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Notes of the Healthwatch Derby

Management Board Meeting
29 May 2024

2.00 pm to 4.00 pm 

Room E, Council House  
	Present:
	Apologies
	Staff present:

	Dr Stephen Handsley (SH)
	Sue Cowlishaw (SC)
	Rebecca Sumpter (RS)

	Jason Hayer (JH)
	Rachael Murfin (RM)
	Rebecca Johnson (RJ)

	
	Kieran Abeysakara (KA)
	James Moore (JM)

	
	Nav Sahota (NS)
	Jade Hyam-Jones (JHJ)

	
	Tally Rana (TR)
	

	
	
	


	Item
	
	Actions

	1  Welcome and Apologies 
	SH welcomed everyone to the meeting.  Apologies were received from Rachael Murfin, Kieran Abeysakara, Nav Sahota, Tally Rana, Sue Cowlishaw 

This meeting was not quorate 

Meeting chaired by vice chair Dr Stephen Handsley  
	

	2 Declaration of interests 
	SH asked for declarations of interest. None declared 
	

	3 Board member elections 
	Dealt within the last meeting 
	

	4 Minutes of the last meeting 
	A list of questions was complied for the ISC by JM along with NHS app report.
Minutes of the last minutes accepted as a true record by the board. 
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	5 Updates 
	Update (See report) 
JM informed the board that JB had now left HWD. 

He had been replaced with JHJ, who’s role was slightly different to the previous one. This would be 50% 50% engagement and admin. 

JHJ then introduced herself to the board. 

JM explained the main areas of focus planning for the previous quarter had been end of life project (ongoing), enter and view hospital visits, development of the ICB involvement for Healthwatch insights and the NHS App survey and report completed.
JM wanted to make it clear that the NHS app report could not be published until after the election (purdah) and that all staff and board should note the period of time this involves. Once purdah is over this report will be sent to the HWBB.
SH asked about the NHS app finding 

JM stated that 103 people took part in the survey 

73% were aware from the white British/English/ Northern Irish/Scottish/Welsh and 14% from Asia/Asian British, Pakistan, Indian or Black/Black British, Caribbean  

JH then explained that it was up to how the individual GP practises push the NHS app 

SH then suggested that one way of generating interest is by going to Mosques. 

HWD recommendations were an inclusive awareness campaign, which includes a better understanding of the benefits of using the App for the individual. Both locally and nationally. Improvements to the App to make it easier to use. Ensuring there is a set standard for updating the App by the NHS professionals. 
The GP survey report had also been completed.

HWD have engaged with 3328 people and signposted 1088

JM reported the current 175 HWD volunteers and 26 HW Champions. 
JM also informed the board we were meeting with Team Up to discuss a joint working project.
Finance 
JM reported that HWD had a revised budget from the money         received from the ICS for BF secondment. 

Nearly 13k carried over to reserves with an accrual of 3k for HMRC. 


	Purdah dates from now until the 4th of July 
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JM to send out the report when proof read 

	6 Equalities
	33% Males 66% Female 
Most responses from 25–49 year olds 

73% of responses were White British 

Increased responses from Pakistan and Asian communities due to Nasreen connections and more outreaches falling in previous quarter but overall, the annual report is more general. 

70% of the responses had a long-term condition. 

Report finalisation and publishing to be arranged after the election. 

SH Is it possible to compare responses to other area Healthwatch for any lessons to be learnt? JM difficult to compare due to differences in profiles of different areas.
RJ There is some conversation with Healthwatch Sheffield 
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	7 Sustainability 
	Healthwatch Derby has received the same level of funding for the last 10 years, due to changes in the value of money.
JM informed money situation influencing outreach possibilities for example the online surveys could be supplied in other languages but services such as Survey Monkey carry additional translation costs. 

This year is the last year of the current contract where the Department of Health transfer the funding to the local authority to allocate however doesn’t state how much to Healthwatch.
HWE have asked that the budget be increased from 35 million to 45 million. 

This has led to conversation over considering a new policy for Healthwatch funding body. Discussions prior to the announcement of the general election of Healthwatch England to become a governing body but carries fears over narrowed focus on London Boroughs and not the local communities. 
The election needs to be sorted before changes can be organised and the time required for cabinet decisions. 
In October/September discussion to begin in the cabinet 

Budget cuts nationally and in other Healthwatch areas worse with the bare minimum to operate, needing an uplift in the budget to continue.  
JM has arranged a meeting with our new commissioner Jackie Costello in June who was our previous commissioner in 2021.
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	8 Enter and View
	RJ report not finalised but highlighted best practise, recommendations and accessibility adjustments required. Focusing on signage, boards, patient menus, toilets and environmental changes such as clean and equipment in good working order.
RJ to contact Maggie Palmer in ICB regard home visits and the home managers survey for enter and views. 
	RJ to contact Maggie Palmer 

	9 Youth Board 
	RJ explained how the relaunch of the UHDB youth forum may improve numbers and that she’s contacting the senior operator to hopefully boost numbers in September.

	

	10 End of life 
	RJ sent out information out about the end of life project last week. Producing 2 possible contacts she is arranging to meet. 

SC asked for a copy of the report from HW Sheffield on end of life care. 

RJ will be in contact with the Marie Currie Treetops and ICB Sue

RJ also meeting with board members over their personal experiences. 
SH explored the idea of how on the ward there little training for the end of life care regarding the protocol, social and cultural norms. 
JH the standard isn’t good enough, in secondary care it’s so busy patients get ignored and in primary there is little engagement.

	RJ to send a copy of the HWS report to SC 
RJ to set up teams meetings with JH and SH 

	11 AOB
	Childhood obesity score discussed with 40% of Derby children reportedly obese alongside the rates of tooth removal and cost of living to buy fruit and vegetables. 
Handouts and guidelines to circulate regarding the activity and discussions concerning the elections. 
Meeting closed at 15.25
	JM to contact the other board       members about the purdah period          
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1. This monitoring data relates to:

· Quarter 1 

· Quarter 2 

· Quarter 3 

· Quarter 4 x



2. Report any changes/any significant problems with staffing or capacity including changes to management or governance structure



One of our engagement officers has left our employ to join another company , reason given salary , We are  unable to offer a cost of living pay rise at this moment in time. 



3. Complaints / compliments received during this quarter including feedback received from the impact tracker to demonstrate influence and changes made.
we recieved 10 compliments in the quarter and 1 complaint about Christmas opening times.

4. What have been the main areas of focus for Healthwatch Derby during the last quarter? 

General outreach asking about all local health and social care services , Outreach events at GP’S, hospitals and market places.

Planning for End of Life project ongoing

GP Access survey completed over 400 responses ..

Continued supporting Integrated Care System progress through involvement with Integrated care partnership.

Attended PLACE meetings

Enter and views at Hospital

Continued work with ICB to develop pathways to improve how Healthwatch insights are used to make improvements.in understanding and services.

CQC Derby City Council Assessment

Quality meetings  including system quality group , UHDB

NHS App survey planned

5. What progress has been made during the last quarter in respect of the above? Have you identified any barriers to achievement of agreed outcomes?

Reports completed, analysed and published. 

GP survey report completed and shared with the wider Derbyshire Health and Social care system, presented at Derby Health and Wellbeing Board – Response and ongoing dialogue received from ICB.

The End of Life project has stalled , due to access issues and GDPR but meetings ongoing. Hopefully will be resolved and project can commence in the next quarter.






6. These are the services/groups/engagement events we have visited during this quarter (highlighting projects and areas of influence):
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7. Example of pathways provided for local people to become involved informally and formally in contributing to the delivery of the local Healthwatch service:
we continue to offer a route through the reference group to enable people to get involved.,  

The mystery shopper programme is ongoing (volunteer led).



Continued discussions with ICS about how Healthwatch Derby insight can clearly show how it influences and impacts the system . 

8. Example of an experience received from patients, carers or service users and what has been done with this feedback:



What was the issue? .  Continued reports about GP access issues

What did HWD do?  Undertook a GP access survey across the City receiving over 400 comments

What was the impact of this? The Report was shared with the ICB/ HWBB and the wider Health and Social care system. ICB are committed to making improvements and implementing the recommendations made by Healthwatch Derby . A continued dialogue on this issue is in progress.


9. An example of partnership activity undertaken during this quarter, and its impact e.g. the increase to reach and membership.

· Healthwatch England

· Volunteering Masterclass- how to increase membership 

· Understanding equality, equity, diversity and inclusion

· Volunteer Lead Network – how to increase reach and impact

· Craig McKenna – Healthwatch Leeds- peer learning



· UHDB

· Healthwatch Derbyshire and Staffordshire engagement catch up

· Operational Patient Experience Group

Both of these are how patient voice can be better understood and make improvements

· DCHS

· Patient Experience and Engagement Group

· Complaints Peer Review

· Derby City Place Partnership Board

· Integrated Care Partnership

· ICS Co-production Framework working group

· East Midlands Care Conference

· Pete Dempsey – One Advocacy

· – ICB various



Volunteering recruitment 

Working with VCS (Community Action Derby) to find pathways to improve reach.




10. The number of people signposted in this quarter to access services and provide a range of further support e.g. what services signposted to/ do they capture reason:





          1088 people were signposted

Most of the sign posting was to ask about.

Nhs Dental treatment 

access  to GP services and how to complain

NHS complaints 

Hospital Pharmacy

PAL’S

111



o What we did with this feedback – feedback is logged in our data base and provided to individual providers or service commissioners and also provided to CQC on request
o What happened next - reports for individual GP practices, sent out , UHDB/ DCHS  feedback is discussed at quality and management meetings  



11. Enter and View visits conducted during this quarter including outcomes and purpose – template for enter and view visits (guidance). 



Took part in 3 Enter and Views one at  Royal Derby Hospital one at Florence Nightingale Community Hospital.  One at Queens in Burton . We had cancellations due to staff illness at the hospital out of our control.

We trained up new enter and view volunteers and await DBS checks and visits to care homes are to be attempted in the next quarter.  



12. Key reports/research shared with the Health and Well-being Board and local partners during this quarter for forward planning Healthwatch strategic priorities: e.g. locally or nationally determined reports / Health and Social Care split:



GP Survey access Survey Report 

insight Reports

Trust Reports



13. Case examples of how engagement within high level forums has influenced the planning and design of services.

GP survey Report is currently being discussed by ICB to see how improvements to GP access can be made whilst implementing NHS improvement plan.

14. Demographic Information - Age / Gender / Ethnicity
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15. Number of Volunteers during this quarter
[image: ]

16. Website and Social Media reach:

Website

[image: ]

facebook
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twitter
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Linked In
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17. Staff training and development carried out during this quarter:
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18. Programme of activity for the next quarter:

Continued Work With ICB about improving use of insight

Continued general outreach.. 

Enter and View , 

continued Youth Board development. 

End of Life project 

NHS APP survey

Meeting with Team up about future collaboration

GP Access follow up

recruitment

19. Future reports we will be focusing on:

End Of Life 

NHS App

Team Up future collaboration

20. Quarterly Financials
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Users New 


Visitors


Returning 


Visitors


Sessions Page 


Views


No of 


comments 


received


Quarter 1 (2023-2024) 131 121 59 236 529 236


Quarter 2 (2023-2024) 155 137 74 234 514 234


Quarter 3 (2023-2024) 32 7 22 53 61 64


Quarter 4 (2023-2024) 117 98 19 216 312 165


Website
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Followers Page Views Reach Engagement


Quarter 1  367 1032 57


Quarter2 391 9280 681


Quarter 3  392 6448 73


Quarter 4 392 1100 68


Facebook
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Tweets tweet 


reach


New 


Followers


Total 


Followers


Quarter 1  13 423 -108 2135


Quarter 2  16 2100 -7 2128


Quarter 3  16 911 -5 2123


Quarter 4  12 876 0 2123


Twitter
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Page 


Views


unique 


visitors


Quarter 1  105 86


Quarter 2  38 28


Quarter 3  51 43


Quarter 4  76 54


Linked In
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Staff Training and 


Development / 


Healthwatch Volunteers


Course Title No. Staff / Volunteers Attended


Course Length 


(Hours / Days) Refresher (Yes / No)


Volunteering 


Masterclass 12hrs yes


understanding Equality , 


equity , diversity and 


inclusion


12hrs no


Enter and view training 315 hrs no


Enter and view training 210 hrs yes
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Total Budget Budget less 


total


Premises, Office and 


Management Costs


£3,311.00 £4,000.00 £689.00


Publicity, Communications, 


Post Printing


£7,204.81 £8,000.00 £795.19


Expenses - staff and volunteers £4,730.00 £5,000.00 £270.00


Training £5,990.00 £5,000.00 -£990.00


Legal, Insurance, Management 


Support


£4,496.19 £5,000.00 £503.81


Total £247,802.95 £214,000.00 -£33,802.95


REVISED


Salary includes secondment to 


ICB which are not within 


annual budget figure  –  Icb      


£46520 income


247802.95 £260,520.0012717.05*


*less-  £3449.27 hrmc accrual


Quarterly Financials


Staff Costs £222,070.95 £187,000.00 -£35,070.95
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Engageme


nt 


Activities


Date Event / Group Attended Method of Engagement No. of people engaged with Signposting Activities Outcome


January - 


March


general experiences of 


health and social care


Survey, Online platform 


, Telephone 3328 1088


information gathered  collated 


and shared with individual 


providers .


