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Race for Health

Programme Board

Wednesday 12th May 2010

Liverpool PCT

1 Arthouse Square, 61-69 Seel Street, Liverpool, L1 4AZ

12.30 – 1.00 Lunch

1.00 – 4.00

Agenda

1.
Welcome and introductions

2.
Apologies

3.
Minutes of previous meeting






Paper A
4.
Matters arising

5.
Financial position







Paper B
6.
Membership








Paper C
7.
Events:








Paper D
a.
Rural networks

b.
TB seminar

c.
MHT Peer Review

d.
Community Engagement

e.
Leadership in Action

8.
Ethical framework for investment





Paper E
9.
Networks:








Paper F
a.
Rural

b.
BME NEDs

c.
Staff

d.
Other?

10.
Preparing for 2011/12:






Paper G
a.
Model

b.
Marketing

c.
Beyond borders

11.
Communications report






Paper H
12.
Learning programme report






Paper I
13.
Any Other Business

14.
Date, Venue and Time of next meeting: 

Thursday 23rd September 2010, London, 12.00pm – 3.00pm
(Leadership in Action, 3.30pm – 6.00pm)
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Race for Health 

Programme Board

Tuesday 9th February 2010 

Shared Intelligence, 1 Fitzroy Square
London, W1T 5HE
Minutes of Meeting

Present

Gideon Ben-Tovim




Liverpool PCT, RfH 

Anthony Berry





Department of Health

Jackie Harrison





Shared Intelligence

Brian Colman





Westminster PCT

Helen Hally





Race for Health

Errol Francis





Race for Health

Joe Hegarty





Westminster PCT
Ian Reynolds





NHS Wandsworth

Chino Cabon





Race for Health

Usman Khan





Race for Health Thinking Partner

Jonathan Bloch 





Haringey PCT

Alastair McWherter




Suffolk PCT

Tara Mistry





NHS Bristol 

	1. Welcome and Introductions 

Gideon welcomed and thanked everyone for attending and introductions were made.


	

	2. Apologies 

Apologies were received from: Sue Charteris, David Harris, Musmirah Shahzada, Evelyn Asante Mensah, Jonathan Cook, June Goodson-Moore, Riaz Ahmed, Ruth Wallis, Stephanie Harris, Surinder Sharma, Claudette Webster, Jack O’Sullivan. 

	

	3. Minutes of Previous Meeting 

Include Alastair McWherter in the list of apologies.

These were agreed to be an accurate record. 

	

	4. Matters Arising 

(a) Feedback from Chair and Vice Chairs
The decisions that were taken by this group in the light of the ongoing uncertainty about programme funding were communicated to and endorsed by the Programme Board.


	

	5. Directors Report 

(a) Finance

Helen outlined the decision made to issue redundancy notices to several staff in the light of the ongoing funding uncertainty for 2011/12.  The Programme is working towards an underspend (£20 – 40,000) which will be enough to cover some aspects of the Programme. The Programme has secured £90,000 from DH to support a marketing strategy to increase programme membership from now until the end of July 2010. 
(b) Marketing Strategy
Helen summarised the marketing strategy, which will include:

a. Taster events (£50,000)

b. Membership prospectus (£10,000)

c. Administrative support (£20,000) and

d. Contact time (£10,000) 
(c) Taster Events
The Taster Events will incorporate five different items;

1. A Mental Health Trust Peer Review (possibly Kent and Medway)

2. Rural Seminars (x2)

3. TB Seminar

4. Community Engagement Workshops (x3)

5. Event addressing ‘must dos’ and ‘can dos’ (following the leadership summit)

These events will be held in different regions to ensure national coverage. 

The plan is in train at present and is quite ambitious to be delivered by July. The target is that at each event, 30% of participants will be existing members and 70% of participants will be non RfH members, with the hope that the Programme will secure 2-3 new members from each event.  

The importance of inviting people at the right strategic level was highlighted, and Usman suggested using the strapline ‘how to do more with less’ i.e.  illustrating cost benefits to help target the right audience. Tony added that incorporating key strategic issues within the events would also help bring in the right people e.g. commissioning, the new framework and polyclinics. 
(d) Membership Packs

Jack is working on finishing off the Membership Pack at present, with the hope that it will be available by the end of the month.. 
(e) Services Offered
The Membership Pack will outline all services offered through Race for Health membership. This currently covers 35 services on offer for different types of membership. It was suggested that currently the list was too complicated and should be distilled into a number of key headings. Another suggestion was that the services available for full members should be highlighted first.  
Board Members should let Helen know should they wish to be copied into next iteration. 
(f) Annual Report
The annual report for 208/09 was submitted to the Department of Health as a Word document on 8 January. With some minor changes it is now at the printers and will soon be available to Board members.
	

