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Action against racism

The government has announced a programme of action
to tackle inequality, discrimination and racism in the
NHS. Although a large number of health service staff
come from ethnic minority groups, these staff tend fo be
concentrated in lower grades. In addition younger black
people are not being recruited to the service in
sufficient numbers. The health secretary Frank Dobson
has suggested that this is hardly surprising given the
amount of racism black people have experienced both
- as staff and as patients of the NHS,

The programme of action is to include:

» setting racial equality standards in conjunction
with the Commission for Racial Equality

a programme of activities to tackle harassment

equality award scheme to promote and reward
best practice

positive action projects in Bradford, Birmingham
and Inner London
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Projects will include schemes to improve black
managers’ opportunities to compete for senior posts
and schemes to teach board members about the need
for equality and diversity in the workforce and in service
provision. The government also intends to increase
ethnic minority representation on NHS boards.
Speaking at a UNISON conference, Frank Dobson also
called on union members to take action at a local level
and bring issues to the attention of local NHS boards.
DoH 7 October
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Toby Harris on NHS Charter team

Toby Harris, the director of ACHCEW, has been named
as a member of the team of advisers who will help to
develop the new NHS Charter to mark the 50th
anniversary of the NHS. The other 22 members come
from a wide range of NHS and professional bodies, non-
health organisations and patients’ groups.

Information from NHS Executive

Nursing home reports to be published

The government has announced that from next year,
inspection reports on nursing homes must be made
available to the public. (Reports on residential homes
are already public documents.) The decision applies
nationally a move which had already been made in
Salford. There, the CHC had supported a complaint
which ended in a ruling by the Health Service
Ombudsman that Salford & Trafford Health Authority
should make inspection reports available.

DoH 31 October, Salford CHC 5 November

Dissatisfaction with the NHS grows

Public dissatisfaction with the NHS has risen markedly
over the last five years, according to the King’s Fund. just
before the 1997 general election 29% of people said
they were dissatisfied, compared to 18.4% just before
the 1992 general election. Dissatisfaction was focused
on the government’s management on the NHS rather
than on health professionals and had risen most in

London and among professional groups.
Independent 15 October
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HEALTTH INEQUALITIES

Health Action Zones

Health Action Zones {HAZs) in 10 parts of
England are to bring together the NHS, local
authorities and other partners in attempts to
address the causes of ill health and reduce
health inequalities.

The government is inviting bids from health
authorities by 23 January 1998. Up to 10 will be
chosen and schemes will start on 1 April 1998.
In 1998/99, the HAZs will each receive a share
of £4 million. A £33 million fund for joint
spending between health authorities and other
participants will come on line in 1999. HAZs are
expected to last from five to seven years.

A DoH press release on the subject seems
to want to be all things to all people. On the one
hand HAZs “will be a trail blazer for a new
approach to more integrated care for patients”.
On the other hand “better housing, healthy
schools and healthy workplaces could all be a
focus for joint initiatives”. Both these goals are
doubtless welcome — but they are not the same
thing. High expectations have been raised.
Christine Hancock, general secretary of the
Royal College of Nursing, for example, has said
that “they could bring an end to barriers
between community, social and hospital
services and between different professional
groups, giving local people the health services
they want and need”. With a different
emphasis, Rita Stringfeilow, chair of the Local
Government Association’s social affairs and
health committee, has said “local government
must make a further corporate response to this
initiative across all its functions - including
housing, anti-poverty and community safety”.

Presumably the successful bids for HAZ
status will adopt a range of approaches. They
are all likely to encompass areas of deprivation
and poor health.

Not too seamless
Following the announcement of the HAZ
scheme some NHS managers have apparently
been discussing whether they could push to run
social services departments, rather than
collaborating with them. This idea has been
rejected by the health minister, Alan Milburn,
who told the Health Service Journal that he was
seeking “greater co-operation at the interface,
without the take-over mentality”.
HS} 23 October, DoH press release 30 October,
Daily Telegraph' 31 October

Inquiry into Health Inequalities

Soon after coming in power, the government commissioned
Donald Acheson, the former chief medical officer, to undertake
a review of health inequalities in England and to identify priority
areas for policy development. ACHCEW and many other
organisations have now submitted evidence.

