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1.

INTRODUCTION

ACHCEW is pleased to have this opportunity to comment on “The Report of
the Working Group on the implications of the Change in the Establishing

- Arrangements for Community Health Councils”.

In particular, the involvement of ACHCEW in the deliberations of the Working
Group pravided an opportunity for the views of CHCs and for CHC concerns
to be reflected in the final Report. This has meant that the proposals that
have emerged contain fewer controversial elements than might otherwise
have been the case.

It is to be hoped that this model of ACHCEW invoivement in the preparation
of proposals, followed by a period of further consultation, will be followed in
respect of future issues affecting the role and work of CHCs. In particular,
this should apply to the further work that is to take piace to :-

{a} Revise the guidance to CHCs;
(b) Define national standards for CHC accommodation, IT and staffing;

(c) identify the true level of direct and indirect costs of CHC work and
define the resource consequences of core CHC functions.

It is recognised that the scope of the Working Group report was essentially
fairly limited. The Working Group's remit was 1o make recommendations on
the implementation of the decision that had already been taken by Ministers
that, once RHAs are abolished, the establishing functions for CHCs should
be exercised by the NHS Executive through its regional offices. This
recognition does not alter the Association’s existing position as agreed at the
Association's Special General Meeting on 7 February 1394 that

"an independent agency should be set up to act as the
establishing authority for CHCs"

(The full text of the resolutions of that Special General Meeting are attached
to this response as Annexe One).

The remainder of this response focuses on the key issues of CHC powers,
CHC resources and CHC independence. There are then comments on CHC
training, legal advice for CHCs and on CHC regional structures, and finally
some detailed points on the Working Group report itself.



CHC POWERS

6.

Given the limitations on the Working Group's remit, it is perhaps not
surprising that so little is said about the powers of CHCs. The proposed
changes in the Regulations do clarify some issues, other than those that flow
from the decision on the establishing arrangements, but these are mainly to
do with the appointment of members. It is unfortunate that the opportunity
is not being taken to clarify a number of other issues about CHCs and their
roie. ‘ L

The report indicates that some issues will be addressed in new guidance on
the work of CHCs. It is important that ACHCEW has the opportunity to be
involved in the preparation of this revised guidance and that there is a
process of consultation, invalving all CHCs, around the draft of any revised
guidance. : -

It is the view of ACHCEW that the role of CHCs should be strengthened and
that the CHC Regulations should be drafted to reflect this enhanced role. If
this is not possible, then - as a minimum - new Guidance shouid be issued to
give as much force as possible to the role envisaged for CHCs.

It is suggested that the CHC role be strengthened in respect of the following
key areas of activity :-

{a) Relations with heaith care providers {not just NHS Trusts but other
providers as well}, in terms of consultation rights, access to premises
for inspection and monitoring, and rights to information.

(b)  Relations with GPs and GP fundholders (GPs are increasingly involved
in purchasing, whether as fundholders or not, and their input and
referral patterns are increasingly determining the shape of services;
CHCs should have the opportunity to feed into this process and to be
consulted about GPs' plans in their areas).

(c} Commissioning and provision of community care services (the
objective of seamless services mean that CHCs are often asked for
advice and support about community care services and it needs to be
made clear that CHCs should be consulted about community care
plans, have access to premises for inspection and monitoring, and
rights to information). '

" {d} Complaints (CHCs' key role in advising and. supporting complainants

has never been properly repognised).

CHC RESOURCES

10.

The Working Group Report envisages that further work needs 1o be done on
the question of resources for CHCs. ACHCEW believes that this is vital in
that it is by no means clear that the quantum of current resources going to
CHCs, particularly the hidden costs of services provided to CHCs, has been
properly identified. Even once these hidden costs are fully identified, further
work will also be neded to establish the resources necessary to fund the
Service Level Agreements (SLAs). ACHCEW is concerned that the costs of
the SLAs will exceed the current "hidden" costs if the present level of
support services to CHCs is to be maintained.
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It is essential that there be further consuitation with CHCs about the future
resourcing arrangements, once the NHS Executive has carried out the further
work envisaged in the Working Group report. It is, however, ACHCEW's
view that the current funding of CHCs is inadequate for the work that they
do. This was borne out by the work commissioned by ACHCEW from
Christine Hogg ("Staffing and Resources for CHCs"] which made it clear that
a minimum of three staff were needed by CHCs simply to carry out the core
administrative functions of the office and other matters, before addressing
the wider role of CHCs currently envisaged by the NHS Executive {(or indeed
the enhanced role envisaged in paragraph 9 above). The conclusions of
Christine Hogg's paper are reproduced as Annexe Two to this response.

