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INVESTING IN CHCs

The 'CHCs ot the miflennium’ project was started in an attempt to raise the
level of debate about the future of CHCs, at a time when the only
discussion taking place concerned the form thaot establishing
arrangements might take for CHCs. In this respect the project has
contributed to the wider debate about the nature of CHCs and the
possibilities which present themselves in an era of the contract culture in

the NHS.

The project was also a first attempt at seeking the views of all CHC
members and co-opted members across England & Wales. Over 4,000
reports were sent to CHCs and the response rate was just over 1,000.
This report is based on an andlysis of the first 864 questionnaires. It has
proved to be the single biggest survey of CHC members ever undertaken
in the 21 year history of CHCs and offers a valuable litmus test of opinion
with further A0pponunity for such opinion gathering in the future.

Finally, the project did not seek answers to current problems, but sought
to raise awareness of issues which deserved further detailed
consideration by CHCs , their membership, staff, and bodies representing
their opinions,- such as ACHCEW.

Many telling remarks have been made by CHC members in response to
an open ended question contained in the pull out questionnaire in the
report, with members frequently referring to the “increasing complexities
of CHC work® in the context of a voluntary membership, sometimes of
"being led too closely by officers”, but, more often than not, of the
pleasure at being “invited 1o offer their views directly on the likely futures
for CHCs'". Addressing the question of investment in CHC membership

will be the main focus of this report.

‘CHCs ar the rnitteriiurn® - the views of CHC members




CHC MEMBERSHIP PROFILE

The first part of the pull out members questionnaire contained in the
'CHCs at the millennium’ report was devoted to obtaining information
about the background of existing CHC members and the time spent on
CHC duties. It is worth remembering that CHC membership is not,
however, recognised as a public duty - unlike, for instance, Non -
Executive Directors of Health Authorities or school governors. CHC
membership may seem an anachronism in a service now dominated by
the contract culture, with CHC members being expected to act as
volunteers. .

The findings of the questionnaire may not startle many people, but they
do offer some very clear information about issues which need to be
addressed when finding a balance in the hours expected of CHC
members and in‘the continuing problem of finding new members.

On the quéSﬁon of the age range of respondents, the overwhelming
majority {56%) were aged between 55 t0-69 years. 26% were slightly
younger - 40 to-54 years - and 12.5% were of 70 years and over. Only
0.23 % were aged between 16 to 24 years of age. These figures offer an
interesting insight into CHC membership - an apparent lack of attraction
to CHC oadivity for younger aged people; and the need 1o reflect upon
training needs and scope of CHC work which can more readily be
undertaken by members within the known age profile.

!
Nearly half of the respondents (47%) were in their 1st term of ‘
membership, 34% in their 2nd term , and 12% indicdted that they were ’
now serving for a 3rd term of office. These figures clearly indicate that ’
there is a healthy turnover of CHC membership and that a reasonable ‘
level of new members were being attracted to CHCs. When constructing |
training opportunities for members these statistics may prove useful in |
targeting audiences. ’

|
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_ CHC MEMBERSHIP PROFILE (continued)

It may come as no surprise to learn that 57% of respondents were
currently retired from full time work. 30% were employed (6%) were self
employed. The remaining 12% were either in unpaid employment or

unemployed.

56% of respondents were female and 44% male and from all the replies
nearly 14% stated that they suffered from a known disability.

5% of respondents self identified as being non white. Within the detailed
breakdown of that 5%, as this amounted to small absolute numbers of
people, the proportions may not prove adequate enough to extract any

further meaningful information.

On joining a CHC too many members appear not to have been advised of
the leve! of fime commitment for CHC duties, or were informed that it
would only amount to a few hours a month. in contrast, just under 50% of
members state that CHC work was taking an average of around 4-6
hours a week. A significant proportion, 21%, claim that CHC work takes
between 8-12 hours of their personal time / week. Most interestingly, 14
members indicated that they were dedicating 20 hours and over / week

on CHC duties.

The sheer amount of time devoted to CHC work, on a voluntary basis, is
outstanding and indicates a need for greater recognition than mere
thanks. In total, the figures indicate a workforce of volunteers averaging
nearly 3,000 hours a week on CHC duties -or 100,000 hours a year

working for the NHS without pay.

This level of commitment would amount to three W.T.E. staff for each CHC.