Rather than rehearsing the wealth of information on the links
between poverty, unemployment, social class, race/ethnicity
and ill health, ACHCEW’s submission draws on the experience
of CHCs to outline ways in which the problems of health
inequality could be tackled. These fall under five headings:
properly resourced public health initiatives

increased overall funding for the NHS

allocation of NHS resources that acknowledges health
needs

ending the two-tier NHS to ensure an equitable service

a genuine dialogue and involvement of socio-
economically deprived communities
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The government seems to be attempting to tackle some of these
issues, but policies need to be fleshed out. Government
ministers have said, for example, that two-tierism is to end — but
we still don’t know how they plan to achieve this.

Submissions from other organisations

» A group of anti-smoking and health organisations puts forward
measures to eliminate the public health problem of tobacco use.
They must already be disappointed — one measure advocated
was to ban all tobacco advertising, sponsorship and promotion.

» Both the Public Health Alliance and the Society of Health
Promotion Specialists focus on action needed across a range of
government departments to reduce social inequalities

» The NHS Confederation identifies the provision and allocation
of NHS resources and the leadership role of the NHS in health
promotion. It, too, stresses the need for concerted action across
all areas of government policy.

Resource allocation

In yet another initiative, the government has set up a committee
to develop and apply methods of NHS resource allocation which
are based on need - something many CHCs have been calling
for for some years. The results are expected to affect allocations
1999/2000. This, it seems, is to be a painless operation. In the
words of the health minister, Alan Milburn: “the committee will
not be about taking NHS cash from one part of the country to
give it to another. Rather it will help decide how health
inequalities can best be tackled through resource ailocation”.
In the meantime a weighted capitation formula, based on
need, has been used to allocate the 1.9% NHS funding increase
which has already been announced. The formula has been applied
to both community health and hospital services. increases for
individual health authorities range from 1.35% in some areas,
such as Brent & Harrow, to 2.59% in Wigan & Bolton.
DoH press refeases 11 September and 29 October

——
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lntegrated Healthcare. |
A way forward for the next five years?

Foundation for Integrated Medicine, phone: 0171 242 3355, £10

In February last year, the Prince of Wales set up a seminar of experts
in orthodox medicine and in complementary and alternative
medicine (CAM). As a result of the seminar, four working groups were
established to consider how far these branches of medicine could and
should work more closely together. Progress in this field would be
popular: one survey found that about 75% of the public support NHS
access to complementary medicine. Each working group attempted
to reach a consensus view among its members, who came from a
wide range of healthcare backgrounds and represented a wide variety
of views.

The four working groups
» research and development
» education and training

» regulation

» delivery mechanisms.

Although this report from the initiative sets out some specific
objectives and targets, the emphasis is on gradual change and careful
discussion. But, if patients are to be protected, change must not be
too slow. It is estimated that 4-5 million people in the UK visit a
complementary practitioner each year.. Yet information about the
outcomes of CAM is incomplete and there is a lack of readily available
information for potential users and for orthodox practitioners. As a
result many people follow personal recommendations and make use
of CAM therapies without much guidance on effectiveness, safety or
qualifications. The report calls for improvements in both audit and
information provision. At the same time, it calls on conventional
practitioners to value the qualitative evidence from patients more
highly. One recommendation which would surely help towards this is
that the training of all health workers, both orthodox and CAM,
should include a core curriculum which would include fundamentals
of orthodox medical diagnosis and patient referral, information on
CAM therapies, professional ethics, principles of quality management
and audit, and the impact of a range of factors on health.

