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THE PATIENT'S CHARTER - THE PATIENT'S PERSPECTIVE

There was no standing ovation when the Health Secretary William Waldegrave
announced the Patient's Charter in October 1991. Maybe the Health Service
Journal went a little far in the analogy they drew in their headline: "I have in my
hand a piece of paper..." (Millar, 1891). But patients' organisations were none too
happy. ACHCEW, the Association of Community Health Councils for England and
Wales, said the Charter was a "big disappointment”. The Patients' Association
called it "rather flabby" and "gelatinous”. Even the Director of the highly
....respectable King's Fund Centre suggested it was "something of a middle class
..charter...For. a substantial number of people from ethnic minorities or with

disabilities or who are homeless the charter may seem irrelevant™ (Stocking, 1991).

On the other hand, the journal THS Health Summary concluded that the
Government appeared "anxious for people to have more say in certain aspects of
the NHS as a way of improving the service™ (THS Health Summary, 1991). The
RCN was very upbeat about the "named nurse” concept, the General Secretary
describing it as a "tremendous recognition of the value of nursing”. The National
Association of Health Authorities and Trusts saw the Charter as a first step: "We
need to ensure that the process continues and that targets are extended"” (Millar,
1991).

Is it still too early to take stock or can some preliminary conclusions be reached
about the effectiveness of the Patient's Charter from the patient’s perspective?

Pre-history

Community Health Councils are well-placed to assess the effects of the Patient's
Charter. CHCs were set up in 1974 in response to evidence that NHS care was
not sufficiently patient-centred. More than 200 CHCs in England and Wales (and
similar bodies in Scotland and Northern lreland) continually press for better
standards of heaith care in NHS contracts, inspect Health Service premises and
staff at work and help individual patients to exercise their rights and, where
necessary, pursue complaints.

CHCs recognised the value of charters of rights long before they became
fashionable in Whitehall. ACHCEW, their Association, published its own Patients’
Charter in 1986 {(ACHCEW, 1986). This stated that: "All persons have a right to:

1. health services, appropriate to their needs, regardless of financial
means or where they live and without delay;

2. be treated with reasonable skill, care and consideration;

3. written information about health services, including hospitals,
community and General Practitioner services;

4. register with a General Practitioner with ease and to be able to
change without adverse consequences;

5. be informed about all aspects of their condition and proposed care
fincluding the alternatives available), unless they express a wish to the
contrary;

6. accept or refuse treatment (including diagnostic procedures),
without affecting the standard of alternative care given,

7. a second opinion;

8. the support of a relative or friend at any time;




9. advocacy and interpreting services;

10. choose whether to participate or not in research trials and be free
to withdraw at any time without affecting the standard of alternative
care given;

171. only be discharged from hospital after adequate arrangements
have been made for their continuing care;

12.- privacy for all consultations,

13. be treated at all times with respect for their dignity, personal
needs and religious and philosophic beliefs;

14. confidentiality of all records relating to their care;
15. have access to their own health care records;

16. make a complaint and have it investigated thoroughly, speedily
and impartially and be informed of the result;

17. an independent investigation into all serious medical or other
mishaps whilst in NHS care, whether or not a complaint is made, and,
where appropriate, adequate redress.”

Following the publication of the Government's Citizen's Charter, ACHCEW released
its "initial views"” on what should be covered by the, then imminent, Patient's
Charter {ACHCEW, 1991). The 21 pages set out in some detail reasonable
expectations of NHS services in relation to: Information for Patients; Access 10
Services; Choice for Patients; Support; Consent; Privacy, Dignity & Respect; Rights
Relating to Priority Services; Complaints & Redress; and Community Health
Councils. It was perhaps inevitable that the official Patient’s Charter turned out to
be thinner in content {although glossier in appearance).

The Patients' Experience of the Patient's Charter:

in theory, every citizen is covered by seven established National Health Service
rights which, although they pre-date the Patient's Charter, are re-emphasised as
part of the new initiative. These are:

{1) ...to receive health care on the basis of clinical need, regardless of ability to
pay

In fact, there is a wealth of documentary evidence that clinical need is not the only
determinant of access to appropriate care. Long-standing factors which impinge on
access include where patients live and their ethnic group and social class.
Recently, the picture has been further complicated by NHS purchasers laying down
distinct quality criteria (including waiting time limits inspired by the Patient's
Charter) in their contracts with NHS providers.

Community Health Councils and others have been particularly concerned about the
widespread evidence, compiled by organisations like the BMA and the Association
of CHCs, that fundholding GPs have been able to arrange for their own patients to
receive priority treatment in the NHS. The Government rejects the relevance of the
cases brought to its attention, on the ground that they are not evidence of "two-
tierism”. The official guidance, agreed between the NHS Management Executive
and the Joint Consultants Committee, is singularly unhelpful (NHSME, 1991). On
the one hand it lays out a number of "principles" such as: "timing of the provision
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of individual patient consuftations and/or treatment must be based on clinical

| need”. On the other hand: "GP fundholders are explicitly encouraged by the
Department's guidance to negotiate variations in the quality criteria that apply in

| the unit's contracts with its main purchaser. Examples are given of specifications
of waiting times, grade of staff treating patients or waiting times in the out-patient

| clinic”. "Clinical need” is not, therefore, the only determinant of access to hospital
care, even though the "patient's ability to pay" is not the distorting factor in

i relation to the NHS internal market.