*CHCs at the millennium® - the views of CHC members



CHC MEMBERSHIP PROFILE (continued)

tessons to be learnt from the membership profiles suggests that action is

required in the following areas:

establish an active campaign to recruit younger members;

training for current members should take a;:count of age

profiling;

Schemes need to be developed to attract more non retired

people into CHCs;

further detailed research work is needed to identify /
monitor levels of CHC members from black and other ethnic

communities;

CHCs need to be more honest and explicit about the amount

A more detailed audit of time spent on CHC duties needs to
be undertaken for the benefit of members, an upper limit

\

of time required of CHC membaers; ’
!

!

!

being placed on the amount of time spent on CHC duties. |
\

!

\

|

!

|

|

|

|

|
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'‘DEVELOPMENT OF CHC MEMBERS' NEEDS

The needs of CHC members should not be viewed in isolation. Lay
monitoring by Non Executive Directors (NEDs) within the NHS is undergoing
rapid change. As from Ist April 1996 Regional Authorities and Family
. Health Authorities will. disappear and, consequently, the actual numbers
of NEDs will significantly diminish. Additionally, Trusts are merging and
the number of fund holding GPs is increasing. The accumulated impact of
these changes will result in a further increase in the burden placed on the
dlready modest level of member representation in CHCs. By the same
token, the introduction of Total Purchasing Pilots (TPPs) will further shift
CHC interests and, in the medium / longer term, increase CHC workload.

At this time, the challenge facing CHC members could not appear greater
in the defence of lay interests in the NHS. And in order to achieve even
more than at présent, CHCs require an active programme of investment
in the training and development potential of their members.

Throughout the millennium  questionnaire, members identified
overwhelming support for such needs to be oddressed. 90% of
respondents clearly expressed the need to develop existing methods of
working and to find new ways of undertaking their public duties. 78%
recognised that they could not do this alone and welcomed greater
partnership arrangements with Trusts and Authorities. 81% waonted to
see improvements fo existing information sharing and the integration of
current information sources. 85% sought improvements in the role of
CHCs in respect of the CHC empowerment role and 97% believed CHCs
should actively encourage the development of advocacy services.

Most notably, 90% agree that new tools are required. 94% of
respondents were in support of the statement that it is important to
address the development needs of CHC members® and 89% wanted
“more developmental training opportunities™ to assist in the process of
change that is taking place. Obvious conclusions could be drawn from
the members replies made, and some initiatives are currently being
worked on to address the more basic needs.

‘CHCSs at the millennium® - the views of CHC members
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DEVELOPMENT OF CHC MEMBERS' NEEDS (continued)

However, the development of CHC members as validators of NHS
decision taking and initiators of public interest in the NHS would now
appear more essential than ever. A lack of investment in the abilities of
CHC members at this stage would merely undermine the basic fabric of
public confidence in the NHS.

To improve the efficiency and effectiveness of CHC membership will
require:
» expansion of existing skill training programmes for CHC

members;

« further in depth identification of training needs for CHC

members;

- immediate consideration being given to a programme of

developmental training;

o ACHCEW to consider the value of establishing a CHC
membership database and sponsorship of regular surveys of

CHC membership opinion

+ the Department of Health to reflect on the need to improve

levels of investment in CHC members needs and support.

"CHCSs at the millennium?® - the ulews of CHC members




CHCs AS A VALUABLE RESOURCE

Consistent challenges have been made over the years to abolish CHCs
and each time this has occurred, for one reason or another, CHCs have
emerged unscathed. This could be due to the strength of argument in
favour of CHCs, or they could merely have been seen as a convenient
window dressing to address the question of public accountability. What
CHCs cannot be accused of is being an expensive form of local
representation. Compared to the accountability of Local Authorities -
where local people elect Parish, District, County and Borough Councillors
to represent their interests - levels of CHC membership are, by
comparison, very modest . But what is the intrinsic value of CHCs?

A watchdog without teeth? A sop to democracy? A valuable local
resource... '

CHCS - A UNIQUE CHALLENGE

By the furn of the century the landscape of the NHS will have altered
dramatically. The NHS ‘reforms’ will have become part of history and,
most probably, there will be greater devolution of responsibility from the
centre to local areas - whether they be Health Authorities or GPs deciding
upon the nature of the services needed by the patients and general
public. So where might be the contribution of CHCs?

The single most important attribute, which CHC members jealously guard
is their autonomy and independent status. 97% of respondents consider
this to be of critical importance to the current and future value of CHCs.
79% of respondents are of the opinion that their local Health Authorities
value the CHC independent status, as it offers Authorities the opportunity
of having their decisions validated by an independent public body - as
well as being invited by CHCs to be accountable to the public on
proposals for change.