Profess:onal orgamsatlon of
complementary and alternative
medicine in the UK, 1997

Centre for Complementary Health
Studies, University of Exeter

This study was commissioned by the
Department of Health and two of its three
authors co-chaired the “regulation”
working party for the Integrated Healthcare
report. The information compiled on
complementary and alternative medicine
organisations is very well organised and
laid out (although the typeface is rather
difficult to read). Based on a questionnaire
to professional associations, the report
presents information on 14 major
disciplines from Acupuncture to Shiatsu
and briefer information on eight minor
disciplines. It also covers multi-discipfinary
organisations. For each major discipline,
professional associations are listed.
Information is presented on issues such as
accreditation, complaints and disciplinary
procedures, educational requirements and
the likelihood of members giving
treatments without a doctor having seen
the patient for those symptoms. The report
concludes that CAM professional
organisations have made progress towards
taking public responsibility for their
activities. However, further improvements
are needed in educational standards, co-
ordination, consumer responsibilities and
clarifying the limitations of different
therapies. An issue that may be of
particular relevance to CHCs is that “there
was little evidence that complaints
procedures were freely available to the
patient.”

Consumer concerns

The Prince of Wales gave the
Integrated Healthcare report a
high profile launch by hosting a
lecture on the role of
complementary medicine on
the day of its publication. At
the lecture Toby Harris, the
director of ACHCEW, outlined
consumer concerns about

treatment.

» does it work?
» are there side effects?
» how do | access it?

“The public’s concerns about CAM are the same as
they would be about any form of conventional

There is a desire for information:

And this leads on to
the issue of quality.
Are the practitioners
qualified, are they
adequately trained,
are they registered
and is there some
redress if something
goes wrong?”

CAM. » which practitioners know what they are doing?

—
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HIEAUTH SERVICES ACCREDITATION PROGRAMME

From Alastair Fairley

Associate Director, Health Services Accreditation Programme

Over the last decade there have been increasing calls
for an efficient way to improve standards of clinical
services in hospitals and to report on what standards
hospitals actually achieve. With the NHS-developed
Health Services Accreditation programme, those goals
are now within reach. Success or failure, however, may
yet depend on practical action being taken by CHCs in
their role as watchdogs of local health services.

The Health Services Accreditation programme was
established as a pilot scheme in 1995 in South Thames
region. The pilot ran for two years and involved hospital
trusts throughout the south east. The scheme sprang
from work undertaken by the region to establish
comman standards for services that commissionets
could use in drawing up contracts and to provide clear
guidance for clinical teams on standards of care, and
how to achieve them.

What was needed, however, was a mechanism to get
the standards off the bookshelves and into real clinical
practice. Furthermore, was it possible to develop a
parallel mechanism which reported back on the areas
where services may be failing and where they were
performing well? If so, perhaps commissioning
decisions could be based on real data on quality, not
merely bluster, as part of the annual contracting round.

The results of the pilot have been conclusive. They
show not only that the accreditation mechanism works
to monitor services, but that, by bringing together teams
of doctors, nurses and managers to work out how the
standards are to be achieved, the process is also highly
effective at improving standards of care in real, practical
ways.

A key feature of the accreditation service’s approach is
its focus on patients. Standards are developed from the
basis of what should happen to patients when they
need an NHS service ~ what constitutes a good A&E
service, for example, in all its professional, clinical and
organisational detail?

The accreditation process itself is quite simple, and
works in stages.

» First, multi-disciplinary working groups are
brought together to establish what standards
should apply in a given care area. Members are
drawn from a wide range of clinical and
managerial backgrounds. Patient representatives
are always included and often chair the groups.

The groups’ deliberations are distilled into
standards reports which are then circulated
widely throughout the NHS and beyond before
being published, in the final form, once full
agreement has been reached.

Any clinician, CHC member or NHS manager can
buy copies of these reports, which cover a broad
range of services, from A&E, surgery and intensive
care to community-based services, including
mental health or learning disability services.

