World Class Commissioning Stakeholder Event 1
4th September 2008
Introduction

World Class Commissioning (WCC) Stakeholder Event 1 (SE1) was held on 4th September 2008.  It was part of a range of Stakeholder Engagement activity for WCC.  
Stakeholder Engagement is a core part of successful commissioning and so threads through a number of the WCC competencies, with the first four competencies being about collaborative working and engaging patients, public and clinicians.  
The national WCC guidance defines the main stakeholders as belonging to three broad categories: patients/public; clinicians and partners (e.g. Local Authority, community groups).  Other stakeholders include staff, providers (e.g. acute, mental health, voluntary) and opinion formers (e.g. Local press, MPs).  

There is an expectation that stakeholders are involved from the planning stage, through to development, assessment and delivery stages.  Constant communication in a variety of formats is essential.
Method

WCC Stakeholder Event 1 (SE1) was a focused event with representation sought from all sectors.  It was held as a workshop and covered:

· an introduction to WCC, 
· the context for WCC in Brent (including the identified health needs, service delivery and policy context), 
· the synthesis of the context into a draft vision, goals and initiatives, 
· scrutiny and challenge of the vision, goals and initiatives, 

· prioritisation of the initiatives.
Results

39 people were present for SE1 from NHS Brent, Brent provider side, NWL Hospital, CNWL Trust, local clinicians (PEC and PBC), voluntary sector and patient representatives.
Through the event feedback was recorded via flip charts, post it notes and group feedback.  This data is recorded in Appendix 1.

Summary of Recommendations
The following themes can be drawn from the feedback from the event:
Vision

1. Make improving health and wellbeing the key phrase
2. Include quality of life as well as quantity

3. Reflect Brent’s diversity in a person centred way especially hard to reach communities

4. Fully define who our partners are.  This is a tool for working and so doesn’t have to be in the key phrase.  Include whole workforce (frontline through to management).

5. Use positive language and be more specific so the audience understands where we are going

6. Use the same vision in different strategies and communication tools (eg internet)
7. Include value for money

8. Reduce repetition between the vision and goals

9. Vision should reflect prevention as well as treatment and care

10. Make explicit, shared and personal responsibilities for local people in an empowering way

11. Use the words ‘public, people, person or community’ as the word patient/s or resident/s excludes people on GP lists, carers and people who are healthy

Goals

12. All goals: 

· Goals need to be smarter, clearer and less wordy with no acronyms or jargon
· Goals must be based on most recent data

13. Gap: Goal on organisational effectiveness and value for money

14. Goal 1: 

· ‘Services’ needs to reflect the range of clinical, non-clinical, preventative, treatment and care services

· Should include access

15. Goal 2: 

· This should be the first goal

16. Goal 4: 

· Increase prevention and early intervention

· Wellbeing should thread through all goals

· Suggest changing to ‘improving quality of life’ which may elicit better measures

17. Goal 5: 

· This is a cross cutting theme and should include the empowerment of local people and their involvement in planning

Initiatives

18. Top initiatives (Appendix 3) are:

· Improve vascular health

· Improve mental health and well-being

· Improve primary care access

· Reduce premature mortality from cancer

· Improve maternity services

· Give children and young people the best start in life

· Support healthy behaviours

19. Gap: Substance Misuse
20. Partnership and integrated working threads through all initiatives especially actions on broader determinants and previous work undertaken in the community
21. Prevention needs to be explicit and strengthened

22. Primary care access should include primary and community care access and should include hard to reach groups, carers and learning disabilities to ensure mental, emotional and physical health needs are addressed

23. All initiatives need to be SMART with no acronyms or jargon

24. Patient independence should focus on the personalisation of broad health and social care services not just hospitals

25. Older people and carers should thread through all initiatives

26. Primary care should include health promotion, improving planned care and immunisations

27. Children and young people should include immunisations and teenage pregnancy

28. Improving patient experience isn’t a separate initiative as it threads through all initiatives (could this just be a goal?)

29. Initiatives should identify people in most need and what needs to be done

30. Which services will be decommissioned?

31. Which settings will be used?  Remember Children’s Centres.

32. Who will deliver initiatives?  Need to clarify impact on different staff groups e.g. school nurses, health visitors, etc.