January - 


March


outreaches at GPS, 


Hospital, Market places 


etc face to face 1141


 information gathered , being 


collated and added to 


database. Will be shared with 


providers through usual 


reporting methods


January - 


March


various strategic 


meetings. QUALITY 


MEETINGS, ICP, ICB, 


JUCD Engagement and 


comms meetings, Trust 


meetings, Health and 


Wellbeing Board various 


influencing, advice providing, 


strategic.
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Gender Number of Reviews %


Male 33


Female 66


Not Specified 1
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18 - 24 5


25 - 49 39


50-64 27


65-79 24


80+ 4


not specified 1
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Ethnicity Number of Reviews %


Asian or Asian British 13


Black or Black British 4


Dual Heritage 2


Gypsy/Roma/Traveller 0


Other 0


White British 73


White Other 6


Not Known/Not Recorded 2


(note white other could also be Gypsy, Roma, Traveller
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Type of Volunteer Number of 


Volunteers


Number of New 


Volunteers


Healthwatchers 175 1


Healthwatch Champions 26


Other - please specify 


Working with Volunteers
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Summary of key points from Healthwatch workshops 
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Seven workshops involving over 100 Healthwatch were held to discuss the future sustainability of Healthwatch. Below is a summary of the points raised by those who attended. 

Confirmation of the challenges 



Funding in general 

· Lack of ring fencing and funding challenges can impact on ability to deliver core services and on staff retention, particularly in a competitive job market, including Integrated Care Boards (ICBs)/NHS organisations luring staff trained by Healthwatch.

· We need to make sure there are realistic expectations from commissioners on what can be delivered for the budget.

· There have been cuts in the wider voluntary and community sector which have had an impact on Healthwatch.

· Concerns were raised about ICB cuts and the additional demands on Healthwatch without corresponding funding increases, posing risks to local voice and influence. 

· Variations in demographics and geography are not reflected in funding amounts.

· Small Healthwatch discussed the challenges of only being able to provide the basics due to limited resources, making it difficult to be proactive in diverse boroughs and make an impact on tackling inequalities.

· The importance of critical mass for Healthwatch was emphasised, highlighting the minimum budgetary threshold needed to operate effectively.

· Forecasts indicating running at a loss on core contracts emphasized the importance of commissioned work for viability. 

· Emphasis on the positive impact of stable funding, enabling the accumulation of reserves, staff recruitment, and responsiveness to funding opportunities. 



Lack of ring fencing for local authority funding: 

· Suggestions include revisiting tendering processes, exploring grants instead of contracts, and advocating for long-term funding. 

· Suggestions included the possibility of a national funding pot with a per capita model, ensuring a minimum recognised as necessary for any Healthwatch to be viable. 

· Advocating for independent status for all Healthwatch. 

· Calls for Healthwatch England to play a regulatory role in commissioning and monitoring processes. 



Commissioning 

· Variation in how Healthwatch is commissioned and the understanding of Healthwatch by local authorities; lack of knowledgeable contract monitoring officers, and some parts of the local authority not valuing Healthwatch sufficiently. 

· Variation where Healthwatch contract is located within local authority e.g. adult social care; public health.

· Issues with the transparency and efficiency of the procurement process were discussed, with concerns about tenders prioritizing price over quality. 

· Concerns were raised about larger providers undercutting each other in bids for Healthwatch contracts, potentially impacting staff resources. 

· Additional responsibilities for ICBs not necessarily reflected in funding for Healthwatch.   

· Issues with competitive tendering impacting relationships and fluctuating short-term funding were highlighted. Short-term contract cycles were considered challenging for recruitment and long-term planning.

· Engagement with local authority commissioners was seen as making a difference in some regions. 

· Retendering inevitably disrupts Healthwatch delivery.  

· Competitive tendering was identified as impacting relationships, and short-term funding fluctuations posed challenges in balancing capacity and income generation. 



Value of Healthwatch 

· Given recent patient safety issues and initiatives like Martha's rule, participants stressed the importance of keeping patient voices at the heart of health services. 

· Healthwatch's value for money as a place-based, community-focused expert on community engagement, with a statutory role. 

· Highlighted the role of the local volunteer board in developing strategy and holding staff accountable for delivery.

 

Commissioning by local authorities, HWE or ICBs?  

· There were differences in opinion regarding the funding model's fitness for purpose.

· The question of whether Healthwatch England should ask the Secretary of State for additional funds was highlighted.

· Some participants expressed satisfaction with the current setup and highlighted strong relationships with local authorities – geography makes sense unlike some ICBs; pointed out that local accountability is facilitated through the link to the local authority, aiding in recruiting volunteers familiar with the local brand and representing the community. 

· Concerns were expressed about the potential loss of local responsiveness and accountability if operations were expanded to a wider ICB footprint; ICB funding was perceived to have a more controlling aspect; some Healthwatch reported favouring the culture of local authorities over the NHS. 

· ICBs themselves are subject to significant funding cuts – question whether they will be around for longer than five years – there is a track record in health restructure. 

· Concerns about varied approaches in tackling inequalities, especially in rural vs. coastal areas within ICBs; significant variation within ICB footprints – large urban area and rural area – focus on one may be at the expense of the other. 

· Suggestions were made about Healthwatch England potentially commissioning the service to ensure shared values and understanding of commissioned work.

· Calls for longer-term contracts and a focus on demonstrating social value to commissioners were made. 

· Participants emphasized the need for any future model to allow local Healthwatch services to find a balance between commonality and local differences, maintaining agility, and adapting to local circumstances while adding value where needed. 

· Participants suggested that HWE should manage funding/play a role in the commissioning process, ensuring fairness and stability, providing consistent core funding and imposing quality standards through licensing.

· Some attendees advocated for maintaining the Healthwatch structure while proposing funding through Healthwatch England for stability and quality input.

· We discussed the dichotomy of Healthwatch England being both supportive towards Healthwatch and as a paymaster, with the trademark license potentially serving as a route to standardisation. 

· Discussed the challenge of engaging with various bodies (place, acute, ICB) and proposed streamlining through a memorandum of understanding (MOU) with ICBs.

· Calls for a larger focus on ICS footprint coordination and infrastructure were made, emphasizing the need for additional funding beyond core contracts. 

· Suggestions included the need for a nationally-agreed service specification, national standards, and a funding formula agreed upon by ICBs. 

· Calls for Healthwatch England to have a more proactive and possibly regulatory role in ensuring the effective delivery of statutory duties. 



Income generation 

· Different perspectives were shared on income generation, with some emphasizing its importance for sustainability, while others expressed concerns about it becoming a distraction from delivering core services. 

· Securing more national projects of Healthwatch-wide commissioned work. 

· Suggestions were made for a weighting system for funding allocation across ICS areas, considering where and who is best to perform the required work. 

· Making the case for Healthwatch: participants emphasized the need for local partners to avoid paying consultants when Healthwatch could perform the work more effectively and at a lower cost. 

· Healthwatch expressed concerns and mixed feelings about taking on commissioned work, citing potential implications for independence. 



Advantages: 

· Diversification: Healthwatch can diversify their funding sources, reducing dependency on a single source and increasing financial resilience.

· Flexibility: Additional income allows Healthwatch to undertake projects and initiatives beyond the scope of core funding, addressing specific community needs.



Challenges: 

· Potential for conflicting interests: Depending on the funding sources, there may be concerns about conflicts of interest or perceptions that certain funders could influence Healthwatch priorities and affect perceived independence.

· Resource intensity: Pursuing additional funding opportunities can be resource-intensive, requiring dedicated staff time and expertise in grant applications and project management.



Views and considerations: 

· Participants expressed a need for clarity on what constitutes core activities funded by the local authority and what falls under additional, project-specific funding. 

· Concerns were raised about short-term funding cycles, making it challenging to plan and sustain long-term initiatives. 

· Some Healthwatch were open to commissioned work but emphasised the importance of aligning with their values and maintaining independence. 

Recommendations: 

· Participants suggested that Healthwatch England could play a role in supporting Healthwatch in identifying and securing additional funding opportunities. 

· There was a call for standardised reporting requirements and expectations for Healthwatch engaging in additional income-generating activities. 

 

Working at system level 

· While some Healthwatch have seats at Integrated Care Partnerships (ICPs), concerns were raised about the effectiveness of these roles and the need for actionable outcomes. 

· Collaboration challenges within ICSs were noted, with different priorities among Healthwatch in the same ICS footprint. 

· Some Healthwatch reported success in maintaining independence when funded with NHS money, integrating commissioned work into business as usual. 

· Challenges in doing work at ICS level were acknowledged, including different capacities among Healthwatch groups and variations in reporting and accountability.

·  Concerns were raised about the potential dominance of major cities in wider footprint operations, affecting rural areas. 



Concerns about quality and consistency: 

· Emphasis was placed on the idea that all Healthwatch services are operating within their resource constraints and circumstances, and it may not be accurate to label some as providing a "better quality" service than others.  

· Some challenged that size of budget does not necessarily equate with performance. 

· Some participants expressed concern that discussions about consistency and quality of service might lead to a "race to average," potentially reducing the effectiveness of better-performing Healthwatch. 

· Concerns were raised about the reputation of one Healthwatch affecting all, as commissioners may not fully understand core Healthwatch functions and may prioritize the cheapest option. 

· Healthwatch England should withdraw licenses if credibility is lacking. 

· Lack of clarity on what defines a Healthwatch and variations in reporting requirements were identified as challenges.

· Suggestions were made for setting minimum standards by HWE and using the Trademark Licence Agreement as a means to ensure quality. 

· Stressed the significance of lead officer capability, especially when engaging with ICB members and directors, requiring the ability to advocate effectively. 

· Acknowledged the diversity in the calibre of host organisations, illustrating examples of differences between a Healthwatch within a small charity and one with infrastructure supporting multiple Healthwatch.  

· Identified challenges related to the multitude of Healthwatch models, lacking continuity for staff progression, and the difficulty of attracting trustees. 

· The discussions touched upon the role host organisations play, with examples of call hubs and infrastructure support. 

· Some participants advocated for all Healthwatch to be independent charities/CICs to avoid "franchised" services. 

 



Raising the profile of Healthwatch 

· Healthwatch England was recognised for raising the profile of Healthwatch, embedding it at ICS level, and creating more opportunities for funded work. However, capacity issues were acknowledged, leading to some opportunities being declined.

· More needed on raising the profile of the Healthwatch brand. 

· Educating commissioners was deemed critical. 

· Participants asked whether Healthwatch England could do more to strengthen relationships with commissioners and demonstrate the value and impact of properly-funded Healthwatch.  



Other issues 

· Closer and more integrated working relationships with the Care Quality Commission (CQC) would be welcomed. 



In the workshops, the following questions were addressed:

1. If we can't change the lack of ring-fencing for local authority funding, what do you suggest we do to address the continuing decline in Healthwatch funding? 

It was suggested that Healthwatch England could hold and allocate the funding.

  

2. When we have increasing variation across the country and within ICB areas, what do you suggest we do to address this? 

To address increasing variation, efforts could focus on:

· standardising commissioning processes and funding models where possible.  

· promoting a national framework for Healthwatch could provide a baseline, while still allowing flexibility for local adaptation.  

· facilitating knowledge-sharing between Healthwatch and encouraging collaboration within ICS footprints might also contribute to a more consistent approach.  

HWE could play a role in setting standards and informing or participating in the commissioning of Healthwatch.

 

3. If you accept there is variation in how Healthwatch are commissioned and how local authorities understand Healthwatch, what do you suggest we do to address this? 

To address variation in commissioning and understanding, a two-pronged approach could be effective.  

1. There could be efforts to educate local authorities about the core functions and value of Healthwatch, emphasising the importance of a standardised understanding.  

2. Simultaneously, collaborating with Healthwatch to develop a set of guidelines or standards for commissioning could help ensure consistency and clarity in expectations.  

The trademark licence could serve to underpin standards. 



4. If there are variations in the quality of Healthwatch, partly but not exclusively due to differences in resources, what do you suggest we do to address this? 

To address variations in quality, consideration could be given to implementing a national quality assurance framework.  This might involve: 

· setting minimum standards and performance indicators for Healthwatch.  

· equitable funding with a minimum threshold is required.  

Encouraging peer-review mechanisms, knowledge-sharing, and mentorship programs among Healthwatch could help uplift the overall quality, especially in regions facing resource challenges. 	
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Summary: What we heard about impact







There is broad alignment on Healthwatch purpose, expected impact, and value



Purpose: Give patients and public a voice, be an ear to the ground, inform decision making and design of services, be a critical friend who can challenge system leaders.



Expected impact: Improved access, quality and satisfaction with health and care services; services reflect the views and needs of the local community; and reduction in health inequalities.



Value: Unique value is rooted in Healthwatch’s grassroots community engagement combined with a national footprint.





Six key issues are challenging Healthwatch’s impact



Insufficient funding means Healthwatch are unable to plan or implement well

Turnover (of staff and providers) threatens continuity of action plans and relationships

Too many masters: Healthwatch are pulled in many directions by council, ICB, HWE etc.

