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Liberating the NHS:  A revolution for patients
Greater Choice and Control

Overview

The principle of offering greater choice and control was welcomed.   There were a range of concerns as to how increased choice would work in practice and also how much control people would have.  There was a concern that it would just empower those already empowered.  To counteract this it was felt that greater use needs to be made of a wider range of organisations which support people with long term conditions in particular if greater choice is to be achieved.  In addition there were questions over how vulnerable groups would be supported in being made aware that they have a choice as well as making choices.  The point was also stressed that there are circumstances in which people do not have the capacity to make choices and do not want to have to make a choice – they just want the best treatment available at that time and want those with the knowledge and expertise to make that decision for them.
Greater Choice and Control

How should people have greater choice and control over their care?  How can we make this as personalised as possible?
It needs to be considered in two settings – acute and community.  There needs to be acknowledged that in some circumstances people do not want choice – they just need the best possible treatment, i.e. in an emergency situation.

However, in certain acute settings such as Mental Heath then choice will improve continuity of treatment.  When mental health patients are admitted to an Acute hospital but it should be possible within that setting to see a choice of psychiatrist, rather than the present system when it is whoever is on duty which leads to a lack of continuity of treatment.
Choice of Consultant is seen as being an ideal which may not be practical to achieve.  It was felt that to achieve greater choice of consultant, for instance, they should not be confined to one hospital but be available over more than one hospital area.  The issue that if one Consultant is perceived as being better than others then how can everyone who wishes to see him have access?  Consultants only give limited hours to the NHS – will this mean that if people wish to have access to the ‘best’ consultant they will have to pay privately?  That would not make choice equitable for everyone.

Concerns were also raised about the ability of everyone to be able to find out and assess who is the ‘best’ consultant for their particular treatment.  
Community based services – their need to be a range of providers to meet specific needs and information available for people to be able to make informed choices about different providers.  For instance the Motor Neurone Disease Society provides expert support and services – yet not all MND patients are aware of the support available.

The issue of how people would make a choice of consultant, treatment provider, or GP was raised.  Access to accurate information regarding choices was seen as crucial but also the subjectivity of certain aspects of choice was raised.  It was felt that a ‘trip advisor’ approach would not necessarily provide people with unbiased information.

Other concerns raised over the provision of greater choice included the cost of administering systems which provide information on choice and also how will demand be managed when some treatments are more popular than others.

The impact of choice on Personal Budgets for those with long term conditions was raised.  If those on Personal Budgets have a limited finance available for their treatment will that restrict their choice?

It was also suggested that most people would prefer quality of service to increased choice.  There is a need for more clarity on the types of choice available but also that choice for individuals may be limited by factors such as accessibility for the vulnerable, elderly, or distance from medical services.

Which healthcare services should be our priorities for introducing choice of any willing provider?
It was felt that any willing provider may not be appropriate for reactive care.  However it was felt that specialist treatments, e.g. Motor Neurone Disease, long term conditions, mental health and community services could be areas that would be appropriate.  
It was unclear how choice would work in practical terms and the need for continuity of care alongside choice was of equal importance.  The merging of health and social care budgets should help in this respect.  It was also felt that ring fencing of budgets would also help.
Concern that those with less voice, e.g. vulnerable groups do not miss out on choice – they need to know that they do have a choice.

How do we ensure greater choice doesn’t bring a competitive market where only large (private sector) organisations are able to compete?
Priorities suggested:

· Long term social care where people would like choice – young people and adult services.

· Services which fewer people access

· Counselling services for people with mental health issues.
Shared Health Care Decisions
How can we ensure that everyone benefits from having greater choice and control of their health and care services and that everyone gets an opportunity to exercise greater choice and control?

It was felt there needed to be independent advocacy service outside of the NHS and Local Authority to support those who needed support in ensuring they had greater choice and control.  Bolton has a Patient Ambassadors (run through the Patients Association) scheme.  
Particular mention was made of people with Learning Disabilities and those with Mental Health issues.   There was a need to ensure they know they have a choice and then to support them in making decisions and then the exercising of any decision they make.  Language difficulties were also mentioned.  

The role of GP’s in ensuring choice was raised – firstly that people have a subjective relationship with their GP’s which can impact on choice and control and secondly, if longer discussions are needed in GP appointments to make a choice, will GP appointment times be extended.  This then has potential impact on the number of appointments in a day when a GP will be available.  This could also have an impact on the number of appointments available with hospital consultants.
It was suggested that access to services like ‘Help Direct’ could help / facilitate choice about appropriate treatment within the medical profession.