Prioritisation Criteria

33. Scores: High = 15, Medium = 10, Low = 0
34. Prioritise initiatives that already meet current commitments e.g. shared partnership commitments, operating plan commitments

35. Look at impact on community

Next Steps

Following the SE1 the results were taken to an ‘Expert Panel’ made up of senior staff from NHS Brent who used the results combined with other demographic, epidemiological and financial data to finalise the short-listing of initiatives for the strategic plan.
Appendix 1: SE1 Results data
Vision

Group Feedback

· The Vision has been around for a long time

· We need to be more explicit about what it actually means for local people

· The vision is very generic and doesn’t fully reflect Brent’s diversity

· Debate about removing partners versus expanding the definition of partners to include everyone including local people

· De-emphasising partners so that what comes out is the fact that we are striving to make people healthier first

· Use the vision written within the Health and Well-being strategy (appendix 2)
· More emphasis on shared responsibility

· Value for money should be reflected

Table 1:

(Anita Underwood, David Dunkley, Dr Amanda Craig, Jo Ohlson, Mansukh Raichura and Susan Holtom)
· ‘Address the wider determinants of health’ rather than ‘address deprivation’.
· Context does not fully acknowledge diversity.
· Principles do not pick up hard to reach communities and reducing inequalities.
· Will we increase expectations of local people?
· Who are our partners? Local people? – will the public know who our partners are?
Table 2:

(Andrew Davies, Cathy Tyson, Dr Con Kelly, Janet Matthews, Kostakis Christodoulou, Robyn Doran, Tunde Adewopo and Vijay Patel)

· Replace ‘partners’ with ‘communities’.
· Emphasis upon ‘health & well-being’ for the local communities of Brent.

· Omits ‘Person-centred’ approach/ethos.

· More outcome focused – Giving people a sense of where we are going.

· Incorporating “statements of fact”.

Table 3:

(Caroline Kerby, Charlie Roe, Dr Jim Connelly, John Marsh, Kevin Brown, Krutika Pau, Mark Easton, Parin Robbins and Sundip Sheth)

· Write a positive summary of the plan for public i.e. opening paragraph then detail (long-term).
· Ensure opening vision is promoted same on web (i.e. not mixed visions).
· Consider BME population, i.e. now 55%, future? 80%.
· State services which are evidenced based/ value for money.
· Use heath and well-being for all terms in vision.

Table 4:

(Caroline McGuane, Dr Paul Nelson, Gerry Kiefer (Ms), Jenny Poole, Lance Douglas, Michelle Marshall, Phil Sealy and Thirza Sawtell)
· Culturally appropriate, sensitive and competent.
· Vision? Preventing ill-health or dealing with ill-health.

· Confusing to muddle the goals with the vision.

· Light on prevention.

· Promoting healthy lifestyles as well as good health.

· Education/ responsibility for own heath:

1. Understanding consequences.

2. Personal responsibility.

3. Empower people.

· Why not use the 10 year vision with the health and well-being strategy simple, not complicated, reflective (Appendix 2).
· It is a healthy person’s responsibility to use services appropriately as long as they are high quality and accessible.

· Data – How realistic is it to have quantifiable goals which are based on data that may not now be as relevant to current/future population? 

Table 5:

(Chris Stewart, Claire Walker, David Kemsley, David Thrale, Dr Ajit Shah, Dr David Rapp, Jane Busby and Shirley Vickers)

· Mention carers. 

· Patients and other local people come before partners.

· Quality of life, not just life expectancy.

· More emphasis on well-being, not just sickness.

· Do we really mean “patient” or should it be all members of the public?

· Need to ensure workforce is aligned to plan.

· Need to ensure frontline staff own the plan and are involved in shaping it.

Goals

Group Feedback

· Who are the audience?  The wording is confusing and needs to be more user friendly especially for general public.  The goals are too wordy

· The first Goal is more visionary and not explicit about what it will deliver.

· Change the order of the goals so life expectancy is first

· The goals do not reflect our transient populations

· More emphasis on preventative services and early intervention

· People need to be able to see what is in it for them

· There are concerns with Goal 5 – is patient experience a goal or is it a cross cutting theme?  The word patient excludes carers and people who are healthy.  Can’t use the word resident as GPs are not restricted to residents.  Could use public, patient or population or person centred.

· Strengthen well-being in all goals

· Goal missing in organisational effectiveness.

Table 1:

(Anita Underwood, David Dunkley, Dr Amanda Craig, Jo Ohlson, Mansukh Raichura and Susan Holtom)
· Goal 5:

1. Improving patient views not experience.

2. This should thread through all the initiatives.

3. Involve local people in planning.

4. Real concern about goal 5 as a stand alone goal.

· Goals should empower local people.
· Goals should manage expectation.
· Goal 1:
1. ‘Increase the proportion’ very clumsy.