Local Healthwatch cannot control implementation of changes indicated by their findings

Lack of brand awareness prevents public from engaging

Patient and public voice representation is a crowded market





Themes have emerged for strengthening impact



Improve skills for the who and how of relationship building and participation of local Healthwatch on boards and committees

Local Healthwatch should increase coordination and transparency with council, ICB, and voluntary sector partners to improve long term planning and reduce duplication

Normalise use of standardised research approaches across local Healthwatch, with central question bank, report structures, and regular sharing of best practices

Strengthen public awareness of brand and impact at local and national levels
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Summary: What we heard about commissioning and funding





Six key challenges emerged on the commissioning process





Statutory funding is insufficient for Healthwatch to fulfill its purpose

Commissioners dislike the tendering process as it takes a lot of time and there is little or no competition for the contracts, so the value is unclear

Retendering gets in the way of Healthwatch impact as it takes time away from core activities, prevents long-term planning, and introduces instability leading to turnover

Commissioners need a better understanding of Healthwatch overall as well as what can be included in the work scope and what needs additional funding

The market for Healthwatch contracts is weak and is not driving high performance

Funding formula is seen as a mystery, experienced by local Healthwatch as unfair and disempowering





And six key themes on how to improve commissioning and funding





Increase of contract length to minimum 5 years (7 to 10 preferred) would promote stability

Clarity at national level on relationship between funding and work scope, e.g. what can be expected at different levels of funding. Clarity at local level on work plan to help Healthwatch seek revenue for additional work.

Joint funding from ICBs and councils for Healthwatch is broadly supported (but commissioning at ICB level is not)

Multiple-contract providers do see economies of scale, improved collaboration across patches, and reduced variation in approach (but there is a risk of losing hyper-local focus)

Move away from re-tendering process, so that the expectation is that providers stay in place unless they do not fulfill statutory duties.

Commissioning at the national level could strengthen the independence of local Healthwatch and allow councils to be trusted partners, rather than commissioners
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Summary: Tensions in the current model



Independence is undermined by commissioning model



This creates risk for Healthwatches and the funding partners. Local Healthwatch are sometimes anxious that holding their local authority and NHS to account will put their contract at risk. Local authorities and NHS partners commission the work but then find it difficult to influence priorities or oversee the work process without overstepping Healthwatch independence.



Variation across the network



There is wide variation across the network in terms of governance, staffing, research methods, priority setting process, understanding of ‘critical friend’ and approach to triangulation with health and social care services and voluntary sector. This is particularly stark for ICBs working with multiple Healthwatch.



Collaboration vs competition among providers



Positive relationships between Healthwatch providers benefits their work (and their partners). But poor relationships and/or concern about competition in the re-tendering process leads to territorial behaviour, preventing the sharing of learnings or collaborating on projects, even when local communities geographically span council boundaries.





Value compromised by lack of funding



Long-term planning, strategic engagement, coordination, high-quality research and capacity building are all integral to fulfilling Healthwatch’s purpose but are hindered by insufficient funding. Lack of funding can prevent Healthwatches from having the strong voice needed to represent the public and hold services to account, putting the network at risk.





Creation of ICBs brings challenges and opportunities



There is broad acknowledgement that engaging with ICBs is important but difficult and can further marginalise social care. For small councils and their Healthwatch, it can be difficult to be heard and treated as an equal partner with large neighbours. ICBs’ different priorities and the command-and-control culture can be at odds with Healthwatch’s approach and independence.
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Summary: Recommended options

Having considered a wide range of options, our primary recommendation would be to move forward with a combination of development of refreshed and new guidance/support for both LA commissioners and LHW as set out in the table below in yellow. We would also recommend consideration of updating the 2012 regulations as per table below in red if DHSC/Ministers are willing to consider it. On balance we think these together have the potential to significantly address the key challenges identified.

If there is an opportunity for primary legislative change in the next year, the only immediate option we would put forward for further consideration is moving commissioning function to national level to be done by HWE. However, this will require significant effort, cultural change, organisational change, time, and investment.

















Challenge

Working within existing context

Change to secondary legislation needed

Change to primary legislation needed

1:

Commissioning arrangements not fit for purpose

1a) HWE to work with the LGA on refreshed guidance for LAs to encourage:

LA co-commissioning (at ICB level where possible) creating greater expertise and economies of scale

Standard contract or grant length at minimum 5 years (with 7 to 10 years preferred)

Greater understanding of available flexibility with grant funding approach

1b) HWE/LGA to develop minimum standards for activities and performance, support with model specification etc to enable better understanding for commissioners in how to support and performance manage LHW effectively.

1c) Update 2012 regulations to require minimum contract or grant length of 5 years

1d) Move LHW commissioning function to national level by HWE

2: Impact and visibility is variable across the network

2a) HWE to build out, repackage, share and promote the existing relevant support materials to LHW as an impact support package 2b) HWE to develop more formal LHW peer support networks regionally and nationally

2c) HWE to develop a facilitated support and guidance offer for LHW to come together to collaborate around ICS footprints and with wider partners

2d) HWE to develop and/or refresh guidance and provide support to help LHW:

prioritise, develop local work plans aligned to local need and partner priorities/impact model

Improve operational effectiveness

Update 2012 regulations to mandate:

2e) LHW to collaborate around ICS footprints

2f) that each ICS appoints a single HW Director to coordinate across LHW in the area

3: Funding levels are insufficient to the task

3a) HWE/DHSC national guidance setting expectations of how funding levels correspond with scope of work, e.g. what Healthwatch could deliver at different funding levels and how this differs by size of population (note different than a min amount)

3b) HWE/DHSC national guidance to encourage joint funding from ICBs with standardised expectations for activities and value











Introduction and Methodology
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Healthwatch England engaged Kaleidoscope to help rethink the Healthwatch model and identify potential changes to address operational, governance, and funding challenges.

Our brief was to gather perspectives from a range of stakeholders, identify relevant models that could inform yours, and work with you to co-develop a path forward to further explore the most promising options.
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Project scope











Methodology
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		Stakeholder group		Number of people engaged

		Healthwatch providers (single contract)		8 (5 in conversation, 3 in survey)

		Healthwatch providers (multiple contracts)		6 (4 in conversation, 2 in survey)

		Local authorities (jointly commissioning)		6

		Local authorities (not jointly commissioning)		4 (3 in conversation, 1 in survey)

		ICBs with strong Healthwatch relationships		4

		ICBs with trickier Healthwatch relationships		4

		Healthwatch regional managers		4

		Healthwatch executive officers (working at ICB level)		2



We developed a research framework, conducted desk research, and facilitated 8 small group conversations and a survey with a wide range of stakeholders.











We conducted thematic analysis of our notes to explore what is working well, what is not, and how things could be improved. We organise our findings across three key areas:

Purpose and impact

Commissioning and funding

Tensions within the current model

A final section in this report, “Visions for the future”, brings these findings together with a SWOT analysis and options for moving forward. We are now testing these options with you and will finalise the path forward with your input.
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		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future
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There is broad alignment on the purpose of Healthwatch across groups

		The purpose of Healthwatch is to…		Give patients and public a voice, be an ear to the ground

				Inform decision making and design of services by councils and health and care system

				Be a critical friend who can challenge system leaders



		…Which should have this impact		Improved access, quality and satisfaction with health and care services

				Co-production, so that services reflect the views and needs of the local community

				Reduction in health inequalities
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Healthwatch’s unique value is rooted in its grassroots community engagement, statutory footing and national footprint

And would be strengthened by continuity for long-term planning and relationships







Healthwatch is not aligned to a cause, it is aligned to people.

-Local Healthwatch







The bread and butter of Healthwatch is to be a patient watchdog.

-Local Healthwatch







The USP is that relationship in communities and being able to be on the ground and talk to people. -Commissioner







It’s hard to get on with the work when you’re constantly worried about and devoting resources to securing the next round of funding. -Local Healthwatch









They have the potential to have long



term consistent relationships in



communities and are funded to do



literally that for at least five years and



that's quite special, most organisations



and agencies don't get to do that. -

Commissioner







Healthwatch can be so much more than it is. What HWE and NHS sell as Healthwatch sounds so good but it isn’t what we get at the local level. -ICB









Our statutory duties and ability



to make meaningful change



means were not just another



VCSE organisation. -Local



Healthwatch
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Six themes emerged on what is getting in the way of impact



Insufficient funding for the task



Turnover of staff and providers





Too many masters



Critical issues outside of Healthwatch control



Lack of brand awareness among public



PPV is a crowded market



This is a fundamental challenge, underpinning many of the other issues. It impacts local Healthwatch ability to plan and implement and means teams lack important skills such as data and comms.



This is a result of decreased funding and re-tendering process. Action plans lack continuity, things get dropped, relationships have to start from scratch.



Healthwatch are pulled in many directions by councils, ICBs, HWE and small groups of engaged public. Can lead to sticking with where they are most comfortable, rather than where need is greatest.





Healthwatch do not control implementation of the changes indicated by their work. Difficult to prioritise service improvement when councils and NHS are cutting staff and budgets.





People do not know what Healthwatch is or what changes as a result of their engagement.



There are many organisations and groups conducting work to represent patient and public voices and it is unclear to stakeholders if or how Healthwatch stands out. Work is sometimes duplicated by others.
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And there are four key themes of what can be done to improve impact (1/2)



Increase skills for relationship building and participation on boards



Align priorities and long term plans with partners





Healthwatch should be a bridge between communities and decision makers but success often comes down to individual personality.



Build capacity for the who and how of relationship building and participation in boards and committees,

e.g. how to get a seat at the right tables and how to use their voice effectively.





Local Healthwatch should increase transparency and long-term coordination with councils, ICB, and voluntary sector partners.



Setting a regular rhythm of meetings may help to triangulate what partners are hearing, align priorities and long term planning, and reduce duplication of engagement efforts.









I think a Healthwatch in order to be really effective needs to ensure that they've got a really big personality and somebody that can hold their own against chief execs or political leaders of those big organisations that they're at the table with. -Commissioner









How do we ensure that the work that they do is shared in a way that we can then implement changes based on the findings? -Commissioner









We are trying to push for aligned working, sharing priorities and forward thinking so that Healthwatch can align and feed in, not work in silos. -Commissioner
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And there are four key themes of what can be done to strengthen impact (2/2)

Support standard approach to research methods



Strengthen awareness of brand and impact



HWE could support by providing standardised approaches to research methods and report writing and a centralised survey question bank.



Culture change is needed to normalise use of standard approaches and peer sharing of best practice across local Healthwatch.



HWE can play a role to:

Conduct national review of the findings, changes, and impact of local Healthwatch over past decade

Communicate Healthwatch’s success (locally and nationally)

Continue to engage in national policy and media (this is appreciated)









We can't afford to reach out too much because we'd be inundated without the ability to communicate it effectively. -Local Healthwatch













Reporting quality is variable across the Healthwatch in my ICB - methodology and strength of findings often aren’t clear. An aligned way of conducting and reporting research would be so helpful. -ICB





I do see [Healthwatch] as a consumer champion but when I talk to people, my friends, family, colleagues, very few people have actually heard of it. -ICB
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Funding is not sufficient or sustainable



Commissioners dislike the tendering process



Re-tendering gets in the way of impact



No competitive market for contracts



Commissioners need better understanding of Healthwatch



Funding formula is a mystery, feels unfair



This is an existential risk for Healthwatch. Statutory income from councils is not enough and additional discretionary funding is diminishing. Revenue through additional services is complex.



It takes a lot of time for a small contract and they are unclear of the value, as there is little or no competition. It tends to move to more junior staff, who are unfamiliar with Healthwatch.



The re-tendering process takes a lot of time for the Healthwatch team, interrupting work and preventing long-term planning. It also introduces instability for the team and leads to turnover.





Re-tendering is intended to drive a competitive market for local Healthwatch, encouraging high performance. There is little to no market in most areas, however, due to the low levels of funding.



Commissioners often lack clarity on the purpose of Healthwatch, the process and goals of the commissioning process, and what can be included in the scope versus what needs additional funding.



Healthwatch see a lack of transparency in the way that funding amounts are allocated, experienced as unfair and disempowering.

Everyone wants clarity on what good looks like.

Six themes emerged on challenges with commissioning and funding
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And there are six key themes for improving commissioning and funding (1/2)





Longer contracts promote stability



Contract lengths of 7 to 10 years (minimum 5+2) are preferred by all

stakeholder groups. This reduces time spent on tendering process, enables long-term policy planning, and reduces turnover.

However, long-term contracts should include uplift where possible; otherwise Healthwatch will likely need to make redundancies and reduce the scope of work in the later years.



Clarity on scope, funding and work plan



At the national level, consistency about how funding levels relate to

programme scope would be helpful for both commissioners and local Healthwatch, e.g. what should Healthwatch expect to deliver at different funding levels.

At the local level, clarity on the work plan enables Healthwatch to seek additional revenue for add-on work.





Joint funding from councils and ICBs





There is broad support across all stakeholder groups for joint funding from ICBs and councils to support Healthwatch contracts (but not for locating the commission within ICBs). There is some risk noted by all stakeholder groups that this may further marginalise social care by focusing more of Healthwatch attention and resources on healthcare.







Longer commissions, like 5+2 minimum, could help build stability. -Commissioner







[Commissioning should be]



tied to HWE standard so that



there is consistent and fair



set of expectations. -Local



Healthwatch
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And there are six key themes for improving commissioning and funding (2/2)



Multiple-contract providers do see benefits but with risks

Multiple-contract providers do see reduced overhead costs and

increased collaboration across Healthwatch patches, enabling sharing of specialist resources, such as a data analyst. This may also reduce variation in approach and quality within regions.

However, fewer providers brings risk of losing the hyper-local focus that is Healthwatch’s USP. Also if a multiple-contract provider goes down, a number of Healthwatch go down with it.



