Report to: Trust Board
Subject: A New Vision for Patient and Public Involvement

Report by: Mark Wightman, DCER
Date: September 08

_____________________________________________________________

Context: Policy and Legislation
The body of literature on patient and public involvement in the NHS has grown rapidly over the last few years. In 2005 the Department of Health published, ‘Now I feel tall: What a Patient led NHS feels like.’ We then had, ‘A stronger local voice’ in 2006 and since then various discussion and policy papers from amongst others, the recently formed, NHS National Centre for Involvement, including their ‘Baseline assessment of patient and public involvement in English NHS Trusts.’
More recently the operating framework for 2008/9 states that:
“Low levels of engagement can lead to poor decisions and low public confidence in the local NHS. 
PCTs will want to ensure that they and NHS providers: adopt a systematic and rigorous approach to seeking, collecting and acting on the views of individuals and partners in the local community, as required by Section 242 (Of the Health and Social Care Act)  – not just during periods of change but on an ongoing basis; create greater opportunities for their communities to make their voices heard, raising awareness of those opportunities and empowering patients and the public to use them and LINks; (Local Involvement Networks, the bodies replacing Patient and Public Involvement Forums) take greater responsibility for communicating with their local populations and stakeholders to ensure better understanding of, and confidence in, local NHS services”.
Hence, ‘The NHS Operating Framework’ includes experience, satisfaction and engagement as one of the five stated priorities for 2008/09. (Work is currently in-hand to develop the Operating Framework for 2009/10, and experience, satisfaction and engagement is likely to feature strongly again).    

Following publication of Developing the NHS Performance Regime, the DH are working on a set of performance metrics to be included in the 2009/10 Operating Framework which will include measures for engagement and involvement.
In terms of how we as a Trust are expected to comply with the increased emphasis placed on PPI activity: The Annual Healthcheck Core Standards include standard C17 “The views of patients, their carers and others are sought and taken into account in designing, planning, delivering and improving health care services”. Whilst the Developmental Standards include: D8, “Healthcare organisations continuously improve the patient experience, based on the feedback of patients, carers and relatives”.

Most recently Lord Darzi stressed in his ‘Next stage review final report’
That the one of the principles of the NHS should be that:

“…services must reflect the needs and preferences of patients, their families and their carers. Patients, with their families and carers, where appropriate, will be involved in and consulted on all decisions about their care and treatment”.
He underlined the point by stating in the draft NHS constitution that patients and the public have certain rights…
“You have the right: to be involved in discussions and decisions about your healthcare, and to be given information to enable you to do this.”
“You have the right: to be involved, directly or through representatives, in the planning of healthcare services, the development and consideration of proposals for changes in the way those services are provided, and in decisions to be made affecting the operation of those services.”
“The NHS will strive: to provide you with the information you need to participate effectively to influence the planning and delivery of NHS services. (pledge)”.
In summary what started as the Government’s desire in the late 1990’s to build a ‘patient centred NHS’ looks finally to be coming of age as the involvement and engagement agenda is variously backed up by words, legislation and performance criteria. Above everything else we should take particular note of the clear directive in Section 242 of the NHS Act 2006 which makes clear that for patients and the public, being consulted and involved in the planning of health services is their legal right. (See appendix 1)
‘Consultation’ or ‘involvement and engagement’?
As we discussed above there is a legal requirement for NHS bodies to consult on the following…

 (a) the planning and provision of services, 

(b) the development and consideration of proposals for changes in the way services are provided, and 

(c) decisions to be made affecting the operation of those services
For the avoidance of doubt, ‘consultation’ in these terms means a period of at least 12 weeks during which the consultation audience are provided with information / facts upon which they can form an opinion on a given matter. This is formal consultation and when it is necessary for UHL to consult formally it will most likely be managed centrally with the support of directorates.
‘Involvement & engagement’ are different. If we think about consultation in terms of set piece activities which are usually about specific / significant change. Then involvement and engagement is the day to day talking and listening to patients and the public to better understand their needs and aspirations. It is an important distinction. We do not want to be heading out for consultation every time we move a bed or a ward; equally we should not make the mistake of failing to adequately consult when significant changes to services are being considered.
UHL and PPI: the past
There was a time in 2002/3 when UHL was held up as a leading example of how to do PPI. Through innovative approaches, most notably the appointment of ‘Patient Advisors’, UHL, anecdotally at least, was seen to be leading the way.

