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A newsletter for community health council members and staff

MPs share CHC concerns about complaints

In its latest report, the House of Commons Select
Committee on Public Administration has responded to
concerns raised in evidence presented by ACHCEW last
November. The report, entitled the Annual Report of the
Health Service Ombudsman for 1997/98, makes wide-
ranging comments and recommendations about the
Ombudsman’s report and NHS complaints procedures.
ACHCEW is particularly pleased to see the Committee
agreeing with its concerns about the independence and
role of conveners, the speed of Independent Review
Panels and patient removal from GP lists.

The report notes ACHCEW's concerns about the indep-
endence of conveners, recommending that the Depart-
ment of Health shouid consider ways of signalling more
clearly the independence of the complaints procedure.
It suggests that CHCs could help in this by choosing a
person to sit on the panel. Clearly, this possible role for
CHCs would need careful consideration in view of the
need for CHCs to maintain their independence from the
complaints process.

On the subject of the independence of Review Panels,
the Committee recommends that there should be a
system to monitor their work and that the Ombudsman
should have a right to call for the establishment of a
second Panel to rehear a complaint. The report also
comments on ACHCEW's report of one complainant
being told that they were number 32 on a waiting Jist for
an Independent Review Panel due to problems in
getting lay chairs. The Committee recommends that the
Department of Health review the procedure for
recruiting panel members.

On family health services, the Committee recommends

that groups of practices should be encouraged to operate

joint complaints-handling procedures and that practices
should provide advice to patients on how to obtain the
assistance and support of CHGs.

There are a number of recommendations on the
subject of patient removals from GP lists:

» Health authorities should be informed of the
reason for a removal (unless the patient is simply
moving out of the area).

» GPs should not be able to remove other members
of a patient’s family unfess the doctor-patient
relationship has broken down for the particular
members.

» The health authority should agree to any removal.

Patients should be told the reason for removal.

Patients removed from a GP list should have a

right of appeal to the health authority or an

independent panel.

vy

ACHCEW's Director Donna Covey commented “We are
pleased to see the Select Committee acknowledge the
important role that CHCs play in the complaints
procedure. Many of the Committee’s recommendations
reflect the concerns of CHCs and we look forward to
working with the Covernment and Department of Health
on any subsequent improvements to the procedure.”

ACHCEW's written evidence to the Committee will be
circulated to CHCs. The report (including oral and
written evidence) is available on the Internet. See “On
the Web” overleaf.
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The Health Bill has reached its Committee .
Stage in the House of Commons. ACHCEw | Government commitments

is continuing to lobby for changes in addition Quotes from John Denham, Minister of State for Health,
to those already promised as the Bill went | made during the Committee Stage of the Health Bill:

through the House of Lords (see CHC News, » CHCs have for many years fulfilled an important role

/:E;lmlb:rsg?}iésiS?ngi\éein;ltfjiée:ialfierq é in representing the public interest in the NHS, and we

4 CHC observer status on PCC boards have no immediate plans to change that. Nothing in
4 consultation by Primary Care Trusts the Bill reduces or undermines the current role of
(PCTs) and NHS trusts (rather than by the activities of CHCs.
health authority) over substantial changes » ... the requirements ... placed on health authorities by
to services or disposal and acquisition of the Community Health Councils Regulations 1996 to
sites consult where there is ... a proposal to make a

4 CHC inspection rights in relation to PCTs substantial variation in services in the area will also

ly to changes proposed by a PCT after it has been
ACHCEW has provided MPs with further zsptgglished. ges prop Y

iefi dments . . , .
l;?illhl‘-i(g:;fﬁ;j;%%:ieieae?etgbrlzgn Wzoﬁﬁ » Itis certainly our intention to ensure that CHCs are

continue to raise the following issues: consulted in the process of moving from PCGs to PCTs.
functions of PCTs and NHS trusts; CHC | » ... when a PCT proposed to move from level 3 to

inspection and consultation rights; member- level 4, there would need to be local consultation

ship of the Commission for Health prior to such a change ... that consultation would not

Improvement and the Commission’s only be with the local CHC; the regulations would

relationship with CHCs; for the Duty of ensure that all appropriate local players were

Partnership to include CHCs; consultation consulted ...

with CHCs about HimPs. » The Bill gives CHCs the right to enter and inspect PCT-
Since many of the changes ACHCEW controlled property [and] amends schedule 7 to the

has pressed for may be the subject of National Health Service Act 1977 to include PCTs

secondary legislation, ACHCEW  will
continue to liaise with the civil servants
responsible for drafting any required
statutory instruments.

among those bodies that may be required to consult
CHCs, to furnish information to a CHC and to be
subject to inspection by a CHC.