Move away from re-tendering, keeping providers in place

Some stakeholders (from all groups) question whether the tendering process is needed at all. Stability, long-term planning, and strategic relationships are seen as key to Healthwatch success and are endangered by the re-tendering process. The suggest that providers could remain in place except in the case of serious breach of contract. Funding amounts would need to be renegotiated regularly.





Commission at the national level

There is broad support for moving the commissioning process to the national level to be conducted by Healthwatch England. This could strengthen the independence of local Healthwatch and make it easier for local authorities and ICBs to be trusted partners, rather than commissioners. The local connections and relationships would need to be protected.







If you’ve got a HW that’s performing well, why would you go through a costly tendering process? -Local Healthwatch







[Commissioning through] Healthwatch England would potentially work well, but the devil would be in the detail... and it would change the nature of the relationship which is not to be underestimated. -Local Healthwatch
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Healthwatch value is compromised by lack of funding





There is wide variation in funding levels, scope of work, approach to engagement and research, and governance across the Healthwatch network. This is particularly stark for ICBs, which often work with several Healthwatch on the same programme of work. Consistency of governance, staffing, research methods, priority setting process, understanding of ‘critical friend’ and approach to triangulation with health and social care services and voluntary sector could reduce variation and improve efficacy and impact.



Variation across the network







The variance in delivery across Healthwatch in my ICB makes bringing them together for a collective response or engagement very difficult. -ICB









The reputation of some Healthwatch is poor. This is often



the consequence of having small, underfunded



Healthwatch, with poorly remunerated staff and high turnover. -Local Healthwatch



Healthwatch is uniquely positioned to be a bridge between local residents and decision makers, representing those who are typically not heard by the systems meant to serve them. However, insufficient funding means that Healthwatch cannot function successfully to fulfill this purpose. Lack of resources hinder planning, strategic engagement, coordination, high-quality research and capacity building of the team. This weakens the impact and can prevent Healthwatch from having the strong voice needed to represent the public and hold services to account. Without sufficient resources, the quality of engagement with local authorities, the NHS, and other partners often comes down to leadership’s personality and experience. This puts impact of the network as a whole at risk.
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Collaboration vs competition among Healthwatch providers





This creates risk for local Healthwatch and the funding partners. Healthwatch is commissioned by local authority (and often needs additional revenue from the NHS in order to be sustainable) but is there to hold local authorities and the NHS to account. Local Healthwatch are sometimes anxious that producing unfavourable findings will put their contract at risk.

Local authorities and NHS partners commission the work but then find it difficult to influence priorities or oversee the work process because they cannot overstep Healthwatch independence.

Healthwatch independence is undermined by commissioning model







It creates a conflict of interest that local authority commission Healthwatch, who are there to hold local authority and NHS to account. -Commissioner







We should be working as collaboratively as possible [with other Healthwatch in our ICB] but this is difficult when you are essentially competitors. -Local Healthwatch



Where neighbouring Healthwatch providers get along and work together, they see benefits as they are able to collaborate across council boundaries and share resources. This also translates to better value for their ICB and other regional partners who are working across multiple Healthwatch patches. But poor relationships between Healthwatch leaders and/or concern about competition in the

re-tendering process can encourage territorial behaviour, preventing Healthwatch from sharing learnings or collaborating on projects. This becomes particularly problematic when local communities geographically span council boundaries; keeping public engagement within the patch is both challenging and nonsensical, running contrary to purpose.
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Creation of ICBs brings opportunity and challenges





It can be difficult for local Healthwatch to establish productive working relationships at the ICB level but stakeholders in all groups acknowledge the importance of getting this right and the potential benefits of aggregating local input across a regional level.

Stakeholders across all groups also noted that while expanding the Healthwatch footprint to match the ICB would solve some issues, it would create many more challenges and risk losing the hyperlocal focus, which is Healthwatch’s key value. While ICB partners do want to see more collaboration (and standard approaches) across the Healthwatch in their patch, none of the stakeholder groups supported the idea of commissioning Healthwatch at the ICB level.



There is broad confusion over how Healthwatch can and should engage with ICBs, whether this is in addition to their commissioned work with the council or considered part of their core scope of work. Some Healthwatch struggle to get a foothold in ICB-level boards and committees and there is a lack of clarity around whether they should they be paid to attend ICB-related meetings.



Healthwatch providers note that ICBs talk about valuing partnership but tend to take a command-and-control approach, which does not suit the Healthwatch model. They have also found that senior leaders in ICBs tend to be more open to input than their junior counterparts and are more willing to try something different.



The creation of ICBs has been particularly difficult for small councils and Healthwatch as it can be difficult to be heard and treated as an equal partner with large neighbours. This creates an anxiety that can prevent joint commissioning.
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SWOT analysis of the Healthwatch model

		STRENGTHS				WEAKNESSES		

		Local presence in every community across England
Strong relationships (in many places) with local authorities, NHS leadership, and community institutions
Training and resources for local Healthwatch and for commissioners in place (though not always accessed)
Statutory footing				Variation in approach, effectiveness, and quality across network
Difficult to measure performance across network as each contract is held locally
Healthwatch England lacks mechanisms to incentivise adherence to certain standards or behaviours
Model of holding own funders to account presents conflicts of interest
Local Healthwatch can raise concerns about health and social care but cannot enact the changes needed to address them		

		OPPORTUNITIES				THREATS		

		The network presents the potential to:
Aggregate data on public experience of health and social care at regional and national level
Impact local and regional decision making and national policy
Ensure that all residents’ perspectives are heard, including those often marginalised				Trend of decreasing funding threatens Healthwatch existence - 	model is reaching a breaking point and cannot deliver expected 	value at current funding levels
Patient and public voice representation is a crowded market, many competitors for the additional revenue Healthwatch need (but not for Healthwatch contracts)
Competition among Healthwatch providers for contracts can prevent culture of collaboration and peer learning		
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What can be learned from other network models, both in the health and care sector and beyond?

		Key questions of interest						

		What is the relationship between the national body and the local offices?		How are the organisations funded, staffed, and governed?		How is the scope of work determined and does it vary across the network?		How is performance measured across the network?



		Priority models for review				

		National Association for Voluntary and Community Action (NAVCA)		Citizens Advice		AgeUK

		Sports England and Active Partnerships		The Carers Trust Network		Arts Council (i.e. relationships between national body, area councils and localities)
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Challenges endure across previous policy changes

Whilst considering options for Healthwatch England’s future, we have kept in mind the history of patient and public involvement mechanisms which have formally been in place in one form or another since 1974 with the establishment of Community Health Councils (CHCs). In the twenty years since CHCs were abolished in 2003 there have been a number of incarnations of local mechanisms established with patient forums (abolished in 2007), local involvement networks (LINks) and, from 2013, local Healthwatch.



Each change was underpinned by a rationale of why change was necessary, with bodies being established to solve particular challenges identified. This is useful to bear in mind when considering a current potential for a case for change, to see what lessons can be learned.



Fundamentally it seems that the core challenges and rationale for change remain the same today

- notably challenges with how local mechanisms are commissioned and/or supported; variable impact and performance; and lack of funding to adequately fulfill their functions. Clearly no answer has created the perfect solution. There are unintended consequences and significant upheaval when new arrangements are created.









		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



30

Options for change through the lens of the three key challenges

We have organised options around three key challenges facing Healthwatch England:



Commissioning arrangements are not fit for purpose

Impact and visibility are variable across the network

Funding levels are insufficient to the task



In the following slides, we consider and present these options in two different ways:

	On a spectrum of changes required - from what could be changed within the existing legislative framework, what would require regulatory change, and what would require changes to primary legislation

On an effort/impact matrix



We also provide an initial list of pros and cons for each challenge, informed by our review of the current model and the previous incarnations. This should be seen as a starting point for the next phase, which will require critical assessment of the preferred options.
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Challenge 1: Commissioning arrangements not fit for purpose





Local authorities (LAs) with social care responsibilities have a statutory duty to commission a local Healthwatch (LHW) service. There is flexibility for LAs to choose the commissioning route that offers the best value for money - which may involve a tendering process or a grant funded route*.

The primary question to consider here is which commissioning arrangements will best create the conditions for a thriving market and/or successful LHW once commissioned - we think this should focus on:

Minimum contract or grant length to enable stability and creation of long term impact

More clarity/support for commissioners on what good looks like in specifying the ask to the market, managing LHW contracts and ensuring effective delivery in line with the legislation

Or is there a more fundamental question to consider here is whether LHW being commissioned in this way or through LAs the best approach? What other options are there that might better create the conditions for a thriving set of LHW?

*Whilst grants are legal agreements in their own right they are not subject to public procurement law, and have different characteristics to a standard service contract.
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Update 2012 regulations to require minimum contract or grant length of 5 years

Encourage LAs to support existing LHWs to improve rather than

re-tender unless there are significant issues





Working within existing context





Change to secondary legislation needed





Change to primary legislation needed

Challenge 1: Commissioning arrangements not fit for purpose



Options considered and discounted

Options considered for recommendation

HWE to work with the LGA on refreshed guidance for LAs to

encourage:

LA co-commissioning (at ICB level where possible) creating greater expertise and economies of scale

Standard contract or grant length at minimum 5 years (with 7 to 10 years preferred)

Greater understanding of available flexibility with grant funding approach



HWE/LGA to develop minimum standards for activities and performance, support with model specification etc to enable better understanding for commissioners in how to support and performance manage LHW effectively.



Move LHW commissioning function to national level by HWE

Abolish commissioning, moving to a directly employed LHW model through HWE

Abolish commissioning, moving to a HWE appointed, locally ‘host org’ supported model

Move LHW commissioning function to ICBs
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Challenge 1: Commissioning arrangements not fit for purpose

				Option		Legislation rqd?		Pros		Cons

		Options considered and discounted		Encourage LAs to support existing LHWs to improve rather than re-tender		No		We think this is already possible but needs capability 	building in LAs - think this could be achieved through 	LGA suggested guidance		

				Move LHW commissioning function to ICBs		Yes - primary legislation		Has the potential to enable more clear connection for LHWs with ICBs - both in terms of impact with ICB as independent voice and a strategic partner and local leader in the system
Could reduce variation in LHW approach to engagement and work planning across ICBs		No obvious appetite for ICBs to take this on, nor being asked for by LHW or other stakeholders.
No reason to think why this would solve the current challenges with LA commissioning arrangements - would require significant time and effort to change primary legislation for potentially limited return.
If footprint expanded to match ICBs, would risk losing grassroots local focus that makes LHW unique
If footprint does not change, would mean ICB commissioning multiple LHW
Those responsible in ICBs for PPI are unlikely to have the commissioning expertise to take this role on.

				Abolish commissioning, moving to a directly employed LHW model through HWE		Yes - primary legislation		Direct control, clarity and line of sight to LHW staff with common quality standards, expectations etc
Economies of scale with support functions being delivered nationally or regionally rather than 150+ times		No existing expertise & would require very significant uplift in size of HWE staff overhead to direct manage such a large local and regional presence and associated £.
Long lead in time - need to wait for the next legislative opportunity and time to bed in new system.

				Abolish commissioning, moving to a HWE appointed, locally ‘host org’ supported model		Yes - primary legislation		Direct control, clarity and line of sight to LHW staff with common quality standards, expectations etc
Economies of scale & consistency with appointments being delivered nationally
Benefits of local support - less central overhead & management and more local connection but with local host orgs supporting multiple LHW		Overcomplicated halfway house between directly employed & commissioned standalone orgs - repeating CPPIH/PFs model of the past.
Lack of local connection in appointments
No existing expertise & would require uplift in size of HWE staff overhead to manage appointments and associated £.
Long lead in time - need to wait for the next legislative opportunity and time to bed in new system.
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Challenge 1: Commissioning arrangements not fit for purpose

				Option		Legislation rqd?		Pros		Cons

		Options considered for recommendation		Work with the LGA on refreshed guidance for LAs.

HWE/LGA to develop minimum standards for activities and performance, support with model specification etc to enable better understanding for commissioners in how to support and performance manage LHW effectively.		No		Guidance relatively easy to produce - HWE/LGA (although perhaps not easy to convince LGA of the need/priority?)
Minimum standards & model spec will lessen commissioner effort doing things 150 times and better help them to contract manage & support LHW		Guidance often ignored or lost in mass of information produced centrally
No levers to ensure this is implemented consistently or at all

				Update 2012 regulations to require minimum contract or grant length of 5 years (with 7 to 10 years preferred)		Yes - secondary legislation		Can update these with DHSC Ministerial consent rather than needing a new Bill		Would need to convince DHSC/Ministers of the case for change

				Move LHW commissioning function to national level by HWE		Yes - primary legislation			A single clear commissioning framework and standards set across all LHW
	Ability to be more directive in expectations and manage via contracts
No top slicing of LHW resources		No existing expertise & would require significant uplift in size of HWE and associated ££
	Long lead in time - need to wait for the next legislative opportunity and time to bed in new system
	Limited understanding of local market from national level
Would change relationship with LHW
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Challenge 1: Commissioning arrangements not fit for purpose

High impact













High effort

Low impact

Low effort

Move LHW commissioning function to national level by HWE

Abolish commissioning, moving to a directly employed LHW model through HWE





Abolish commissioning, moving to a HWE appointed, locally ‘host org’ supported model

Encourage LAs to support existing LHWs to improve rather than

re-tender unless there are significant issues

Work with the LGA on refreshed guidance for LAs to encourage:

LA co-commissioning (ideally at ICB level) creating greater expertise and economies of scale

standard contract or grant length at minimum 5 years (with 7 to 10 years preferred)

Greater understanding of available flexibility with grant funding approach

Update 2012 regulations to require minimum contract or grant length of 5 years (with 7 to 10 years preferred)























































HWE/LGA to develop minimum standards for activities and performance, support with model specification etc to enable better understanding for commissioners in how to support and performance manage LHW effectively.