More recently the rest of the NHS has caught up with our original thinking, meaning that now is the time to change and take a fresh look at how Leicester’s Hospitals set about patient and public involvement.
The new UHL vision 

Earlier this year we consulted members, staff and the public on our developing vision for Leicester’s Hospitals. Enshrined in that vision is our desire to be…

“An active partner in the local NHS; working with others in and out of hospital and involving patients and the public to ensure that they receive the best care when and where they need it.”

This is significant. In agreeing the vision we are also necessarily agreeing to change the nature of our relationship with patients, the public, partners and our staff. 
The questions are; what do we want that new relationship to look and feel like and how are we going to bring it about?

Why is PPI important?

Clearly the fact that there is a desire from the Department of Health for the NHS to take involvement seriously, matters. However, as part of the new strategy for PPI at UHL we need to understand for ourselves the benefits that a reinvigorated approach to PPI will bring.
It is interesting to compare the approach to what we call PPI, in other sectors. 
In local government ‘consultation’ activity is part of routine business. Local government officers would no more bring forward plans to cabinet without consultation with their residents than NHS surgeons would operate without anaesthetic. 
Similarly, in the private sector it would be a brave / foolhardy executive who backed a new product launch without first conducting consumer research. Whilst the local nomenclature may differ ‘engagement’, ‘consultation’, ‘consumer research’ all benefit the organisations carrying out the activity in one important way, namely it enables them to match their product or service with the needs and desires of their customers / residents… and in our case, patients.
So a greater part of the rationale of improving PPI at UHL is not simply that in a tax funded health system we have a duty to consult the fee payer but the fact that in consulting them, we will find out things which improve our services and therefore the health of our local population. It is, to coin a phrase, a virtuous circle.
Where are we now?
Patient Advisers (PAs): Patient Advisers are unique to UHL. Their role is as critical friend to the clinical directorates. They exist to offer a lay perspective on matters mostly related to the patient experience. The PAs are not salaried; though they do receive a nominal ‘session rate’ for the time they spend in the Trust.
In the last 12 months the Patient Adviser job description has been altered at the request of the Advisors and their directorates in order to make clear the nature of their role. 
The new ‘job description’ is appended (appendix 2) 

Patient Polling: We launched our own local version of the National Patient Survey to enable us to track patient’s experiences of our hospitals. Polling is now in its second year and is helping us focus attention on those things which matter most to patients. Since launch we have received the views of 15,000 patients. This gives us a rich vein of data which in turn helps us to influence the behaviour of key staff groups and target at individual ward level, those areas where the patient experience is poor.
Members: We now have 10,439 public members, drawn from across Leicester City, Leicestershire and Rutland. They are demographically and socio-economically representative of the population. The majority have been members for two years or more. The size combined with the fact that the membership is representative means we are custodians of by far the largest engagement resource in the counties. 
We recently asked members for their opinions on our new vision and the 07/8 operational plan, the response was significant. However as a consultation resource they are under utilised. 

In the Directorates: It would be misleading to suggest that we do not currently undertake PPI activity within the directorates. Most directorates will have, over the last year been involved in some form of engagement or involvement activity. Unfortunately this sheds light on one of the issues we currently face, namely that some of this work happens beneath the radar and as such we can neither point to it as evidence of the Trust taking our duty to involve seriously, nor can we influence, coach or support those directorates doing the work.
FT & the role of the Governors:

We aspire to Foundation Trust status which means that we will, at some point in the not too distant future, commence elections for a Council of Governors, (COG).

It is anticipated that the COG will want to take a particular interest in PPI activity across the Trust.
Local Involvement Networks (LINKs)
LINKs are the replacement body for the Patient and Public Involvement Forums. Locally there will be three LINKs. Leicester City, Leicester County and Rutland County. 

The essential difference between the previous PPIF and the new LINKs is that LINKs have a much broader remit; they are concerned with health and social care. This is important because their work crosses organisational boundaries and as a result will no doubt provide the Trust and other agencies with some interesting points of view about the transition from one place of care to another.

The local LINKs are at varying stages of development and we look forward to working with them once they have recruited members and had time to discuss their work programmes.