Thanks to ACHCEW's lobbying work, CHCs are increasingly being mentioned in Parliament. Web-literate readers
can gain access to these comments by using the Hansard search facility. To reach it, follow these links:

www.open.gov.uk =» organisational index =» H = Hansard House of Commons =¥ Search

This brings up a search form for all Parliamentary proceedings (not just the House of Commons).

Itis difficult to search for items on CHCs since one cannot search for whole phrases. Instead of getting items on
“community health councils”, one retrieves a mass of documents containing “community” and “health” and
“council” as separate words. Thus one is liable to get documents referring to the Council of Europe talking about
the health of the economy in the European Community, and so on. It is worth doing initial searches on “CHC” and
“CHCs” before doing a more comprehensive one on “community health council” (selecting “match all query items”).

Direct links to items of current interest

Standing Committee debate on the Health Bill
http://www.parliament.the-stationery-office.co.uk/pa/cm199899/cmstand/a/cmhb.htm

Select Committee on Public Administration Annual Report of the Health Service Ombudsman for 1997/98.
http:/Amww parliament.the-stationery-office.co.uk/pa/cm199899/cmselect/cmpubadm/54/5402.htm
Gives links to the report and the minutes of evidence. ACHCEW's evidence is under the link for 10 November 1998.
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Resolutions do make a difference

It is pleasing, in the run-up to this year's ACHCEW ACM,
to be able to report on the success of one of the resolutions
passed last year. At the 1998 Conference in Birmingham
delegates carried a motion proposed by Greenwich CHC
which called for CHC representation on the Special
Advisory Group on Consumer Involvement in the NHS
Research and Development Programme. The Group
promotes consumer involvement in each stage of the R&D
process, advising on priorities for new research, agreeing
methodologies, commissioning and managing research,
reporting on results and helping to disseminate results to
help consumers reach informed decisions about their
treatment. In April, the chair of Greenwich CHC, Maggie
Rastall, was invited to become a member the Group, now
renamed the Standing Group on Consumers in the NHS
Research — an invitation which she has accepted.

AGM NEWS

... talking of the AGM, it’s time for my annual plea for
help with AGM News. The aim is to produce an issue
on each day of ACHCEW's Conference so that delegates
can go home with coverage of most of the proceedings.
The crunch periods are likely to be on the Wednesday
and Thursday mornings when finalising one issue clashes
with writing reports of the plenary sessions for the next
issue. Would anyone be willing to write up one of these
sessions? Any help with taking photos, proofreading or
keeping an ear open for printable gossip would also be
much appreciated. If you can help, please phone me on
01407 730 442 or email nbj@compuserve.com.
Nicola Bennett-jones

Backsliding

At a time when most of the NHS is moving towards greater
community involvement in decision making, Lambeth,
Southwark & Lewisham Health Authority seems to be
moving in the opposite direction. Despite a good history of
user involvement, it is now steadfastly refusing to include
the CHC and other community groups in its new Mental
Health “Partnership” Board. Indeed, it is now seems to
regret that it has used the word “partnership” at all.

Southwark CHC believes that this refusal prevents the
CHC from carrying out its statutory duties on behalf of the
community in an appropriate way. The policy also flies in
the face of clear government policy that the NHS should
develop a strong public voice in decision making. The CHC
has written a formal complaint to the Health Secretary,
Frank Dobson, asking him to instruct the health authority
to include the CHC in its Partnership Boards.