» If a trust wants to make sure that it is meeting the

standards, the accreditation process is all-
important. Trusts seeking accreditation receive
detailed guidance on what evidence is needed to
show that each standard is met. This helps the
trust take any necessary action if services do not
yet measure up. The manager of the project will
be trained, software will be provided to help in
the smooth running of the process and a helpline
is always available to resolve day-to-day issues.

» The last stage of the process involves an
accreditation visit, often by two specialists, one of
whom will be a clinician specialising in the area
under scrutiny. Their job is to validate the
evidence and accredit the standards which have
been achieved. Their findings are reported back
to the trust in a statement which is also made
available to the commissioning health authority.

It is here that the interests of CHCs lie, for all
information generated by the process is in the public
domain. Any CHC can discover precisely what
standards a trust is achieving, so long as the trust is

participating in the programme. For the first time real .

information on the quality of clinical services is
available — information which provides a sound
foundation for future decisions.

Currently, the programme is voluntary. However, since
its launch as a national programme in January 1997, the
number of participating NHS trusts has more than
doubled, with many more considering joining over the
coming months. As more services put themselves under
the microscope, CHCs may be justified in starting to ask
others why they are unwilling to do so.

For further information about how your trust could use
the Health Services Accreditation programme, please
contact the unit on 01424 772277.

PAGE 4
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Intimate examinations :
Royal College of Obstetricians and Gynaecologists
Phone: 0171 772 6275

This guidance on conducting intimate examinations on
women is both clear and detailed. It covers many types
of intimate examination during pregnancy and at other
times, and gives special consideration to particular
groups of women, such as those who are anaesthetised
and those with learning disabilities. Throughout, the
guidance stresses the importance of gaining the
patient’s permission for examinations and offering a
chaperone. There are plenty of suggestions about
communications, outlining what should (and what
should not) be said and asked, and when. The need for
a doctor to be alert to both verbal and non-verbal signs
of distress is highlighted. There is also plenty of practical
detail about everything from making sure that there are
no interruptions from telephones to a suggestion that
women undergoing anaesthesia should be given the
option of removing their own underwear beforehand.
Altogether, if obstetricians and gynaecologists follow
this guidance, there should be fewer complaints to the
General Medical Council about the conduct of such
examinations.

Food service standards at ward level:
Good practice guide
Hospital Caterers Association

ACHCEW has welcomed this publication which should
help to overcome some of the problems identified in
ACHCEW'’s Hungry in Hospital? report. It is mainly
concerned with the catering end of hospital food, with
sections on communication, meal presentation and
service, waste control, food hygiene, staff training, and
ward kitchen design and equipment. A companion
publication, the Hygiene Cood Practice Guide, provides
an audit tool for food hygiene at all stages, including the
kitchen and the ward.

The publication on standards at ward level is aimed at
hospital catering staff, and blithely lists processes that
are not the responsibility of these staff at all, but of
nurses. These include, for example, feeding patients
who cannot manage to feed themselves and assessing
the food consumed by each patient. In her
endorsement of the publication, the general secretary
of the Royal College of Nursing, Christine Hancock
acknowledges that the recommendations will present a
challenge to ward nurses and their managers, but also
that their implementation is essential.

Correction

On page 5 of the last issue of CHC News, we put in the
wrong phone number for the Royal College of Physicians
of London. It should have been: 0171 935 1174.
Apologies.

A charter for ethical research in

maternity care

The Association for Improvements in the Maternity
Services and the National Childbirth Trust were
concerned about reports of women being asked to
consent to research when they were in strong labour
and felt in no position to refuse. They also felt that the
subjects being researched did not always fit, and were
sometimes opposed to, the needs of mothers and
babies as the parents saw them. Their worries have
prompted the two organisations to draw up a charter
for such research. Copies have been sent to CHCs.

Responding to “difficult” patients
Next month we intend to include a page on the
responses of doctors to patients whom they perceive
as “difficult”. if readers have any examples of good or
bad practice in this area, could they send brief details
to ACHCEW by 8 December? Thanks.