	6. Reporting on KPIs
Errol gave an overview of the current system of reporting on KPIs and Race for Health Pledges. He outlined the issues raised by Matrix’s evaluation report (2008) and feedback from member organisations (2009) which have fed into proposed improvements. The key recommendations for changes to the current system were outlined to the Board. 

Gideon expressed that the reporting system is improving year on year. Tony suggested making sure PCTs are collecting the type of evidence that EDC/DH are looking for, and it may be helpful to define the term ‘BME’. Brian suggested that a way of marketing it may be as a tool for Trusts to use to add value and should be highlighted in RfH members’ set of obligations. Gideon explained how the EIA in the methodology should be included in the final document, as he found it a very useful tool. It was agreed that the reporting template should be communicated as ‘developmental practice’ – for the Programme to identify further support that may be needed for members. 

Errol outlined that the next stage would be to test the reporting template with 2-3 identified Trusts to see how it works in practice. 


	

	7. Equalities and Diversity Council 

Gideon attended the 2nd meeting of the Equalities and Diversity Council and explained that a lot of work was going on.  Work had been done on identifying priorities in sight of evidence, such as legal compliance and condition areas. Work was being done on system alignments to WCC, NHS Constitution and Public and Patient experience. Assurance Issues were being looked at, including health outcomes, leadership, vision and workforce (higher priority and focus). A lot of information is on the DH website. The next meeting is in March, with the hope that something tangible will be launched to follow.   

The Board agreed that a stronger emphasis should be placed on Workforce. 

	

	8. National Equality Panel report 

Errol provided a summary of the panel report which was launched on the 27 January, the full version of which can be accessed online. The key findings included that the wealth gap had widened in 2007/08 meaning that income inequality is now at its widest. More inequality was found to exist within social groups rather than between them. It is expected that the Marmot review will draw upon these findings further when it is published on the 12 February. The panel report recommended more targeting on health inequalities and targeting at specific areas of people’s lives. Errol is attending the launch of the Marmot review on the 12th. 


	

	9. Community Engagement 
Chino provided a summary of the programme of work being undertaken to develop community engagement in Race for Health PCTs. To date, this has involved an online survey conducted among Race for Health Trusts to identify existing community engagement practice and the development of three in-depth case studies (Suffolk, Bristol and Westminster). At the moment the best way for the case studies to be published is being looked into, and how best they can inform Stafford Scott’s curriculum of learning and vice versa. 

Helen thanked Julie Das, Shared Intelligence, for the work she had put into the case studies. 


	

	10. Update from the Department of Health
Tony explained that there is still no clarity regarding funding for 2010/11. He stated that there are ongoing budgeting decisions underway in the Department who are working hard to resolve this issue. Helen stated that she would appreciate an assurance that they will not be placed in a similar position this time next year.  


	

	11. Equalities and Human Rights Commission meets DH
An Equalities and Human Rights seminar is taking place on 18 March which Helen will be attending. This will be an opportunity for Race for Health to get involved in dialogue, support the DH and build relationships with the E & HR Commission. It was brought to the Board’s attention that the E & HR Commission is undertaking a review and will be involving a random selection of PCTs. 

	

	12. Communications Report
The Pledges outlined in the Communications Report will form part of the input to the Leadership event scheduled for July 2010. It was agreed that it would be useful to do something with the Pledges, such as publishing them on the RfH website and encouraging others to add their own Pledges to the list. 

	JO’S

	13. Learning Programme Update

Jackie gave an overview of recent and future peer reviews and some of the positive feedback that had been received by participants and host PCTs. The next review will be hosted by NHS Bristol on the 24/25 February 2010.  It was felt that we should promote the benefit of attending peer reviews. Helen mentioned that she is looking into accreditation of the learning experience of peer reviewers. 

	

	14. Any Other Business

None 

	

	13. Date, Time and Venue of Next Meeting 

Wednesday 12th May 2010, 12.30pm – 4.00pm, Liverpool PCT
	







Race for Health Programme Board

Financial position
This year the programme’s income will come from three main sources. 

