


Te: The Chairman,
South Western Regional Health Authority,

We are pleased to make this report as requested by the Regional
Health Authority in March, 1979 and in doing so wish to express
our warmest appreciation of the ready help given us by everyone
whether appearing before us or giving written comments.

We were particularly gratified to find that most Community Health
Councils welcomed our review of their work.

Our thanks are due also to the officers of the Regional Health
Authority who have assisted us.

E. J. G. Cantwell, Chairman of the Working Party.
J. 5. Gilmore.

C. Heath.

D. A. J. Perry.

B. J. Young.

27 Tyndalls Park Road,
Clifton,
Bristol.
BS8 1pJ

1st November, 1979.
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1. INTRODUCTION

1.1 Community Health Councils were established by the Secretary of State

1.2

under Statutory Instrument No. 2217 and Health Circular HRC(74) 4.
Regicnal Health Authorities as "establishing authorities" could vary
the number and size of Councils established by them (paragraph 4 (1)
S. I. 2217). The South Western Regional Health Authority established
14 Community Health Councils, each (with the exception of the Isles
of Scilly) corresponding to a Health District.

Between 1977 and 1979 the Regional Health Authority approved the
merging of the Bristol (Teaching) and Weston Health Districts and

the restructuring of Somerset and Gloucestershire to single district
Areas; thus in three parts of the Region (Bristol, Somerset and
Gloucestershire), the Community Health Councils no longer have match-
ing Health Districts.

At that time the Regional Health Authority decided that the oppor- .
tunity should be taken after one year, of reviewing the work of the
CHCs, assessing their problems, effectiveness and correlation with
Health Districts.

In March 1979, the Community Health Council Review Working Party was
established for that purpose with the following Terms of Reference
and membership:

TERMS OF REFERENCE

(1) To examine the geographical district of CHC's in the light of
the NHS management structure and areas of overlap and to make
recommendations.

(1i) To examine the working methods and staffing levels of CHC's and
to make recommendations.



1.6 MEMBERSHIP

1.8

Mr. E. J. G. Cantwell
Mrs. C. Heath

Dr. F. R. Oliver

Mrs, D. A. J. Perry
Mrs. B. J. Young

Dr. F. R. Oliver subsequently resigned and Dr. J. S. Gilmore took his
place.

Mr. E. J. G. Cantwell was elected Chairman.

The Working Party met on five occasions and invited written and oral
comments from:-

Community Health Councils

Area Health Authorities

District Management Teams

The South Western Association of CHC Secretaries

The South Western Association of Community Health Councils.

A list of those who wrote to and spoke with the Working Party is at
Appendix I.

2. STAFFING

At the time of the 1974 reorganisation of the National Health Service,
there was little guidance as to how Community Health Councils should
work and of course no earlier organisation on which to base assumptions
as to the way in which they would work and what workload would fall on
their Secretariat. Initially therefore it was difficult to determine
the number of staff needed to service a CHC and the gradings of those
staff.

It seems to us, however, that the size of the CHC and/or District is but
one factor affecting the type and quantity of work and is possibly less
significant than other factors, e.g., the actual location of the CHC off-
ices. Appendix II shows that each CHC now has one Secretary on the Prin-
cipal Administrative Assistant grade (Scale 9), working either full or
part-time with the help of a secretarial assistant on the Higher Clerical



2.3

Officer grade. Without exception, CHC secretaries told us that they
work under some pressure and we were advised that even those secre-
taries listed and paid as part-time were only nominally so, in prac-
tice working full-time. Most asked for additional help of some kind,
particularly with regard to what they called 'research work'.

We were told by many CHC Secretaries that they felt they had inade-
quate statistical information at their disposal for research purposes,
but we believe that some of the information is already available some-
where in the Region or if not can be readily obtained without Secret-
aries embarking on their own gathering techniques for which they have
inadequate resources.

We found wide variations in the way CHC's operate, the work of a CHC
Secretary comprising some or all of the following duties:-

Preparing for, arranging, attending and following-up CHC
meetings, including those of their Working Parties.

Accompanying CHC Members on their visits to Health Service
Institutions.