Vision, principles and objectives for PPI:

Vision:

Our new vision for patient and public involvement is…
We will involve patients and the public in the planning of our services so that we can improve our understanding of what matters most to them and in so doing, improve our services.
Principles: 

This vision is supported by the following principles…
We will treat involvement and engagement as a core business of the trust and a core responsibility of senior management. (Regardless of whether they are from a medical, nursing or operational discipline)
We will seek the patient and public view on any substantive change to our services 

We will be clear about the difference between involving and informing 
We will ensure that PPI activity is always inclusive and listens especially hard to those people who are ‘seldom heard’
Objectives:

1. We will revise the PPI strategy
2. We will embed PPI in each directorate 

3. We will be clear about where the responsibility for PPI sits within each part of the Trust
4. We will have clear and agreed roles and responsibilities for those responsible for PPI activity 

5. We will have clear  and agreed roles and responsibilities for Patient Advisors

6. We will produce and monitor an annual PPI plan  

7. We will establish guidelines and support material for directorates

8. We will establish a central database to record PPI activity across the Trust

9. We will invite a Non Executive Director to champion PPI activity

10. We will produce an annual PPI report to the Trust Board.

11. We will resource PPI activity appropriately
Strategy:
“We will raise the profile and significance of PPI activity throughout UHL by a combining a clearer understanding of the duty for Trusts to involve patients and the public with an equally clear responsibility on the part of our directorates to be using patient and public feedback to shape and plan their services”.
To implement the strategy we will take the following into account…
Developing understanding:

If we are to avoid PPI activity being perceived as a chore we need to expose our leaders to the latest thinking and practice from around the country. Understanding the duty to involve is part of this but the clincher is understanding the benefits which will accrue to a service / directorate which takes this duty seriously.
Action: 
1. We will invite the National Centre for Involvement (part of Warwick University) to host a seminar for senior managers (GMs / CDs / Board). Concentrating on latest DH policy and best practice examples of PPI activity leading to improved services.

Leading PPI in the directorates: 
The temptation with starting something afresh is to take central responsibility for delivery. This is at odds with both the principle and logic of the wider PPI agenda, not to mention our own organisational structure.

The responsibility for PPI activity therefore lies not with the corporate centre but with each directorate and specifically with the General Manager. For example; the GM in concert with their Clinical Director, Head of Nursing and Directorate Accountant will devise the directorate annual operational plan. It is therefore also their responsibility to see that the views of patients and the public are taken into account during the planning process.
In reality this will mean that the GM may wish to appoint, from within their existing team, a person who co-ordinates PPI activity for the directorate. In many directorates these people already exist. However the responsibility for PPI will rest with the GM.

Action:

1. Annual PPI plan for each directorate as part of the planning round. Starting with 09/10
2. The absolute do minimum is that the directorates must involve patients / public in their annual planning and priorities. The expectation is that this will be supplemented by other planned activity throughout the year.
Central support and monitoring:
Rather than command and control we envisage ‘support and encouragement’ to be the order of the day in terms of enabling directorates to make progress with their PPI activity. 
Actions: 

1. The Trust’s Membership Manager will co-ordinate a quarterly PPI Committee made up of a the PPI co-ordinators from each directorate, their Patient Advisors, the Director of Communications and External Relations and a non executive director.

2. Establish a database to record all PPI activity undertaken across the Trust for both sharing of findings and performance management / Healthcare Standards reporting.
3. The quarterly meeting will monitor performance and support the directorates in executing their annual PPI plans. 
4. Support and training: The Membership Manager in liaison with the National Centre for Involvement and the SHA PPI lead will offer training and support for directorate PPI leads.

5. The directorate PPI plan will also be reviewed at the annual and half year directorate performance reviews.

Reward and recognition: 
As part of the desire to raise the profile and increase our understanding of the benefits of PPI we will recognise and reward those people / directorates who have achieved outstanding results in their PPI activity.
Actions:

1. A PPI award at the annual ‘UHL Excellence Awards’

Governance:

The ongoing work on governance as part of ‘Getting into Shape’ will necessarily involve a fresh look at the structure of board and committee papers. It is envisaged that these will change and as part of the change all reports will include a mandatory section requesting details of PPI work undertaken in the formulating the report and its recommendations.
Actions:

1. Director of Communications and Director of Corporate and Legal to liaise regarding new templates for board papers.
Working with our members:

We have 10,439 members. This group are a fantastic involvement and engagement resource. Given the size and demographically representative nature of our membership we are able to offer the directorates access to members with  particular interests. For example if children’s services want to seek the views of parents from outside Leicester City we are able to give them just those members who live in the counties with children. 
Actions:

1. Increase the use of the UHL membership as a PPI resource within the directorates

2. Continue to recruit members in line with the Trust’s membership strategy

3. Regularly report back to members on the impact of their involvement and how it has helped influence service delivery and plans.
Proof that we listen:
To show our patients and the public that we are listening to what they say during formal and informal engagement and involvement activity it is important that we are able to offer proof of feedback leading to action. 