First – core funding from the Department of Health. An allocation of £200,000 has been agreed for 2010/11.

Secondly – Membership fees. This figure will alter as the year progresses as more organisations take out different levels of membership. At present the membership fee total stands at £125,000.

Thirdly – commissioned activity. Currently we have at total for commissioned activity, from two separate divisions in the Department of Health, of £44,000.

In addition we have a sum of £90,000 from the Department of Health to support our marketing strategy.

This gives us a start of year position of an operating budget of £459,000
The planned expenditure for the year ahead includes:

Core staff – pay and non pay


£200,000

Communications



 £35,000

Learning Programme


 
 £75,000

Events





 £26,000

Commissioned activity


 £19,000

Thinking Partners



£100,000

Total





£455,000

This means that although at present the budget balances, it will be a very tight year indeed. Our current activity is designed to support existing members with bespoke programmes and to secure an increased membership base.






Race for Health Programme Board

Membership

On 1 April 2010 Race for Health membership stands at 11 organisations.

These are Bristol, Brighton and Hove, Haringey, Lambeth, Liverpool, Manchester, Norfolk, Oldham, Suffolk, Wandsworth and Westminster PCTs. Decisions are still awaited from Leeds and Luton PCTs.

In addition to these confirmed members, growing interest has been expressed by other organisations in joining the programme, including:

1. Alder Hey Children’s Foundation Trust 

2. Avon and Wiltshire Mental Health Partnership NHS Trust

3. Bath and North East Somerset PCT
4. Bromley PCT

5. Isle of Wight PCT

6. Kent and Medway Mental Health Partnership Trust

7. Leeds Partnership Foundation Trust

8. NHS Kirklees

9. NHS West Kent

10. North Bristol NHS Trust
11. North East SHA

12. North Somerset PCT

13. Oxford Radcliffe Hospitals NHS Trust

14. Royal Blackburn Hospital 

15. South Central SHA

16. South Gloucestershire PCT

17. South Western Ambulance Service NHS Trust
18. University Hospitals Bristol NHS Foundation Trust
19. West Middlesex NHS trust

Through a combination of full members, associate members, corporate members and members of our various networks, it is anticipated that membership will stand at around 40 by the year end. With our current membership of 11, the programme has legitimacy but requires financial support for its core team. With a membership of 25 full members it would have a greater degree of financial independence and a greater voice. With 40 members it becomes secure and very influential. This is achievable and will be a focus of our joint efforts in the year ahead.



Race for Health Programme Board

Events

As part of Race for Health’s marketing strategy, and also as part of the programme’s commitment to sharing the learning, a range of events have been planned to take place over the next few months. 

a) Rural networks

Two rural network events have already taken place, one in Bristol on 16 March and one the following week in Peterborough. These events confirmed the desire for organisations with a rural population to build a community of interest to share ideas, strategies and experiences. From these events came the proposal for a Rural Network corporate membership – for discussion later on the agenda.

b) TB seminar

Race for Health has combined with TB Alert to run a seminar on 30th June at the Kings Fund in London. It is designed to develop an action agenda to reverse a 20 year old rise in TB rates. This event is aimed at PCT commissioners, TB leads and network managers, public health directors and managers, equality &

diversity leads, and key staff from local authority departments including housing, social services and environmental health. It will empower them to develop practical action plans to deliver in their catchment areas.

c) Mental Health Trust Peer review

To widen the membership base of Race for Health we have decided to design and deliver a pilot peer review for a Mental Health Trust. Kent and Medway NHS and Social Care Partnership Trust have taken the opportunity to host the pilot review to test if the adaptation of the current peer review process proves equally as valuable for Mental Health Trusts – for both host Trusts and peer representatives. 

The review will be chaired by Melba Wilson, National Programme Lead - Mental Health Equalities for the National Mental Health Development Unit (NMHDU). We are now looking to put together a high profile, passionate and focussed peer team to undertake this pilot review. The review will start on the evening of the 30 June 2010, and will continue 1-2 July 2010.

d) Community engagement workshop

On 8th July a community engagement workshop will be held, bringing together Programme Leads who have already developed considerable expertise in this area, and representatives from organisations new to Race for Health. the event will be facilitated by Stafford Scott and Julie Das, and will use case material generated by Bristol, Suffolk and Westminster PCTs.

e) Leadership in Action summit

On 19th October 2009, Race for Health hosted a leadership summit in London on race equality. As a follow up to that event, a check on the action that followed on from the pledges that were made and an opportunity to reprioritise individual and collective action in the light of the changing political landscape, a further summit is scheduled for 23rd September. This will follow on from the Programme Board meeting, which will start slightly earlier than usual to accommodate a 3.00pm finish. The summit will commence at 3.30.