35
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Challenge 2: Impact and visibility is variable across the network





The approach to (and quality of) work, and impact of that work, and strength of local relationships varies significantly by LHW. The ability for LHW to impact has been further challenged with the introduction of 42 ICSs on a much larger footprint than CCGs. The primary question to consider here is what does an impactful LHW look like and then consider what changes could be made to enable this more consistently across the network. From our research we think this should focus on:

Collaboration with neighbouring LHW around a ICS footprint to act as strategic partners representing patient voice and  making better use of limited resources (what could and should they do as individual LHW and what can they do together that they could not achieve alone).

Collaboration with local partner bodies also representing patient and public voices - there are many organisations out there with this role. As statutory bodies, LHW have the potential to have a powerful convening presence and better understand where they can have the greatest impact and build brand awareness in their local area. LHW have an opportunity to leverage greater voice and influence through more effective local networking

Support to help LHW prioritise their efforts based on local need. In a world of diminishing funding it is more important than ever to be honest that the size and capacity of LHWs mean that they cannot be expected to carry out all of their activities for all of the population. LHW need support and guidance on the process they could take to make decisions on priorities and work plans and ideally how they draw in local partners to collectively agree those priorities and the route for influence once enacted - at ICS, place and local authorities. There is a real opportunity for LHW to have a much more active impact and influence at place level which is untapped for many LHW at present.

Greater targeted support on core skills for operational effectiveness including building strategic relationships, influencing & leadership training, standard research and engagement methods and development of a peer support network to share learning. This has the potential to boost the credibility and impact of LHWs locally and nationally up to HWE.
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		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future







Working within existing context





Change to secondary legislation needed





Change to primary legislation needed

Challenge 2: Impact and visibility is variable across the network

Options considered and discounted

Options considered for recommendation

HWE to build out, repackage, share and promote the existing relevant support materials to LHW as an impact support package (inc standardised research methods, report templates, survey question bank etc)

Have more dedicated seats on HWE national committee for regional local Healthwatch representatives

Update 2012 regulations to mandate that each ICS appoints a single HW Director to coordinate across LHW in the area

Reduce the number of LHW to align with ICS footprints

[Repeated from Challenge 1] Abolish commissioning, moving to a directly employed LHW model through HWE

Update 2012 regulations to mandate LHW to collaborate around ICS footprints (perhaps considering also including the need to agree a prioritised work plan based on local need)

HWE to develop more formal LHW peer support networks regionally and nationally

HWE to develop a facilitated support and guidance

offer for LHW to come together to collaborate around ICS footprints and with wider partners

HWE to develop and/or refresh guidance and provide support to help LHW:

prioritise, develop local work plans aligned to

local need and partner priorities/impact model

Improve operational effectiveness













		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 2: Impact and visibility is variable across the network

				Option		Legislation rqd?		Pros		Cons

		Options considered and discounted		Have more dedicated seats on HWE national committee for regional local Healthwatch representatives		No		Supports a more bi-directional relationship (rather than top-down) between HWE and LHW
Regional representatives could aggregate and report challenges and successes of LHW by region, easier to get national picture		Significantly extends size of current national committee, may be unwieldy
Potential conflict of interest for LHW representatives when decisions are made about resources for specific regions or localities

				[Repeated from Challenge 1] Abolish commissioning, moving to a directly employed LHW model through HWE		Yes - primary legislation		Direct control, clarity and line of sight to LHW staff with common quality standards, expectations etc
Provides HWE with mechanism to mandate and monitor expected behaviours and performance
In theory, would be easiest way to ensure wholesale cultural change across network		No existing expertise & would require very significant uplift in size of HWE staff overhead to direct manage such a large local and regional presence and associated
£
Long lead in time with primary legislation and time to bed in new system
In practice, making and maintaining changes would require significant resource

				Reduce the number of LHW to align with ICS footprints		Yes - primary legislation		Economies of scale with larger LHW
Reduces variation in approach and performance
	Potentially easier to make cultural shifts needed across network to encourage more collaboration and standard approaches		Little appetite for locating commissioning with ICS and not all LAs will want to jointly commission
Risk of losing hyper local engagement that is the core of LHW value
ICS structure could change at any time, NHS may move to smaller or larger commissioning footprint













		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 2: Impact and visibility is variable across the network

				Option		Legislation rqd?		Pros		Cons

		Options considered for recommendation		HWE to build out, repackage, share and promote the existing relevant support materials to LHW as an impact support package (inc standardised research methods, report templates, survey question bank etc)		No		Need is recognised by all stakeholder groups
Less effort needed by LHW to develop engagement and research approaches for each project
Many of these resources already exist, some effort needed to ensure they are used		Requires cultural shift in how LHWs operate, making standard approaches and report formats the norm, will not be effective in isolation
HWE lacks mechanisms to ensure compliance by LHW

				HWE to develop more formal LHW peer support networks regionally and nationally		No		Supports needed cultural change
Efficiency gained through learning from (and building on) experiences and successes of other LHW
Increases trust and connections between LHW		Requires upfront investment to build healthy and sustained peer learning networks
Competition among LHW for contracts may prevent engagement
Smallest (single-contract) LHW likely to feel most vulnerable with most to lose in collaboration

				HWE to develop a facilitated support and guidance offer for LHW to come together to collaborate around ICS footprints and with wider partners		No		Supports collaboration and long-term planning across ICS
Strengthens LHW voice at ICS level		Requires cultural shift for some LHW who see collaboration as a
threat, will expose difficult relationships	39















		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 2: Impact and visibility is variable across the network

				Option		Legislation rqd?		Pros		Cons

		Options considered for recommendation		HWE to develop and/or refresh guidance and provide support to help LHW:
prioritise, develop local work plans aligned to local need and partner priorities/impact model
improve their operational effectiveness		No		Supports needed cultural change
Could increase collaboration and transparency with partners, improving impact
Helps to fill needed skill gaps
Opportunity for peer support		May be low engagement with the support offer
Some LHW (with less experienced leaders or trickier relationships) will need more attention and support

				Update 2012 regulations to mandate LHW to collaborate around ICS footprints (perhaps considering also including the need to agree a prioritised work plan based on local need)		Yes - secondary legislation		Supports collaboration and long-term planning across ICS
Strengthens LHW voice at ICS level
Could share back office functions and resources such as data analyst and comms specialist to create economies of scale		Will be some resistance from LHWs who struggle to collaborate with neighbouring LHWs now
Smaller LHW may feel vulnerable to being overshadowed or even taken over

				Update 2012 regulations to mandate that each ICS appoints a single HW Director to coordinate across LHW in the area		Yes - secondary legislation		Supports coordination of approach and planning
Strengthens LHW voice at ICS level
Could help support normalisation of standard approaches		For some large ICSs with 5+ LHW, this will require significant cultural change
Will work better if done in conjunction with mandate to collaborate across ICS
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		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 2: Impact and visibility is variable across the network

High impact

Low impact





Low effort





HWE to develop a facilitated support and guidance offer for LHW to come together to collaborate around ICS footprints and with wider partners

Abolish commissioning, moving to a directly employed LHW model through HWE



Reduce the number of LHW to align with ICS footprints



Have more dedicated seats on HWE national committee for regional local Healthwatch representatives

HWE to build out, repackage, share and promote the existing relevant support materials to LHW as an impact support package (inc standardised research methods, report templates, survey question bank etc)



HWE to develop more formal LHW peer support networks regionally and nationally











































HWE to develop and/or refresh guidance and provide support to help LHW:

prioritise, develop local work plans aligned to local need and partner priorities/impact model

improve their operational

effectiveness













Update 2012 regulations to mandate LHW to collaborate around ICS footprints (perhaps also including requirement to agree a prioritised work plan based on local need)

Update 2012 regulations to mandate that each ICS appoints a single HW Director to coordinate across LHW in the area



























High effort











		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 3: Funding levels are insufficient to the task







The lack of funding for LHW to be able to fulfil their statutory functions adequately is absolutely central to all of the challenges raised. Whilst we recognise that it is highly unlikely that there will be any more money in the short to medium term for patient and public voice, there are a couple of key questions to consider here:

Within the current system, how could the current money spent on Healthwatch deliver greater value and impact?

Does the current Healthwatch system deliver value for money or are there alternative ways this investment could be spent to create more value and impact? What changes could be considered to deliver this?
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		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future







Working within existing context





Change to secondary legislation needed





Change to primary legislation needed

Challenge 3: Funding levels are insufficient to the task

Options considered and discounted

Options considered for recommendation

HWE/DHSC national guidance setting expectations of how funding levels correspond with scope of work, e.g. what Healthwatch could deliver at different funding levels and how this differs by size of population (note different than a min amount)

Establish joint funding requirement from ICBs in addition to DHSC central funding

Ring-fence DHSC funding when LAs commission LHW

Abolish LHW entirely. Give the funding to ICBs to carry out the functions. Maintain HWE to provide oversight

Abolish HWE & LHW entirely. Give the funding to ICBs to carry out the functions.

HWE/DHSC national guidance to encourage joint funding from ICBs with standardised expectations for activities and value

Update 2012 regulations to mandate a level of joint funding from ICBs











		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 3: Funding levels are insufficient to the task

				Option		Legislation rqd?		Pros		Cons

		Options considered and discounted		Update 2012 regulations to mandate a level of joint funding from ICBs		Yes - secondary legislation		Can update these with DHSC Ministerial consent - 	would bring in the requirement without need a new 	Bill.
More direct funding for LHW to enable them to 	carry out their functions		Would need to convince DHSC/Ministers of the case for 	change - suspect the appetite would not be there esp as 	ICBs have to make financial savings year on year
Better approach would be to convince of the value their LHWs can bring and get them to better use/commission them to conduct the PPE activities they carry out anyway with associated funding rather than mandate this centrally

				Establish joint funding requirement from ICBs in addition to DHSC central funding		Yes - primary legislation		Would mean ICBs would be more likely to engage with their LHW in a consistent manner
More direct funding for LHW to enable them to carry out their functions		Long lead in time - need to wait for the next legislative 	opportunity and time to bed in new system.
Would need to convince DHSC/Ministers of the case for 	change - suspect the appetite would not be there esp as 	ICBs have to make financial savings year on year
Better approach would be to convince of the value their LHWs can bring and get them to better use/commission them to conduct the PPE activities they carry out anyway with associated funding rather than mandate this centrally

				Ring-fence DHSC funding when LAs commission LHW		Yes - primary legislation		Would mean the funding allocated for LHW would be protected to enable them to carry out their functions without the potential of this being
top-sliced by LAs		Ring fencing goes against the grain to make the local govt funding system more locally based and determined - highly unlikely that ring fencing this sort of budget would be agreed centrally
Long lead in time - need to wait for the next legislative opportunity and time to bed in new system.
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Challenge 3: Funding levels are insufficient to the task

				Option		Legislation rqd?		Pros		Cons

		Options considered and discounted		Abolish LHW entirely. Give the funding to ICBs to carry out the functions.
Maintain HWE to provide oversight		Yes - primary legislation		ICSs are carrying out patient and public engagement directly anyway - there is a level of duplication in the system that could be ironed out
HWE could have a role to hold ICSs to account for bringing in the independent patient voice		Long lead in time - need to wait for the next legislative opportunity and time to bed in new system.
Highly unlikely to get through Parliament as the local nature of LHW is highly prized - it would be very hard to demonstrate how this local focus could be maintain through the scale of geography that ICBs sit at. LHW has a pretty unique dual role of both acting as both ‘critic’ and ‘friend’ - hard to see how there could be a truly independent voice if this sat within ICBs. Not all the functions that LHW currently hold could easily be discharged by ICSs.

				Abolish HWE & LHW entirely.
Give the funding to ICBs to carry out the functions.		Yes - primary legislation		ICSs are carrying out patient and public engagement directly anyway - there is a level of duplication in the system that could be ironed out		













		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 3: Funding levels are insufficient to the task

				Option		Legislation rqd?		Pros		Cons

		Options considered for recommendation		HWE/DHSC national guidance setting expectations of how funding levels correspond with scope of work, e.g. what Healthwatch could deliver at different funding levels and how this differs by size of population (note different than a min amount)		No		Would help LHW to prioritise/give them permission not to try & do everything, set expectations with partners		Guidance often ignored or lost in mass of information produced centrally
No levers to ensure this is implemented consistently or at all

				HWE/DHSC national guidance to encourage joint funding from ICBs with standardised expectations for activities and value		No		Guidance relatively easy to produce		Would need to convince DHSC of the case for change - suspect the appetite would not be there esp as ICBs have to make financial savings year on year
Guidance often ignored or lost in mass of information produced centrally
No levers to ensure this is implemented consistently or at all
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		Purpose, value and impact		Commissioning and funding		Tensions in the current model		Visions for the future



Challenge 3: Funding levels are insufficient to the task

High impact













High effort

Low impact

Low effort

Establish joint funding requirement from ICBs in addition to DHSC central funding

Ring-fence DHSC funding when LAs commission LHW

Update 2012 regulations to mandate a level of joint funding from ICBs

HWE/DHSC national guidance setting expectations of how funding levels correspond with scope of work, e.g. what Healthwatch could deliver at different funding levels and how this differs by size of population











































HWE/DHSC national guidance to encourage joint funding from ICBs with standardised expectations for activities and value













Abolish LHW entirely. Give the funding to ICBs to carry out the functions. Maintain HWE to provide oversight

Abolish HWE & LHW entirely. Give the funding to ICBs to carry out the functions.
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Summary of recommendations

Having considered a wide range of options, our primary recommendation would be to move forward with a combination of development of refreshed and new guidance/support for both LA commissioners and LHW as set out in the table below in yellow. We would also recommend consideration of updating the 2012 regulations as per table below in red if DHSC/Ministers are willing to consider it. On balance we think these together have the potential to significantly address the key challenges identified.