Actions: 

1. We will create and manage a database of PPI activity across the trust which will include evidence of how PPI activity has influenced decision making within directorates and across the Trust as a whole

2. The directorates should arrange for ‘You said, we did’ displays to feature prominently in public areas of their directorate.
3. The communications team will publicise ‘You said we did’ to internal and external audiences.

Listening hard to the seldom heard

We should be mindful that we serve a diverse population and the opinions, aspirations and expectations of a young man from Melton will differ markedly from those of a pensioner living in Belgrave. 
Actions:
1. The directorates should ensure that their PPI plans take account of the diverse nature of our patients and local population. (This will be supported by the Trust’s Service Equality Manager)

Sharing results and activity with partners:

As the NHS and other public sector agencies become increasingly competent and confident engaging the public it is likely that this kind of activity will increase. Whilst this is exactly what we want to happen, we should recognise that engagement activity can be costly and is always time consuming. 

Actions:

1. We will work with partners within the NHS and further a field to share expertise, information and results.

2. We will share our annual PPI plans with other agencies to look for areas of common purpose and where a joint approach might benefit the organisation and the audience.
Key relationships:

For the directorate co-ordinators and the GMs the key relationships are:

1. With the trusts Membership Manager, (Support and Monitoring)

2. With their Patient Advisor, (Critical friend lay PPI champion)

3. Director of Communications and External Relations (Support and monitoring)

4. Service Equality Manager (Support, specifically to ensure that activity is representative of the population)

Resource: Budget / staff
There is no central budget for PPI activity. Nor is there a designated people resource for managing this new area of emphasis. The Communications and External Relations Team will therefore seek to address the resource issue in the budget round for 2009/10.
Involving the board:

The Trust Board will receive (annually) a review of the previous years PPI activity across the Trust and a plan for the forthcoming year, presented by the Director of Communications and the Chair of the UHL Patient Advisors Group.

Summary and recommendations:
The Government is committed to delivering a local health and social care system which is responsive to the needs, priorities, preferences and experiences of patients and the wider public. This commitment is increasingly finding voice in policy and directives as diverse as the Operating plan and the Darzi review.

In UHL we want to make a fresh start on patient and public involvement. With patient polling under our belt we can genuinely say that we are already doing more then many in a systematic and planned way to engage with our patients. However, the vision for polling was never to create a one stop shop for engagement. As such the next part of our plan for PPI is to make clear the responsibility which all directorates share for involving their patients, carers and the wider public in the decisions which affect them.
The Trust Board are asked to discuss and support the recommendations made in this paper. (Recommendations = ‘Actions’ from the above).

ENDS 
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Appendix 1: National Health Service Act 2006
Part 12 Public involvment and scrutiny 

Chapter 2 Public involvement and consultation 

 (1) This section applies to— 

(a) Strategic Health Authorities, 

(b) Primary Care Trusts, 

(c) NHS trusts, and 

(d) NHS foundation trusts. 

(2) Each body to which this section applies must make arrangements with a view to securing, as respects health services for which it is responsible, that persons to whom those services are being or may be provided are, directly or through representatives, involved in and consulted on— 

(a) the planning of the provision of those services, 

(b) the development and consideration of proposals for changes in the way those services are provided, and 

(c) decisions to be made by that body affecting the operation of those services. 

(3) For the purposes of this section a body is responsible for health services— 

(a) if the body provides or will provide those services to individuals, or 

(b) if another person provides, or will provide, those services to individuals— 

(i) at that body’s direction, 

(ii) on its behalf, or 

(iii) in accordance with an agreement or arrangements made by that body with that other person, 

and references in this section to the provision of services include references to the provision of services jointly with another person.

(4) Subsection (5) applies to health services for which a Strategic Health Authority is not responsible by virtue of subsection (3), but which are or will be provided to individuals in the area of the Strategic Health Authority, and for which— 

(a) a Primary Care Trust any part of whose area falls within the Strategic Health Authority’s area, or 

(b) an NHS trust which provides services at or from a hospital or other establishment or facility which falls within the Strategic Health Authority’s area, 

is responsible by virtue of subsection (3).