ACHCEW is therefore of the view that the NHS Executive should agree that
three staff is the minimum fuil-time level of staffing for an individual CHC.
This has been increasingly recognised by Regional Health Authorities and the
ng-lSsExecutive should ensure that this recognition is universal by 1 April
1996. : A

Another important principle is that the resources of CHCs be levelled up
rather than down, and that no CHC should lose resources as a resuit of any
moves to achieve the base-line envisaged in paragraph 12 above. The
principle of levelling up rather than down should also apply in subsequent

years.

ACHCEW believes that in setting CHC budgets in the longer-term a proper
assessment needs to be made of the costs of meeting the core performance
standards for CHCs. This shouid be built up in the manner used in Christine
Hogg's paper to identify the staff and other resource costs of particuiar
levels of activity. There needs to be full consultation with ACHCEW and
with CHCs on what should constitute the core performance standards, on
the methodology to be followed in identifying the resource implications, and
on how the information derived from the exercise is used to calcutate CHC
budgets.

Any future mechanism for allocating resources to CHCs will need to be fair
to CHCs with different characteristics in different parts of the country.

. Account will need to be taken not only of the physical characteristics of the

areas covered by different CHCs, the nature of their populations, the
complexity of NHS structures in their areas, and the nature of the work
carried out by various CHCs (within the overall framework of performance
standards agreed at national level).

The resource allocation mechanism also needs to be sufficiently flexible to
enable resources to be targetted to assist those CHCs which need to
improve their performance (as identified by the performance review process).
At the same time, it needs to be possible to encourage innovation and to
reward excellence in performance by individual CHCs.

CHC INDEPENDENCE

17.

The Working Group report promises "light touch management” of CHCs by
staff in regional offices. However, this is a vague and woolly concept at
best and is liable to be interpreted in widely different ways by different
individuals. Moreover, the question remains as to whether “management”
(whether "light touch” or not) by the regional offices of individual CHCs is
ever going to be consistent with independent service user representation and
advocacy.
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It also has to be recognised that the new arrangements proposed by the
Working Group potentially make it more, rather than less, likely that regional
offices will be pro-active in seeking to influence the activities of CHCs either
individuaily or more generally. They are certainly likely to be more pro-active
than the present Regional Health Authorities, particularly given the "lean and
mean" ethos that is apparently to be encouraged by the NHS Executive
within its regional offices.

The Working Group report will certainly provide regional offices with the
mechanisms of control and influence over CHCs through budgetary and
performance processes, via the staffing arrangements, and by manipulation
of the Service Level Agreements. Whilst the NHS Executive has to act as a
responsible holder of a £20 million-plus budget, these mechanisms must not
be permitted to detract from the central roie of CHCs.

One aof the vital features of CHCs is that they are independent of the NHS in
their areas. This independence needs to be protected, whilst at the same
time showing that there is an effective "quality control” process in place.
CHCs need to be free (both collectively and individually) to set their own
agenda.

ACHCEW's Special General Meeting on 7 February 1994 set out a
mechanism, in which CHCs collectively would agree a framework of
performance standards with the NHS Executive, but which would allow
CHCs to set their own individual standards, subject to a process of peer-
review. This mechanism is set out in Annexe Three.

Subsequently, this was revised and worked up in rather more detaili for
submission to the Working Group. This paper is attached as Annexe Four.
The Working Group did not, in fact, have the time to consider these
proposals in any detail. However, ACHCEW commends them to the NHS
Executive. In particular, ACHCEW would like to discuss with the NHS
Executive how these proposals might be further developed and implemented.
Details of the process of peer-review should be the subject of detailed
discussion and consideration needs to be given to whether an additional
element of external {ie independent of both the NHS Executive and
ACHCEW/CHCs) validation or audit should be introduced into the process.

.CHC TRAINING

23.