2. Commissioner role needs to be clear.

Table 2:

(Andrew Davies, Cathy Tyson, Dr Con Kelly, Janet Matthews, Kostakis Christodoulou, Robyn Doran, Tunde Adewopo and Vijay Patel)

Recommend the following changes to goals, including re-ordering goals:

· Goal 1 – To improve life expectancy, important to be user friendly.

· Goal 2 – Reduce (health) inequalities, addressing diverse population needs, i.e. LD, MH, older people.

· Goal 3 – Promoting good heath and well-being, terminology change – focus on a quality of life/lifestyles measure, i.e. smoking/obesity.

· Goal 4 – Improving patient satisfaction, to include experience and quality of care.

· Goal 5 – To develop a broader range of prevention and early intervention services.

Table 3:

(Caroline Kerby, Charlie Roe, Dr Jim Connelly, John Marsh, Kevin Brown, Krutika Pau, Mark Easton, Parin Robbins and Sundip Sheth)
· Goal 1:
1. Is not quantifiable – broad and non specific.

2. Include value for money.

3. Need to differentiate between clinical/non-clinical services.
4. Goal reads more as a vision as it isn’t specific.
· Goal 2:

1. Define premature.

2. Need to be specific about who we are targeting e.g. cardiac patients.
· Goal 2 and 3 do support vision.

· Goal 4:

1. What is the measure?
2. Promote good health and well-being.

3. Could include prevention.

· Goal 5 – perhaps term ‘citizen/resident’ rather than ‘patient’.

Table 4:

(Caroline McGuane, Dr Paul Nelson, Gerry Kiefer (Ms), Jenny Poole, Lance Douglas, Michelle Marshall, Phil Sealy and Thirza Sawtell)

· Change can be measured in a survey but will it demonstrate delivery of the vision.

· Accessibility to services.

· Goal 5:

1. What about people that never access the service in the first place.

2. How do you measure that?
3. Accessibility built into this goal.
Table 5:

(Chris Stewart, Claire Walker, David Kemsley, David Thrale, Dr Ajit Shah, Dr David Rapp, Jane Busby and Shirley Vickers)

· Goal 1- Too many words. Is this about clinical best practice?

· Goal 2 – a goal for organisational effectiveness.

· Goal 3 – Add something more about well-being/quality of life – add to goal 2 and 4, or a new goal?

· Goal 5 – Too many words, not just patient satisfaction – views of all members of the public.

Initiatives

Group Feedback

· Gap in integrated working

· Gap in substance misuse

· More explicit preventative focus

· Gap of physical healthcare of people with Learning disabilities – this could be linked to the primary care access initiative

· Relate to Healthcare for London 

· Deprivation should be acknowledged and its links to broader determinants

· Shouldn’t just be a focus on primary care access but should Improve primary and community access

· Disparity in initiatives – some are very specific and some are very generic

· Broaden definition of patient independence so that it doesn’t just focus on hospitals

· Don’t reflect partnerships especially health determinants

· Include the emotional impact of initiatives not just physical

· No acronyms

· Remember previous initiatives and pilots eg community led health checks (vascular health initiative) and community led work on mental health (mental health initiative) eg children’s mental health and reducing isolation and community awareness around TB (TB initiative)

· Work on older people and dementia needs to be reflected in mental health

· The process needs to ensure that the public are involved in developing the initiatives

Table 2:

(Andrew Davies, Cathy Tyson, Dr Con Kelly, Janet Matthews, Kostakis Christodoulou, Robyn Doran, Tunde Adewopo and Vijay Patel)

· Older people missing from vascular health as a target group

· Patient choice includes the personalisation of services

· Primary care access should include health promotion initiatives, promoting healthy behaviours, prescribing exercise, improve access to learning disability clients, smoking cessation, immunisation

· Improving planned care should move to primary care 

· Immunisations should move to primary care

· Move Healthy Behaviours to primary care initiative

· Children and Young People initiative should include immunisation and teenage pregnancy

· Improving patient experience is a given and shouldn’t be a separate initiative

Table 3:

(Caroline Kerby, Charlie Roe, Dr Jim Connelly, John Marsh, Kevin Brown, Krutika Pau, Mark Easton, Parin Robbins and Sundip Sheth)

· Integrated working with stakeholders needs to be mentioned.
· Prevention needs to be strengthened.
· Improve access to primary and ‘community’ care.

· Make sure initiatives reflect requirements from Healthcare for London.
· Some jargon needs to be reduced.