The development of community involvement
in PCGs within Rotherham and
Protocol for community involvement

Rotherham CHC

Since 1994 a Locality Liaison Project has been based

at Rotherham CHC, funded by the health authority. -

The CHC has identified a range of support that the
Project could potentially offer to PCGs in developing
community involvement. It is hoping to gain the
agreement of PCCs and the health authority to
refocus the work of the Project accordingly.

The introduction of PCGs adds another agency
which is expected to involve local people in service
planning and delivery. The efforts of other statutory
agencies to do so have met with varying success and
have raised a number of concerns, such as:

» “consultation fatigue”, especially when the
same people are repeatedly targeted for
consultation

» a lack of shared understanding about the
meaning of words such as “Involverment”,
“consultation” and “participation”

» alack of clarity about the purpose of
consultation and about how much change is
possible.

Agencies need to address problems such as these
before embarking on any community involvement
initiative. To facilitate this process, the Executive
Board of South Yorkshire Coalfield Health Action
Zone has endorsed a Protocol for Community
Involvement which was drawn up by three local CHC
chief officers and others. The protocol asks a series
of questions which should ensure that community
involvement initiatives are planned in a systematic
way. It also provides useful reminders of issues that
might otherwise be overlooked, such as involving
“hard to reach” groups and providing support for
special needs. If other CHCs would be interested in
seeing the protocol, please contact Pat Heath, Chief
Officer, Rotherham CHC.

A
Developing patient participation groups in
primary care: a brief guide

Salford CHC ’

Salford CHC has produced a brief guide to patient
participation groups in primary care. Aimed at PCGs
and NHS trusts, the document outlines the role of
such groups, highlights issues which must be
considered and suggests an action plan for
establishing and maintaining a group.

C
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Pharmonopoly

A personal view from lames Turner, Member, West Berkshire CHC

We think we live in a free society. We expect people to
provide services and goods as they choose and to
succeed or fail depending on whether they provide
what people want at a price they are prepared to pay.
But this does not apply to a pharmacy providing NHS-
prescribed medicine. In this case there is a restriction
based on the number and wishes of the existing
pharmacists in the district. Those pharmacists can agree
to a new pharmacist in the district or prevent one setting
up.

Supermarkets provide a service from 8 a.m. until 9
p.m. six days a week and for six hours on Sundays. In
Henley, the earliest pharmacist opens at 8:45 a.m. and
the latest closes at 6:30 p.m. On Sunday one opens for
an hour. The supermarkets provide a service at the time
— often the only time — that working people can use
them. In Henley, the three conventional “chemists” are
all in places where vehicles cannot park, whereas the
Tesco supermarket offers free parking.

It was horrifying at a meeting of the CHC to have a
person from the health authority boasting that they had
successfully opposed applications by supermarkets to
provide pharmacy services — in effect denying better
services to the consumer.

The apologists for the system say that small pharma-
cists will be driven out of business if the supermarkets
are allowed to compete. So what? The world is changing
and so is the retail market. If a better service to people
can be provided, why are some determined to prevent
it? They are powerful and united ~ not interested in
public good, but only with their survival. It is interesting
that “independent pharmacists” include Moss Chemists
and Boots the Chemists, whose outlets keep the same
limited hours as the real independent pharmacists.

The artificial prevention of competition is the
weapon of the producer against the consumer and has
been for generations if not centuries. Ultimately , it must
be self-defeating.

Care Programme Approach: user survey
Hillingdon CHC

A review of mental health services in Lambeth
Lambeth CHC

Prompted partly by the fact that a local NHS trust had
received funding to train staff in user involvement,
Hillingdon CHC decided to carry out this user survey so
that the findings could be incorporated into staff
training. Although the sample was small, the findings
were encouraging, with many of the respondents
reporting that their views were considered in drawing
up a new Care Plan and that they feel their Care
Co-ordinator is working in their best interests. However,
there was room for improvement ~ and often over issues
that are easily dealt with, such as asking clients if they
want someone to attend a meeting with them and
providing a copy of the plan immediately after it has
been drawn up and signed by the client. An issue that
is more difficult to deal with is giving adequate time at
CPA meetings to discussing topics which have an impact
on mental health, such as housing and financial
problems. The CHC comments that professionals must
raise such issues, since the client may not do so without
prompting. If necessary, areas of need could be
identified in a preliminary discussion with the client,
before the full CPA meeting.

