Patient and Public Advisory Group Report
on the Healthcare for London Consultation

The Consultation

This consultation has created several precedents. It is the first time in NHS 
history that a London-wide health authority (currently NHS London - NHSL) has  

survived more than six months. This enabled NHS London to commission and 
receive a report from Professor Darzi (now Lord Darzi) on Healthcare for London 
as a whole.

In turn, that has given rise to this consultation on the report by all 31 London Primary Care Trusts (PCTs) supported by NHS London. One of the surprises at the beginning of the consultation was to discover that NHS London, a strategic health authority (SHA), and all other SHAs could not consult on their own reports since legislation had not caught up with changing circumstances. It has now, inspired by NHSL’s discovery.

The requirement of consultation on health proposals is a wide one, not always appreciated in the past by some trusts, but the 31 London PCTs, advised through NHSL by good lawyers and communications professionals, set up a Public and Patient Advisory Group (PPAG) which included the whole of the Executive Committee (EC) of the London Network of Patients’ Forums, elected by the forums then monitoring every London NHS Trust, over 70 in number. To this EC were added members of the public who had been selected by a consultant firm (Opinion Leader Research) during the Darzi report preparation.

We believe that the whole process of this consultation has been more comprehensive than any previous one in London and have already recommended to the Department of Health that it should in turn publicise it to other SHAs as a model of good practice.

Prevention of Ill Health
Nevertheless there have been surprising omissions. The ancient proverb “Prevention is better than cure” is a Darzi summary heading (p.9) but when one reaches “Staying Healthy” (p.49) (note the change), one discovers that the report itself is chary of mentioning some aspects of preventive medicine. The report points out that PCT expenditure on prevention is inverse to the deprivation in their area but does not touch on the regional and national issues which affect our health. We mention a few:-

a) Many years ago smokeless zones were introduced because of ghastly, visible atmospheric pollution. Not a lot seems to have happened since to reduce diesel and petrol-originating pollution. There is no urge here, as there is in North America, to reduce this at its source in the manufacture of vehicles and aircraft. One reason for this relative apathy is that Government here (and in Brussels) does little or nothing to counteract the old-fashioned manufacturing lobbies.

b) There seems to be a bipartisan political approach to encourage the sale of alcohol, by keeping its taxation relatively low and ensuring more retail outlets. This is not sufficiently counteracted by health professionals; they are only just beginning to campaign on this, not yet as effectively as they campaigned against tobacco products.

c) There is a widespread reluctance to take on the great food lobbies of farmers, manufacturers and retailers. Yet food additives alone are quite possibly causes of ill-health. Manufacturers have concentrated on changing the genetic composition of plants but largely ignore the human results of adding to the plant or animal material.

Health Education
Another surprising omission is health education. Why is it generally restricted in schools to sexual health? One answer seems to lie in the whole structure of education. We noted particularly that the 180-year-old University of London did not respond to the consultation. It is a federal university and no doubt left response to its equally old King’s College (which did respond) and similar bodies. But London is a true university containing many disciplines which seem in this case to lack the true university approach. We want all prospective teachers taught about health education. We want all prospective scientists, engineers and architects taught about their responsibilities towards health. We welcome King’s and the other partly medical colleges’ vast contributions but we want the rest of the University’s contribution as well. We hope that now that NHSL does exist it will enter into a close discussion with London University on how it can spread health education throughout itself and throughout London. This is not the same as the University having a medical service for its members.

Public and Private
On the positive side, we believe that Londoners basically support a public health service funded from taxation and are well aware that such services do not exist in much of the world. There is a minority who wish to erode the public NHS, leaving it to deal only with marginal healthcare, not sufficiently profitable for the private sector. We entirely reject this attitude and believe we speak for the overwhelming majority of Londoners. We know and they know that “private equals good; public equals bad” is mere ideology and quite untrue. Either private or public may be good or bad, that is a matter of competent administration, though the private sector has to make a profit for its shareholders and will always require monitoring and regulation to uphold the standards desired by patients and carers. In Britain the private sector also tends to be more secretive and less accountable. We do not want the basis of the NHS eroded.
Finance 
There is no finance pathway in the Darzi report. It needs to be made clear that if health inequalities are to be dealt with, more needs to be spent on deprived areas of London than on prosperous areas. More needs to be spent on Mental Health. This is the reverse of what happened when certain “more prosperous areas” (Sir Ian Carruthers) overspent their budgets a few years ago; the overspenders did not include any Mental Health trusts.

Additional to Darzi Report

We welcome NHSL’s actions in seeking additional reports on mental health and children’s care and look forward to their publication.