Taken together, these events provide an opportunity to engage organisations at a range of levels, on topics that are of real and immediate concern to people from black and minority ethnic communities, and should strengthen the drive towards race equality in health.



Race for Health Programme Board

Ethical Framework for Investment

We are approaching very challenging financial times. As the NHS Constitution states ‘We accept ….that difficult decisions have to be taken – and that when we waste resources we waste others’ opportunities’. Over the coming months and years we will all be facing a plethora of funding decisions – what to support – what to withdraw from – and it is vitally important that those decisions are based on more than what is quickest to implement and easiest to achieve.

It is in this context that Race for Health set about developing a simple tool to ensure that organisations and individuals within them would consider the implications of their decisions on race equality. If the principles of Equality Impact Assessments (EQA) were rigorously applied to all decision making processes then this tool would be largely redundant. However, some decisions might need some additional focus or prompting. This tool is not an alternative to EQAs but is an adjunct to them – an accessible aide memoir. 

In developing this tool Race for Health is indebted to Suffolk PCT, upon whose work this is based. We are also grateful to Staynton Brown from Lambeth for initiating this piece of work and to Jenny Fisher from Suffolk and Brian Colman from Westminster for their thoughtful contributions.

The draft tool is brought to the Programme Board for consideration, comment, amendment and, if appropriate, endorsement. It will also be going to the Programme Leads meeting on 18 May for similar consideration.

When the draft is approved we will publish on our website and explore producing a portable version for distribution across the NHS. 

Attachment A
Race for Health - Ethical Framework

A tool to incorporate race equality considerations in ethical decision making.

‘Everyone counts. We use our resources for the benefit of the whole community, and make sure nobody is excluded or left behind. We accept that some people need more help, that difficult decisions have to be taken – and that when we waste resources we waste others’ opportunities.’ 

NHS Constitution – 8 March 2010 
Acknowledgement – We are grateful to Suffolk PCT for allowing us to use their Ethical Framework as the basis for this tool.

How to use this tool. 

Five  broad issues need to be considered as a part of the ethical framework before making investment and disinvestment decisions. 

· Impact on race equality and other equality strands

· Impact on health inequalities 

· Clinical effectiveness 

· Cost effectiveness 

· Capacity to implement 

There are a series of questions to help you to apply the tool for any investment decision by you/your team on behalf of the PCT. 

The first is a threshold question and can be answered quickly. If the answer to this question is “yes”, then proceed with the remaining questions. 

To answer the questions please check the appropriate box. 

Threshold question 
1:
Does the initiative address a clearly defined health need? 
□
Yes 

□
No 

- One definition of need is the ability to benefit from the initiative 
Consider whether the initiative addresses clearly defined health need(s) and is not purely addressing a lifestyle or cosmetic need. 

(If the answer is no please do not proceed as this initiative is unlikely to be supported) 

If yes please state briefly how the initiative will address the health need: 

· Consider the health consequences of not supporting the initiative;

· Consider the impact of the initiative on building capacity/infrastructure/partnerships to address health needs. This might include initiatives for the workforce, with local and national partnerships and community engagement.

· Consider also the legislative framework.

If ‘no’ do not continue further 
2:
Promoting equality


To what extent does the programme promote race equality and equality across all strands?

□
Highly likely
□
Possible

□
Unlikely

□
More information required

Equality – ‘The NHS provides a comprehensive service, available to all irrespective of gender, race, disability, age, sexual orientation, religion or belief. It has a duty to each and every individual that it serves and must respect their human rights. At the same time, it has a wider social duty to promote equality through the services it provides and to pay particular attention to groups or sections of society where improvements in health and life expectancy are not keeping pace with the rest of the population’. The NHS Constitution 8 March 2010.

· Consider evidence from:

· Community experience

· Staff experience

· Community engagement

· Social cohesion

· Local partnerships

· Cross reference with Equality Impact Assessment

3:
Health Inequalities 
To what extent does the programme narrow existing health inequalities? 
□
Highly likely
□
Possible

□
Unlikely

□
More information required

Health inequalities can be defined as: 

‘Health inequality is the gap in health status, and gap in access to health services, between different social classes and ethnic groups and between populations in different areas.’ 