This audit of five acute mental health wards in Lambeth
revealed extremely high occupancy rates (all averaging
over 100%). It also found that there were some patients
remaining on wards for very long periods of time (in one
case 459 days). These long waits are of concern for two
main reasons. Firstly, the patients concerned are likely
to be receiving inappropriate care since acute wards are
not designed to offer rehabilitative services. Secondly,
the long stays impact on other users because beds are
blocked. It may mean that patients who could benefit
from short admission to hospital are being denied the
care they need.

The pressure on inpatient care is not due to under-
funding of acute care in comparison to community care:
indeed, the report says that resources are concentrated
on the most acutely ill. Nor is it due to the purchasers
underfunding mental health services in favour of other
services. In fact, Lambeth, Southwark and Lewisham
Health Authority spends a greater proportion of its
budget on mental health services than any other health
authority. The problem is rather that the inner London
population has a disproportionate level of mental health
problems, because of its high proportions of rough
sleepers, refugees and other at risk groups.

—
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MENTAL [HEBALTH ACT REVIEW

Last year the Department of Health commissioned an expert group to undertake a review of the Mental
Health Act 1983. Following an initial consultation, the group has issued draft proposals for a further
informal consultation (Jess than a month was allowed for this stage, and the deadline has now passed).
A final report to government ministers will lead to a formal consultation document later this year.

In its response the original consultation, ACHCEW had
stressed the need for people with mental illness to have
care and treatment of the highest standards. Nationally-
set standards should include the entitlement to regular
reviews, appropriate aftercare and full information
about the risks and benefits of any treatment. The expert
group’s proposals go a long way towards meeting these
calls.

One of the principles underlying the group’s
proposals is that of “reciprocity”. This leads to the
proposal that, if a patient is compelled to undergo
treatment or detention, a parallel duty should be
imposed on health and social care authorities to provide
an appropriate standard of treatment and care. This
would include rights to:

» independent legal and medical advice
» information about the patient’s treatment and care
» an “authorised representative”

» access to medical records (subject to provisions of
the Access to Health Records Act 1990)

» an adequate level of service including ongoing
care after the end of compulsory treatment/care.

Providing these rights to “compulsory” patients carries
the risk of shifting the focus from informal to compulsory
care. In view of this, the group proposes that there
should be additional (as yet undefined) safeguards to
ensure high levels of service to informal as well as
“compulsory” patients. It explicitly proposes that there
should be a right to assessment for existing service users
and for people who are not yet service users.
ACHCEW had called for the Code of Practice to
have statutory force. The group rejected this view, but
wants the Code to be given an “enhanced role”. More
specific consultation requirements on the Secretary of
State may be needed in order to ensure that the Code
attracts the widest possible respect and acceptance.

The group makes many proposals for changing the
current system in relation to the criteria for compulsion,
approval of treatment plans, emergency powers, appeal
rights, controversial treatments and the organisational
framework. There is discussion of the different criteria
which would apply to people judged capable of giving
consent to treatment and those without capacity. Under
the proposals, the powers of the “nearest relative” in
relation to applications for admission and discharge
would be removed. Patients would be able to nominate
an “authorised representative” who might be a relative,
friend, carer or other advocate.

A new, independent tribunal
The Mental Health Review Tribunal would be replaced
by a new independent tribunal made up of a lawyer, a
medical practitioner and someone with a knowledge of
social care provision. A preliminary suggestion is that the
legal member should reach a decision on applications
for compulsion. This member would require the two
expert members to assess the patient and clinical reports
and to report openly at the hearing. The patient would
have a right to hear and challenge this evidence. There
would be a right to legal representation and legal aid.
The new tribunal would have wider duties than the
existing MHRT, determining whether compulsion was
appropriate and, if so, where it should take place and
approving the care and treatment plan. The doctor on
the tribunal would be in place of the current system of
second opinion approved doctors.