24,

Training and development for CHC members and CHC staff is dealt with in
the Working Group as part of the Personnel Services Support Service Level
Agreement. This is totally inappropriate. The SLA will be with a Health
Authority which is likely to have little understanding or interest in the
training needs of CHC members. As far as CHC staff are concerned, there
may be expertise in general staff development {eg management skills etc),
but it would be inappropriate for the SLA to deal with mare CHC-specific
training.

Instead, it is suggested that each CHC should be given a ring-fenced budget
allocation for training and development. The resources should be ear-marked
so that they could not be used for any other purpose and each CHC would
decide how to use them as part of a training needs assessment carried out
as part of the annual review process.
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26.

The level of this aliocation should be calculated by reference to the number
of staff working in the CHC and the number of members that the CHC has.
Many large companies estimate that they should spend between two and
five per cent of the annual salaries budget on staff training. There also
needs to be a similar investment in CHC members. The average CHC
member devotes about five hours per week to CHC business. Thus, each
member is the equivalent of 14% of a staff member and the training budget
for CHC members ought to be calculated as though it applied to three to four
full-time members of staff.

The NHS Executive also needs to ensure that the infra-structure for providing
dedicated training for CHC members is in place. For example, organisation
and administration resources need to be located with ACHCEW for CHC
member training {although other providers of training will no doubt be used
as well) and the mechanism for ensuring that basic and advanced training is
offered to CHC Chief Officers and other staff needs to be in place.

LEGAL SERVICES FOR CHCs

27.

28.

29.

The Working Group recognised that CHCs may require legal advice from time
to time. Some of this will relate to estates matters, some to personnel
issues and some to contractual arrangements. Legal advice on these would
be best provided through the relevant SLAs.

However, there will also be occasions where CHCs need legal advice about
their powers or their role and function. There will potentially be cases when
they will be in conflict with other parts of the NHS or even with the
establishing body itself. Access to such legal advice therefore needs to be
independent of the rest of the NHS and it would be inappropriate for this to
be accessed via regional controllers.

The Working Group recognises that because there is no consistent pattern to
the demand for such services there should be one SLA nationally to provide
these services. ACHCEW would be happy to discuss with the NHS
Executive whether it would be feasible for ACHCEW to administer this SLA
on behalf of all CHCs. The advantage of this would be that ACHCEW could
then maintain a database of legal advice obtained and could make this
information available to CHCs, whether as part of regular briefings or in
response to specific requests for advice and assistance.

CHC REGIONAL STRUCTURES

30.

31.

The Working Group's report recognises the potential importance of regional
associations of CHCs. Such regional associations can be invaluable in
facilitating the waorking together of CHCs at regional and sub-regional level
and they could play a major role in coordinating the monitoring of the SLAs
established for the support services to CHCs.

Regional associations are also an integral part of the ACHCEW structure.
ACHCEW's Standing Committee is established on a regional basis and the
members of and Chief Officer observers to the Standing Committee are
intended to act as a two-way conduit of information between the national
association and individual CHCs in the regions.
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For regional associations to be effective they need to be praperly funded
with their own staff resources to facilitate CHC work at regional and sub-
regional level and to support ACHCEW work. It is also important that they
are independent of the regional offices of the NHS Executive.

The Working Group report suggests that regional offices should. seek to
further the development of regional associations, in conjunction with
ACHCEW. The report acknowledges that some regional associations are less
well developed than others and the report's suggestion seems likely.to lead
to further piecemeal development. It is therefore ACHCEW's view that the
NHS Executive should discuss with ACHCEW and the existing regional
associations of CHCs what madel of regional structure is appropriate for the-
future. Whatever model for the future must ensure that regional
associations are properly funded, are independent of regional offices and are
properly integrated into the national structure. In this context, the practical
arrangements for the employment and management of regionai association
staff need to be considered. . -

SPECIFIC COMMENTS

34.

The remaining points relate to the numbered paragraphs of the Working
Group Report :-

1.4 "Light touch managerﬁent“ is not defined and may mean different
things to different people and is likely to be re-defined as persaonnel
change. The concept should be explained more clearly.

1.5 See paragraphs 17 to 22 for comments on the role of the regionai
offices in CHC performance management and paragraph 23 to 26 for
comments on training.

1.7 The "Regional coordinator” should be a single full-time post-halder, so
as to facilitate clear lines of communication.