- - ... In-other.respects however patients are increasingly faced with charges for health
... - ... .care, with.their-associated deterrent effect to those on low to moderate income
| {but not exempted from charges). Prescription and NHS dental charges have

increased well above the general rate of inflation. CHCs report that many people
have experienced problems gaining access to NHS dentistry as dentists move,
where the market allows, towards the more lucrative private sector. Ophthalmic
services have been largely privatised. The NHS has largely withdrawn from
continuing nursing care for elderly people and others, forcing highly vulnerable
individuals into private nursing homes. Lastly, "private medicine" in the sense of
acute surgery has grown dramatically and some NHS Trusts have successfully
encouraged use of their pay beds. [f that is not in direct contradiction to the first
Patient's Charter right, it is hard to see what could be.

2. ...to be registered with a GP.

Family Health Services Authorities are legally obliged to find GP services for all
patients who come to them having failed to make their own arrangements.
However, patients' choice may be extremely limited, particularly in more rural
areas. It is also the right of any GP to remove a patient from his or her list without
the need to give a reason. Therefore, those patients who make a complaint about
their family doctor {which is their right under the Patient's Charter} run a very real
risk of being removed from the GP's list and jeopardising their chances of being
registered with a suitable GP practice. It is not just the lodging of a complaint
which may restrict a patient's right to be registered with a GP practice convenient
to them: according to the doctors' newspaper Pulse, GPs remove patients from
their lists "when they are too expensive in terms of the doctor's emation and time'

(Pulse, 1994),

The Primary Care Charter, which followed the Patient’s Charter, stated that
patients have the right to “"change doctor easily and quickly”. However, almost
three-quarters of CHCs report that patients experience difficulties either frequently
or sometimes when wishing to change their GP (ACHCEW, Annual Report, 1994).

!

3. ...to receive emergency medical care at any time, through your GP or the
emergency ambulance service and hospital accident and emergency departments.

The network of emergency services is one of the most praised aspects of the NHS.
However, the Government has announced changes made at the behest of GPs to
reduce the number of visits they make to patients' homes out of hours. It is much
too early to assess the impact of this. There has also been some "rationalisation"
of A&E Departments, often fiercely resisted. However, new minor casualty units
have provided popular and appropriate care.

4. ...to be referred to a consultant, acceptable to you, when your GP thinks it
necessary, and to be referred for a second opinion if you and your GP agree this is
desirable.

The reference to "second opinions” is one of the most disappointing aspects of the
Patient's Charter since the right is conditional on the GP agreeing with the patient.
Also, there is no arrangement for obtaining a second opinion following a diagnosis

made by one's GP - the only course of action is to find a new GP.
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5. ...to be given a clear explanation of any treatment proposed, including any risks
and any alternatives, before you decide whether you will agree to the treatment.

Without proper access to a second opinion, what is the patient to do if he or she
cannot obtain a clear explanation of proposed treatment? In practice, far more
could be done to inform patients about the treatment that is proposed for them and
to involve them in choices. Many doctors would go along with the title of the
November 1993 article in the British Medical Journal: "Fully informed consent can

- -..be-needlessly cruel" (Tobias and Souhami, 1993). But only patients have the right
.10 .decide that there are:limits to what they wish to know about their treatment and

their prospects. There is no harm in recognising the right not to know.

6. ...to have access to your health records, and to know that those working for
the NHS are under a legal duty to keep their contents confidential

ACHCEW has surveyed CHCs on the Access to Health Records Act 1990
(ACHCEW, Access to Health Records Act, 1994), which brought patients’ legal
rights to see written NHS records broadly in line with their rights under the Data
Protection Act 1984 in relation to computerised information. The 1990 Act was
undoubtedly a major step forward but a number of limitations have become
apparent:

- The Act restricts access. It does not apply to records made before
November 1991. Also, the Department of Health does not regard it as
appropriate for patients to see full information about them recorded in
the course of the investigation of complaints; nor for the patients who
have been removed from GPs' lists to be entitled to know why. In
other words, some information is not regarded as part of the patient’s
"health record”.

- Charges can be levied which, including photocopying charges, have
sometimes been around £50. In one case, a patient was asked 10 pay
£150 to photocopy around ten pages of GP-held health records.

- Many GPs and dentists appear not to be conversant with patients’
rights (where they are not deliberately obstructive): the Medical
Defence Union receives around 2,500 enquiries each year from GPs
and their staff about the disclosure of medical information, records
and reports.

- The doctors involved play a major role in deciding whether the
patient should see a record under the Act and if so, whether the
doctor should be present in the room when the record is being
inspected. This can be seriously intimidating if, as is often the case,
the patient is inspecting the record with a view to complaining about
their doctor.

- There is no independent appeals or complaints machinery so that
patients can get a review of a decision which denies or restricts
access. In many cases the decision will be taken (in effect if not in
law) by someone who has a vested interest in records being withheld
and that decision is final {except for legal challenge}. That is clearly
unacceptable.

The main issue in relation to confidentiality is that in practice patients' records are
seen by many NHS personnel without the knowledge or explicit consent of the
patients. In the course of their treatment, a wide range of people who will never
exchange the time of day with the patients concerned may need to have access 10
their records {(or would be able to read them over somebody else's shoulder). Also,
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the records may be used for teaching, for research or for medical audit - although

" the information should be "anonymised" for these purposes. Tight contrals are
essential if confidentiality is not to be compromised by the easy transfer, copying
and storage of information as the NHS become more computerised especially in the
context of the internal market, let alone growing contact with external bodies such
as to voluntary and private health care providers and Social Services Departments.