Compulsion in the community

One of the most contentious issues that the group has
considered is the question of compulsory treatment in
the community. It has concluded that a tribunal should
be able to make an order for compulsory treatment in
the community since this may well be the least invasive
way of providing necessary care. Some fears have been
expressed that because of difficulties of ensuring
compliance with medication in the community,
doctors might prescribe “depot” medication in place of
newer drugs which are taken orally. The group hopes
that tribunals “would refuse to authorise a compulsory
order if there was any suggestion that a sub-optimal drug
had been selected for reasons of convenience”.

Reactions to the proposals

The National Schizophrenia Fellowship (NSF) has
dropped its opposition to compulsory treatment in the
community following an NSF survey in which 58% of
respondents thought that this form of compulsion should
be available for some people. The NSF stresses that a legal
right to adequate care and treatment is the overwhelming
priority. However MIND remains opposed to compulsory
treatment in the community and “deeply regretted” the
group’s decision to endorse it.

Review of Mental Health Act 1993: Draft outline
proposals by scoping study committee.
Secretariat: Julian Oliver/Melissa Merritt, NHS Executive,
Room 322 Wellington House, 133-155 Waterloo Road,
London SE1 8UG, phone: 0171 972 4573
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Who cares about the health victim?
John Elder, Kiaxon Books, ISBN 0 9534604 0 1, £6.95

Having experienced the NHS complaints system himself, john
Elder embarked on research into its procedures and into other
systems which offer alternative approaches. Since he drew
heavily on information provided by 30 CHCs and their
equivalents in Scotland and Northern Ireland (over a third of the
book analyses their questionnaire responses), much of what he
has to say will have a familiar ring to CHCs.

The NHS complaints procedures are criticised for being
conducted in a way which is “absurd, unjust, protracted and,
therefore, needlessly expensive, and seems to ask the question:
Who is it really trying to protect in the end?” The main criticism
is the perceived lack of independence of complaints investi-
gations. The independence of the Health Service Ombudsman
is highly valued. Why, then, can we not have “this impartiality
in place from the outset instead of when a case can be all over
bar the shouting”? Other criticisms concern compensation
mechanisms and professional disciplinary procedures.

The book is more than a moan about shortcomings in the
system, in part because it looks elsewhere for insight into
possible solutions. Ten brief chapters review the systems in other
countries. While accepting that the UK may not have the worst
system, Mr Elder comments that it is “unlikely to have a seat at
the top table”. He draws attention to the systems in Scandinavia
and Austria which combine independent investigation, “one-
stop” procedures and accessible compensation mechanisms.

Ombudsman responds to ACHCEW’s

concerns

In his evidence to the Health Select Committee (see page 1),
the Health Service Ombudsman addressed some reservations
ACHCEW had expressed about his 1997/98 Annual Report. He
wrote “I have agreed to take on board many of the points made
by ACHCEW (and other organisations). in particular ... [ have
agreed to name the NHS trusts or health authorities involved in
any individual cases discussed in the text of the next report.”

ACHCEW had been surprised that the number of full investi-
gations carried out had fallen, despite the Ombudsman’s wider
powers. The Ombudsman explained that he has adopted a
policy of putting some matters right without a full investigation,
for example by a phone call to a health authority or trust. In
clinical cases independent professional advisers in the Office
often look at clinical evidence and provide explanations that
were lacking. “That can be a good outcome for a complainant”.
Such cases should not be considered as “rejections” - the term
that has historically been used in the Ombudsman'’s office for
cases not undergoing a fuil investigation.