1.8 There should be better liaison between the regular meetings of the
regional coordinators and ACHCEW.

1.9/ See paragraph 30 to 33 for comments on the role of regionai
1.10 structures of CHCs. , ,

2.1 See paragraphs 6 to 9 above for cémments on other matters which
could usefully be addressed in the Regulations. '

2.3 There should be full involvement of ACHCEW in the preparation of
revised guidance and there should be a period of consultation on the
new draft guidance.

2.4 See comments in paragraph 9(a).

3.6 It is inappropriate to wait until "demonstrable difficulties arise”. There
are major potential difficulties with the proposal for one heaith
authority to hold the SLA, particularly for those CHCs that match that
authority. it may, however, be appropriate for there to be two
personnel service SLAs in large regions and/or a swap arrangements
with neighbouring regions for CHCs whose local health authority hoids
the SLA.
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3.7 This should be subject to the discussions proposed in paragraph 33.

4.1 There should perhaps be an additional national SLA to cover the
publicity for and promotion of CHCs, so as to raise the public
awareness of CHCs and give CHCs a clear corporate identify. Such
an SLA could be held by ACHCEW on behalf of all CHCs.

4.4 There should be greater clarity about the monitoring and review
arrangements for SLAs, Each SLA should be reviewed on a reguiar
basis, taking into account the views of the CHCs affected.

4.6 There shouid be consultation with the CHCs affected about the
detailed content of the SLAs. The costs of the SLAs should not lead
to downward pressure on individuai CHC budgets.

4.9 See comments at paragraphs 27 to 29 above.

4.11 There should be full involvement of ACHCEW in developing a national
standard for CHC accommodation and the draft standard should be
the subject of consultation with CHCs before it is finalised.

4,13 CHCs should be provided with adequate IT resources that are
compatible with each other across the country. CHCs should be
linked to regional data and information systems. The NHS Executive
should discuss with ACHCEW the impiementation of a national E-mail
system for CHCs, possible coordinated by ACHCEW.

4.14 National guidance on the cenduct of elections for CHCs should be
developed in conjunction with ACHCEW.

5.1 See comments at paragraphs 10 to 16 above.

CONCLUDING COMMENT

35. Once the consuitation period is over, it is important that the NHS Executive
reviews the. findings of the Working Group in the light of the comments
received and reports back to ACHCEW and to CHCs in general on what is
now to happen and the processes to be followed.




ANNEXE ONE

CONCLUSIONS OF ACHCEW SPECIAL GENERAL MEETING

7 FEBRUARY 1994

(A] The NHSME issue guidance to the new RHAs that they should consult the
~ CHCs affected and ensure that:

- resources to CHCs are levelled up rather than down -
with a national "resourcing formuja" being agreed
which provides a minimum national standard for
resourcing and staffing, which Regions may go
beyond. Such a "formula” shouid take account of
the population in the area covered by 2 CHC,
including the proportion from ethnic minorities; the
number of NHS facilities within the geographical
area covered; and the geographicai extent of the
area;

- good practice in respect of support for CHGs is
protected and extended to cover all CHCs in the
new Regions;

- CHC staffing levels are based on 2 minimum of the
equivaient of three full-time staff per CHC with
existing arrangements for those CHCs who have
additional staff for advice, advocacy, research etc
being protected;

- in order to maintain a local service and focus where
" CHCs have more than one office (as a result of
population size and/or merger), such offices should
have a minimum of the equivalent of two full-time
staff, excluding the Chief Officer post;

- proper arrangements are made_to meet the continuing
training needs of CHC staff and members;

- CHC accommodation is provided (perhaps in a variety
of ways) that is suitable for its purpose, accessible
to people with disabilities and generally convenient
for public access;

- CHCs' equipment and in particular information
technology needs are properly recognised;
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- support staff arrangements and facilities for supporting

the work of regional associations of CHCs are
maintained in the new Regions and extended to

cover ail CHCs; and

- where DHAs merge the existing CHCs are retained

unless the CHCs themselves consider that a merger
would be in the interests of user representation.

(B) following the proposed abolition of RHAs, an independent

agency be set up to act as the establishing authority
for CHCs. Full and thorough consultation should

~ take place with individual CHCs before any final

decisions are taken on the future organisation and
establishment of CHCs.