7. ...to choose whether or not you wish to take part in medical research or
~ medical student training.

~In practice this can-be a difficult area and patients are frequently not asked or
placed in a situation where they do not feel they have a choice. Patients with a
serious but rare disease may be of great interest to medical staff and students.
They may feel under great pressure to co-operate and it is also likely that they will
not wish 1o be obstructive. Patients sometimes find that they have to make it
known repeatedly that they do not wish to be inspected by medical students.

.......... P,

The Patient's Charter has not only publicised patients' existing rights in the NHS. It
also introduced three "important new rights”, effective from April 1992:

1. To be given detailed information on local health services, including quality
standards and maximum waiting times.

Since the Charter was launched, patients have had access to a wealth of
information about local health services available through the Health Information
Service and published as hospital league tables. But it is open to question whether
patients can use this information to exercise choices and whether they are now
more likely to receive accurate and informed answers to their questions.

In practice, there is still substantial room for more, and more useful, information to
be made available and for more detail in the quality standards laid down in
purchasers' contracts. As more GPs gain fundholding status, and as the range of
services covered by fundholders' contracts expands, this area will be increasingly
difficult to monitor. At present, fundholders' contracts are supposed to be public
documents but their purchasing plans - which may be more strategic and therefore
more open to change through realistic consultation - are not. In early 1993,
ACHCEW found that 90 per cent of Community Heaith Councils had never been
consulted about fundholders’ purchasing plans and 87 per cent had never even
been informed about them. Nearly half of the CHCs which had tried to see
contracts struck by fundholders found this impossible. In practice many CHCs had
been hard pushed to monitor fundholders: 45 per cent had not sought sight of
fundholders' contracts and 83 per cent had not attempted to see fundholders’
annual accounts {ACHCEW, Annual Report, 1993]).

2. To be guaranteed admission for treatment by a specific date no later than two
years from the day when your consultant places you on a waiting list.

This may be the area where the Patient’s Charter has had most beneficial effect.
Very long waiting times (those in excess of two years), between the consultant
placing the patient on a list and the patient being treated, have been dramatically
reduced. For some operations, including cataract removals and hip and knee
replacements, patients should always be treated within 18 months, and this has
undoubtedly made a vast improvement to the quality of life for those affected. All
this is to be welcomed but qualifications should also be registered.

First, the right ignores the period spent waiting for the initial appointment with the
consultant at which time s/he puts the patient on an in-patient waiting list. 1t is
only then that the clock starts ticking and this may be many months after the



patient had first visited the GP. This has now been recognised by the Department
of Health who aim to set a national target for the length of time people have to
wait for their first out-patient appointment, to be laid down from April 1995. There
may, however, be a further complication in that fundholding GPs may defer
referring patients to consultants due to financial constraints: this would be a new,
additional and unmonitored type of waiting time.

Secondly, we can ask where the resources come from which have allowed very
long waiting times to be tackled. To some extent, they come from the substantial

....new.money granted to the NHS in the early 1990s and from efficiency gains
_including possibly lower costs being charged to purchasers, as a consequence of

the unleashing of the internal market. But in two respects the gain of the
very-long-waiter may be the loss of someone else needing treatment. A year after
the introduction of the Charter, CHCs were in no doubt that "shorter waits were
adversely affected in most areas” and "cases were reported of priority being given
to patients with less clinical need than others" (ACHCEW, Annual Report, 1993).
Also, some purchasers have responded to the new Patient's Charter right by
refusing to pay for the treatment of people who could not expect to be treated
within two years {ACHCEW, Rationing Health Care, 1993). The Wessex
Purchaser Consortium for Plastic & Reconstructive Surgery declared:

1.1 All Health Authorities within Wessex Region are required to
ensure that by 31 March 1992 no patients will have been waiting for
in-patient or day case treatment for more than two years.

1.2 Once targets are achieved purchasers need to have a clear view
of the services they wish to buy from April 1992 onwards.

Purchasers who wish to maintain and further reduce waiting times will
need to limit the range of services purchased.

This form of rationing cuts the official waiting list by etfectively telling groups of
people that they will wait for ever.

3. To have any complaint about NHS services - whoever provides them -
investigated and to receive a full and prompt written reply from the chief executive
or general manager.

Moving from the second "new right" to the third is a step from the relatively
sublime to the completely ridiculous. It is seriously misleading to say that patients
have had the right since April 1992 to have "any complaint about NHS services"
investigated. In fact, the formal complaints system for primary care can only
investigate breaches of the "Terms of Service" - the contract held between
practitioners and the local Family Health Services Authority. Important aspects of
NHS care are not covered by doctors' and dentists’ Terms of Service including
some of those covered by the Patient's Charter. For example, there is not a formal
complaints procedure available for patients which specifically covers a GP refusing
them access to their health records or breaching their right to confidentiality. Even
where there is a procedure available to get a complaint investigated, the reality is
tha;t_ complainants regularly experience inordinate delays before receiving proper
replies.