ACHCEW had criticised the lack of analysis in the report of
completed investigations by subject matter and service. The
Ombudsman has undertaken to review this matter for his
1998/99 Report.
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Interpretations of complaints

guidance from the Ombudsman

Two recent rulings from the Health Service
Ombudsman indicate how he interprets official
guidance in cases where the guidance is not
entirely clear,

» In the first case a GP (Dr X) who was the
subject of a complaint by a patient (Mr A)
-made a complaint against the health
authority, saying that Mr A’s complaint
should not have proceeded under the NHS
complaints procedure. This was because,
he argued, Mr A was intending to pursue
legal proceedings. Guidance states that “the
complaints procedure should cease if the
complainant explicitly indicates an
intention to take legal action in respect of
the complaint”. In this case, Mr A had
written “! will pursue my complaint against
Dr X in any legal manner | consider fit to
bring about his removal from the list of
medical practitioners”. On the basis of this
and other evidence, the Ombudsman
decided that Mr A had not explicitly said
that he would take legal action. The
wording Mr A had used did not exclude the
possibility that he would be satisfied with
the autcome of the NHS complaints
procedure. The Ombudsman therefore
ruled that the health authority had been
correct in continuing to handle the
complaint under NHS complaints
procedures.

» In the second case a patient (Miss X)
complained that her GP (Dr Z) had written
to Miss X an inappropriate and insensitive
letter following a complaint. The letter had
disputed some of the findings of the
Independent Review Panel. The
Ombudsman accepted that the GP had
written in good faith, following an invitation
to do so by the health authority, but said
that she should not have continued to
argue her case in the letter. Official
guidance envisages that such letters provide
the GP with an opportunity to tell the
complainant what has been done to
implement any changes suggested by the
review panel. The Ombudsman suggests
that, in the light of this case, health
authorities should reconsider the wording
they use when they invite GPs to write to
complainants.

=
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Results from the first National Survey of
NHS Patients have now been published.
Questionnaires were sent to 100,000
people and the response rate was 64.5%.
Respondents were asked about care at GP
practices, including their views of services
offered by GPs, practice nurses and
receptionists and about referrals. The tables
could be useful to CHCs in providing
baseline data against which they can
compare local results.

Percentage seen within
the period indicated

Results on waiting times for appointments
show that a quarter of patients had to wait
four days or more to see a GP (see graph).
Women waited longer than men — only a
slight difference, but one that was consistent
across all age groups. A fifth of patients said
that they waited too long.
s —

Copies of the tables are avialbe from
Duncan innes, NHS Executive, Room
3E45, Quarry House, Quarry Hill,
Leeds; Phone: 0113 254 6107.

| m— —

100
20
80
70
60
50
40
30
20
10

Sl LA |

How long patients usually have to wait to see a GP

Cumulative results
Source: Adapted from the 1998 National Survey of NHS Patients Table B2
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Walk-in surgeries

In the national survey, 15% of respondents said that they had put
off a visit to a GP because of inconvenient surgery times. In a move
to make primary care consultations more convenient for some
patients, the government has announced the setting up of NHS
walk-in centres to operate from 7 a.m. to 10 p.m. on weekdays and
at weekends. Guidance has been issued in HSC 1999/116. PCCs
are being invited to apply by 30 June to take part in pilot schemes.

T iEbICAL NEGUGENGE |

NHS must admit to mistakes

New procedures for handling claims of medical negli-
gence will force NHS bodies to provide medical records
more quickly and to be open about any mistakes which
have been made. Under the new system, NHS bodies,
patients and their lawyers will have to abide by a “pre-
action protocol”. A patient makes a “letter of claim”
which gives details of the grievance. The NHS body must
investigate the complaint, provide an outline response
within 14 days and a full response within three months.
Recent figures for medical negligence claims show that
on average they take five years to settle. Under the new
system, both sides to a dispute will be able to judge at
an early stage whether a claim is likely to succeed and
the settling of disputes should be much quicker.

Health Service Journal 29 April, Guardian 26 April

Legal Aid changes _

The new scheme comes hard on the heels of changes
to the provision of Legal Aid in clinical negligence cases.
Under the new system only firms which are approved
and regulated (“franchised”) by the Legal Aid Board will
be eligible to conduct cases for clients funded by Legal
Aid. To win a franchise, at least one solicitor in the firm

must be accredited to take clinical negligence cases by
either the Law Society or Action for Victims of Medical
Accidents. As a result, individuals seeking to pursue a
claim using Legal Aid should have access to more
specialised legal advice than has been the case for some
in the past. Itis estimated that fewer than 200 franchises
will be awarded (previously over 3500 firms could take
medical negligence cases). Since this will present
problems of geographical access, franchised solicitors
will receive expenses for travel to clients” homes.