Table 4:

(Caroline McGuane, Dr Paul Nelson, Gerry Kiefer (Ms), Jenny Poole, Lance Douglas, Michelle Marshall, Phil Sealy and Thirza Sawtell)

· Support and promote healthy behaviours

· Initiative 1 – Need to identify people in most need and what you do with them. Implementation is critical
· Initiatives should reflect community led work e.g. community led health checks and mental health with the community.
Table 5:

(Chris Stewart, Claire Walker, David Kemsley, David Thrale, Dr Ajit Shah, Dr David Rapp, Jane Busby and Shirley Vickers)

· Goal 4 has a profound implication for who we engage with and how we engage
· Work with the council and other partners on health determinants.

· Carers must be a strand through all initiatives.

· Address the emotional impact of physical illness.

· No acronyms or technical language.

Prioritisation Criteria

· Do the initiatives meet the goals

· Long term vs short term impact

· Prioritise what is already in the operating plan and funded

· Presumption of partnership working and organisational efficiency

· Shared organisational priorities

· Improving performance assessments and reputation of partner organisations (LA & PCT)

· Impact on community

Other ideas posted

· Older people are a priority.

· Dementia strategy needed.

· Prevention, impact, decommissioning all need to be reflected in the document.

· Children centres are an important setting for this work.

· We need to consider today’s discussion in the round.  The following were not mentioned: speech and language therapy, school nurses, health visitors.

· Project needs to make more reference to joint health strategy (LB Brent and NHS Brent)
· Goal 1 – what about preventative services – do services only mean clinical service.

· Initiatives prioritisation criteria, High: 15 points, Medium: 10 points, Low: 0 points. 
Appendix 2

Vision from Health & Well-being Strategy
Our 10-Year Vision for the Future

The overarching objective for this Strategy is to achieve a sustained reduction in the inequalities in health and well-being experienced between Brent’s most-deprived and least-deprived neighbourhoods so that all residents, irrespective of where they live will be able to have long, fulfilling and healthy lives.  We will develop future health and well-being services that focus on support healthy choices and will increase investment in preventing illness and promoting well-being.

This vision outlined is an ambitious one, and we recognise that it will not be realised immediately but will be the result of sustained partnership working and service improvement over the coming 10-years. 

Our 10-year vision for developing the provision of all services which impact on the health, wellbeing and quality of life of experienced by Brent’s residents and their families is:-

1. To ensure that safe, high-quality services will be provided to everyone in the borough; services that are more flexible, responsive and easier to access, particularly to those in the community with the greatest needs.  

2. Preventing ill-health and promoting wellbeing will be embedded in everything we do; people will be supported to stay healthy and independent; with early interventions to prevent existing problems getting worse.

3. That improved health and wellbeing outcomes will be achieved through reducing wider inequalities present within the borough; improving the economic, social and environmental conditions which influence a person’s life chances. 

4. Service provision will be customer-focused and based on a thorough understanding of the different needs and issues which affect our diverse borough.

5. People will be provided with greater choice and control over the services they receive; information will be available and easily accessible to support choices.

6. All partners in public, private and voluntary settings will work together to ensure seamless service provision to those requiring care and treatment.

7. More services will be provided in the community and closer to people’s homes, not in hospital or institutional settings.
Appendix 3: Initiative Scores

	 
	Initiatives
	Tables
	Total
	Average

	 
	 
	1
	2
	3
	4
	5
	 
	 

	1
	Improve vascular health
	15
	15
	15
	6
	21
	72
	14

	2
	Improve mental health and well-being
	15
	15
	5
	10
	10
	55
	11

	3
	Improve primary care access
	10
	20
	10
	7
	6
	53
	11

	4
	Reduce premature mortality from cancer
	15
	15
	5
	6
	11
	52
	10

	5
	Improve maternity services
	15
	10
	10
	7
	4
	46
	9

	6
	Give children and young people the best start in life
	0
	15
	10
	9
	8
	42
	8

	7
	Support healthy behaviours
	5
	0
	15
	9
	7
	36
	7

	8
	Improve primary immunisation rates
	5
	0
	10
	4
	8
	27
	5

	9
	Improve patient independence, choice and control
	0
	15
	0
	7
	4
	26
	5

	10
	Improve planned care closer to home
	15
	0
	0
	7
	0
	22
	4

	11
	Improve detection and treatment of TB
	0
	0
	10
	5
	7
	22
	4

	12
	Improve the management of long term conditions out of hospital
	0
	0
	5
	8
	9
	22
	4

	13
	Improve sexual health and reduce transmission of STIs
	5
	0
	5
	6
	5
	21
	4

	14
	Improve the experience of people who user our services
	0
	0
	0
	9
	0
	9
	2

	 
	Total
	100
	105
	100
	100
	100
	505
	101
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