The needs of the homeless and others who are not registered with GP’s was highlighted.  How will these and other vulnerable people be supported in making choices?  If it is anticipated that existing organisations that support these groups will have a role in this then additional resources will need to be made available.

Information of the range of choices and services needs to be published in accessible formats and made available both in electronic and hard copy format.  Information should also placed in a range public places, not just GP surgeries, or hospitals.

Support with Shared Decision Making

What help should be available to make sure that everyone is able to have a say in their healthcare?

Discussion here focussed not just on people having a say in their healthcare but also having access to information and support to help them lead more healthy lives.

It was felt that people need access to a range of support such as Help Direct but also to those who can support people to make life style changes such as Health Champions, Health Trainers and Community Nutritionists.  The Minerva Centre in Preston was cited as an example of a multi-agency health setting.
Concern was expressed about how we support and engage with the most vulnerable people.  The role of Advocates and that there would be an increased need for this role and so increased access to advocacy training would be required and would need resourcing. 
More effort is needed to increase people’s health literacy so that they can understand the information currently available, how to access it, and the types of treatment they are entitled to.
For people to experience greater choice there is a role for both medical staff being given time to explain issues and medication fully as wells for local support groups which help people manage their conditions – and increasing both professional and public awareness of them.

What information and support do voluntary sector and patient-led support groups need so that they can continue to help people to make choices about their healthcare?
The funding uncertainty that surrounds many vcs organisations currently make it difficult for organisations to plan to meet the increased demand that choice will create for their services.  Therefore there is a plea for stability in funding.
The new GP Consortia need to be made aware of the range and type of services that the voluntary and community sector offer, if increased choice is to be made a reality and people are to be supported to understand their choices.

There was a need to ensure that organisations that support people with specific medical conditions or care needs have access to a topical, relevant and up to date databases of information on medical and care issues for those involved in supporting people.   The role of sector as an expert in specific fields, e.g. sexual health, sex education needed to be recognised and be included in Health Care Professionals Network so that there can be a sharing of knowledge and information.

Access to printed materials was as important as web links for some VCS groups as is access to training and support to ensure that all support groups get equal access to opportunities.  
The role of communities, especially BME in disseminating information and providing support was mentioned and Mosques in particular were mentioned.  

Implementing Choice and ‘Any Willing Provider’

Do you agree with proposed approach to establishing a provider’s fitness to provide NHS services?  What other criteria would you suggest?

A period of stability to allow proposed changes to take full effect was suggested.  Criteria that should be considered were: 
· Value for money

· Assessment of previous track record
· Best practice.

· A proven commitment to staff training

· Commitment to good working conditions to ensure high staff morale

Although there was agreement with proposed approach to establishing a provider’s fitness but concerns were raised as to their impact on smaller providers.  It was suggested a simplified process was needed for smaller providers.

Some organisations already have a licensing body and the question of duplication or being licensed twice was raised.

Should this approach apply uniformly to all providers, no matter what size, sector and healthcare services they provide?
Opinion varied.  It was suggested that a common approach could have opt out questions for smaller organisations whilst others felt the approach should reflect the size of organisation as it could be a barrier to some of the smaller best-placed organisations.
Do you agree that an ‘any willing provider’ directory should be established to make it easier for commissioners to identify providers that are licensed and have agreed to the NHS standard contract terms and conditions?
The question of who would maintain such a directory was asked.  One suggestion was the body that licences the providers could carry out this function.  
It was also suggested that the directory should include all services, i.e. both health and social care and that there should be links with existing directories.  A web based directory held centrally was recommended.  

What do you consider to be the main risks to the affordability of choice and how should we mitigate these risks.
The pace of change may not be sustainable due to the consequences of changes, e.g. PCT mergers, gaps in contracts may impact on ability of some organisations to survive.

Voluntary Sector North West is the regional voluntary sector network for the North West.  Its purpose is to support a connected and influential voluntary and community sector (VCS).  VSNW works with over 150 members which

· either work directly, across the region, to support and deliver services for individuals, or

· Are VCS infrastructure or support organisations that work with local voluntary and community groups.

By drawing on the experience of its members, VSNW contributes to national and regional policy and acts as a voice for the voluntary and community sector in the North West. 
VSNW are one of nine regional networks who are members of Regional Voices, the Regional Voluntary Sector Network Forum.  Regional Voices is one of the Dept of Health VCS Strategic Partners.
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