The reforms were introduced in order to contain
casts. The savings are expected to flow from the tighter
screening of cases, with more being turned down before
they reach Court. Screening will be in three stages:

» a solicitor conducts initial research into the case
» if the solicitor believes the case can be pursued,
s/he applies for limited Legal Aid to cover the

costs of obtaining medical records and seeking

expert medical advice
» the solicitor and Legal Aid Board further review

the case to assess its legal merits and cost

benefits. If this is successful, Legal Aid is granted.
Health Law Aprif 1999

—
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Age dlscrlmlnatlon in the NHS

The government has frequently asserted that age is not
a factor in determining who gets what services from the
NHS. Research carried out by Gallup for Age Concern
casts doubt on these assertions. One in ten respondents
aged over 50 had noticed a change in attitude to them
since their 50" birthday. One in 20 of those over 60 had
been refused treatment. There were positive exper-
iences, but far more negative ones were reported.

68 | was refused treatment because the money
would be better spent on someone
younger. It was a new treatment for cancer. 99

Respondent to the Age Concern survey

Age Concern is calling for action on a number of fronts:

» for a clause outlawing age discrimination in the
NHS Bill - a call that has cross-party support, but
has not been taken up by the government

» for a national audit of NHS practices which
discriminate against older people

» for health authorities to monitor the prevalence of
certain conditions in different age groups, and to
compare the results with the resources allocated
to each age group

» for primary care trusts to have no age-bars on
membership.

Age Concern is itself collecting evidence of age
discrimination and examples of good practice. For a
free information pack, call 0345 009966,

C

Call for support

The incidence of breast cancer rises after the age of
64, but women above this age are not routinely invited
to attend breast screening. As part of its Breast
Screening Now! campaign, Southwark CHC is
contacting 1000 prominent women asking for their
personal support for a change of policy. It is inviting
them to write to Tessa [owell, the minister for public
health, asking her to introduce routine breast
screening for women aged over 64 years on a call and
recall basis. it would be good to create a snowball
effect by getting CHCs around the country to contact
prominent women in their area. If you are willing to
help, please fax Southwark CHC (0171 277 1805) and
the CHC will fax you back a copy of the letter they are
sending out locally.

Dignity on the Ward: good practice

As part of the Dignity on the Ward campaign, Help the
Aged has commissioned research from Sheffield Univ-
ersity into good practice in acute hospital care. The aim
is to provide practical information for NHS staff and
managers on the working practices which deliver good
care from the older person’s perspective. The findings
will be presented at a major conference in November
and will be widely disseminated to NHS staff.

The researchers wrote to CHCs to ask them to
identify wards which older people have rated highly.
They have had a good response, and some of these
wards will be used as case studies for the research.

1f CHCs are using checklists to assess the quality of
care for older patients, could they please send us
copies so that we can pass them on to Help the Aged.

Managing nutrition in hospital
The Nuffield Trust, 59 New Cavendish Street, London
W1M 7RD, £10.50

A report from the Nuffield Trust confirms something that
ACHCEW has been saying for some time: that there is
insufficient awareness in hospitals of the importance of
nutrition. In a survey of a teaching hospital, 40% of
adults were found to be undernourished on admission
and 75% lost weight during their stay. The result is an
increased risk of post-operative complications, reduced
resistance to infection and delayed recovery. The report
estimates that if proper nutrition support was provided,
shorter stays for some patients would lead to savings of
£266m across the NHS each year.

Action is needed to establish hospital nutrition as an
integral part of clinical care, and not simply as a hotel
service. To this end, the National Institute for Clinical
Excellence should draw up guidelines for commissioning
and managing nutrition and national service frame-
warks, particularly the one proposed for the care of
elderly people, should include nutrition. At a local level,
the report recommends, NHS trusts should:

» weigh patients on admission and discharge and
identify “at risk” patients

» draw up nutritional pians for patients and give
ward nurses responsibility for delivering the plans

» set guidelines for caterers and monitor contracts
Health Service Journal; Nuffield Trust press refease 22 April
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