Dealing with enquiries, complaints and other approaches from
the Public, by telephone, correspondence or in person.

Summarising documents for CHC Members, including DHSS pub-
lications, Reports, Papers etc,.

Giving talks to voluntary organisations, often during the
evening; some CHC Secretaries have regular 'phone in' Radio
programmes.

Writing Reports.

The proportion of time each Secretary spends on each of these duties
also varies widely.

When considering the career prospects open to CHC staff we found that
the CHC Secretaries expectations fell within three broad categories: -

[:5) Those who want career progression within the NHS.

(ii) Those who want career openings in other areas of administration,

e.g., Local Government, Voluntary Organisations

¢4 Those who are at the end of their career and seek no further
advancement.

It is the first category which concerned us most; although it was “ﬂ$
acknowledged by some NHS administrators that the CHC Secretary gains
a broad knowledge of NHS administration, to date no Secretary has
transferred to mainstream NHS administration with promotion.

g



2.6 We find it difficult to envisage a career structure within the CHC's as

2.8

249

each Secretary covers roughly the same sphere of work as his colleagues,
regardless of the size of the District. The only benefit from a change
would therefore be to make and receive different approaches to similar
problems. It was suggested to us that the secretarial assistants would
be natural successors to the CHC Secretaries, but this does not seem to
us a practical course of action because the secretarial assistant post
is graded Higher Clerical Officer and it would be unusual in the sexvice
for a first promotion to be three grades higher; nor does it seem likely
that on that lower grade, one would possess the necessary qualifications,
skills and experience for the more senior post.

In fact we do not foresee any real difficulty in recruiting to any vacant
CHC Secretary Posts but we are concerned that there should be prospects
for those CHC Secretaries who wish to follow a career in the NHS.

We learned that training is available at the Birmingham Management Centre
and that one CHC Secretary was seconded to a Health District on a day re-
lease basis for 26 weeks., In addition we understand that there are other
courses available, each of which includes some aspects of the CHC Secre-
taries work. These are listed in Appendix III.

Ad hoc seminars have been arranged for them on specific subjects, e.g., on
television presentation; we were told that all these had been extremely

helpful but that there is still a need for more formal training expressly

S
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for CHC Secretaries. Opinions differ however, on whether it sheuld be
undertaken by the DHSS, the RHA itself, or by academic institutions, and
what such training should embrace.

We were told of the prcblems faced by CHC's in making any formal arrange-
ments for cover during holidays and sickness, reliance having to be placed
on whatever ad hoc arrangements could be made at the time.

We understand that the problem has been discussed between CHC Secretaries
and RHA Officers and that CHC Secretaries are now aware of the wvarious
options open to them on these occasions and prefer not to have fixed ar-
rangements which may or may not suit their particular circumstances at the

time.

3. MEMBERSHIP

Most CHC's were constituted with 24 members but the Isles of Scilly has 12 and

Plymouth had 25 to accommcdate one member from Cornwall. In 1976 however
the Secretary of State issued new guidance on membership (HC(76)25) en-
couraging the inclusion of a nomination from local Trades Councils. Some

& e



3.2

3.3

3.4

CHC's took advantage of this to increase their membership, not only to
cater for the 'extra' RHA appointee, but to increase the proportion of
fully active members. CHC's told us that the latter objective has not
been achieved.

Membership of Community Health Councils in the South Western Region now
ranges from 12 in the Isles of Scilly to 30 in some of the larger Councils.
The allocation of places is shown in Appendix IV.

Without exception the CHCs who met us voiced concern about the poor at-
tendance records of members appointed by Local Authorities and of their
participation in the Working Parties. They recognised however that Local
Authority members are busy people having other commitments and naturally
seeing the Local Authority itself as their first priority.

We learned with concern that there were instances of Local Authority
members who had not attended a single meeting of the CHC or its Work-
ing Parties and visiting panels, and many examples of members who at-
tended main meetings infrequently and undertook no other activities,

Only a few Local Authorities have exercised their option to appoint non-
councillors and even where this has occurred attendances have not improved
greatly.