If there is an opportunity for primary legislative change in the next year, the option we would put forward for further consideration is moving commissioning function to national level to be done by HWE. However, this will require significant effort, cultural change, organisational change, time, and investment

Challenge	Working within existing context

Change to secondary legislation needed

Change to primary legislation needed

1:

Commissioning arrangements not fit for purpose

1a) HWE to work with the LGA on refreshed guidance for LAs to encourage:

LA co-commissioning (at ICB level where possible) creating greater expertise and economies of scale

Standard contract or grant length at minimum 5 years (with 7 to 10 years preferred)

Greater understanding of available flexibility with grant funding approach

1b) HWE/LGA to develop minimum standards for activities and performance, support with model specification etc to enable better understanding for commissioners in how to support and performance manage LHW effectively.

1c) Update 2012 regulations to require minimum contract or grant length of 5 years

1d) Move LHW commissioning function to national level by HWE

2: Impact and visibility is variable across the network

2a) HWE to build out, repackage, share and promote the existing relevant support materials to LHW as an impact support package 2b) HWE to develop more formal LHW peer support networks regionally and nationally

2c) HWE to develop a facilitated support and guidance offer for LHW to come together to collaborate around ICS footprints and with wider partners

2d) HWE to develop and/or refresh guidance and provide support to help LHW:

prioritise, develop local work plans aligned to local need and partner priorities/impact model

Improve operational effectiveness

Update 2012 regulations to mandate:

2e) LHW to collaborate around ICS footprints

2f) that each ICS appoints a single HW Director to coordinate across LHW in the area

3: Funding levels are insufficient to the task

3a) HWE/DHSC national guidance setting expectations of how funding levels correspond with scope of work, e.g. what Healthwatch could deliver at different funding levels and how this differs by size of population (note different than a min amount)

3b) HWE/DHSC national guidance to encourage joint funding from ICBs with standardised expectations for activities and value











Thank you

If you have any questions about this report, please contact andrea@kscopehealth.org.uk



Join the Kaleidoscope community: sign up to our newsletter at www.kscopehealth.org.uk and follow us on social media for blogs, jobs, events and insights.





@kscopehealth

Kaleidoscope Health and Care
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‘Considering the future of Healthwatch:
Tusights and options





1. This monitoring data relates to:

· Quarter 1 

· Quarter 2 

· Quarter 3 

· Quarter 4 x



2. Report any changes/any significant problems with staffing or capacity including changes to management or governance structure



One of our engagement officers has left our employ to join another company , reason given salary , We are  unable to offer a cost of living pay rise at this moment in time. 



3. Complaints / compliments received during this quarter including feedback received from the impact tracker to demonstrate influence and changes made.
we recieved 10 compliments in the quarter and 1 complaint about Christmas opening times.

4. What have been the main areas of focus for Healthwatch Derby during the last quarter? 

General outreach asking about all local health and social care services , Outreach events at GP’S, hospitals and market places.

Planning for End of Life project ongoing

GP Access survey completed over 400 responses ..

Continued supporting Integrated Care System progress through involvement with Integrated care partnership.

Attended PLACE meetings

Enter and views at Hospital

Continued work with ICB to develop pathways to improve how Healthwatch insights are used to make improvements.in understanding and services.

CQC Derby City Council Assessment

Quality meetings  including system quality group , UHDB

NHS App survey planned

5. What progress has been made during the last quarter in respect of the above? Have you identified any barriers to achievement of agreed outcomes?

Reports completed, analysed and published. 

GP survey report completed and shared with the wider Derbyshire Health and Social care system, presented at Derby Health and Wellbeing Board – Response and ongoing dialogue received from ICB.

The End of Life project has stalled , due to access issues and GDPR but meetings ongoing. Hopefully will be resolved and project can commence in the next quarter.






6. These are the services/groups/engagement events we have visited during this quarter (highlighting projects and areas of influence):

[image: ]



7. Example of pathways provided for local people to become involved informally and formally in contributing to the delivery of the local Healthwatch service:
we continue to offer a route through the reference group to enable people to get involved.,  

The mystery shopper programme is ongoing (volunteer led).



Continued discussions with ICS about how Healthwatch Derby insight can clearly show how it influences and impacts the system . 

8. Example of an experience received from patients, carers or service users and what has been done with this feedback:



What was the issue? .  Continued reports about GP access issues

What did HWD do?  Undertook a GP access survey across the City receiving over 400 comments

What was the impact of this? The Report was shared with the ICB/ HWBB and the wider Health and Social care system. ICB are committed to making improvements and implementing the recommendations made by Healthwatch Derby . A continued dialogue on this issue is in progress.


9. An example of partnership activity undertaken during this quarter, and its impact e.g. the increase to reach and membership.

· Healthwatch England

· Volunteering Masterclass- how to increase membership 

· Understanding equality, equity, diversity and inclusion

· Volunteer Lead Network – how to increase reach and impact

· Craig McKenna – Healthwatch Leeds- peer learning



· UHDB

· Healthwatch Derbyshire and Staffordshire engagement catch up

· Operational Patient Experience Group

Both of these are how patient voice can be better understood and make improvements

· DCHS

· Patient Experience and Engagement Group

· Complaints Peer Review

· Derby City Place Partnership Board

· Integrated Care Partnership

· ICS Co-production Framework working group

· East Midlands Care Conference

· Pete Dempsey – One Advocacy

· – ICB various



Volunteering recruitment 

Working with VCS (Community Action Derby) to find pathways to improve reach.




10. The number of people signposted in this quarter to access services and provide a range of further support e.g. what services signposted to/ do they capture reason:





          1088 people were signposted

Most of the sign posting was to ask about.

Nhs Dental treatment 

access  to GP services and how to complain

NHS complaints 

Hospital Pharmacy

PAL’S

111



o What we did with this feedback – feedback is logged in our data base and provided to individual providers or service commissioners and also provided to CQC on request
o What happened next - reports for individual GP practices, sent out , UHDB/ DCHS  feedback is discussed at quality and management meetings  



11. Enter and View visits conducted during this quarter including outcomes and purpose – template for enter and view visits (guidance). 



Took part in 3 Enter and Views one at  Royal Derby Hospital one at Florence Nightingale Community Hospital.  One at Queens in Burton . We had cancellations due to staff illness at the hospital out of our control.

We trained up new enter and view volunteers and await DBS checks and visits to care homes are to be attempted in the next quarter.  



12. Key reports/research shared with the Health and Well-being Board and local partners during this quarter for forward planning Healthwatch strategic priorities: e.g. locally or nationally determined reports / Health and Social Care split:



GP Survey access Survey Report 

insight Reports

Trust Reports



13. Case examples of how engagement within high level forums has influenced the planning and design of services.

GP survey Report is currently being discussed by ICB to see how improvements to GP access can be made whilst implementing NHS improvement plan.

14. Demographic Information - Age / Gender / Ethnicity



[image: ]
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15. Number of Volunteers during this quarter
[image: ]

16. Website and Social Media reach:

Website

[image: ]

facebook

[image: ]

twitter

[image: ]



Linked In

[image: ]





17. Staff training and development carried out during this quarter:

[image: ]



18. Programme of activity for the next quarter:

Continued Work With ICB about improving use of insight

Continued general outreach.. 

Enter and View , 

continued Youth Board development. 

End of Life project 

NHS APP survey

Meeting with Team up about future collaboration

GP Access follow up

recruitment

19. Future reports we will be focusing on:

End Of Life 

NHS App

Team Up future collaboration

20. Quarterly Financials

[image: ]
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Users New 


Visitors


Returning 


Visitors


Sessions Page 


Views


No of 


comments 


received


Quarter 1 (2023-2024) 131 121 59 236 529 236


Quarter 2 (2023-2024) 155 137 74 234 514 234


Quarter 3 (2023-2024) 32 7 22 53 61 64


Quarter 4 (2023-2024) 117 98 19 216 312 165


Website
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Followers Page Views Reach Engagement


Quarter 1  367 1032 57


Quarter2 391 9280 681


Quarter 3  392 6448 73


Quarter 4 392 1100 68


Facebook




image8.emf

Tweets tweet 


reach


New 


Followers


Total 


Followers


Quarter 1  13 423 -108 2135


Quarter 2  16 2100 -7 2128


Quarter 3  16 911 -5 2123


Quarter 4  12 876 0 2123


Twitter
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Page 


Views


unique 


visitors


Quarter 1  105 86


Quarter 2  38 28


Quarter 3  51 43


Quarter 4  76 54


Linked In
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Staff Training and 


Development / 


Healthwatch Volunteers


Course Title No. Staff / Volunteers Attended


Course Length 


(Hours / Days) Refresher (Yes / No)


Volunteering 


Masterclass 12hrs yes


understanding Equality , 


equity , diversity and 


inclusion


12hrs no


Enter and view training 315 hrs no


Enter and view training 210 hrs yes
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Total Budget Budget less 


total


Premises, Office and 


Management Costs


£3,311.00 £4,000.00 £689.00


Publicity, Communications, 


Post Printing


£7,204.81 £8,000.00 £795.19


Expenses - staff and volunteers £4,730.00 £5,000.00 £270.00


Training £5,990.00 £5,000.00 -£990.00


Legal, Insurance, Management 


Support


£4,496.19 £5,000.00 £503.81


Total £247,802.95 £214,000.00 -£33,802.95


REVISED


Salary includes secondment to 


ICB which are not within 


annual budget figure  –  Icb      


£46520 income


247802.95 £260,520.0012717.05*


*less-  £3449.27 hrmc accrual


Quarterly Financials


Staff Costs £222,070.95 £187,000.00 -£35,070.95
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Engageme


nt 


Activities


Date Event / Group Attended Method of Engagement No. of people engaged with Signposting Activities Outcome


January - 


March


general experiences of 


health and social care


Survey, Online platform 


, Telephone 3328 1088


information gathered  collated 


and shared with individual 


providers .


January - 


March


outreaches at GPS, 


Hospital, Market places 


etc face to face 1141


 information gathered , being 


collated and added to 


database. Will be shared with 


providers through usual 


reporting methods


January - 


March


various strategic 


meetings. QUALITY 


MEETINGS, ICP, ICB, 


JUCD Engagement and 


comms meetings, Trust 


meetings, Health and 


Wellbeing Board various 


influencing, advice providing, 


strategic.
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Gender Number of Reviews %


Male 33


Female 66


Not Specified 1
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18 - 24 5


25 - 49 39


50-64 27


65-79 24


80+ 4


not specified 1
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Ethnicity Number of Reviews %


Asian or Asian British 13


Black or Black British 4


Dual Heritage 2


Gypsy/Roma/Traveller 0


Other 0


White British 73


White Other 6


Not Known/Not Recorded 2


(note white other could also be Gypsy, Roma, Traveller
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Type of Volunteer Number of 


Volunteers


Number of New 


Volunteers


Healthwatchers 175 1


Healthwatch Champions 26


Other - please specify 


Working with Volunteers





_1778585386.doc
1
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Notes of the Healthwatch Derby


Management Board Development Meeting 

27 March 2024

2.00 pm to 4.00 pm


Room E, Council House 


		Present:

		Apologies

		Staff present:



		Sue Cowlishaw (SC)

		Nav Sahota (NS)

		James Moore (JM)



		Tally Rana (TR)

		Louise Robinson (LR)

		Rebecca Sumpter (RS)



		Dr Stephen Handsley

		Rachael Murfin (RM)

		Rebecca Johnson (RJ)



		Kieran Abeysekara

		

		



		

		

		



		

		

		





		Item

		

		Actions



		1  Welcome and Apologies 

		SH welcomed everyone to the meeting.  Apologies received from NS, LR and RM.

		



		2 Declaration  of Interest

		SC asked Board members for conflict of interests.  None were declared.

		



		3 Minutes of the last meeting

		JM reported that Team Up were moving to the Council House and HWD awaiting a meeting date to discuss domiciliary care.

JM responded to the questions about age range for Facebook, Linked In or Twitter – not possible to obtain these.


Minutes accepted as a true record.

		



		4 Update and GP Report

		JM informed the Board that HWD had completed an annual satisfaction survey with HWE looking at demographics, staffing, volunteers and board.

HWD continues to work with ICS to see who and how our reports are responded to.

DCC will be inspected by CQC in the future and the process will be a self assessment by DCC.  CQC will ask stakeholders about how DCC work with them and how they respond to information.  Obviously financial issues are causing problems. HWD had been involved and given feedback about over reliance on social media and website.