The system for dealing with complaints about hospital and community health
services is also subject to unacceptable delays; sometimes stretching from weeks
and months into a matter of years when the complaint relates to a clinical matter.
Even when a patient's concerns manage to elicit a "full and prompt written reply”,
this will be based on an internal investigation carried out by the Trust in question
and not the report of an independent body. Can this be said to be truly impartial?
Even the most serious complaints about alleged clinical errors are considered by
two consultants from the same specialty. Lay involvement is not seen as being a
necessary component of a satisfactory investigation into a patient's complaint.
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' Recognising the depth of concern from patients as weli as professionals, the

Government set up a review of the complaints system under Professor Alan Wilson
whose report was published in May 1994 (Department of Health, 1994). The
Wilson Report has recommended that the complex and bureaucratic procedures
which have been allowed to evolve in the NHS are replaced by a single unified
system for dealing with complaints. This should be speedy and simple to use for
the patient whilst still providing a full and fair response and/or investigation. We
can only hope that the Department of Health recognises that such a system is

. +....necessary, and that, without it, there is no hope that this new right under the
... Patient's-Charter-stands a chance of gaining patients’ respect.

\\ -

It should be clear that patients cannot always be sure that their rights as set out in
the Patient's Charter will be respected. The Charter in itself has no legal standing,
although some of the rights were already established in law. However, having set

out patients' rights, the Charter moves on to the "nine National Charter Standards”
which are not claimed to be "guaranteed"” but which "we are aiming to provide for

you".
1. Respect for privacy, dignity and religious and cultural beliefs

There are obvious difficulties in assessing whether a standard such as this is being
attained, and how much this is due to the Patient's Charter. Alithough most CHCs
monitor the standard as part of their routine visiting programme, the term "respect”
is both qualitative and subjective, and often CHCs have to rely on anecdotal
evidence from patients as the most reliable indicator of whether privacy and dignity
are observed during a patient's term of treatment. It is often found that the
structural limitations and layout of older hospital buildings are the root cause of

many complaints.

CHCs continue to press the NHS for changes in recognition of the UK's ethnic and
cultural diversity. This is too often neglected as shown in a recent CHC survey:
although information about privacy and dignity was made available to three
quarters of patients as part of the initial admissions procedures, in less than a third
of cases was this available in languages other than English {ACHCEW, Annual
Report, 1994). It is arguable that this means that those perhaps most likely to
have special requirements are not being empowered to make these known.

In one respect the situation with regard to patient choice appears to be
deteriorating: financial pressures have led some hospitals away from single sex
wards which many patients, especially women, want due to their medical
condition, their cultural background, their personal experience or their reasonable
fears of sharing a ward with members of the opposite sex.

Mid Essex CHC conducted a survey at Broomfield Hospital A&E
Department and found: "Nursing staff were more sympathetic and
friendly to patients than reception staff, but both groups do not take
seriously the patients' need for privacy”. The CHC was "particularly
concerned about a patient's privacy both at the reception desk and
when undergoing triage” (Mid Essex CHC, 1993).

Bury CHC's Patient's Charter Monitoring Unit surveyed this Standard
in February-March 1993. 917 per cent of respondents said they feft
they had sufficient privacy during their stay - "it is difficult to imagine
a more positive outcome", commented the Unit. 92 per cent felt that
their dignity had been given full consideration - "very satisfactory”,
according to the CHC. 65.5 per cent said their religious beliefs had




been catered for while 31 per cent did not know. Similarly with
cultural beliefs - 59 per cent felt that they had been catered for, 38
per cent did not know (Bury CHC, Report No 3, 1893).

South West Durham CHC surveyed patients attending the A&E
Department at Bishop Auckland General Hospital. The CHC
highlighted the room for enhancing patients’ privacy and dignity:
"Some people did not like giving personal details in waiting areas
whilst others did not like doing the same in an examination room when
-.the.-door was open. Some people also felt embarrassed that they
could see/hear what was happening in the exarmination room whilst
they were seated in the corridor. As these are rooms with doors as
opposed to cubicles, can staff ensure that doors are closed?” (South
West Durham CHC, 1893)

2. Arrangements to ensure everyone, including people with special needs, can use
services

In the absence of Civil Rights legislation to provide a suitable environment for
disabled people, the important issue of access has been given the status of a
standard which the NHS aims to attain, rather than a guaranteed right. This is
disappointing both to CHCs and groups of and for disabled people. Community
Health Councils are continually monitoring the accessibility of NHS buildings and
finding no shortages of improvements to suggest.

Two members of East Cumbria CHC, themselves with mobility
problems, toured the District investigating the accessibility of all the
NHS premises. They identified the following problem areas:

Parking - lack of designated parking spaces
close to entrances

Signposting - some could be improved

Entrances - ramps lacking or steep, no rails,

doors difficult, lack of call bell

Exits - as a safety point, some Fire Exits
blocked by furniture, mats etc., some
with steps rather than ramps outside

Floors - often appear shiny which may be
off putting

Seats - more seats with arm rests to help
elderly/infirm people with sitting/
standing

Toilets - toilets either lacking or inadequately

equipped for disabled people eg. no
rails, no lever taps, mirrors etc. at
wraong height

Rails - rails would improve long corridors

Call bells - whether at entrances or in eg. toilets
to summon assistance.




However: "Provider Managers in East Cumbria have reacted positively
to the study” (East Cumbria CHC, 1893).

/n October 1992, an access survey was carried out at the Maternity
Unit of St Helier Hospital by Merton & Sutton CHC with MAFIA: the
Merton Association For Independent Access. The subsequent report
made no less than 27 recommendations to rectify the situation: "The
Maternity Unit as a whole is extremely inaccessible for people with
~ disabilities and urgent action needs to be taken to introduce basic

“““toilet'and washing facilities for people with disabilities on each of the

floors” {Merton & Sutton CHC, 1992).