The Public Health Alliance
celebrates its 10th
anniversary in January at a
conference.

from
Jocall
The conference will be

@ addressed by the secretary

of state for health, Frank Dobson, Pauline Green MEP
and leaders of local government, the NHS, the voluntary
sector and the community. Workshops will cover
income, food, housing, transport, environment and
other public health topics.

Thursday 15 - Friday 16 January
Sheffield Hallam University

For more info, contact:
Maggte Winters

Public Health Alliance
Phone: 0121 643 7628
Fax: 0121 643 4541

Or the PHA website www.healthmatters.org.uk/pha/
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The coming of age:
Improving care services for older people
" Audit Commission, phone: 0800 502 030, £20

This is a major report on how the NHS, social services
and the independent sector could work together to
provide better care for older people. The main theme of
this report is that much could be achieved with
improved co-ordination and planning.

The NHS and social services seem to be locked into a
vicious circle in which too much emphasis is placed on
the use of acute beds and care in residential and nursing
homes. This makes it difficult to free up the resources of
alternative services which might help to relieve the
pressure. For example, it has been estimated in two
hospitals in a major city that almost 40% of acute
admissions for people aged over 75 were avoidable: in
over half of these cases, patients needed lower levels of
care such as community hospitals. The same study found
that lengths of stay tended to be inappropriate in this age
group, most often because the patients needed to
convalesce rather than receive acute hospital treatment.

In another study, a comparison of two areas found
that where the health authority had more continuing
care beds, the pressure on social services was less. This
had led to a lower level of admission to residential and
nursing homes and a lower readmission rate to hospital,
more investment in care in people’s own homes and
more multi-disciplinary care packages. This suggests that
the vicious cycle of high expenditure on inappropriate
services can be broken.

The tip of the iceberg
Help the Aged

The iceberg in the title is the complaints made about the
care of older people in hospital. A survey of 20 CHCs
by Help the Aged found that only a minority of these
complaints were coming to the attention of CHCs, and
that in any case many older people do not make a
formal complaint because they do not what to “make a
fuss”. In addition, CHCs found it difficult to retrieve
statistics on complaints about the care of older people,
especially where the complaint had been made by a
younger relative, as is most often the case.

Six CHCs provided quantitative data on these
complaints: numbers ranged from no complaints in 18
months to 16 complaints in six months. The most
frequent causes of complaint were lack of nursing care,
lack of respect and lack of information. CHCs also
reported that ward visits suggest that standards in at least
some hospitals fall short of what is acceptable.

Help the Aged has called for improved monitoring
and for an independent investigation to evaluate how
older people are cared for in hospital.

Inquiry set up

In response to Help the Aged and to the Observer
newspaper’s Dignity on the Ward campaign, Frank
Dobson has asked the Health Advisory Service to look
into allegations of abuse and poor care of elderly
people in hospital. He has promised to make the
findings public.

Observer 2 November

Hospitable hospitals

Bristol & District CHC is full of praise for the continuity
of care, the appropriate and friendly care and the high
staff morale it found in community hospitals on its
patch. These hospitals have a special role in offering low
technology inpatient care, often for older people,
although they also often provide outpatient services and
minor injuries units. The CHC has detected growing
support for community hospitals among health
professionals and from the government. For this report
the CHC'’s small hospitals working group spoke to GPs,
hospital staff and other NHS staff. They did not survey
patients, since it was already clear that there is
widespread pubtic support for such hospitals. Although
some GPs (especially those near DGHs) wanted more
clinics, without a community hospital, other GPs
welcomed the hospitals.