SC and JM had met with Stephen Posey and a Lead Midwife to discuss maternity services.  HWD was told that all was on track for recruitment.  On 19 February, JM had met with Rachel Davies and colleague who were area leads for CQC in Nottinghamshire, Derbyshire and Staffordshire.  CQC had visited UHDB again and had concerns over recruitment and other issues.  This was at odds with what had been discussed previously. 


Both SH and SC were concerned about this.

JM had finalised the GP Access Report and this had been taken to the HWBB by SC.  ICS had been slow in their response and eventually contacted the HWBB directly.  SC had gone through their response at the meeting.


· HWE call for change includes: (Page 3)


· All GP surgeries move to digital phone systems by the end of March 2024, so patients spend less time waiting on hold. 


· Greater public awareness of, and sign-ups to, the NHS app, through the promised national communications campaign. 


· Most patients able to benefit from full NHS app functionalities by the end of March 2024. 


· Evidence that Integrated Care Boards plan to tackle health inequalities around GP access, especially in deprived areas. 


· All GP practices offering free phone numbers. 


· All GP practices sign up for the Register with a GP Surgery Service, which makes registering with a surgery easier for patients, particularly those with no fixed address or ID. 

  HWD summary: (Page 5)


· 39 locations were mentioned in the survey. This includes branch surgeries; some surgeries may have been called another name by the individual completing the survey. 


· 73% of those who responded said they found it difficult to make appointments. 


· Most people said they were not offered alternative appointments (82%). 


· There is a preference (85%) of face-to-face appointments. 


· Only 41% of those who took part said reception staff attitude was good. 


· Less than half of the people who responded said they were happy with the consultation they received. 


· 75% said that their GP practice is worse now than before the Covid 19 pandemic. 


· Many people are facing long telephone queues and are still not getting appointments when calling at 8am. 
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		HWD Recommendations:  (Page 5)

how improvements are going to be made are fully communicated to both professionals and the general public; 


 the telephone appointment system is given a complete overhaul at GP practices;

patients are given more options and times to make appointments; and 


patients are given more choice of appointment times 


ICB Response (Page 47)


Take wholehearted action to implement the NHS primary care recovery plan.   See Report.


SC informed the Board that the report  had been well received by HWBB and she had been asked about her thoughts on the response.  SC felt this was ‘lip service’ and HWD should respond to the response.  There  was no mention of health clinicians.


SH agreed.


SC felt that members of the HWBB need to communicate with communities.  She also explained that Derbyshire Live had picked up the GP report.


SC to email JM name of ICS lead who could attend a Board meeting and provide more information.


JM this could be a face to face meeting or Teams.  Board members to email JM with list of questions for ICB.  Then escalate to Chris Clayton.


Finance Report – Staff costs over budget by 35k because of BF secondment.  However, HWD received £46,520 from ICB.  Over £990 on training but this linked to staff costs.  


£12717 in reserve at the end of the financial year.


SH asked if DCC intended to increase the budget.


JM said this was unlikely to change because of DCC financial constraints.


SC commented that this was being discussed nationally.


BF secondment – the contract finished on 19 April 2024.  It would appear that ICB wish to keep Beth but this will depend on the advertising of the post internally.


BF has been put in charge of a maternity project and JM meeting with her next week to discuss how this will work.


Vacancy – advertising for Board members, volunteers, EOL project and staff vacancies produced only one enquiry from a prospective board member., Jason Hayer.  Jason is a Practice Manager in Uttoxeter.  JM has been in contact to organise a Teams meeting as a starting point.




		SC


All





		5 Equalities

		JM had produced a 12 month demographic analysis (see report).  Only 12% provide demographic details to HWD.  Most people who engage with HWD fall into the age range of 25-49, 60-64 and 75-79.   66% are female.  Comparing figures to Derby city census, HWD is not that far removed.

Asian slightly under, Black slightly above, Mixed slightly lower and Other 2.9%.


RJ explained that the Engagement team tried to obtain peoples’ ethnicity, but the priority was to get feedback about services.

JM felt HWD needed to decide which hard to reach group they should target.  Before Covid, links had been established with the West Indian Community Centre but this had ceased due to staff changes.
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		6 Enter and View

		RJ will produce a report by the end of April on Enter and View.  The new training went well and there may be some new volunteers. At present there are 8 volunteers. 


 RJ had been in touch with the Brokerage Team at DCC but most of their visits were reactive and RJ did not think partnership working would be of use.  RJ conscious of not taking more than 4 people on a visit.

SH asked if there was resistance from care homes?


RJ reported that she had met with Maggie Palmer ICB who was looking at the health of residents in care homes within Derbyshire and Derby.  RJ to help and hopefully whilst at a care home, arrange an Enter and View.


Volunteering in general – the Engagement team take out leaflets on outreach asking people to sign up as a Healthwatch Champion or to receive our newsletter.

		RJ





		7 Youth Board

		RJ explained that originally 53 young people had indicated interest in joining the Youth Board but this had tailed off and at the last meeting, there were only two people, KA and RJ.


RJ had attended a market place event and spoken to a lady called Donna Evans-Thomas from Derby College.  She was involved in health and social care courses and she asked about work experience for students.  RJ to link in with her and maybe students interested in joining the Youth Board.

		RJ






		8 EOL

		RJ had sent out information to members but no response.  She had been in touch with Jane Morland EOL Care Facilitator at UHDB.  


RJ had also been in contact with Healthwatch Brighton and Sheffield who were involved in EOL projects.  RJ awaiting response from them.


JM reported that Stephen Posey had indicated he would put HWD in touch with staff who work with EOL patients and some of the families.  JM to arrange a meeting with interested Board members for a brain storming session.

SC suggested contacting Marie Curie and Treetops Hospice and the special care baby unit.


SH warned that some of the people on EOL committees have their own agendas.


SC asked RJ for a copy of the report on EOL from Sheffield.

		RJ



		9 AOB

		SC reported that she had received a copy of the Childhood Obesity Report for Derby and Derbyshire which was slightly above average – 40.4% compared to 36.6%.  SC felt HWD should keep this on the radar.


The meeting closed at 3.35 pm.
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Demographics of Derby  (Office National Statistics July 31 2023)





Population


261,136





Life expectancy


80 years
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The population of Derby is 261,136 according to mid-2021 population figures published by the ONS. Derby's population growth rate between mid-2020 and mid-2021 was -0.2% per year. Derby covers an area of 78 square kilometres (30 square miles) and has a population density of 3,347 people per square kilometre (km2), based on the latest population estimates taken in mid-2021.


According to the latest 2021 census, the population in Derby is predominantly white (74%), with non-white minorities representing the remaining 26% of the population.


The median average age in Derby in 2021 was 37.9, with over 18s representing 81.2% of the population. The sex ratio was 98.3 males to every 100 females. 


The largest religious group in Derby is Others who account for 43% of the population. English is spoken as the main language by 87.0% of people in Derby and spoken either well or very well by 10% of the population. 2.7% reported having poor English language skills, and the remaining 0.6% spoke no English at all.


Religion
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Life expectancy in Derby


The life expectancy of someone born today in Derby is 80 years. Split by gender, a girl born today in Derby has a life expectancy of 82 years, and a boy has a life expectancy of 78 years.  


As a comparison, in England as a whole, current life expectancy at birth is 81 years, for females that rises to 83 years and for males it falls to 79 years.


The life expectancy for someone born in Derby has risen by 1 years over the past decade, from a life expectancy of 78 years to a life expectancy of 80 years. In England as a whole, life expectancies have risen by 3 years.


Life Expectancy
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Demographics by Age and Gender


According to mid-year population estimates published by the ONS in 2019, males account for 49.6% of Derby's 261,136 population, while females made up 50.4% of the total.


The sex ratio (the number of males for each female in a population) was 98.258 males to every 100 females in 2021. In England as a whole, the gender ratio was 96 males to every 100 females in 2021.


Age statistics collected by the ONS show the adult population of Derby, that is how many people there are over the age of 18, is 212,097.


Derby's age structure shows the working-age population to be 169,045 which is 64.7% of the population. People under the age of 16 represent 18.8% of the population, and over 65s represent 16.5% of the population. The percentage of the population that is of working-age has decreased over the last 10 years.


Disability


To identify disability in England and Wales, The 2021 Census asked people "Do you have any physical or mental health conditions or illnesses lasting or expected to last 12 months or more?". If they answered yes, a further question "Do any of your conditions or illnesses reduce your ability to carry out day-to-day activities?" was presented. Therefore, the identification of disability differs from the 2011 Census question used, which asked "Are your day-to-day activities limited because of a health problem or disability which has lasted, or expected to last, at least 12 months?".


The question changed in order to collect data that more closely aligned with the definition of disability in the Equality Act (2010). The Equality Act defines an individual as disabled if they have a physical or mental impairment that has a substantial and long-term negative effect on their ability to carry out normal day-to-day activities. The way we identify disabled people has therefore changed between 2011 and 2021 and this may have had an impact on the number of people identified as disabled. 






Disability in England and Wales


In 2021, across both England and Wales, the proportion of disabled people was 17.8% (10.4 million). The proportion of people that are disabled has decreased 1.7 percentage points from 2011, when it was 19.5% (10.0 million).


Derby


	


Not disabled under equality Act 		80.1%


Disabled under equalities Act 		19.9% see below   (2.1% higher than national ave)





Those who answered yes





Daily activities limited a lot			8.8%


Daily activity limited a little 			11.1%








Sexuality





			Sexuality


			National %


			Derby City %





			Straight or heterosexual


			89.37


			88.06





			Gay or Lesbian


			1.54


			1.32





			Bisexual


			1.29


			1.45





			Pansexual


			0.23


			0.31





			Asexual


			0.06


			0.07





			Queer


			0.03


			0.02





			Another sexual orientation 


			0.02


			0.04
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Ethnicity in Derby

According to the latest 2021 census, the population in Derby is
predominantly white (73.8%), with non-white minorities
representing the remaining 26.2% of the population.

Asian people were the largest minority group in Derby accounting
for 15.6% of the population.

10,482 or 4% of the Derby population are black according to the
latest 2021 census.

In England more broadly the portion of the population that is
white is 81%. 10% are Asian and 4% are Black.

Population by race in Derby, 2021 census

= White - 192,871 people or 73.8%

Asian - 40,901 people or 15.6%

Black - 10,482 people or 4.0%

Mixed - 9,562 people or 3.7%

Other - 7,548 people or 2.9%

Other
Mixed

Black

Asian

White
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Religion in Derby

According to the latest 2021 census, the most populous religious
group within Derby is Others, accounting for 43.5% of the
population.

Derby has a Muslim population of 29,137 which is 11.2% of the
population.

Compared to England as a whole, in England circa 46% of the
population is Christian, 7% is Muslim, 2% is Hindu, and Buddhists,
Sikhs and Jews each is around 1%. The remainder is split between
people with no religion and those who decided not to identify a
religion.

Religious groups in Derby, 2021 census

= Christian - 104,969 people or 40.2%

Buddhist - 828 people or 0.3%

Hindu - 3,065 people or 1.2%

= Muslim - 29,137 people or 11.1%

Sikh - 9,762 people or 3.7%

= Other - 113,603 people or 43.5%
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			Demographics count








			From: 01-01-22 | To: 31-12-23


			Age


			Option			Cases			%


			0 to 12 years			1			0.1


			13 to 15 years			4			0.3


			16 to 17 years			5			0.4


			18 to 24 years			51			4.5


			25 to 49 years			439			39


			50 to 64 years			301			27


			65 to 79 years			274			24


			80+ years			42			4


			Prefer not to say			3			0.3


						1120


			Gender


			Option			Cases


			Male			373			33


			Female			741			66


			Non-binary			10			0.9


			Prefer to self-describe			1			0.1


						1125


			Birth Sex


			Option			Cases


			Current same as birth			1023			98


			Current different to birth			12			1.1


			Prefer not to say			9			0.9


						1044


			Sexual Orientation


			Option			Cases


			Asexual			8			0.8


			Bisexual			20			1.9


			Gay man			15			1.5


			Heterosexual / Straight			928			90


			Lesbian / Gay woman			7			0.7


			Pansexual			12			1


			Prefer to self-describe			5			0.5


			Prefer not to say			31			3


						1026


			Ethnicity


			Option			Cases


			Arab			2			0.2


			Asian / Asian British: Bangladeshi			6			0.5


			Asian / Asian British: Chinese			2			0.2


			Asian / Asian British: Indian			44			4


			Asian / Asian British: Pakistani			63			5.7


			Asian / Asian British: Any other Asian / Asian British background (please specify)			24			2.1


			Black / Black British: African (please specify)			17			1.5


			Black / Black British: Caribbean			19			1.7


			Black / Black British: Any other Black / Black British background (please specify)			9			0.8


			Mixed / Multiple ethnic groups: Asian and White			4			0.4


			Mixed / Multiple ethnic groups: Black African and White			5			0.45


			Mixed / Multiple ethnic groups: Black Caribbean and White			7			0.6


			Mixed / Multiple ethnic groups: Any other Mixed / Multiple ethnic groups background (please specify)			5			0.45