Lancaster CHC sponsored a survey of disabled people after a CHC
member had brought to the Council's attention the inaccessibility of
Lancaster's health facilities compared to those in Airedale Health
District. It was concluded that: “There is poor physical access for
disabled people to: (i) Garnett Clinic; (i) Royal Lancaster Infirmary; {iii)
Community Occupational Therapy Offices at Slyne Road”, In addition,
dentists and opticians were "often inaccessible to disabled people”.
The Chair of the CHC added: "In certain cases the obstacles are
formidable and unlikely to be overcome in the present economic
climate. But in other cases accessibility can be improved without too
much expenditure of effort or finance. To be fair, some of the
observations have already been noted by managers in the health
services and improvements are underway” (Lancaster CHC, 19393].

North West Anglia CHC has carried out a detailed accessibility audit of
premises managed by the King's Lynn and Wisbech Hospitals NHS
Trust, at the request of the Trust. They guote the Patient’s Charter
on the need to ensure that NHS services "can be used by everyone”
but add: "The Group felt however they should look beyond this
National standard and assess whether premises facilitate independent
access to wheelchair users and those with sensory, visual and
auditory impairment”. Their audit fed the CHC to call for "a
consistency in the environment {colour and signposting), physical
access [car parking, doorways, lifts and toilet facilities),
communication and information, and training for staff" (North West
Anglia CHC, 1993). .

A joint survey of Newham's hospitals was carried out by the local
CHC along with Action and Rights of Disabled People in Newham and
students from Queen Mary Westfield College. Parts of Newham
General, St Andrew’s and Plaistow hospitals were surveyed using a
fixed questionnaire and disabled people were interviewed. "The
project has shown that the hospitals give inadeguate attention to the
needs of disabled people...Giving that St Andrew's is to be
redeveloped and Plaistow's future is uncertain, expecting structural
alterations is unrealistic. However, there are small alterations which
could be done immediately, would cost very little and which would
make access very much easier for disabled people” (Newham CHC
with Action and Rights of Disabled People in Newham, 1994).

3. Information to relatives and friends

Again, it is difficult to gauge the impact of the Patient's Charter on the
arrangements which exist to inform refatives and friends about the progress of a
patient's treatment. However, around 50% of CHCs believed there had been an
improvement in this area one year after the Charter had been introduced
(ACHCEW, Annual Report, 1993).




Bury CHC's Patient’s Charter Monitoring Unit found that 79 per cent
of patients at Bury General and Fairfield General Hospitals said that
their relatives and friends had been kept informed about their progress
while they were in hospital and 14 per cent did not know. The Unit
commented: "Given that most hospitals have notoriously bad records
for communications with patients and patients' relatives, these results
must be acknowledged as being excellent” (Bury CHC, Report No 3,
1993).

o4, -Waiting time for an ambulance service

The Patient's Charter Standard states: "when you call an emergency ambulance it
should arrive within fourteen minutes if you live in an urban area, or nineteen
minutes if you live in a rural area.” However, a survey in early 1994 found that
one in five Community Health Councils reported that their local ambulance service
had been failing to meet the national standards. One in five reported that a
reduction in the number of ambulance stations since 1990 had !ed to longer waits
for some local people and two in five said that ambulance stations in their area had
either closed or were at risk of closure (ACHCEW, Annual Report, 1994}.

5. Waiting time for initial assessment in accident and emergency departments

"The Charter Standard is that you will be seen immediately and your need for
treatment assessed.”" In a survey, 17 per cent of CHCs reported that their A&E
department understood this to mean that patients should be assessed straight
away while another 69 per cent of CHCs reported that the standard was
understood to require assessment within five minutes. Four-fifths of CHCs
reported that the assessment would be made by a specific "triage nurse” while
another one in ten said an “other nurse"™ would assess (ACHCEW, Annual Report,
1994},

Hillingdon CHC surveyed the A&E Departments at Hillingdon and
Mount Vernon Hospitals, interviewing 237 patients at the former and
189 at the latter. Only 72 per cent of patients at Hillingdon Hospital
(74.5 per cent at Mount Vernon) were assessed by the triage nurse
within five minutes. The CHC concluded that the triage systern "is
clearly a success but it needs to be operational for 24 hours”
(Hillingdon CHC, 1994).

Mid Essex CHC conducted a survey at Broomfield Hospital A&E
Department and found the triage policy "seemed to be in some
difficulty”. Only 64 per cent of patients had been seen within 15
minutes (Mid Essex CHC, 19383).

Bury CHC's Patient’s Charter Monitoring Unit investigated Charter
Standard No 5 in November 1992 and found immediate assessment
was only achieved for 15.5 per cent of patients although another 23
per cent were assessed within five minutes. On one Sunday only ten
per cent of patients were seen within the first five minutes. 60 per
cent of patients were assessed by a nurse and 22 per cent by a
doctor. People with eye injuries had to wait particularly long for the
initial assessment - 21 minutes on average (46 minutes in one case)
(Bury CHC, Report No 2, 1992).