(5) A Strategic Health Authority may give directions to Primary Care Trusts falling within paragraph (a) of subsection (4), and NHS trusts falling within paragraph (b) of that subsection, as to the arrangements which they are to make under subsection (2) in relation to health services to which this subsection applies. 

ENDS

PATIENT ADVISORS JOB DESCRIPTION  

(Reviewed June 2008)
1.0 
What are Patient Advisors?

Volunteers providing a lay perspective on issues related to patient experience in the Trust. As individuals they don’t represent   the views of patient(s) however, collectively the Advisors function as an advisory body to the Trust and can provide advise on a range of issues. If broader consultation is required this can be sought via UHL’s Trust Membership available on INSITE, or can be accessed by the directorates via the membership manager.  
2.0  
Structure 

There are 12 Advisors patient advisors who work as individuals within a directorate and collectively as an advisory body. 

3.0 
 Recruitment   

Current Advisors and those recruited will be in post for 2 years when the role will be reviewed.  At this time future tenure will be agreed. 

3.1  
Criminal Records Check (CRB) 

All new and existing Patient Advisors will have had a CRB check. 

4.0 
Training 

Training for the role will be provided by the Trust.

5.0 
Clinical Directorates  

Anaesthetics, Critical Care & Pain
Cardiology Respiratory Services
Cancer & Haematology
Children's
Clinical Support
Imaging
Medicine & A&E
Musculo Skeletal
Pathology 

Renal & Urology
Women's, Perinatal & Sexual Health
Surgical 
5.1
Advisor duties 

Each advisor will be allocated to a directorate for a period of 2 years. The table below lists the typical areas of involvement. The level of involvement is dependant on advisor availability; each advisor is required to fulfil a minimum of 4 hours per month. This includes corporate, clinical and directorate commitments. Individual advisors may wish to commit more time and this should be discussed by the directorate and advisor.

The Directorate management team and advisor will agree the patient experience work programme for the year. 

5.2
Advisor activity

	Suggested patient experience areas of involvement

	Participate in directorate performance review on the patient experience elements and / or provide feedback to the performance monitoring reviews on the compliance levels of wards with the ‘Caring at its Best’ standards and patient experience work programme

	Provide advice on the content of some training programmes i.e.

customer care 

	Conducting patient surveys/ participating in focus groups on behalf of the directorate 

	Mystery shopping 

	Be a participating member of the environmental audit programme

	Attendance on ward visits rounds accompanying the General manager matrons heads of nursing Clinical Director etc.

	Directorate policy development (patient specific only)

	Undertake ‘Caring at its Best’ observation of care audits

	Participate in action planning to address any shortfalls identified with compliance with the Caring at its Best standards and complaints and PALS  feedback 

	Undertake environmental audits 

	Participation in some staff appointment interviews 

	Attendance at Directorate Board meetings when patient experience items are discussed. 


5.3
Corporate duties 

An Advisor(s) should be drawn from the Advisor group to participate in the following corporate committees or activities:

· Infection Control 

· Information for Patients Group 

· Directorate for Older Persons steering group 

· PPI Group
· Health Care Standards group 

· Clinical Audit and Effectiveness and standards group 

In addition to the above corporate directorates may want to involve Advisors directly in specific elements of their service such as: 

-   
The complaints service 

-   
Patient safety i.e. how to better involve patients and the public in the safety agenda

-  
Access issues 

-  
Décor /furniture design 

-  
Food tasting 

5.4  
Collectively 

· The Advisors may be required to participate in project specific groups related to the patient experience. 

· Comment on Trust policies or procedures prior to broader consultation with the membership. 

· Comment on the end of year Health Care Standard 17 submission.

6.0 
Managerial arrangements 

Advisors will be accountable to the Membership / PPI manager but the directorate management team will negotiate the work plan with the Advisor.     

7.0
 Confidentiality 

The Advisors will be required to maintain strict confidentiality in respect of patient and staff information.

8.0 
Other Terms and Conditions

All employees are subject to the requirements of the Health and Safety at Work Act.  The postholder is required to ensure as an employee that his/her work methods do not endanger others or themselves.

All employees are subject to the requirements of the Data Protection Act and must maintain strict confidentiality in respect of patients and staff.

All employees must comply with the Trust’s Equal Opportunities Policy and ensure relevant legislations are adhered to.

The post holder will adhere to all Trust Policies.

The Trust operates a no smoking policy.

9.0
Participation in any activities outside of the above should be discussed with the Patient and Public Involvement  Manager and the directorate.
ENDS
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