We received the following suggestions for improving the situation:-

(1) The RHA should make clear to Local Authorities the demands
that will be made on CHC Members.

(ii) The RHA should vet nominations from Local Authorities as
they do with their own appointments.

(iii) The ratio of Local Authority and voluntary organisation
members should be reversed.

(iv) If AHA's were no longer required to consult Local Authorities
other than through the CHC it might make more attractive to a
local Councillor the prospect of becoming a CHC member; there
might then need to be an increase in Local Authority Member-
ship on the CHC and a related reduction in RHA appointments.

We learned that by 1980 a large proportion of CHC Members will have
completed two terms of office and will not be eligible for reappoint-
ment; the valuable contribution such members could make to the CHC
would then no longer be available.



4.1

4.2

4. EXTERNAL RELATIONSHIPS

WITH THE PUBLIC

Most consumer organisations find difficulty in contacting the publig
which they serve and the CHC's are no exception. Most make strenuous
efforts to this end however, as for example CHC's which carried out
surveys by door to door canvassing.

Generally the CHC's publicise their work by displaying posters in hosp-
itals, health centres, surgeries and local libraries, and by distribut-

ing leaflets and handouts there.

Some CHCs have regular spots on radio brogrammes whilst most CHC Sec-
retaries, and sometimes Members, give talks to organisations such as
the W. I., Residents Associations etc,.

Some CHC's have become better known through local health service con-
troversies; others have arranged exhibitions usually on such specific
subjects as the physically handicapped or the infirm aged. Some CHC's
have manned exhibition stands, as for example at local Ideal Homes

Exhibitions.

WITH DISTRICTS

In general relationships with District Management Teams are very good;
both CHC and District relate to a community and to some extent share a
common purpose and it is not surprising that a certain rapport should
develop between them.

Too close a relationship has its dangers however and some CHC's have
been concerned lest they be seen as over-committed to the DMTs view-
point. It is clear from the evidence and from reading the CHC's
Annual Reports that a number of Councils have faced up to the dilemma
thus posed.

WITH AREA HEALTH AUTHORITIES

It was inevitable that relationships between Area Health Authorities
and Community Health Councils could be strained on sensitive issues but
we sensed that a better understanding is developing.

There is a notable difference of attitude between multi and single dis-

trict Areas, it being natural that the former should not develop as close
a relationship with CHC's as the latter; it is not clear in any case that
a closer relationship between Areas and CHC's would be welcomed by either.



4.4

4.5

Area Health Authorities meet with Community Health Councils once
a year and where the CHC has met regularly with a DMT, hopes have
been expressed that the Area Management Teams of the new single
district Areas will continue the practice.

WITH FAMILY PRACTITIONER COMMITTEES

Existing regulations do not give CHC's the same rights of access to
FPCs or the services administered by them as they enjoy for other NHS
services and it is clear that CHC's regard this as a serious defect.

Not surprisingly there is a wide variation in the relationships between

FPC's and CHC's, but most CHC's profess to enjoy very good relationships

with individual General Practitioners. It was suggested that an approach

to Local Medical Committees might gain the confidence of General Practitioners.

The practice of excluding the CHC observer from the closed session of FPC
meetings or even of not allowing a CHC observer to FPC meetings at all was
criticised, although the few CHC members who attended cither open or closed
sessions said that they found little to interest them.

In contrast to the way in which many DMT's involve CHC'S in their complaints

brocedures there were no examples of an FPC regularly communicating to CHC
Secretaries the outcome of complaints referred through them.

WITH REGIONAL HEALTH AUTHORITIES

CHC's felt that their relationships with the RHA were good although some
commented that Region often appeared distant. We accept that this may be
the case but feel that a closer liaison would not necessarily be of bene-

fit to either.

WITH MANAGEMENT GENERALLY

The extent to which CHCs should act as a 'Patients Friend' in formal pro-
cedures gave us considerable difficulty and indeed a consensus view did
not emerge; nevertheless the strongly held view of one member led us to
decide to place the point on record.

Although the establishing Circular intends CHCs to act as 'Patients Friend'
it was apparant to us that there was a wide interpretation of the words
'when needed' which appear in the Circular.