The provision of community hospitals is lower in Bristo!
& District than elsewhere in England (1.75% of all
hospital beds compared to 3.5%). The CHC would like

to see more. However, making out a case is difficult
without reliable costings. Despite repeated efforts, the
working group could not get the figures: it seems likely
that decision makers don’t know them either. Another
barrier to giving priority to community hospitals is that
in Bristol & District there are currently four community
services directorates within four hospital trusts. The
CHC believes that establishing a single community
services trust would greatly facilitate liaison with social
services as well as preventing community health
services becoming the Cinderella of health provision.
This is a point CHCs may want to bear in mind as moves
to merge NHS trusts may lead to proposals to
incorporate existing community trusts into larger trusts

encompassing acute and community services.
L

Back to the future: :
A strategic report into community hospitals
Bristol & District CHC

—

—
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AROUND THE CHICS :

Mid Essex chief executives reject

criticism of CHCs

Following the publication by the NHS Confederation of
Towards the 27st Century, which was highly critical of CHCs
(see CHC News, Issue 14, page 3), the chief officer and chair
of Mid Essex CHC held a meeting with the local health
autharity and trust chief executives. All present at the
meeting felt that the Confederation’s comments were ill
thought out and unjustified. They agreed to contact the
Confederation, pointing out that this section of the report
should have reflected the partnership with CHCs.

At the meeting it was agreed that the trust and health
authority will work together in reviewing the CHC’s
performance, using the criteria set out on page 54 of
ACHCEW's CHCs Making a Difference.

Court diversion schemes

Southampton and SW Hants CHC has been co-ordinating a
project in a rather unusual area of work for CHCs. In an
interesting report, the CHC presents information about court
diversion schemes in the Wessex region. These schemes
aim, where appropriate, to redirect people with a mental
health problem or a learning disability who have come into
contact with the criminal justice system towards appropriate
health and social care services.

In a series of eight meetings, six CHCs in the region met
staff working in five such schemes. People involved at
various stages of the schemes include police surgeons,
approved social workers, psychiatrists, community
psychiatric nurses and scheme co-ordinators. In general the
CHCs found that the schemes were excellent and provided
a much needed service. They were all different, and had
various advantages and disadvantages. These are set out in
the report. The CHCs believe that the variation is acceptable
providing monitoring is adequate. However, they did
identify a few issues of concern. In two schemes there was a
single post-holder co-ordinating the scheme. If this person is
away from work, the scheme effectively

Local factfile

Calderdale CHC has made several attempts at
producing a local “factfile”, and although there
is a little work still to be done on it, its basic form
and contents are now sorted out. Itis a loose leaf
booklet designed to fit into the ACHCEW
Handbook for CHC Members, and it
complements the information there. The CHC
intends to update some portions about once or
twice a year, and to put in additional pages in
response to suggestions from members. It gives
information on the CHC and local NHS services
and includes various formal documents — along
with a “jargon cracker”.

The CHC feels that it might be useful to other
CHCs as a prototype, to save them from
reinventing the wheel. For a copy (at £2.50, plus
postage and packing), contact Judith Salter,
Chief Officer, Calderdale CHC.

Pharmacy survey

A survey by Cheshire Central CHC shows what
a high response rate can be achieved by using a
healthwatch panel. Responses were received
from 408 panel members (84% of
questionnaires sent out). Three of the 36
questions concerned the uptake and use of
prescribed medicines. Almost 13% of
respondents said that they did not always
complete a course of treatment. Moreover, a
substantial proportion do not always have all the
items on their prescription made up (see graph).
e

Healthwatch Pharmacy Survey
Cheshire Central CHC

—= — |

stops working. Specialist training was

also a problem. The CHC recommends | Reasons for not having prescriptions made up

that it should be provided by the Wessex | Reported by 66 of 397 respondents (16.6%)
project, a service which operates in | Source: Cheshire Central CHC

Winchester prison to identify prisoners
with a mental health problem and
arrange access to community mental
health services upon release.

An Inter-CHC Report into Court
Diversion Schemes in Wessex

Southampton and South West
Hampshire CHC

=

didn't want this medication

didn't want any medication

(13)

worries about side effects |.
{15)

(6)

cost (32)
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Personal Medical Services Pilots

ACHCEW has written to the health secretary, Frank
Dobson, about the consultation procedures for
Personal Medical Services pilots. The pilots, which need
health authority approval, will use various methods for
delivering primary healthcare services.

