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Programme Leads Meeting
Tuesday 18 May 2010, 10.30am-1.00pm

Shared Intelligence, 1 Fitzroy Square 

  London, W1T 5HE

Agenda

1. Welcome and Introductions
2.  Apologies

3. Minutes of Previous Meeting (Paper A)
4. Matters Arising

5. Programme Update – Membership and Activities for the Year Ahead       HH
6. Joint Strategic Needs Assessment




   HH/MG
7. Rural Race Equality Network
(Paper B)



          DH      
8. Feedback from the Board




       CW/BC/HH
9. 2009/10 Annual Report




  
         JO’S      

10. Ethical Decision Making Framework (Paper C)


          HH
11. Environmentally Friendly Publishing 




         JO’S
12. Update on Peer Review Programme 
(Paper D)



 JH
13. Any Other Business

14. Date, time and venue of next meeting:

Thursday 8 July 2010, 10.30am-3.00pm, Liverpool PCT 

Programme Leads Meeting Minutes

17 March 2010
Shared Intelligence, London
Present

Brian Colman
Head of Equality, Diversity & Human Rights, 
NHS Westminster

Chino Cabon

Senior Associate Coordinator, Race for Health

David Harris

Senior Associate Coordinator, Race for Health

Errol Francis

Senior Associate Coordinator, Race for Health

Helen Hally
National Director, Race for Health

Jack O’Sullivan

Communication Consultant, Race for Health

Jane Cameron

Planning Manager, NHS Wandsworth

Jennie Fisher
Community & Engagement Manager, NHS Suffolk

Musmirah Shahzada
Business Manager, Race for Health

Pauline Mitchell
Equality Data Manager, NHS Liverpool

Staynton Brown
Assistant Director, Equality Diversity and Human Rights, NHS Lambeth

Sue Lee
Head of Equality, Diversity & Workforce, NHS Berkshire East

1. Welcome 

David thanked everyone for coming. Everyone introduced themselves. 

2. Apologies
Apologies were received from: Mina Jesa; Michelle Cox, Claudette Webster, Christina Gray, Jennifer Downie, Niall O’Gara, Lynne Carter, Hashim Khan.

3. Minutes of Previous Meeting

The Minutes from the previous meeting were accepted. 

4. Matters Arising

4.1 Rural Networks

David asked Helen to provided feedback from the first of two rural network events. Helen summarised how primarily South West and South Central trusts had attended the first workshop. The group had focused on exploring the feasibility of and agreeing to develop a proposal for rural networks. The group had identified a real need for rural PCTs working collaboratively to raise issues affecting BME communities.

Sue asked for clarification on network participation costs. Helen explained that for trusts with full Race for Health membership, there would be no additional cost for participating in the rural network. As a corporate membership package, costs to participate would be £1500 per organisation per year. 

4.2 ‘Transforming Community Services’ NHS North West

David outlined the approach that NHS North West had taken with this piece of work and how he was working with the SHA to devise guidance. 

4.3 Race for Health Annual Report

Helen confirmed that copies of the Race for Health 2008/09 Annual Report were available on the Race for Health website. Hard copies could be available through contacting the Race for Health Business Manager.

Action(s): 

Requests for hard copies of the Race for Health Annual 
Report 2008/09 to be sent to the Musmirah.
 


ALL
4.4 Cultural Competence Framework

Errol summarised this piece of work. In 2009 Race for Health had carried out work with the Healthcare Commission looking at cultural competency across all equality strands. The focus had been on developing a framework of ‘what good looks like’ – the defining characteristics of cultural competence within an organisation. Helen said that she was currently exploring plans to develop this work further.

David highlighted the correlation of this to the NHS constitution. Jennie also stressed the importance of linking this with Quest for Quality and Improved Performance (QQUIP) and World Class Commissioning (WCC).

Action(s):

To consider options for taking Cultural Competence Framework
work forward.








HH

5. Decommissioning Principles and Equality/Equity

Staynton outlined his thoughts on the issue of decommissioning services within the NHS and the impact of this equality/equity. NHS organisations are increasingly having to make significant cost-savings and as a result certain services are being decommissioned. Staynton highlighted the possible dangers of decommissioning services without health equity principles being used to make these decisions. He provided an example of GP access for a minority group such as refugee and asylum seekers as an area where such principles could potentially be overlooked and such a service decommissioned. Staynton argued that increasingly small decisions to cut services such as this could collectively affect a large marginalised population.

The group shared concerns around this issue. Jane explained how Wandsworth were currently undertaking a review to marry equality/equity principles into programme management and finance. Brian argued for a more proactive approach – being confident in challenging decisions around reconfigurations and service redesign and the rationale behind these decisions. He provided the example of translation services as area that could potentially be affected by decommissioning. 

Chino highlighted how although EIAs should serve the purpose of refreshment of equality/equity principles throughout this decision making process, these were not always followed through properly by commissioners. The challenge would be to communicate how cost cutting now could potentially cost more to the NHS later. Helen summarised the main thought processes when decommissioning and/or redesigning services. She proposed a ‘bookmark’ idea of headlining and raising the issues of equality/equity when making (de)commissioning decisions. The group agreed with this approach and formulated a working group to take this work forward.

Action(s):
Establish a short-life working group to develop 8-10 race equality principles as an aid-memoire for decision makers (bookmark idea). 


HH/SB/JF/BC
6. Completing the KPI Template (Paper C)

Errol carried out a presentation to the group, explaining the rationale behind the new expanded KPI condition groups, outlining the proposed 2010 KPI reporting template and inviting questions from the group on the proposed template. Helen stressed that KPI reporting should not place additional demands on Programme Leads but feed from processes already existing within the organisation, as well as help to make a real difference in outcomes. The key aim should be to choose disease conditions that were relevant to individual populations.