Another explanation for the strength of CHC members opinion about
independence and autonomy could be that members do not receive any
reward for their efforts.

*CHCSs at the miitennium® - the views of CHC members
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CHCS - A UNIQUE CHALLENGE (continued)

Members often perceive themselves as being ‘informed’ lay people, as
they more clearly understand the jargon and language of the NHS, and
also some of the fairly sophisticated arguments about rethinking existing
patterns of service delivery. In itself this can lead to conflict as to whether
CHCs should merely reflect local peoples views, or act to represent their
best interests. '

The dichotomy for CHCs is balancing the two positions - continually
seeking an assessment of how valuable the CHC has been in its
representative role. What has the CHC achieved on behalf of its

constituency of interest?

85% of respondents accept that their CHC reflects the grassroots
concerns of the wider community. So, if the internal belief in the CHC's
ability to listen and reflect is high, how do we show this is the case to the
outside world? When asked a question about the need of CHCs fo
improve existing skills of empowerment, 85% stated they were convinced
that this was necessary. Perhaps then, the internal belief is high because
it is CHC members themselves that are the main witnesses of their own
actions.  This is not to say that members want this state of affairs to
remain - 82% are of the opinion that CHCs should be more accountable
for their actions to local people. This may also refer to the role which
some CHCs perceive they have in informing and educating the public
about local health services, And, in addition, 98% of those responding
considered it was particularly important for CHCs to ensure that advocacy
services are developed - which may be an extension of the view that
CHCs recognise local need and use their position to ensure that it
happens, as CHCs do not have the immediafe resources to sponsor such
change.

All of these findings fit well with previous research into CHCs, where
differing models have been identified - along a scale which includes
consumer advocate, patient's friend, independent arbiter, DHA partner A
and independent challenger.

‘CHCS at the mitlennium?® - the views of CHC members
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CHCS - A UNIQUE CHALLENGE (continued)

The most significant change amongst CHCs at this stage is the desire of
members to introduce more public accountability into the process by
which CHCs perform, and a recognition that CHCs could offer more to the
NHS in ferms of community development - so long as adequate

- investment is made in terms of CHC member development as the same

fime.

A significant challenge exists for CHCs, and the funders df CHCs, to meet
an agenda for change that needs to accommodate:

- maintenance of the ability of CHCs to act in the capacity as
validators of both purchasers and providers decisions;

« acknowledge the need for members time on CHC duties to
be recognised as a public duty, in much the same way as
school governors;

- review the need to offer honorarivms to CHC members
elected to public positions as CHC Chair and Vice Chair;

« as part of a developmental package, review the current
techniques of accountability to local people and forge new
methodologies;

« sponsor proposals for the establishment of an independent
development agency for pursuit of public interests in the
NHS , to include the needs of CHC members and staff.

*CHCs at the millennium® - the vlews of CHC members
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ASSESSING THE VALUE OF CHCs

A further aspect of the contract culture which CHCs are being asked to
address in respect of CHC accountability is the need to agree explicit
standards to measure performance - which can then be subjected 1o
regular revision in negotiations between the ‘buyer’ and 'supplier".

In the past, CHCs have pressed for the identification of such measures
within the NHS and have proposed, for insffance, an original charter for
patients. The process of top down standard sefting in the Pdtients'
Charter and resultant NHS ‘League Tables', however, finds little resonance
amongst many CHCs, whose main focus of interest is centred on local
needs. CHCs know, from the local perspective, that, unless projected
standards are agreed and ‘owned' by those who are expected to meet
them , the achievement of set standards may simply degenerate into a
statistical exercise which will not meet the desired improvement.

The target of public accountability for CHCs is not in question, but the
means of achieving such accountability is open to debate. Over recent
years, ACHCEW has continued to actively promote the interest of member
Councils in the development of CHC performance standards; CHC
objedive setting and review process; and resource allocations to CHCs.
CHC members views on these questions have produced a most
interesting insight into the desire of voluntary members to address issues
of public accountability.

CHC STANDARDS - GROWTH OR RESTRAINT?

The debate about standards for CHCs is now less about whether they are
necessary and more about how they might best be implemented and
monitored. CHC members overwhelmingly recognise and accept the
need to set explicit standards for the service which they provide to the
public and other users, yet it is known that the process of implementation
is proceeding at a slow pace. ACHCEW's publication of ‘Performance
standards for CHCs' in 1994 assisted the debate, but developments have
been rather ad hoc. An unmistokable view is expressed by over 80% of
respondents to the millennium questionnaire, in that CHCs should be
subject to explicit service standards in the work they undertake.

