthWatch is accountable for using public funds so these need to be published in the Annual Report presented at the AGM. Balance sheets should also be available on request. It was felt that LINk is currently very transparent about how it handles its budget, but that the Local Authority should become just as transparent. It was also noted that with no additional budget, HealthWatch would remain the same as LINk.
d. How will local HealthWatch cover both health and social care services?
It was felt that this shouldn’t be a difficulty in doing this as LINk already does it, however there does need to be a balance between health and social care and the local authority should have a strong role by building it into the contract. The link to the Health and Wellbeing Board, as it would cover both, was also deemed important.
e. What role should local HealthWatch play in seeking patients’ views on whether local providers and commissioners are taking account of the NHS Constitution?

The first point made was that the NHS Constitution is just a paper – does everyone know about it?
It was also addressed that the contract between the local authority and HealthWatch would be critical without reducing HealthWatch’s independence.

It was questioned what control or authority HealthWatch would have over commissioners to ensure views are taken into account. A strong relationship to the CQC was felt to be necessary, and that HealthWatch have the funding and power to collate research. It would need to be tuned in at the grassroots to pick up trends.

Finally, it was noted that HealthWatch should pick up the PALS function and pull in complaints that way, along with the existing role of LINk, like another Community Health Council. It was felt this would be a better approach than starting from scratch.
Regarding ‘National/Local Balance’
a. What needs to happen to ensure an effective balance is achieved between HealthWatch England and local HealthWatch?

b. What role should HealthWatch England play in achieving this balance?

Attendees found it too difficult to answer these questions, needing a clearer structure diagram to comment against.
Regarding ‘Relationships’
a. HealthWatch England will need help to develop working arrangements with the NHS Commissioning Board, Monitor, Department of Health and CQC. What principles should underpin these relationships?
It was felt that there were too many quangos, but that the principle underpinning the relationships would need to be patient focus.
b. What needs to happen to build relationships between local HealthWatch and other local partners, such as local authorities or GP Commissioning Consortia?

It was felt that there was a need to integrate existing knowledge, e.g. PALS, LINk, participation, to have an embryonic relationship in the form of HealthWatch. The need to build on what has gone on in the past was stressed. It was also suggested that an audit of what participation is happening in Sandwell should be done, looking at good practice and what can be done. There’s need to build in a future engagement model.
Regarding ‘Transition’
a. What do we need to take into account for the transition of LINks into local HealthWatch?

It was felt that ensuring the LINk’s continued autonomy – maintaining its independence by keeping it at arms length from the services it scrutinises – was one of the most crucial points to be taken into account for the transition. Coupled with this, it was felt there was a need to examine how LINk is currently working with the voluntary sector and gathering everyone’s point of view – the successes need to be maintained, and the failures need to be fixed. This approach needs to be carried out in all respects of the way HealthWatch functions.

There was also concern around how both the LINk volunteers and the wider public are being educated on LINk and HealthWatch. It was felt that promotion of LINk should continue and the fact that there was a future assured for the function of LINk in HealthWatch should be advertised. One proposal was that regional briefing events should be held in order to help cascade the developments more widely. Specifically, it was felt funding should be available during the transition for the regional meetings that LINks currently attend, enabling shared learning on what does and doesn’t work with other volunteers.
b. What support will LINks need during this period?

There was a very clear need expressed for models/templates from the Department of Health, CQC or HealthWatch England. It was felt that a framework to work through and a structure to aim toward would be particularly beneficial. It was also stressed that best practice needs to be used from across the country in order to show LINk which direction it should be moving to ensure the smoothest transition.
c. What additional skills will staff and volunteers require to deliver the expanded functions, and how can they be developed?

Attendees fully appreciated that extensive training would be required for LINk members to be fully competent in executing their new responsibilities. It was felt that this could be achieved through building on their existing skills base and implementing a system of continual training through utilising ‘train-the-trainer’ cascaded learning. In particular, it was felt that facilitation, mediation and management skills would be useful. The provision of sufficient training was seen as one way to counter concerns volunteers might have about the increased workload.
d. What are the organisational and resource implications of expanding LINks’ functions?