To determine your answer consider the following factors: 

− Is this initiative addressing the prioritised needs as defined in the Joint Strategic Needs Assessment or PCT operating plan? 
− Consider potential for differing impact on health outcome or status between groups as required by the law e.g by race, ethnicity, gender, faith, disability, age or sexuality. 
− Consider potential for differing impact on health outcome or status between groups for other important factors which influence health status e.g economic status or area of residence. 
− Might there be differential impact regarding access to services for particular groups? 
− Might there be differential impacts on health outcomes in population groups with a worse health status than in the population as a whole 

For example a targeted cardiac health promotion programme in a population sub group with low life expectancy 

· Please cross reference with your Equality Impact Assessment.

4:
Clinical effectiveness 
To what extent is the initiative considered to be evidence-based? 
□
Highly likely
□
Possible

□
Unlikely

□
More information required

- Evidence is available from many sources ranging from expert opinion to systematic review of randomised controlled trials 
- In decisions about whether programmes work (their effectiveness), hierarchies of evidence are used to show which sources of evidence are most robust. A hierarchy of evidence is as follows (lowest to highest): 
􀂃 Ideas, editorials and opinions 
􀂃 Case reports and case series 
􀂃 Case control & cohort studies 
􀂃 Randomised controlled trials (RCTs) 
􀂃 Systematic review of RCTs 
- Reliable evidence may be available from good quality, rigorously appraised studies. But other forms of evidence may need to be considered, especially when it is unlikely that trials could have been conducted 
5:
Cost effectiveness 
5a:
Clinical

To what extent is the initiative considered to be cost-effective? 
□
Highly likely
□
Possible

□
Unlikely

□
More information required

- To assess cost effectiveness we compare the costs and health effects/outcomes of an initiative with alternative options for resource allocation i.e. how much health gain for a given amount of money 
- This will depend on the size of benefit, marginal increases in programme costs and the marginal increase in the number of people who benefit 
- Health economists call this type of measure “incremental cost effectiveness ratio (ICER)” and express it as cost per quality adjusted life year (QALY) or cost per life year gained or equivalent. For example ICERs can be expressed as follows: if 5000 more pounds is spent on programme x, 2 more people will live for a year with good health. If 5000 pounds is spent on programme y, 1.8 people will live for a year with good health. 
Is there any information on cost per QALY, cost per life year gained or any other relevant measure? 
□
Yes 

□
No 

If ‘yes’ please provide details 

5b:
Capacity Building/Partnership programmes

To what extent is the initiative considered to be cost effective?

□
Highly likely
□
Possible

□
Unlikely

□
More information required

· Evidence to consider:

· Improved environment for initiative, innovation and partnership working;

· Enhanced cultural competence;

· Establishing foundation for long term cost avoidance:

· Clinical

· Staffing

· Risk.
Summary from this section 
Is the initiative likely to be funded in terms of its supporting evidence, cost-effectiveness and ability to address health inequalities and promote equality than the alternative possibilities? 


□
Yes 

□
No 

If the answer is ‘yes’ please continue 

If the answer is ‘no’ do not consider further for immediate funding 

Implementability 
What is the likelihood that the initiative can be implemented in practice? 
□
Highly likely
□
Possible

□
Unlikely

□
More information required

Here are some issues to be considered regarding the ease of implementation of this initiative: 

Assuming that this initiative is approved - 

Do we have or can we develop the necessary management resources to implement the initiative? 
□
Yes 

□
No 

□
Can’t tell 

Does the workforce possess or can it develop the required skills to implement the initiative? 
□
Yes 

□
No 

□
Can’t tell 

Do we have or can we develop the necessary infrastructure and equipment to implement the initiative? 
□
Yes 

□
No 

□
Can’t tell 

Does the initiative have or can we develop the necessary political backing and support? 
□
Yes 

□
No 

□
Can’t tell 

Can the initiative be implemented within a reasonable time scale? 
□
Yes 

□
No 

□
Can’t tell 

Does the implementation of the initiative very much depend on active cooperation from external stakeholders i.e. lies outside of our control? 
□
Yes 

□
No 

□
Can’t tell 

NB: Answering ‘No’ to any of the above does not bar the initiative from support, but may highlight areas that require further exploration.

After taking all the above information into account should this initiative be approved/disinvested?