(C) legisiation should require that:

- a national guideline be established whereby there
should be an equal number of members

appointed by local authorities and elected

from the voluntary sector;

- the establishing authority may agree local
variations from the above guideline with
individual CHCs if local circumstances make
it desirable and after due consultation with

“all relevant local interests;

- CHC members should be deemed to have resigned
if they fail to attend without good reason as
determined by the CHC any meeting of the
CHC or its subsidiary bedies for a four
month period and a person removed for non-
attendance should not be eligible for
reappointment to the CHC for a two year

period;

- regulations should provide for the issuing by the
establishing agency of a Code of Conduct for
CHC members, which would be prepared by
ACHCEW in consultation with CHCs, and
aiso that a procedure for dealing with
breaches of such a Code also be developed;




- CHCs should continue to determine their own
chairing arrangements; and

- CHC members should be entitled to time off from
their employment to carry out their public
duties and be guaranteed clear and simple
arrangements for the recovery of the costs of
care arrangements for children and
dependents while attending meetings or visits
arranged by the CHC; '

- CHCs should retain the right to co-opt individuals
having expertise and/or experience relevant
to the work of the Council.

(D) the NHSME consuit formaily with ACHCEW about how
best to strengthen CHCs.




ANNEXE TWO

STAEFING AND RESOURCES FOR CHCs

. SUMMARY_OF CONCLUSIONS

CHC staff are working. under considerable pressure, with increasing expectations
and demands. Many are doing very high levels of cvertime. The basic tasks
involved in administering and managing a CHC can nao longer be undertaken by the
equivalent of two full time- members of staff members, regardiess of population or
local circumstances. Developing. community links, invoivemnent in localities, liaison
with GPs and community care, surveys, publicising the CHC are not inciuded in this
estimate as required by EL (94)4. ‘

CHC staff need to be out of the office often to attend meetings, make visits or see
complainants. However, this conflicts with the need to provide an information and
advice service to the public, to which CHCs give high priority. For safety reasons
staff should not be alone in an office open to public callers, but inevitably this often
happens where there only two staff. Staff sickness, holidays or staff taking time off
in lieu can mean that there may be many times when there is only one person in the
office. Therefore, it is estimated that a CHC requires a minimum of 3 full time staff,
regardiess of local factors.

Changes in the NHS require CHC staff to work in partnership with the community,
purchasers and providers. Because of the increasing pressure of work CHCs
reported that there was little time for essential proactive work, such as community
networking, service manitaring and surveys, that would effect the overall quality of
the service provided by the CHC. Community care and primary care are increasingty
important but require-new resources.

in setting priorities, staff are required to balance the expectations of CHC mempers.
purchasers and providers. Activities identified by ACHCEW as core tasks were
studied. All CHCs undertook these tasks, though gave priority to different areas.
One CHC may have an active visiting pregramme, while another may have a high
profile in the community or be more involved in acting as an advocate for
complainants. The variation in activities means that comparisons of one CHC with
neighbouring CHCs by purchasers, providers and community groups may be unfair
and set up unrealistic demands.

Where an additional member of staff, generally specialising in a particular area. has
been appointed, this has made an enormous difference to the CHC and its ability t©
provide office cover and develop other areas of wok. Additional staff should be
available to CHCs, in relation to local factors and local work priorities. The skills of
existing staff and local priorities will influence whether the CHC gives priQrity to
complaints work, research, locality purchasing or community networking.




ANNEXE THREE

THE ROLE OF THE ESTABLISHING AGENCY IN SETTING AND

MONITORING CHC PERFORMANCE - A POSSIBLE MODEL

1.  Regulatons would require that ffom tme to time ACHCEW should draw
up 2 framework of performance standards for CHCs. ACHCEW wouid be
required to consuit CHCs in doing this and the final paper setting out the
framework would have to be agreed at an ACHCEW Geperal Meeting,

2. Regulations would also require each CHC to set its own performahce
standards, based on this framework. ‘

3. Regulations would further require that each CHC conduct an annual
review of its performance against the standards it has set itself. The Regulations
could specify that there should be an independent element to this review process,
perhaps involving accredited CHC members and staff from outside the CHC's
own region trained to assist CHCs in reviewing their own performance.