6. Waiting time in out-patient clinics.
The Patient's Charter Standard is that patients should be given a specific
appointment time and be seen within thirty minutes of that time. This was

certainly an area where progress was needed to stop patients waiting for hours to
be seen.
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Bury CHC's Patient’s Charter Monitoring Unit investigated the Charter
Standard in August 1992 and April 1993. The 30 minute Standard
was achieved in relation to 47 per cent of patients, ranging from 32
per cent for Elderly Clinics to 60.5 per cent for Surgical Clinics. “The
Charter Standard achieved in the Out-Patient Department at Bury
General Hospital showed a steady improvement and is now very close
to 50%, which is the very minimum we should expect.” Overall, 22
per cent of patients had to wait over an hour (Bury CHC, Report No 4,
71893).

-.-Where delays.-do-occur, -patients should not just be left sitting around in out-patient
clinics but should be kept informed of the reason for the delay. An extension of
the Charter Standard to this effect would benefit patients and further the "culture
change" so long needed in the NHS,

7. Cancellation of operations

Under the original Patient's Charter: "The Charter Standard is that your operation
should not be cancelled on the day you are due to arrive in hospital...If,
exceptionally, your operation has to be postponed twice you will be admitted to
hospital within one month of the date of the second cancelled operation." From
April 1994 this has been tightened up so that patients are entitled to be admitted
within @ month of any operation cancelfled on the day the patient is due to arrive in
hospital - or, in practice, has already arrived. Unfortunately, this does not apply
where the operation is cancelled the day before (leave having been arranged from
work, child care having been arranged, sleep having been lost); let alone a week
before.

8. A named qualified nurse, midwife or health visitor responsible for each patient.

It is of course a good thing for patients to know the names of those caring for
them but it is likely that the one named individual will only be at work - let alone
free to attend to the patient - for a fraction of the patient's stay in hospital. Good
care depends on team work as much as individual responsibility.

East Cumbria CHC surveyed discharge arrangements from local mental
health services and reported in passing: "Nearly all the patients said
that they had a named nurse or key worker looking after them.
However, it is obviously important, given the major role such a person
plays, to ensure that the named nurse is available to the patient as
often as possible (2 patients mentioned their key worker was away on
holiday or on a course)” (East Cumbria CHC and Community and
Mental Health Unit, 1993).

Bury CHC's Patient's Charter Monitoring Unit asked patients at local
hospitals whether they had a named nurse responsible for their
nursing care. 78 per cent said they had, 14 per cent said they had
not and & per cent did not know (Bury CHC, Report No 3, 1993).

9. Discharge of patients from hospital

To quote the Standard in full: "The Charter Standard is that before you are
discharged from hospital a decision should be made about any continuing health or
social care needs you may have. Your hospital will agree arrangements for meeting
these needs with agencies such as community nursing services and local authority
social services departments before you are discharged. You and, with your
agreement, your carers will be consulted and informed at all stages."

CHCs have paid close attention to the arrangements made for patients' discharge
since there is often room for improvement. The Greater London Association of
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CHCs conducted a survey of discharge arrangements in late 1993. CHCs reported
a wide range of shortcomings and the report from GLACHC found "that not only do
we have a 'patchwork quilt’ rather than the goal of 'seamless care’, but that the
quilt is full of holes®. The Greater London Association organised a discussion day
where an "overwhelming message...was that there were not sufficient services,
providing either health or social care in the community, to support the numbers of
people being discharged from hospital". The largest area of complaints related to
people being discharged before they were ready to go in that they were still too ill
or support services had not been made available. There were also "complaints

—.....from.users and-carers about their lack of involvement in the planning for

| ..discharge...relatives felt that patients were being pushed out of hospital" {Joule,
1994).

East Cumbria CHC's report on discharge arrangements from Garlands
Hospital found some areas of concern: for example, two thirds of
patients said they had not received an information handbook, one third
felt their discharge was not well planned and "nearly 30 per cent
wished to be involved more”. Generally, however, the results were
encouraging with 82 per cent of patients satisfied with the
arrangements and planning for their discharge and 51 per cent very
satisfied. "Perhaps the 'ideal’ discharge is summed up by the patient
who said: '/t was done at my pace and | was involved and my wishes
were taken into account..,'" (East Cumbria CHC and Community and
Mental Health Unit, 18993).

North Tyneside CHC interviewed 39 elderly frail people who had been
discharged from Jocal hospitals. Most had been discharged "without
written information about their condition and how care should be
given, or about the administration of drugs”. Delays in discharge were
caused by a shortage of wheelchairs and by the late dispensing of
drugs. On the other hand, most of the respondents considered that
the notice of discharge had been adequate and that they were well
enough to go home when they were discharged (North Tyneside CHC,
1994).

Wirral CHC and Wirral Family Health Services Authority jointly studied
the discharge of elderly patients from Arrowe Park Hospital. They
discovered a good level of satisfaction overall although also "a
noticeable number of patients who did encounter problems... The
discharge of some patients was not discussed with them, nor were
their service needs or anxieties about returning home, alterations and
equipment were not provided and one man was discharged on a
Saturday afternoon to live alone in poor housing conditions”. The
report stressed the need to improve GP involvement in discharge and
to give more attention to the needs and abilities of carers {Wirral CHC
and FHSA, 19893).