□
Approved in full

□
Approved with conditions
□
Decision deferred – give details
□
Not approved





Race for Health Programme Board

Networks
Issues that have arisen from discussions with current, past and prospective members include the desire to have access to support networks built around communities of interest. Sometimes these relate to condition groups but more frequently they relate to community characteristics or staff experiences.

From these discussions have come ideas about developing a range of networks designed to address particular needs or aspirations. 

Networks under consideration at present are:

a) Rural network

b) BME NED network

c) Staff network

However there may be others that we seek to develop over the coming months.

a) Rural network. A proposal has been developed and is currently out to consultation with some of the organisation that have been participants in our rural events. This proposal is under review as there is an option to include a facilitated action learning set component that would lead to accreditation, but would influence the cost of participation. The outline proposal is attached for information, but should be treated with caution as the action learning set component has still to be incorporated.
b) BME NED network. Work is currently in hand to explore what appetite there is for such a network. Early indications are that this is something that would be very welcome. There seems to be a particular need for new BME NEDs who have joined Boards without a tradition of BME members. Discussion are being held with the Network for Black Professionals to explore taking this forward as a joint initiative. Membership fees would be similar to those for the rural network, and the consideration of accredited action learning sets is being explored.
c) Staff network. This is an area where there are a growing number of players – the national BME staff network, NHS Professionals Partners programme, for example and yet there is little evidence of experienced change or improvement. Exploration continues to see if there is an appetite for another national or regional network. Views would be much appreciated.
d) Other networks. Whilst the three networks noted above are the priority area for exploration, others may emerge that we would look to take forward in a similar fashion. Again, views would be much appreciated.

Attachment B
March 2010
Rural Network Proposal

Race for Health is committed to supporting and encouraging NHS organisations in their drive to improve the health and well being of people from black and minority ethnic (BME) communities. It has identified that there are significant challenges that are faced by members of the BME communities in areas that are rural in nature and where the BME population forms less than 3% of the overall population. In addition, there are particular issues faced by organisations and their staff where these conditions pertain and where communities are geographically dispersed. 

As well as these additional challenges, people in rural settings experience all the same issues associated with BME health as people living and working in more traditionally diverse environments. So while much of the work of Race for Health is relevant to all organisations, there is also a strong case for establishing bespoke programmes and support for those operating in more rural settings.

Over the past two years Race for Health has facilitated a number of seminars addressing race equality and rural issues. Emerging from those events has been a consistent call for the establishment of a national rural network providing advice, support and an opportunity to learn from others working in similar environments. It is in response to these calls that this proposal for a Rural Network - Race for Health Corporate Membership has been developed.

What is proposed is the establishment of a Rural Network open to all health and social care organisations, to further their work on race equality in a rural setting.

There would be an annual membership fee of £1,500 payable by each organisation (this fee would be waived for any organisation that was already a Race for Health full member). Payment could be made by individual organisations or by a Strategic Health Authority on behalf some or all of its constituent organisations. This would be a matter for local negotiation.

In return for the annual membership fee, the Rural Network would provide:

· An information network through the Race for Health website;

· A quarterly newsletter;

· Ad hoc advice and support;

· Opportunity to participate in Peer Review panels, (with CPD accreditation to be confirmed)

· Access to the Thinking Partner pool, at cost;

· Ongoing support for local action;

· Opportunities for sharing and celebrating best practice;

· At least 2 annual seminars/networking events.

There would be no limit to the number of staff from each organisation who could access these benefits.

The Rural Network, as a corporate member of Race for Health, would be entitled to nominate one representative to sit on the Race for Health Programme Board, the governing body that meets on a quarterly basis. 

Next steps. After consultation with rural stakeholders, this proposal, with amendments as advised, will be sent to all organisations that have participated in previous Race for Health rural seminars. It will also be sent to all Strategic Health Authorities and other targeted NHS organisations. Applications to join the network will be invited from that point on.

For further information, please contact Helen Hally, National Director – Race for Health. helen.hally@liverpoolpct.nhs.uk. Mobile: 07725345053. Website www.raceforhealth.org. 






Race for Health Programme Board

Preparing for 2011/12

This year, with financial support for core staff from the Department of Health, membership fees and additional income from commissioned work, Race for Health will be able to deliver a robust programme of work and break even at year end. This will not be easy, but it is achievable. However, even if public sector finances were not liable to significant pressure in 2011/12 it is unlikely that continued core funding would be forthcoming from the Department of Health. The economic conditions within which we will all be operating in the year(s) ahead make it almost certain that there will be nothing coming from the Department of Health in the way of core funding, and that is certainly the message that is being communicated.