Health authorities are required to consult CHCs about
the proposals it is considering (and CHCs are required
to respond — an explicit requirement that is of some
concern to ACHCEW). However, this year, the time-
table has been very tight. Health authorities had to
submit a preliminary view on each proposal to the
health secretary by 14 November and full proposals by
28 November. Some CHCs have reported consultations
taking place in November, which clearly does not leave
enough time for CHCs to give full consideration to the
proposals or for the health authority to take responses
fully into account. By contrast, some CHCs have been
involved in the initial development of proposals, giving
them the opportunity to set up mechanisms for finding
out the views of local people. ACHCEW has asked that
in future rounds of PMS schemes all health authorities
should allow adequate time for consultation.

Some aspects of the consultation procedures are
welcomed by ACHCEW, for example that final
proposals for pilots must include written responses and
a summary of all responses to consultations. However,
in general ACHCEW is concerned that PMS schemes
could weaken the accountability of NHS services and
the rights of CHCs. In view of this, it has made
additional suggestions, including the following:

» Applications should set out the steps taken to
involve the CHC and patients, mechanisms for
patient participation and consultation with CHCs,
and contractual and monitoring arrangements.

» There should be a referral or appeal system
against inadequate consultations.

» The contract between the health authority and
the PMS practice should be a public document,
and copied to CHCs.

CHCs should be invited to take part in evaluating
PMS schemes.

Practice leaflets should specify what normal GP
services are not provided.

Practice leaflets should set out arrangements for
patient participation and consultation with CHCs.

Patients should be protected by complaints and
disciplinary procedures at least as strong as those
which apply otherwise, including access to a
health authority conciliation service under the
local resolution stage of the complaints procedure.

Y Y VY Y
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Comprehensive Spending Review

ACHCEW has sent a substantial submission to the Com-
prehensive Spending Review currently being
undertaken by the NHS Executive. From the patient’s
perspective, any changes in the NHS need to be
assessed according to six criteria:

will the availability of NHS services be extended?
will the quality of services be improved?
will we see overall gains in NHS efficiency?

will the NHS allow patients more choice in the
services they use?

will the equity of NHS services be strengthened?
will the NHS demonstrate more accountability?

YY YYYY

ACHCEW refers to evidence that existing NHS charges
deter some potential patients, and argues that, far from
new charges being introduced, some existing charges
should be reduced or abolished. The document goes on
to discuss forms of rationing and highlights some of the
dangers of extending rationing and applying it in
inappropriate ways. The government is committed to
merging NHS trusts, partly in order to save money. This
may lead to hospital closures. Although ACHCEW
accepts that some run-down and expensive hospitals
may need to close, planners must take into account the
accessibility of services and equity of provision. Above
all, ACHCEW argues, the NHS needs more money if it
is to provide a comprehensive and high quality service.

A copy of the submission has been sent to CHC offices.

Performance measurement and CHCs

Over recent years ACHCEW, regional associations and
individual CHCs have been working to develop
performance review systems for CHCs. Recently, in
CHCs Making a Difference, ACHCEW laid out the
principles which should underlie any such system. For
example, the right of local CHC members to determine
the policies, priorities and direction of their CHC should
not be compromised. ACHCEW feels that it might be
helpful to base a performance measurement tool on the
Organisational Audit framework developed by the
King’s Fund, which is widely used by health authorities
and trusts. It has recently written to the NHS Executive
asking for funding for a project to develop such a tool in
conjunction with a few CHCs. However, the NHS
Executive has responded, that although such work might

be useful, there is a risk of duplication, in particular of -

work carried out in this field by CHCs in the South and
West Region. In view of this, it is not willing to provide
resources for ACHCEW'’s proposed project with the
King’s Fund. This isssue will be discussed again at
ACHCEW's next Standing Committee meeting.

PAGE 8

CHC NEWS, ISSUE 16, DECEMBER 1997