It was felt that one of the most crucial implications is that the expanded remit renders HealthWatch in need of a clear organisational structure. There will be need for a basic model that involves paid workers since volunteers are not a dependent source. 
There were two key concerns expressed around the resource implications for expanding LINk functions: these focussed on financial resources and personnel. With respect to financial resources, the concern was around both immediate transition expenses and the longer term ability to fulfil the remit. The transition costs included those connected to training and the cost of advertising the expanding remit of LINk.
The concerns over personnel interlinked with those over finance. There was a very clear acknowledgement that these changes would require more volunteers and an increased workload for staff members at the very least. This was appended to concern over the impact this would have on volunteers; with a larger commitment, it was felt that some volunteers would be put off involvement in LINk/HealthWatch.
Regarding additional questions:

a. Should HealthWatch have a formal role in seeking patients’ views on whether local providers and commissioners of NHS services are taking account of the NHS Constitution?

It was felt that as HealthWatch’s remit is to be the consumer champion in matters relating to health and social care, it should be a given that the organisation would take on this role.
b. What needs to be done to enable Local Authorities to be the most effective commissioners of local HealthWatch?

It was felt there would need to be arms length involvement. It was also questioned who it should be accountable to as HealthWatch should be challenge the Local Authority as commissioners. Additionally, it was asked whether individuals would be paid for delivering a service that would require training (i.e. complaints advocacy).
Other comments

What will happen to this information? This group would like feedback from the Department of Health.

Post-it note feedback

The following are additional pieces of feedback that were left by attendees as post-it notes.
· PALS is not effective, but could use them in HealthWatch somewhere.
· We stated that by taking one to one complaints, could come into conflict with the Local Authority and did not want to become political, but it became just that today!
· HealthWatch will be stronger than PALS.
· Abolish PALS, It is not independent. Community Health Councils are and were a much better idea. They are independent.
· This has been an event hijacked by LINk and organisation reps!
· PALS are on one spot and a good service. How will HealthWatch provide this service?
· HealthWatch accountable to Local authority? Is Local Authority accountable to HealthWatch?
· It essential that HealthWatch is seen to be independent.
· HealthWatch to be accountable to CQC rather than Local Authority.
· Resources, structure.
· Make up of commissioning and Health & Wellbeing Board needs to be autonomous.
· Remember the function of the service.
· Membership should be 50/50.
· Scrutiny – Not politicians scrutinising politicians.
· Promotion and communication processes.
· Do not reinvent the wheel.
· Medical reps should only give presentations on products with patients and GP’s present.
· Too many groups, too many committees, to many discussions, not enough responsibility.
· The NHS should change its policy. Patients are treated like children and belittled. They are considering giving time to prescribe drugs than any other thing. The NHS should encourage natural therapies and alternative medicines like acupressure and acupuncture and suppress symptoms, treat the issue and not mask it.
· The third sector usually deliver health related services through commissioning arrangements with PCT’s which are not backed by clinical evidence. Would the GP consortia led commissioning value the much needed services by the service users?
· The NHS needs to use alternative medicine more. Drug companies made a fortune. Only some doctors are good – most are interested in cash.
· What discussions have taken place or are planned with the third section organisations who employ hundreds of staff to deliver PCT commissioned services and about the future commissioning arrangements.
· Will volunteers need CRB checks?
· How would the local authorities mainly decide which of the voluntary sector groups  would be represented at meetings of the Board, when there are so many varied organisations which represent the public holistically?
· How will HealthWatch promote itself?
· Political control needs to be balanced with other HealthWatch partners.
· Why do we need HealthWatch and Health & Wellbeing Board? One could cover most things.
· People are more likely to come to HealthWatch because of not being political!
· Local Authority role for HealthWatch is funding. “Pay and rations” not ideologically led.
· Too many questions to answer in the time given.
· Why haven’t we been consulted on a green paper. This should have happened before the White Paper was issued.