This means that other funding options must be explored. Membership options have the potential to generate a significant proportion of the required funding, but as the economic climate generally worsens it may become increasingly difficult to secure membership commitment. We have developed a range of flexible membership options that should allow for organisations to try out aspects of the programme before committing to full membership. The risks associated with this is that if all interested organisations opt for the cheaper membership options there may still be a shortfall in core funding. 

Other options include drawing in more funding through commissioned activity. We are very well placed to undertake a range of activity building on our unique expertise around race equality, health, organisational development and community experience. The risks here are that in an economic downturn, investing in work in these areas may not be seen as a priority and that if there is another reconfiguration of the NHS there may be a great many people looking for consultancy work. There is room for optimism as equality is a cornerstone of the NHS Constitution, and there is manifest commitment to the agenda in the form of the Equality and Diversity Council (EDC). It is therefore imperative that we ensure that our activity and expertise is couched in terms that are in harmony with the key strategic strands of the EDC. With Gideon as a member of the EDC we are well placed to be informed by and to inform the Council.

Race for Health in 2011/12 will therefore be built around membership activity and commissioned activity. In order for the membership base to be secured and extended consideration must be given to all that we do in terms of how it would attract new members and deliver benefit to existing members. It is in all of our interests to extend our membership and therefore everyone involved with the programme is asked to consider themselves and their organisations as marketing tools for Race for Health.

Within this context, expressions of interest in joining the programme have in the past been received from Wales. As a Department of Health funded programme and with health being a devolved responsibility this has felt a little problematic. However, now that we are moving away from a directly funded model, it is perhaps time to revisit this. This is particularly relevant now since the publication of our membership brochure has prompted enquiries from all of the home countries and from Scotland in particular. 

Views on all of the above would be welcomed.





Race for Health Communications Report - 12 May 2010

Developing our new marketing strategy and supporting documents

We recently undertook an exercise to give race equality in health fresh appeal to those running NHS organisations. Race equality in health retains its imperatives based on human rights and social cohesion, as expressed in the NHS Constitution and legislation. However, we also know that it is a cost-effective way for NHS organisations to deliver on a host of other objectives. In a workshop with Thinking Partners in February, we set out to look at these objectives and see how Race for Health can contribute to them. We felt that if we could get this narrative right, it would help NHS organisations to hear our message better and, hopefully, support our drive for new members.

Out of this exercise emerged five key objectives for NHS organisations – efficiency, quality, WCC, registration and corporate responsibility. Each of these five objectives requires a number of competencies. So, for example, ‘Efficiency’ requires value for money/reduced costs plus a shift to preventive care and from acute to primary/community care. We then examined how Race for Health supports development of such competencies – so we effectively mapped our services against organisations’ needs.

For example,  in the case of increasing efficiency, we know that our member organisations have developed good practice  to tackle preventable conditions that disproportionately effect black and minority ethnic (BME) communities – such as diabetes, heart disease, stroke, smoking, poor ante-natal health, mental health issues and late cancer diagnoses. We have knowledge and expertise on improving BME access to GP care, drawing in seldom heard communities and ensuring better links between health and social care for BME communities. This knowledge and practice is life enhancing and cost saving for NHS organisations.

The boiled down results of the mapping exercise we undertook were then used as the basis of a new marketing brochure that Race for Health has published, entitled Your Organisation and Race for Health and subtitled: Why joining us to work on equalities saves money, improves efficiency, supports commissioning and increases service quality. 

We tested our conclusions with a number of health professionals among our members who liked the approach. The document can be found on the Home Page of the Race for Health website or you can go to this link:  http://www.raceforhealth.org/resources/publications/your_organisation_race_for_health
Since publication of the brochure, we have disseminated the document to all our stakeholders and potential members of Race for Health. Our business manager, Musmirah, along with Jessica, have been developing a data base of ‘hot’ possibilities, whom they have been contacting by telephone. The result is that we are now in communication with a number of possible new members, for whom we are also developing an array of membership materials.

Other developments

We have removed all passwords from the Race for Health website. Some members were put off using the website by the presence of passwords. Removing them will hopefully make the site as accessible as possible.

We are compiling the Annual Report for 2009-2010. In June we will publish our study of good practice in community engagement, including extensive case study material. We are also working on a follow-up event for the Autumn, related to the pledges for action that were made at the Leading Action on Race Equality and Health Summit in October 2009.