*CHCSs at the millenniurn® - the views of CHC members
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CHC STANDARDS - GROWTH OR RESTRAINT? (continued)

An inherent paradox exists, however, in members responses on the
question of standards. Over two thirds believe that standards should be
linked to the allocation of resources to CHCs, but fewer than 5% want the
NHS Executive to have a prominent role in either setting or monitoring
standards. But it cannot be denied that, so long as the NHS Executive
plays a role in the distribution in resources, they will have a legitimate
inferest in how those resources are being used. In this respect, CHCs
need to recognise and accommodate the role of the NHS Executive, at
Regional and National levels.

77% of respondents are of the opinion that the procedure needs external
validation, aithough there is little consensus as fo who should undertake
this role. Use could be made, in this instance, of the contracting process
to introduce third party monitoring of standards.

Debate on standards has cenired on local variability between CHCs and
the need to ensure that organisations that promote accountability are
themselves accountable in a meaningful way. CHC members do,
however, recognise that there is an important role for CHCs in the
determination of local standards. 41% consider that CHCs alone should
be responsible for the development of standards. This would immediately
raise the question of how to address the issue of variability - with the
outside world having a legitimate complaint that ‘in house' standards
were being set at the lowest common denominator.

Discussion about CHC standards cannot be considered in isolation from
other stakeholders views - members, local organisations, complainants,
the general public, NHS bodies, and the wider community which CHCs
represent. Gathering and accommodating such views will be critical to
the success and continuing development of standards.

Only 28% of respondents expressed the view that ACHCEW should play a
main role in setting standards and a similar number (25%) consider the
Association should be responsible for monitoring the implementation. 1t
would appear that members would resist ACHCEW having o direct or
leading role in the standard setting process. Acting in an ‘enabling’
capacity could, of course, alter this position.

‘CHCs at the millenntum® - the views of CHC members
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CHC STANDARDS- GROWTH OR RESTRAINT? (continued)

ACHCEW might, for instance, ensure that a set of core standards were
made available for use in a local context -upon which local consuitation
might then take place with stakeholders. Such baseline standards might
then be linked to a core allocation by the NHS Executive, which would then
be in a position to satisfy itself, year on year, that progress was being
made.

As mentioned above, independent monitoring of this process is critical to
its success.

Within such @ model, CHCs would retain their ability to allocate resources
towards the development of identified standards, at the same time as
ensuring that other standards were maintained at the required minimum.
Development plans could then be agreed with the local CHC and the NHS
Executive, fo include a dual responsibility for the achievernent of the plan.
Elements of development plans could also be subject 1o ’performance
related' allocations.  Obviously, in this context, criteria for such
development needs to be related to quality improvements, not quantity.

Accountability to local people features as a high priority amongst CHC
members, including the need to be held accountable for actions, views
and policies. 95% of respondents consider this to be important or very
important. But fraditional methods may need to be reviewed - Annual
reports, public meetings and publications of CHC papers are ail actively
undertaken by CHCs. Relatively few members recognised a need to
extend the formal methods 1o include the Annual Plan {14% support), or
surveys of locol opinion [17%).

CHCs would be the first to criticise Health Authorities or NHS Trusts if they
viewed their responsibility to be accountable through the relatively narrow
channel of an Annual Report or Annual General Meeting. CHCs may not,

of course, yet be ready to accept the challenge of demonsirafing their .

accountability to local communities. In the era when GPs and their status
in the process of purchasing services could not be greater {Total Funding
Pilots), the ability of CHCs to seek further confidence from the public in
carrying out public duties <an only enhance their position as outonomous
validators.

*CHCSs at the millennium® - the views of CHC members
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CHC STANDARDS- GROWTH OR RESTRAINT? (con:inued')

95% of respondents stated thot their CHC underiook an Annual review of
its own priorities. On further analysis, however, it became cleor that, in
one or two CHCs, there was confusion as to what was meant by a CHC
- Review.

There remain many unanswered questions in respect of how standards
can be maintained and developed and to demonstrate to the public, to
whom the CHC is ultimately responsible, how it is intended to improve the
values of the CHC. Consideration of the following needs to be addressed:

e how to introduce an arrangement for independent
validation ond assessment of CHCs performances;

. refine the role of ACHCEW in the process of setting core

standards for CHCs;

- extend existing lines of CHC accountability to

accommodoate the direct views of other stakeholders.

