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The aim of this session was to bring together equalities practitioners from rural PCTs to provide an opportunity to discuss the unique challenges they face; to identify where they have had successes and to look into potential areas of development. 
Participants were asked to start the session by thinking about the key successes and challenges they had experienced relating to promoting race equality within their respective PCT. 

Key Successes 

1. One of the key successes identified was partnership working with both agencies and communities. Good examples included the development of the Single Equalities Scheme in partnership with local communities; adopting a partnership approach to equalities with public sector bodies such as the police; and negotiating a three year SLA with the Race Equality Council which included policy advice, training and consultation, acting as a ‘critical friend’, advice and support and working collaboratively to develop ‘joint ownership’. 

2. Another key success highlighted was securing senior commitment. Good examples included compulsory attendance of Directors and the Non-executive Chair at Diversity Steering Committee meetings; and senior management and Board commitment and sign-up to Race Equality Strategies, which have been made ‘real’ in provider services e.g. training programmes on key legislation and World Class Commissioning. 

3. Resources and support was identified as a key area of success. This included the setting up of a BME support network for staff; the employment of Community Development Workers (CDWs) – seven in Devon and forty in the South West region; and a number of examples were given of training programmes such as cultural capability training involving peer forums and debates, training on legislation and World Class Commissioning and mandatory training for practice managers on Equality Impact Assessment. 

Key Challenges

1. A key challenge identified was getting beyond the legislation. It was a common viewpoint amongst participants that equality is driven by compliance, but there were questions raised on how to get beyond that to start to make an impact on individuals and communities. It was felt that there was a push and pull effect between compliance of the legislation and delivering health inequalities. 

2. The impact of racism was identified as a key challenge, as well as the misuse of power. It was felt that rural PCTs in particular were faced with a huge challenge of changing the hearts and minds of sustained intergenerational views and prejudices. A number of examples were given illustrating the scale of the problem for staff, particularly BME staff in some rural PCTs. 

3. Fragmentation of BME communities was highlighted as a specific issue facing rural PCTs and the impact of this upon data and targets. For example, there are 69 different languages spoken in Suffolk (where English is not the first language). It was suggested that PCTs should be looking at making more use of local resources such as linking in to agencies such as Job Centre Plus, the local authority and the private sector for data and information sharing. 

4. A further key challenge identified was quality engagement – which included effective listening and feedback and involving communities in such things as scrutiny. It was highlighted that because of limited quality engagement, there is often found to be a disproportionate amount of take up by BME communities in some health initiatives yet the needs did not always seem significant to decision makers. Participants were in agreement of the importance of demonstrating progress in real ways involving staff, communities and the voluntary and community sector. 

Development and Support

During the second half of the session, participants discussed the kind of interventions and mechanisms they could potentially develop to try to overcome some of the key challenges highlighted and were asked to identify where support from the Race for Health programme would prove useful.  These include: 

Disseminating good practice
A number of participants identified the disseminating information and good practice as something that would prove very useful. Suggestions included the RfH Programme working alongside the Healthcare Commission and/or Pacesetters Programme to deliver good practice workshops. Some participants questioned whether in particular, the Race for Health learning programme could work directly with the Healthcare Commission on health inequalities. Another suggestion was for the dissemination of detailed case studies to illustrate good practice examples, including how a successful intervention was achieved, highlighting the challenges, outcomes and processes to allow the intervention to be replicated in other areas.

Regional support networks 

Participants felt that support mechanisms could be useful to enable PCTs to discuss challenges and share ideas and best practice, such as regional support networks. For example, it was felt by one participant that more PCTs should come together in their localities to discuss common issues, for example, establishing a South West equalities leads network which could also involve public bodies and the community and voluntary sector. It was noted that there is a social network in the East of England for staff, which could be explored and potentially replicated in other parts of the country.  
Cultural competencies 

A number of participants felt that increasing the cultural competencies of staff was a key area of development required. Suggestions included a review of all available training which most participants thought would be helpful. It was suggested that local communities could be involved by developing a database of community and voluntary organisations and documenting their skills and abilities. It was also suggested that a robust approach to recruitment and monitoring of cultural competencies of staff should be explored (e.g. embedding required competencies in person specifications and job descriptions and testing views, values and beliefs). 
Partnership working 

It was identified that increased partnership working would be of benefit to a number of PCTs, for such things as information sharing and to benefit from joint initiatives. For example, it was felt by some participants that better dialogue was needed around criminal justice e.g. domestic violence, hate crime and stop and search. It was suggested that the PCT could offer an advisory role – communicating such things as the impact of stop and search upon individuals and groups of individuals in the BME community. It was also suggested that the PCT could establish a mechanism for providing mentoring/support for racist incidents. 

Supporting local communities in commissioning 

Further, it was highlighted that supporting local communities was a developmental area that was required, especially around commissioning of services. It was felt that a better dialogue with community and voluntary sector providers was needed to explain new developments and changes and that related support and guidance could be developed and offered to the community. It was identified that current World Class Commissioning guidance was weak in terms of its equalities focus. Many participants therefore agreed that it would be helpful if the Race for Health commissioning guidance was updated in light of new developments relating to World Class Commissioning. 
All participants very much welcomed the session and all who attended said they would value an opportunity to meet up again. 
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