A "study of discharge arrangements for elderly people” was carried
out in late 1992 by Harrogate CHC with the local Older Persons’
Partnership Group. The results of the interviews were encouraging
with "high satisfaction levels”. The "biggest cause of criticism"”
appeared to be the inadequacy of the information given "on issues
such as what to do if they need help, the future progress of their
illness, exercises, tasks they can and cannot do". Also: "The
importance of discharge planning is underlined by the fact that 28.5
per cent of patients in the study were discharged on Friday
afternoon”. In general, however, it was concluded that: "there is a
strong impression that discharge arrangements have improved
dramatically in the past two to three years"” (Harrogate CHC and Older
Persons' Partnership Group, 1993).
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East Hertfordshire CHC has been concerned about discharge
arrangements from Queen Elizabeth Il Hospital, Welwyn Garden City.
Their survey of patients in November 1992 shows an increased
satisfaction over the level recorded that April and the CHC
commended the "improved arrangements and considerable
appreciation by patients of the care they received”. Communication
remained a problem area: "Several patients were Jeft in a state of
confusion concerning their discharge, either because there had been

=~ Very.little -notice, and they were given little or no help in making

-arrangements or because staff were not telling the patient exactly

what was happening about their treatment, diagnosis or test results”
{East Hertfordshire CHC, 1993).

Bury CHC's Patient’s Charter Monitoring Unit found that 92 per cent
of patients at Bury General and Fairfield General Hospitals had been
informed about future care arrangements on their discharge from
hospital. Just two per cent said they had not been informed. The
Unit described the results as "really excellent”. 82 per cent of
patients had been consulted about future arrangements while eight per
cent had not: "The results are very good and show a definite
commitment to improved communications with patients" (Bury CHC,
Report No 3, 1993).

It should be noted that the Patient's Charter states only that patients will be
"consulted and informed at all stages”, not that arrangements for their discharge
will be subject to patients’ agreement. In one important respect this formulation
marked a step backwards from guidance issued by the Department in 1989
(Department of Health, 1989). Indeed, shortly before the Patient's Charter was
launched, the Government told the House of Commons Social Security Committee:
"Health Authorities have a responsibility under the National Heafth Service Act to
provide nursing care for those who cannot or do not wish to pay for it.
Department of Health guidance is clear that people should not be discharged into
private nursing homes when they have no wish to pay” (House of Commons Social
Security Committee, 1991). In reality, CHCs have frequently been contacted by
the relatives of patients who felt pressurised into agreeing to be discharged into
nursing homes. In August 1994, the NHS Executive issued a draft circular which,
should it come into force, would effectively rescind 1989's "clear” guidance and
reject 1991's interpretation of the NHS Act. In this respect at least the Patient's
Charter has played its part in drawing back the boundaries of the NHS and taking
away from elderly patients and others their right to nursing care under the Heatth
Service.

Local Charter Standards

In-addition to setting out national rights and standards, the Patient's Charter also
stated that health authorities would be increasingly setting and publicising Local
Charter Standards on a range of subjects such as the waiting times in A&E
Departments after the patient's need for treatment has been assessed.

However, in early 1994, 31% of Community Health Councils said that their health
authority had not set out Local Charter Standards on A&E waiting times. Not all
those that were laid down look very impressive: standard maximum waits for non-
urgent cases of two or three hours are common and one CHC even reported a
maximum of four hours. A third of CHCs dealt with complaints about the time
patients were kept waiting in A&E. One CHC referred to delays of up to 12 hours
(ACHCEW, Annual Report, 1994).

CHCs in London have joined together in.Casualty Watch, visiting their local A&E
Departments on the same afternoon, specifically to assess the number of patients
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waiting on trolleys for beds. The Greater London Association of CHCs reports: "A

 Casualty Watch in March 1994, by four CHCs, found that people at St

Bartholomew's and King's College Hospitals faced the longest delays, with 14
people found waiting for a bed for more than six hours - including five people
waiting more than 20 hours. It also showed that elderly peopie faced the longest
delays of all. In the April 1994 Casualty Watch 58 people were found, at 13
haospitals, waiting for a bed for more than 3 hours" (GLACHC,1994).

~ Public Awareness

The Patieént's Charter and the publications under the Citizen's Charter umbrella
have been very widely circuiated and hyped at the taxpayer's expense. However,
an ICM survey published in August 1993 found that just 40 per cent of _
respondents had heard of the Patient's Charter (Shrimsley, 1993). But the National
Consumer Council published a MORI! survey in October 1993 which suggested a
dramatic improvement: “The majority, just under two-thirds (64 %) of our
respondents, say they have heard of the Patient's Charter. But only a quarter

(24 %) recall seeing one and even fewer - around one in five {19%) - remember
reading any of it." 79 per cent of respondents from middle-class social groups
{ABC1) had heard of the Charter compared to 53 per cent of C2DE respondents

(NCC, 1993).

in April 1984, the Royal College of Nursing published an Audience Selection poll
which again found that two-thirds {69 per cent) had heard of the Patient's Charter,
But only 28 per cent of respondents could name any of its rights or standards.
Among those who did know of the Charter, the highest identification rating {13 per
cent) was for the half-hour wait in out-patient clinics (Standard No 6) white the
named-nurse concept was identified by only one per cent {Standard No 8). Of
respondents who had been treated by a nurse in the previous year, or a member of

.whose family ‘had been treated by a nurse, just 29 per cent said the concept had

been explained to them and 43 per cent said they knew they had been given a
named nurse (Brindle, 1994}.

Warrington CHC surveyed local people’s views on the Patient's
Charter itself. The survey was based on the CHC's Health Watch
panel, made up of 420 local people who had expressed their
willingness to participate in CHC projects and were likely to be well-
informed on health matters. The survey found that 77 per cent of
respondents were aware of the Patient's Charter, three-quarters of
whom claimed to have read the Charter.