It would be a pity if so much time was spent on this that it detracted from
their more important role in relation to service plans. Furthermore,

in the view of one member of the Working Party, it could seriously effect

the CHCs ability to establish the rapport necessary for it to be most effect-
ive in that role; in our member's view this applies particularly to complaints
dealt with formally by the FPCs.

= Tet
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The alternative view was that though such involvement in complaints may
be damaging to relationships with FPCs, the CHCs are intended to represent
the consumers and have a duty to give assistance when needed.

5. FUNCTIONS OF CHC'S

Paragraph 2 of HRC(74)4 states "Community Health Councils will provide a new
means for representing the Local Communities interest in the Health Service to
those responsible for managing them. In the reorganised National Health Service
management of the service and representation of local opinion will be distinct
but complementary functions, entrusted to separate bodies but working in close
relationship. Successful administration of the service will depend on a contin-
uing and constructive exchange of ideas between Area Health Authorities (AHAS)
and the Community Health Councils (CHCs); the AHA will then be aware of local
opinion on needs and deficiencies in the Service, and the community through the
CHC, will know of the actions and intentions of the AHA and of the problems and

constraints with which it is faced."”

Appendix 5 of the Circular gives further guidance and this is shown at Appendix V
of this report.

(From the evidence which we heard it is clear that a number of CHC's see their
role as extending beyond the definition of the establishing circular and in some
cases were, albeit with the best intentions, straying into executive responsib-
ilities which should be borne by the management of the NHS. With the passage

of time the objectives outlined in HRC(74)4 are becoming obscured.

6. GEOGRAPHICAL AREA AND OVERLAP

In our introduction we said that the interface between management of the NHS

and the CHC's occurs at the matching District. However in parts of the Region,
in varying degrees, Areas and Districts were given management responsibility for
services sited geographically outside their boundaries. To simplify the con-

Since 1974 a number of structural reorganisations have resulted in the merging

of Districts, so that the original policy of an interface between a DMT or AMT

and one CHC is now the exception rather than the rule. Therefore we considered
at some length the relative merits of reinstating the original policy, or of

maintaining the status quo.

The arguments of those who advocated the latter course to us may be summarisecd

as follows:-

The CHC relates very closely with a community.

They were far better known and more widely used than other CHC's.

=
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sultation procedures it was agreed that CHCs would assume a matching responsibilitl



There existed natural boundary lines between communities.
There would be no financial saving from merging.
The CHC would be remote if Councils were merged.

It would be more difficult to maintain contact with the public.

6.4 Those advocating the former course argued as follows:-—

The geographical spread of the CHC seems not to have any
bearing on the amount of contact made with the public.

Although the public have been used to relating to existing
Health Service boundaries they will in practice become ac-
customed to changes in those boundaries even though they
may be wider than previously.

There is no real evidence to suggest that a CHC is more
representative of a population than an Area Health Authority.

Those Councils who had become better known than others
sometimes achieved this as the result of an event giving
rise to public feeling e.g. the merging of two districts.

Consultation is simplified.
The true cost to the NHS of CHC's is far more than the

actual CHC budget and officers of the DMT/AMT will need
to spend less time explaining policies to CHC's.




7. RECOMMENDATIONS

7.1 We acknowledge that the Isles of Scilly is geographically unique in
the Region and recommend that the present arrangements there continue;
the application of the following recommendations to them will there-

fore be a matter of judgement.

7.2 STAFFING

See Reference

2.1 The post of CHC Secretary should be established as
full-time.
el There is no case for changing the gradings of Sec-

retaries or Secretarial assistants' posts.

2 52 CHC's wishing to do research should first seek the
help of Universities, Polytechnics and/or Colleges
of further Education, having first established that
the information they require is not available al-
ready from within the service or cannot be obtained
readily through that channel.

23 There is a need for the RHA in consultation with CHC's,
to devise a new standard Job Description to apply to
all CHC Secretaries.

2.6 The Regional Staff Development Committee should be

2.8 asked to examine the training needs of new staff,

e including induction training, and the problems of
interchange of staff between NHS Management and CHCs
and to advise the RHA.