4.  The establishing agency would receive the outcome of each CHC's annual
review and would be required by Regulations to consider any implications from
it for the CHC's resources, staffing, training needs, accommodaton etc.



Stage 3:

ANNEXE FOU
CHC REVIEW PROCESS AND THE REGIONAL OFFICE

There are three key principles that should underpin the relationship between CHCs
and the regional office in relation to the CHC review process. These are as follows:

Principle 1:

Local CHC members should determine the policies, priorities and direction of
the local CHC.

Principle 2:

CHCs should be required to review their activities annually and to meet
overall national performance standards, but this process should be under the
control of CHCs collectively.

Principle 3:-

The role of the NHS Executive regional office shouid be confined to making
sure that the processes to fulfil principles 1 and 2 are in place and are being
followed, but should have no role in determining the policies and priorities of
the individual CHC. The regional office will also want to be satisfied that the
outcome of the review is consistent with statute and the CHC Regulations
and should aiso be required to address any issues directed at the establishing
body arising from the review.

The review process should contain the following stages:

Stage 1:

ACHCEW and NHS Executive agree a national framework of performance
standards for CHCs and discuss the resource implications of the standards
agreed.

Stage 2:

Each CHC considers the framework of performance standards and sets their
own local standards, together with their objectives and priorities, for the year
ahead. These are sent to the regional office for information.

Consistent with these local standards, objectives and priorities, individual
performance objectives are agreed for the CHC Chief Officer.

Stage 4:

At the end of the year, the CHC reviews how it has performed against its
local standards, whether it has met its objectives, and its progress towards
its priorities. '

The outcome of this review is then:

(i) sent to ACHCEW if any issues regarding the national framework of
standards need to be addressed.

(i) sent to the regional office, so that the process can be seen to have
been followed and so that any local resourcing issues can be
addressed.

(iii} used as part of the assessment of the achievement of the individual
performance objectives of the CHC Chief Officer.




Notes on Stage 1:

(a) ACHCEW will need to consult widely on the proposed nationa! framework of
performance standards for CHCs and its resource implications. As part of
this process, there should be an opportunity for individual CHCs and the
Society of CHC Staff to feed in their comments.

(b}  This should be the only stage at which the NHS Executive can seek to
influence to any extent the cantent of CHC work.

Notes on Stage 2:

(a) This should be externally facilitated and adequate resources (including the
costs of the necessary training and accreditation) for such external
facilitation should be provided. ACHCEW and/or regional associations of
CHCs should maintain a register of trained and accredited facilitators for this
purpose. Such facilitators should come from a region different from that of

the CHC concerned and should have na connection with the CHC concerned.

(b) The CHC may choose to seek the comments of local organisations on what
its objectives should be. Those consulted in this way might include the local
authorities for the area, voluntary organisations with an interest in health (ie
those who participate in the elections to the CHC), the local health
authority(ies), local NHS trusts, the regional office, etc.

Notes on Stage 3:

(a) lg%iyidual objectives should be agreed between the CHC Chair and the Chief
icer.

(b}  Training and support (and appropriate remuneration) should be given to
Chairs for this work,

(¢}  The process should be vaiidated by another Chair and Chief Officer from the
region, both of whom would need to be experienced in the process and
selected from a panel maintained by ACHCEW and/or the regional
association of CHCs.

Notes on Stage 4:

(a)  This should be externally facilitated and adequate resources for such external
facilitation should be provided. ACHCEW and/or regional associations of
CHCs should maintain a register of trained and experienced facilitators for
their purpose. Such facilitators should come from a region different from
that of the CHC concerned.

(b} The CHC may choose to seek the comments of local organisations on how
well it has performed, in the same way as it seeks views on what its
objectives ought to be in Stage 2.

(c) In practice Stage 4 of one year and Stage 2 of the following year will
normally be combined by the CHC in one review day or possibly in linked
meetings a short period apart.

(d) If the external facilitator is concerned that the CHC is failing to perform to an
adequate basic standard, she or he has a duty to raise that with the CHC
during the review. If, following the ensuing discussion with the CHC, there
is a lack of agreement on the way forward, she or he may make a report to
the regional office suggesting necessary action and support which needs 10
be provided.

Eleanor Young
20 January 1995
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