Clarification was sought by the group for various issues including:

a. Terms used in the report’;

b. How fixed the KPI reporting cycle deadlines were

c. Whether interim reports needed to be written or oral

d. Focussing on maintaining progress and not just achieving

e. Ensuring the template is outcome focused

f. What kind of ‘stories’ are Programme Leads expected to collect and how many

g. Authority of the KPI reports

In response, Errol explained that efforts had been made in the guidance to clarify terms and what was data was expected in the KPI template (a). He also outlined the KPI reporting deadlines for the upcoming year (b). Jennie highlighted the potential for some deadlines to clash with individual trust deadlines. Helen clarified that these deadlines were designed as a useful reference, that they could be aligned with trust deadlines to reduce the possible burden to Programme Leads. She also stressed the value of the written KPI reporting process, but that the interim reports could be reported verbally (c).

In terms of maintaining progress, Musmirah suggested expanding the KPI template to include previous years’ submissions – allowing Programme Leads to review what was submitted in previous years (d). This was welcomed by the group, especially where staff had changed roles within the organisation. The group also agreed that the new approach of KPI reporting was outcome focused (e). 

Errol outlined the importance of collecting stories and not just data(f). Jane suggested the benefits of this when aligned with the need for individual trusts to collect stories for their Annual Reports also. Helen asked for qualitative stories with numbers, and welcomed as many stories as were relevant. Chino explained that these stories are useful particularly for showing progress over time, and highlighted how such stories would be useful for future events such as Race for Health community engagement seminars. 

The group then went through the KPI template in detail clarifying issues relating to data. Helen summarised that the KPI reports were expected to have been signed off by individual trust Boards and/or on behalf of the individual trust Board.

Action(s):

To amend 2010 KPI Template with recommendations 
from the meeting.







DH/MS

Once revised, ensure 2010 KPI Template has been circulated 
to all Programme Leads.






MS

Letter to be sent out to all to refresh dates/deadlines regarding
the KPI reporting cycle.






HH
Timetabling of annual/6 month session for exploration 
of Learning Development Needs – support for Programme Leads.

HH/MS
7. Presenting Equalities Work (Paper B)

Jack outlined the new direction that Race for Health was undertaking in relation to presenting equalities work across the NHS. He outlined the five key objectives for NHS organisations, that Race for Health would also be working to help in, including:  efficiency, quality, World Class Commissioning registration and corporate responsibility. He explained the emphasis on marrying ‘what are the priorities for NHS trusts’ with ‘how Race for Health can help deliver these priorities’, and invited feedback on this approach.

The groups explored the challenges around shaping messages to different target audiences in order to ensure impact. Everyone agreed with the approach undertaken and welcomed the new membership booklet. Suggestions were made however, including increasing the font of the www.raceforhealth.org website on the booklets and ensuring the booklet is targeted appropriately. 
Action(s):

Separate cover letter to be circulated with membership document
to ensure document is targeted to audience.



JO’S
Next print run of membership booklet to include larger website address.
JO’S

8. Learning Programme

Julie fed back to the group regarding the recent Race for Health Peer Reviews. She outlined there had been two Peer Reviews since January, and that Outcome papers would be ready soon. 
9. Feedback from Programme Board Meeting

Brian provided feedback from the previous Programme Board Meeting around the KPI process, programme funding and a presentation by Errol on wealth inequality. The group appreciated the feedback.

10. Programme Development

Helen outlined the Membership package to the group, including a summary of members signed up to the programme and funding arrangements.

11. Any Other Business

Jane shared a verbal update of NHS Wandsworth’s progress over the past months on behalf of the Programme Lead. 
Brian asked everyone to consider a greener approach, especially in relation to future Race for Health publications. The group agreed with this approach.

Action(s):

To continue to consider a green approach in printing publications.

ALL

12. Date of the next meeting
The next Programme Leads Meeting was confirmed as taking place on the 18th May 2010, 10am – 3pm at Shared Intelligence, London.


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 Lead
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 Jennie Fisher from Suffolk and Brian Colman from Westminster for their thoughtful contributions.

The draft tool is brought to the Programme Lead for consideration, comment, amendment and, if appropriate, endorsement. It also went to the Programme Board meeting on 12 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. 

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



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

Lead: 			Chair 




















Action Required:





Programme Leads are asked to note, amend, approve and raise any matters arising not addressed anywhere else on the agenda





Summary: 		





Minutes of the Programme Leads meeting held on 17 March 2010  





Title: 			Minutes of Previous Meeting 


			





Agenda Item: 	3, Paper A





Meeting:		Programme Lead, 18 May 2010 





Lead: 			Jackie Harrison  




















Action Required:





Programme Leads are invited to consider the benefits to their organisations of attending Peer Review events. 





Summary: 		





The most recent update from Shared Intelligence relating to the Peer Review Programme for 2010 plus information on Community Engagement in Commissioning 2009/10 





Title: 			Shared Intelligence Peer Review Update 


			





Agenda Item: 	11, Paper D





Meeting:		Programme Lead, 18 May 2010 





Programme Leads Meeting


Race for Health – Learning Programme Update





Lead:				Helen Hally





Title:	Ethical Framework for Investment





Action Required: 





Programme Leads 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 for Health.











Agenda Item:		10, Paper C





Meeting:			Programme Lead, 18 May 2010 





Action Required: 





Programme Leads are asked to consider, note and advise.








Lead:				David Harris 





Summary:





This paper outlines the proposals regarding the Rural Race Equality Network. 








Title:				Rural Race Equality Network 





Agenda Item:		7, Paper B





Meeting:			Programme Lead, 18 May 2010
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