2510 The closer involvement of the Chairman and members

2411 together with the help of neighbouring CHC Secret-

aries has been found to overcome the problems of
covering annual leave and short-term sickness; the
idea is commended to all CHCs. The RHA should con-
tinue to make suitable arrangements where the absence
is prolonged, including the well tried arrangement of
offering a temporary appointment to a retired NHS
Administrator.

- 10 -




7.3 MEMBERSHIP

When canvassing nominations for membership the RHA
should make very clear to Local Authorities the
demands that will be made on members, and Local
Authorities should be encouraged to appoint non-
councillors of suitable calibre whenever difficulty
is experienced in getting council members to so
commit themselves. There is a large reservoir of
interested people in the voluntary organisations.

7.4 EXTERNAL RELATIONSHIPS

4.1

4.3

4.4

4.5

Whilst appreciating the difficulties of CHC's in
reaching the public it is hoped that Councils will
continue their efforts to reach a wider public.

AHAs should be encouraged to continue the practice
of inviting RHA Members to Annual Meetings of CHCs/
AHAs,

FPC's should be encouraged to allow CHC observers to
both open and closed meetings and they should always
respond to complaints channelled through CHCs and Te-
port the outcome to them as in the procedure adopted
by DMTs.

As the establishing Authority the RHA should not be-
come too closely involved with CHC's on day to day
matters. Whilst direct discussions with the RHA are
appropriate on matters of Regional Policy, in all
other matters CHC's should continue to deal with local
managers.

- 11 =~
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7.6

FUNCTIONS

5l CHC's should be reminded of their functions as laid
down in Circular HRC(74)4 and should be discouraged
from going beyond these parameters,particularly into
executive functions.

As stated elsewhere we are of the opinion that the
central function of the CHC is to represent the views
of the public to the managers of the Area/District
and the views and objectives of the managers to the

public.

Since the main instrument for change is the NHS plan-

ning system it is to this that CHCs should direct most

of their attention.

GEOGRAPHICAL AREAS AND OVERLAP

The original concept of CHCs closely matching the
authoritative management/planning unit should be
re—-instated and the number of CHCs reduced so as
to associate one only with each Area or District

Management Team.

o O OV
.
o W

There should be early consultation on how this can
best be achieved, with a structure and staffing that
still ensures the proper representation of natural
communities.

It is recommended that this change take effect from
lst August, 1980 i.e. coincidental with the next bi-
ennial review of membership.

There are other changes which we would like to see but as they would
require amending legislation we can but commend them to the RHA. They

are:

’ The ratio of local authority and voluntary organ-
isation members should be reversed.

e
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3.3 | Where a member of a CHC fails to attend any meetings

3.4 or committees of that CHC for siw months, his member-
ship should automatically lapse and he should be in-
eligible for reappointment.

3.7 | The two-term rule should be removed and the upper age
limit lowered to 65 as for Area Health Authority mem-
 bers, and enforced.

A







APPENDIX I

WE RECEIVED WRITTEN COMMENTS FROM:-

Chief Executive & Clerk,
Wookspring District Council.

A. J. Beddow,
Assistant District Administrator,North Devon Health District.

A. G. Hodder,
Area Administrator, Cornwall & Isles of Scilly AHA.

R. D. A. Jones,
District Administrator, Frenchay Health District

R. B. K. MacGregor,
Associate District Administratcr, Bristol & Weston Health District (Teaching)

Norman A. Darby,
Acting Area Administrator, Somerset Area Health Authority.

V. C. Harral,
District Administrator, Bristol & Weston Health District (Teaching)

J. H. Brissenden,
District Administrator, Plymouth Health District.

J. W. Fitzpatrick,
Area Administrator, Gloucestershire Area Health Authority.

G. Owens,
Area Administrator, Devon Area Health Authority.

Bristol CHC

Weston CHC

Frenchay CHC
Southmead CHC
Cornwall CHC

Isles of Scilly CHC
Plymouth CHC

Exeter CHC

Torbay CHC

N. Devon CHC



* Gloucester CHU
* Cheltenham CHC
* W, Bomerset CHC
* H. Somerset CHC
gouth Western Association of CHC Secretaries.