Respondents were asked how important was each of the Charter
Rights. 98 per cent said Right No 3 (to receive emergency care} was
very important and next came Right No 1 (to receive health care on
the basis of clinical need), which 94 per cent rated very important. At
the other end of the scale was Right No 8 (to be given information),
although 57 per cent of respondents thought that very important too.
44 per cent of respondents were not "aware that patients’ rights are
guaranteed” and 53 per cent said they would not know who to talk to
if they felt they had been denied their rights. "The failure to provide
adequate information - on treatment, medication, nature of illness and
also on anticipated waiting times, is the principal cause of the denial
of Charter rights. " '

The most popular Charter Standard was Standard No 4 (on response
times for ambulances) which 95 per cent thought very important. 91
per cent said Standard No 5 (immediate assessment in A&E) was very
important. The least popular Standard was No 8 (the named nurse,
midwife or health visitor}), which 54 per cent thought very important.
"Waiting times at clinics, cancellation of operations, unavailability of
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notes, lack of respect, inadequate services for disabled patients, are
guoted as examples of the failure to provide Charter standards.”

Respondents were also asked to suggest new rights and standards.
Suggestions include:

- to be able to attend any hospital of choice in any part of
the country where waiting lists are shorter

. --- to consult a second GP without feaving the first where
. reference to a consultant is not appropriate

- instant admission to hospital when a GP telephones for
a bed

- information should be available regarding the success
rate of treatment per consultant

- the right to various 'alternative' methods of treatment
on the NHS without referral from a GP

- the right to have accident and emergency facilities
within a reasonable distance - especially where there are
existing facilities that may be closed and moved to other
hospitals

- the maximum distance a patient should travel/ to a
centre of exceflence for specialist treatment

- there should be reference to a minimum quality of food
which would be checked regularly by a qualitied dietician

- that there should be sufficient nursing or care staff to
have time to meet not only physical needs of patients,
but also psychological and social needs

- ample seating in waiting areas should be provided eg

ENT. Many elderly patients are now having to stand for

long periods (Warrington CHC, 7993).
Revision of the Charter
In April 1994, the Secretéry of State for Health announced that a revised Patient's
Charter would be issued that Autumn. The Patient's Charter Unit at the NHS
Executive consuited the Association of CHCs and said new standards and targets
were being worked up in five areas:

- a national target on waiting times for inpatient treatment for
Coronary Artery Bypass Grafts

- a national standard for waiting times for first out-patient
appointments

- a8 national standard on hospital catering services

- a national standard on timed appointments for community nurse
visits

- a national standard on information about admission t0 a.mixed sex
ward.
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(n its response, ACHCEW recognised that the Patient’s Charter had acted as a tool
for improving health care services. However, the Association suggested a dozen
areas to be addressed by a new Charter:

- everyone shouid have the right to be registered with a dentist under
the NHS

- the right to a second opinion should be strengthened
--patients should have firmer rights to inspect information kept about
them by the NHS

- confidentiality issues needed to be addressed in the context of
developments in information technology, clinical audit, the internal
market and community care

- more information should be published, for example about hospitals’
re-admission and post-operative infection rates and about fundholders
delaying referrals for financial reasons

- patients' ability to use the published information to choose between
providers needed to be enhanced

- patients should normally be able to choose a doctor of their own
gender

- disabled people should have the right to use services independently,
rather than relying on help from others

- advocacy and interpreting services should be available by right

- maximum waiting times should be set for treatment in Accident &
Emergency Departments

- all patients needing continuing nursing care should be entitled to
receive that care under the NHS

- patients should have the right to the support of a relative or friend at
any time

In addition, ACHCEW endorsed the need for a national right to have any complaint
about the NHS investigated and a full and prompt reply received. There was an
urgent need to bring NHS practice in line with the undertaking in the Patient's
Charter if the latter was not to be drawn into disrepute.

Conclusion

The early 1990s was a period of dramatic change in the NHS. The operation of the
internal market and the associated establishment of NHS Trusts and GP
fundholding; a major input of new resources; and the introduction of the Patient’s
Charter: these all created new interest in the quality of and access to NHS care. It
is not possible to separate out the practical effects of these three aspects of
Government policy. Nor have the consequences all enhanced patients' rights. The
NHS has increasingly withdrawn from "non-priority” treatments and from
continuing nursing care. [n this respect, the patient’s right to receive NHS services
- the most important health care right of all - has been significantly undermined and
the Patient's Charter is partly to blame.
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But there is little doubt that the Charter has laid down minimum standards and
encouraged NHS providers to rise above those standards. The push from the
Department of Health at the centre has been supported by the NHS purchasers
(Health Authorities, commissioning agencies and fundholders) as the purse-holders
along with Community Health Councils and other patients’ representatives. In
theory, the internal market on its own may have forced standards up although it
created an additional pressure to force costs down, not always with happy
consequences. As the argument over fundhoiding has made clear, improvements
generated by the internal market inevitably raise issues of equity and may conflict

-=..with-the.principle of providing services according to need. The national Patient's
-.Charter; by contrast, can be a mechanism for improving standards across the board

and without causing inequities which are bound to cause resentment and raise
serious ethical issues.

For all its defects, the Patient's Charter did not deserve the widespread contempt
with which it was greeted. There is a lot to be said against it - but we would be
worse off without.
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