Race for Health 

Learning Programme Update
Peer Reviews 2010

Kent and Medway Trust, 30th June - 2nd July 2010

Kent and Medway NHS and Social Care Partnership Trust have taken the opportunity to host a pilot Peer Review for a Mental Health Trust. The review will be chaired by Melba Wilson, National Programme Lead - Mental Health Equalities for the National Mental Health Development Unit (NMHDU). 

The review will focus on partnership working across the patch and will touch upon community engagement, collection and use of data and Membership. Details of the review are being developed at present. We are now looking to put together a peer review team for the review. If you are interested yourself, or would like to nominate a relevant colleague to attend, please contact Jackie Harrison at Shared Intelligence.  

Liverpool PCT, October 2010

The theme of Liverpool PCT’s Peer Review will be Dentistry; and we are in the very early planning stages at present. The RfH Learning Team will meet with Liverpool PCT over the coming months to plan and prepare for the Peer Review, details of which will be disseminated to Programme Leads when they have been confirmed. 

We are working with other member PCTs who are due a Peer Review at present to develop a fuller timetable, and will update the Board as and when further dates are established. 

Community engagement in commissioning 2009/10: 

The community engagement and commissioning case studies produced last year have been given the go ahead for publication in June. Shared intelligence is working with the three Race for Health PCTs (NHS Westminster, NHS Suffolk and NHS Bristol) to provide visual data for the document. 

Recommendation

For the Board to note 

Sue Charteris 

Shared Intelligence
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Agenda Item:			10, Paper G





Title:				Preparing for 2011/12





Summary:





This paper explores development of the Race for Health programme in 2011/12.





Lead:				Helen Hally





Action Required: 





The Programme Board is asked to note and advise.











Meeting:			Programme Board  - 12th May 2010





Agenda Item:			9, Paper F





Title:				Networks





Summary:





This paper outlines current and proposed Race for Health networks.








Lead:				Helen Hally





Action Required: 





Board members are asked to consider, note and advise.








Meeting:			Programme Board  - 12 May 2010





Agenda Item:			6, Paper C





Title:				Membership





Summary:





This paper provides an overview of:


confirmed Race for Health membership;


interested Race for Health members.








Lead:				Helen Hally 





Action Required:





The Programme Board is asked to note and comment.





Meeting:			Programme Board  -  12 May 2010





Agenda Item:			5, Paper B





Title:				Financial Position





Summary:





This paper by the Director, outlines the financial position of the programme for the year. 








Lead:				Helen Hally





Action Required: 





The Board is asked to consider and advise.








Meeting: 			Programme Board  -  12 May 2010





Agenda Item: 		3, Paper A





Title:				Minutes of Previous Meeting 





Summary:








Lead: Gideon Ben-Tovim





Action Required: 





The Board is asked to:


To note, amend as necessary and approve.








Summary:





We have been on developing a new marketing strategy for Race for Health. This is focussed on how we can help NHS organisations to achieve their key goals by working on health inequalities among people from BME communities. It has been a useful exercise which has helped us to understand our members and stakeholders better and improve our communications with them. Hopefully, this work will result in more members joining Race for Health. We have published a new marketing brochure, which is available on and off line.








Title:				Communications Report





Action Required: 





Board members are asked to take note and let Race for Health staff know of any organisations in their region that might be particularly open to being contacted by Race for Health about membership prospects.








Lead:				Jack O’Sullivan





Agenda Item:			11, Paper H





Meeting:			Programme Board  -  12th May 2010





Action Required: 





The Board is asked to consider, discuss and advise.





Summary:





This paper outlines planned activity over the following months. 





Agenda Item:			7, Paper D





Meeting:			Programme Board  -  12th May 2010





Title:				Events





Lead:				Helen Hally





Lead:				Helen Hally





Title:	Ethical Framework for Investment





Action Required: 





Board members are asked to note the content of the paper, comment, amend and endorse.














Summary:





This paper outlines an Ethical Framework tool being developed by Race forHealth.











Agenda Item:			8, Paper E





Meeting:			Programme Board  -  12th May 2010





Agenda Item:			12, Paper I





Title:				Learning Programme Update





Summary:





This paper updates the Programme Board on the Learning Programme. 





Lead:				Sue Charteis/Jackie Harrison





Action Required: 





The Programme Board is asked to note.
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