» refine the process of objective setting by 'CHC self review".

*CHCs at the millennium® - the uviews of CHC members
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YOUR VIEW:

This, to our knowledge, is the first time ail CHC members have been asked for their views on the future direction and
devetopment of CHCs.

This questionnaire has been devised to highlight the key issues facing CHCs as we come into the millennium. The current
changes in the NHS give us an opportunity to determine our CHC agenda. It is important that you contribute to this debate. -
Below are a series of statements, please indicate your response by ticking the appropriate box:

E’ Whotly agree | 2 = Partly agree ] 3 = Neither agree or disagree | 4 = Partty disagree T8 = wnoily disagree i

It is important for CHCs to remain as autonomous and independent bodies within the NHS.
|1 12 |3 14 |8 i

Do you consider the locail Heaith Authority values the independent nature of CHC contributions to

heaith debates?
Yes D No D

It is important for CHCs to be held accountable for its actions to local people.

B E H

& -2 13 4 s !
It is important for CHCs to be held accountable for its views and policies to local people.
{1 i 2 {3 ‘4 (s

CHCs are the best agents, in consuitation with Jocal interests, to devise the most appropriate boundaries
locally, for the purpose of CHC representation.

g 2 E 4 15

CHCs are, by law, subject to the Acceés to Public Information Act; are obliged to publish Annuai
Reports; meet once every three months and meet Heaith Authority(s) at least once a year. How else
does your CHC make itself accountable to local people?

Surveys of local opinion D Surveys of users of CHC services :
Focus Groups | ! Annual Reviews of CHC activity P
Publication of Annual Plan | Radio 'Phone-ns’ r o
Computer Information Services B CHC Newsletter contact i
Others i

As from next April it is intended that CHCs will be established by the Regional Office of the NHS
Executive. It has been suggested that this would diminish current levels of accountability for CHCs
and would detract from their known role as an independent voice. '

(1 12 [3 4 s

[l  Sould CHCs be subject to explicit standards in the provision of services they provide to the public?

Yes D No |:]

ﬂ If local standards were to be set for CHCs, who should be held responsibie for devefoping them?

Local CHC ACHCEW p
NHS Executive Audit Commission I
Independent Agency Other

{You may Gick more than one box)

E[J] And, who should be responsible for policing the implementation of standards?

Locat CHC ACHCEW ,{:I
NHS Executive Audit Commission !
independent Agency Other n

(You may Tick more thar one Box)
The current policies of this CHC reflects grassroots concems of the wider community.

{1 2 E |4 |8 I

EE] Does your own CHC undertake an Annual Review of its own priorities?

Yes D No D




EEl The ailocation of resources to CHCs should be linked to the setting of standards.

(1 ~ 12 3 4 E
External evaluation of CHC activities offer added benefits to their performance.

K i2 3 4 Ts

It is important to link the development and implementation of CHC standards to a formal review of
reguiations governing the relationship between CHCs and other NHS agencies - Authorities/

Commissions/Trusts/GP Fundhoiders.
K 2 E 4 s

in the shift towards a ‘primary care led' NHS, CHCs need new tools to meet the changes.
1 (2 13 i4 G

it is important for CHCs to continue in the role of facilitating, consuitation, networkmg and building
alliances with other agencies.

£ 12 E L s

CHCs should promote/facilitate the development of advocacy services.

(t i2 i3 i4 i6

CHCs should become more closely involved, as partners, with heaith commissioners/providers, in
purchasing and quality monitoring.
i1 i2 i3 4 |8

CHCs should actively recognise the constraints placed on Authorities and promote understanding of
their strategic/wider picture.
I i2 13 "4 |5

CHCs should move away from being seen as the voice of the people towards the role of facilitating
consuitation, networking and actively encourage collaboration with a range of agencies.

|1 12 |3 14 I8

CHCs should take less account of Authorities’ plans/constraints and focus more directly on the
representation of local peopie's expressed interests,

K i2 3 4 s

CHCs existing skills of empowerment and facilitation need to be improved.
(1 2 E T T

CHCs should engage in the discussion about rationing heaithcare.

[ Tz E Ta 8 .

There is a need to review the integration of information obtained from other sources (eg. Local
Authorities) into CHC activity.

R {2 _3 i4 8
There is a need to review how CHCs currentiy share information/good practices.
[T T2 13 j4 )8

it Is important to address the development needs of CHC members.

|1 12 i3 i4 i8

CHC members need more developmental training opportunities {eg. Leadership, advocacy, facilitation)
to assist in relating to the changed NHS.