Diveotor of Administration,
Coteswold DRistrict Council (Via DHSS)

Borough Sscretary,
Tewksbury Borough Council (Via DHSS)

Those marked ¥ also came to talk to us.
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Advanced Administrative Skills
Course

o8

NHS ADMINISTRATIVE COURSES

The Course is still being developed but it is intended
that a pilot course will be held during late Autumn/early

winter. It is likely to be of interest to SAA and PAA
officers.

APPENDIX III continued.,

Lyngford House,
Taunton.



CHC RHA VOLUNTARY LOCAL
(including Trades ORGANISATION AUTHORITY
Council)
Bristol 4 8 12
Frenchay 5 10 15
Southnead 4 8 12
Westom 5 10 15
Cornwall 4 8 12
Isles of Scilly 2 4 6
Exeter 4 8 12
N, Devon 4 8 12
Plymouth 4 9 13
Torbay 4 8 12
Cheltenham 4 8 12
Gloucester 5 10 15
E. Somerset 4 8 12
W. Somerset 4 9 13

NOTE :

APPENDIX IV

BREAKDOWN OF MEMBERSHIP

HRC (74)4 states membership proportion should be

At least one half by relevant local authorities
At least one third by voluntary organisations

No more than one sixth by the Regional Health Authority

(the latter was amended by HC(76)25 to include a
suitable nomination from local Trades Councils)

TOTAL

24
30
24
30
24
12
24
24
26
24
24
30
24

26







(i)

(ii)

(iii)

{iv)

fv)

{vi)

{vii)
{viii)

{ix)

(x)

" (i)

{xii)

APPENDIX V
APPENDIX §

MATTERS TO WHICH CCMMUNITY HEALTH COUNGILS
MIGHT WISH TC DIRECT THEIR ATTENTION

General: the effectiveness of services being provided in the health district, and their
adequacy in relation-to heaith care needs. Tive relevant AHAs will consult Councils about
their plans and intentions, but Councils will not be expected to wait until consulted; they
may advise and make representations to the AHA on their own initiative.

Planning of services: criticism and constructive comment on AHA plans for provision of and
development of services.

Changes in services: comment en AHA plans for important variations in services affecting
the public, eg new services. Closures of hospitals or departments cf hospitals or change of
their use, : '

Coilaboration: the effactiveness of co-operation between the health services and the related
local authority services.

Standards: assessment of extent te which district hzalth facilities for patients conform with
published Departmental policies in their administration and practices; the extent to which
facilities match up to recommencled standards (where these exist) or national or regional
averages, eg numbers of hospital beds in particular specialties per 1000 population, average
number of patients on family doctors’ lists, number of persons per dentist (statistical and
other information will be provided by the AHA on request); the share of available resources
devoted to the care of patients unable to protect their own interests, especially those living
in hospital for long periods or indefinitely. .

Facilities for patients: eg hospital visiting arrangements for patients (including open visiting
for children, facilities for mothers to stay in hospital with young children); waiting times and
accommodation for patients in out-patient dapartments; amenities for hospital patients;
arrangements for rehabilitation of patients.

Waiting periods for in-patient and out-patient treatment; and for domiciliary services.
Quality of catering in health service institutions in the district.

Complaints: the volume and type of complaints received about a service or institution. The
investigation of individual complaints will be a matter for the heaith authority and its staff
or {where appropriate} for the Health Service Commissioner or Service Committee but
Community Health Councils will be able, without prejudging the merits of individual
complaints or seeking out the facts, to give advice, on request, on how and where to lodge a
complaint and to act as a “‘patient’s friend” when needed. A CHC will also wish to bring any
potentizal general causes of local complaint to the notice of the AHA.

The CHC might wish to ask same of their members to take a special interest in a particular
part of the district, or in particular institutions within the district.

Health care groups: similarly, a CHC might decide that sub-committees of the Council
should take a special interest in services provided for particular health care groups, eg health
services for the mentally handicapped.

Reports to the public: Councils are required to publish at least once a year reports on their
activities and they will wish to ensure that these are made widely available to the public.
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