End of Life Care

The Darzi report seems to assume that a patient’s wishes at the end of life are paramount. We wish to point out that whilst the patient’s view is of great importance, it needs to be balanced against the wishes of carers and family and the provision (which varies) that the relevant local authority makes to support them.

Immunisation

It is clear that immunisations are desirable but not entirely clear that they are all equally desirable. Certainly none is regarded as so desirable that it must be required by law, as smallpox vaccination once was. There has, however, been a tendency to add to immunisations, which in turn results in multiple ones and some parental resistance. That resistance exists, whether ill-founded or not. Meanwhile GPs have been given financial incentives to perform immunisations in the way desired by the NHS, which may not be the way desired by the parents. We believe that, if the immunisation is sufficiently important, the parents’ choice of method should be available to them. It may be also that immunisations should be given at school to ensure high take-up.

The Polyclinics
No one has studied the optimum size of GP practice and there is no definition in the Darzi report of the proposal for “polyclinics”.

Therefore we welcome NHSL’s proposal of 10 pilot polyclinics with variations between them to enable proper study of the best way forward. But we are concerned when nearly every PCT seeks a polyclinic. To have too many pilots would make it difficult to assess them.

NOTE – The word ‘Polyclinic’ which appears in several European languages was coined in Germany, in 1805 or earlier, where it now usually means “a hospital or hospital department (or a dispensary) where outpatients are treated by specialists” (OED Online, draft revision September 2006). By 1827, it had been adopted into English. The current OED online definition (draft revision, March 2008) is: “a centre, usually independent of a hospital, providing secondary (or sometimes primary) health care”. We are indebted to the Chief Editor of the OED for this information.

Size of Practice
Patients prefer smaller practices and dislike practices more the larger they grow (Picker Institute study). Most health professionals regard single-doctor practices as undesirable.

The questions to be answered are the minimum, optimum and maximum size of practice. There are GPs and their practice administrators who regard 15 doctors (full-time equivalent) as too large and Darzi proposed an average of 25 in a polyclinic (not necessarily in one practice) which would leave many much larger. 

Governance
A hospital has a chief executive. A practice has a senior partner. It is not clear who would be in charge of a polyclinic and this is another question that needs to be answered. 
Relationship between Patient and GP
The Department of Health and NHS administrators do not seem to realise how much distrust has been caused by breaking the direct relationship of registration between patient and GP and making patients register with “the practice”. Legally this means with the partners of the practice, of whom there will be several. Now polyclinics are proposed with possibly several practices in them. Who is then responsible for a patient’s care?  If a company is appointed to run a practice this will make the responsibility even more remote, especially if it runs several polyclinics. It is vital to ensure that responsibility for individual patient care is clear and accountable.

Academic Health Science Centre
Darzi points out that London has seven Biomedical Research Centres (three comprehensive and four specialist). None meet his criteria for an Academic Health Science Centre including “joint programmes which combine research…. and commercial expertise”. We believe that all research should be published openly and regret the secrecy which shrouds some done privately. Furthermore when Darzi states “Work should also continue to build the Global Medical Excellence cluster in South East of England” this could not claim the “integrated governance” which is Darzi’s requirement for a mere Academic Health Science Centre. We find this section of the report not entirely clear. There is no mention of the Medical Research Council which promotes good basic research and we do not consider that applied research can be limited to one area of the country and specified institutions.

Patient and Public Involvement

Finally, we should like to say something about patient and public involvement in health in general. On 1st April 2008, all the 70-odd Patients Forums monitoring London NHS Trusts ceased to exist and were theoretically replaced by PCT area-wide Local Involvement Networks (LINks). The forums had only existed for about four years. In fact, the 33 (including the City) Boroughs have to appoint a “host” to create a LINk, a process burdened with European and British contract legislation. Some Boroughs have done this, most had not done this by 1st April. The “host” organisation has to create a LINK with the agreement of interested individuals and voluntary organisations. We know of no Borough where this process had been finalised by 1st April. This is only one of many NHS examples of sudden administrative change sought too quickly for the processes of legislation and executive action to catch up.

We welcomed the open and cooperative attitude of NHS London to patient and public involvement earlier. One result has been to give rise to direct meetings between NHSL’s Patient and Public Advisory Group (PPAG) and its Clinical Advisory Group (CAG). We hope this continues under the new system. We believe it is important for patients/public and clinicians to consider administrative changes together. Clinical research is not the only time patients and clinicians should get together.

We hope NHSL will continue to encourage patient and public participation in every PCT and throughout London.
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