(1 12 {3 ‘4 i8




CHCs at the millennium Table 1

Nominating Local Voluntary Co-opted
Body no reply Authority Group RHA member
& 305 306 157 20 864
% 0.69% 35.30% 35.42% 18.17% - 710.42% 100%
Periad of Cf{C no reply 1st term 2nd term 3id term other Total
membership
) 24 406 291 102 41 864
% 2.78% 46.99% 33.68% 11.81% 4.75% 100%
I
Age no reply 16 - 24 yrs. | 25 - 39 yrs. Totals
2 2 46 50
% 0.23% | 0.23% - 5.32%
' i
40 - 54 yrs. | 55 -69 yrs. 70 + yrs. ! 864
! 226 i 480 108 i 814 ! ]
| 26.16% ! 55.56% 12.50% | i !
! ! i | !
Sex E no reply | Male Female ll Total
| 4 3 379 ! 481 { 864 .
% J 0.46% | 43.87% | 55.67% | , |
- | ! ! i ] i
Disability |  Noreply Yes i No ! Total ] ) !
33 i 123 708 | 864 |
% 3.82% | 14.24% 81.94% !
! ! ! i |
Economic No reply Paid Self Unpaid Unemployed Retired %
employment employed | empioyment 2
Status i : i [
7 206 52 ] 59 50 4390 864
% 0.81% 23.84% 6.02% | 6.83% 5.79% 56.71%
|
Ethnic black - black - black - K
Background no reply white british caribbean african P
2 821 6 5 1 835
% 0.23% 95.02% 0.69% 0.58% 0.12% 864
indian pakistani bangladeshi chinese other |
1" 7 1 0 10 29 |
% 1.27% | __0.81% 0.12% 0.00% | 1.16% !
| | | | 1

Membership profile




CHCs at the millennium Table 2

Hours No of responses Totuvi:::rs/ % No of respom;esi Tot::o!:;hurs/ |' %
0.00 403 14.70% 310 3.69%
0>

1.00 16 16 0.58% 3 3 0.04%
1.50 1 1.5 0.05%

2.00 67 - 134 4.89% 12 24 0.29%
2.50 3 7.5 0.27% 1 2.5 0.03%
3.00 61 183 6.67% 1 3 0.04%
3.50 1 3.5 0.13%

4.00 68 272 9.92% 41 164 1.95%
4>6 1 5 0.06%
4.50 1 . 45 0.16%

5.00 49 245 8.93% 20 100 1.19%
5>7 1 6 0.22%

6.00 63 378 13.78% 48 288 3.43%
7.00 8 56 2.04% 10 70 0.83%
7.50 1 7.5 0.09%
8.00 30 240 8.75% 54 432 5.14%
9.00 T3 27 0.98% 3 ] 81 0.96%
10.00 [ 39 390 14.22% 68 | 680 | 8.10%
12.00 ; 17 204 7.44% 58 696 | 8.29%
13.00 I 1 13 0.47% 1 13 0.15%
14.00 | 1 14 0.51% 8 [ 12 1.33%
15.00 I 7 105 3.83% 20 300 3.57%
16.00 i 2 32 1.17% 20 320 3.81%
17.00 : 2 34 0.40%
18.00 i 2 36 | 1.31% 5 90 1.07%
19.25 I 1 19.25 0.70%

20.00 i 8 160 5.83% 46 | 920 10.96%
20> ! 1 20 0.73% ;

21.00 i 1 21 0.25%
22.00 3 66 0.79%
24.00 1 24 0.88% 21 504 6.00%
25.00 1 25 0.91% 7 175 2.08%
26.00 3 .78 0.93%
28.00 9 252 3.00%
30.00 3 90 3.28% 15 450 5.36%
32.00 5 160 1.91%
35.00 1 35 0.42%
36.00 1 36 1.31% 1 36 0.43%
40.00 13 520 6.19%
42.00 3 126 1.61%
45.00 3 135 1.61%
48.00 2 96 1.14%
50.00 7 350 4.17%
52.00 1 52 0.62%
56.00 1 56 0.67%
60.00 4 240 2.86%
64.00 2 128 1.52%
72.00 1 72 0.86%
80.00 1 80 0.95%
100.00 3 300 3.57%
120.00 1 120 1.43%

2742.25 | 8397
|

Hours spent on CHC duties