			White: British / English / Northern Irish / Scottish / Welsh			806			73


			White: Irish			20			1.8


			White: Any other White background (please specify)			45			4


			Any other ethnic group (please specify)			13			1.1


			Prefer not to say			9			0.8


						1100


			Nationality


			Option			Cases


			British			13			68


			English			6			32


						19


			Religious Belief


			Option			Cases


			Buddhist			6			0.6


			Christian			413			40


			Hindu			11			1


			Muslim			90			8.8


			Sikh			33			3.2


			Other religion (please specify)			77			7.5


			Prefer not to say			25			2.4


			No religion			366			35.8


						1021


			Martial status


			Option			Cases


			Single			217			21


			Cohabiting			82			8


			In a civil partnership			8			0.8


			Married			533			52


			Separated			10			1


			Divorced / Dissolved civil partnership			66			6.4


			Widowed			90			8.8


			Prefer not to say			15			1.4


						1021


			Pregnancy / maternity status


			Option			Cases


			Currently pregnant			23			2


			Currently breastfeeding			10			1


			Given birth in the last 26 weeks			24			2


			Prefer not to say			8			0.8


			Not applicable			912			93


						977


			Disability


			Option			Cases


			Physical or mobility impairment			132			14


			Sensory impairment			13			1


			Learning disability or difficulties			11			1


			Mental health condition			37			4


			Long term condition			83			9


			Other			104			11


			Prefer not to say			12			1


			None			570			59


						962


			Long term condition


			Option			Cases


			Asthma, COPD or respiratory condition			65			6


			Blindness or severe visual impairment			2			0.1


			Cancer			6			0.6


			Cardiovascular condition (including stroke)			7			0.7


			Chronic kidney disease			4			0.4


			Deafness or severe hearing impairment			9			0.9


			Dementia			5			0.5


			Diabetes			57			6


			Epilepsy			5			0.5


			Hypertension			22			2


			Learning disability			7			0.7


			Mental health condition			55			5


			Musculoskeletal condition			29			3


			Other			307			30


			Prefer not to say			24			2


			None			426			41


						1030


			Carer


			Option			Cases


			Yes			137			14


			No			838			85


			Prefer not to say			10			1


						985


			Seldom Heard


			Option			Cases


			People with limited family or social networks			10			45


			Refugees or asylum seekers			2			10


			No			10			45


						22





&"Arial,Bold"&10Exported on &D &T		&"Arial,Bold"&10Page &P of &N






Sheet2








Sheet3








image1.png












_1773059497.pdf




 



  



 



 



 



 



Derby City GP Access Survey 2024 











1 
 



Index 



 



 



Introduction       2 



Background      2 



Methodology      4 



Summary      5 



Recommendations     5 



The findings      6 



Who we spoke to     41 



Response      47 



 



  











2 
 



Introduction 



This report is a snapshot of people’s experiences of accessing GP services in Derby 



City. The report will be shared with Joined Up Care Derbyshire Integrated Care 



System, which is the NHS organisation responsible for developing a plan for meeting 



the health needs of the population, to help them plan improvements to GP provision 



in the City. The report will also be shared with the Derby City Health and Wellbeing 



board for awareness. The report will be published with Healthwatch England and on 



our website for public perusal. 



 



Background 



Since Healthwatch Derby’s inception we have been consistently contacted about 



access to GP services in the city. In May 2023 the NHS published its ‘Delivery Plan 



to recovering access to primary care’ – this plan focuses on access to make it easier 



for the public to contact practices when they are open and get a timely response. 



The government has asked the Office of National Statistics (ONS) to monitor the 



delivery plan and an article published in HSJ November 2023 based on ONS 



sources reported: 



“After a sign of slight improvement in the summer, the latest survey results – for 



October – show no significant change since May.” 



It also found, as did previous rounds, that of those who had tried to contact a GP 



practice in the past month, 10 per cent said they could not do so. Of those who did 



make contact, a further 6 per cent reported they were told to try again another day. 



According to the ONS figures, this equates to around 2.8 million and 1.5 million 



people respectively each month. 



Healthwatch England’s (HWE) ‘The public’s perspective – the state of health and 



social care November 2023 report’ discusses that whilst satisfaction has fallen in 



recent years, the latest GP Patient Survey still found that 71% of patients reported a 



good overall experience of care at their practice. But it also recognised that people 



can only get high-quality care if they get through the door in the first place. The 



report highlighted that difficulty accessing GP appointments was one of the most 



common issues shared last year including: 



• long waits in phone queues to book appointments; 



• people struggling navigating online GP access tools. 



The report discusses that people faced individual barriers, and how they found it 



hard to get appointments that suited them – and, after struggling to access help in 



the past, some people shared that they no longer try to book appointments at all. 
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HWE also discussed that research by others showed that in 2023, people’s 



experience of booking an appointment got worse. They found it harder to contact 



their GP surgery by phone. And when asked for their top priorities for the NHS, 



making it easier to get GP appointments was second only to increasing the overall 



number of NHS staff. 



The Healthwatch England report makes these calls for change: 



People want to have a choice of appointment type, time, and healthcare 



professional the first time they contact surgeries, with access to care navigators 



who can answer their queries. So we must see wholehearted action taken to 



implement the NHS primary care recovery plan. All patients must benefit from 



the promised commitments – particularly carers and people living in more 



deprived areas. We want to see: 



1. All GP surgeries move to digital phone systems by the end of March 



2024, so patients spend less time waiting on hold. 



2. Greater public awareness of, and sign-ups to, the NHS app, through the 



promised national communications campaign. 



3. Most patients able to benefit from full NHS app functionalities by the end 



of March 2024. 



4. Evidence that Integrated Care Boards plan to tackle health inequalities 



around GP access, especially in deprived areas. 



5. All GP practices offering free phone numbers. 



6. All GP practices sign up for the Register with a GP Surgery Service, 



which makes registering with a surgery easier for patients, particularly 



those with no fixed address or ID. 



This report covers the experience of the residents of Derby City when accessing 



local GP services. 
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Methodology 



A survey consisting of 12 questions and optional demographics was produced and 



made available through social media platforms, both our own and those of other 



local partners across the city. The engagement team also had paper copies which 



they used on a face-to-face basis whilst visiting GP services and at other various 



outreach locations.  The survey was also translated on request into Urdu, Punjabi, 



and Polish in line with our policy to try and match the Derby City Council commitment 



to make those and Slovak available on request. 



The survey was open October 2023 until January 2024. 



403 people started the survey but only 243 people completed, and the results are 



based on those 243. 
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Summary 



• 39 locations were mentioned in the survey. This includes branch surgeries; 



some surgeries may have been called another name by the individual 



completing the survey. 



• 73% of those who responded said they found it difficult to make appointments. 



• Most people said they were not offered alternative appointments (82%). 



• There is a preference (85%) of face-to-face appointments. 



• Only 41% of those who took part said reception staff attitude was good. 



• Less than half of the people who responded said they were happy with the 



consultation they received. 



• 75% said that their GP practice is worse now than before the Covid 19 



pandemic. 



• Many people are facing long telephone queues and are still not getting 



appointments when calling at 8am. 



 



Recommendations 



Healthwatch Derby wants assurances that the NHS primary care recovery plan will 



be fully implemented.  



It is recommended that: 



• how improvements are going to be made are fully communicated to both 



professionals and the general public; 



• the telephone appointment system is given a complete overhaul at GP 



practices; 



• patients are given more options and times to make appointments; and 



• patients are given more choice of appointment times. 
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The findings 



 



Q1. Select your GP 



 



Alvaston Medical Centre 4.53% 



Brook Medical Centre 1.23% 



Chapel Street Medical Centre 2.06% 



Chellaston Medical Centre 9.88% 



Coleman Street 2.06% 



Derby Family Medical Centre 0.82% 



Derwent Medical Centre 2.47% 



Derwent Valley Medical Chaddesden 2.06% 



Derwent Valley Medical Spondon 0.82% 



Friargate Surgery 3.29% 



Haven Medical Centre 2.06% 



Hollybrook Medical Centre 7.41% 



Horizon Healthcare 11.93% 



Humbleton Drive 0.00% 



Lister House Surgery Coleman Street 0.41% 



Lister House Surgery Chellaston 6.58% 



Lister House Surgery Peartree 0.82% 



Macklin Street Surgery 2.47% 



Mayfield Medical Centre 0.82% 



Mickleover Medical Centre 4.12% 



Mickleover Surgery 0.82% 



Oakwood Medical Centre 1.23% 



Oakwood Surgery 0.82% 



Osmaston Surgery 7.00% 



Park Farm Medical Centre 4.53% 



Park Farm Surgery 0.41% 



Park Lane Surgery 0.82% 



Park Medical Practice Chaddesden 4.53% 



Park Medical Practice University of Derby 0.00% 



Parkfields 1.23% 



Peartree Medical Centre 0.00% 



Sinfin Health Centre 1.23% 



St Thomas Road Surgery 0.41% 



Taddington Road Surgery 0.00% 



The Lanes Medical Centre 0.41% 



The Vernon Street Surgery 2.06% 



Vernon Street Medical Centre 4.12% 



Village Surgery 1.65% 



Wilson Street Surgery 2.88% 
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Question 2 



 



 



74% of those that responded said that it was difficult to make an appointment with their 



GP. 
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Question 3 



 



 



64% of respondents said they were offered telephone appointments, though almost 



52% said they were offered face to face appointments – it is unclear whether some 



of these were after an initial telephone appointment. Only 7% said they had been 



offered online appointments. 
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Question 4 



 



 



 



Almost 82% said they were not offered alternative appointments. 
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Question 5 



 



52% said they received face to face appointments, almost 49% said they had 



telephone appointments, with only 6% saying they had online appointments. Some 



of the respondents attended face to face after a telephone appointment.  
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Question 6 
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Question 7 



 



 



Only 41% said the attitude of the reception staff was good. Almost 22% said staff 



attitude was bad and almost 37% said it was neither good nor bad. 
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Question 8 



 



 



Almost 48%, less than half of those asked, said they were happy with their 



consultation. 39% said they were unhappy with their consultation with almost 13% 



unsure. 
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Question 9 



 



The others mentioned were 



telephone for appointment at doctor surgery.  33 



Bupa 32 



111 don’t phoneback  31 



Private 30 



Private  29 



Private GP 28 



Social Media searches 27 



Specsavers opticians 26 



Private practice 25 



Private GP 24 



Not since covid 23 



Nhs website 22 



Private menopause clinic  21 



EConsult 20 



Refuse to when it’s a problem for a doctor  19 



Google 18 



Had to get a consultant appointment 17 



E consult 16 



Our life insurance policy has a free medical helpline for advice.  15 



Private online 14 











15 
 



Private GP and private Xray. Pharmacist WONDERFUL!! 13 



Self manage 12 



private doctor 11 



Private alternatives  10 



Private GP appointment  9 



No why shud I thay are all useless 4 to 12 hour waits it's rediculas  8 



Private  7 



Don’t bother as not got the energy to keep ringing  6 



Let conditions get worse 5 



Private GP 4 



CDU hospital 3 



email and writing letters to my GP get my health and medicine issues addressed. 2 



Online research 1 



 



The walk-in centre (43%), pharmacies (39%) and 111 (36%) were mentioned as the 



main alternative services when those who responded said they were having 



difficulties getting a GP appointment. 16% said they went to A&E (Emergency 



Department at the hospital). Of the 14% who said they used other almost half said 



they used a private alternative. However, a small number said they let the condition 



get worse, stopped trying to get an appointment or tried to self-manage their 



condition. 



Question 10



74% of those who took the survey said that their GP service is worse than before the 



COVID 19 pandemic. 
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Question 11 



What would improve the service for you? 



Improvements to the telephone system was the most mentioned (22%) – the 8am 



rush seen as inconvenient and many mention long telephone waiting times only to 



be told there are no appointments left. 



Increased appointment availability (20%) – longer hours, more same day 



appointments. 



More face-to-face appointments (15%). 



Better customer service by the reception staff (10%). 



More Online appointments (8%). 



Ability to make advance appointments (8%) – particularly for non-urgent cases who 



have been told by GP they need to be seen as a routine part of condition 



management. 



More GP’S (5%). 



The remaining (12%) mentioned – seeing the same GP, improvements in how 



hospital results communicated and general admin, improvements and maintenance 



to some GP facilities, improvements in how GPs and other staff listen to what they 



are being told, restricting the amount of registrations a surgery can make , ensuring 



sufficient absentee and holiday cover and specialist knowledge of some conditions. 



The full list of unedited comments: 



1 being able to get an appointment. 2hours wait is too long.A hip problem done 
by telephone appointment. 



2 Telephone queuing. Being able to get to to speak to the Practice Manager 
without having to write. And finally, a form for this, a form for that. 



3 Availability of appointments to see a GP face to face without having to ring at 
8 am 



4 Patients need to have Face to face access, prompt solutions with pragmatic 
prescriptions and less time spent on paperwork of little value. There is no role 
for receptionists and 'nurse specialists' for clinical problems. Sick and tired of 
history taking by these individuals who are incompetent to see nuance. 



5 More gps seeing patients 
& being able to make appointments other than @ 8.00 in the morning!!! 



6 I very fortunate that I rarely need GP appointments. My husband however, 
has physical health issues which require daily medication including insulin 
injections for type 2 diabetes. He also has CKD for which he was referred to 
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RDH nephrology dept. During the COVID lock down my husband developed 
TB. We could not get a GP appt for love nor money, due to his persistent 
cough he was felt to be a COVID risk. I contacted 111 as there was no other 
recourse to obtaining medical attention. Paramedics came and firstly felt he 
had pneumonia. Husband admitted to RDH , diagnosed with TB and put on a 
6 months course of powerful antibiotics. I had to be very persistent in my 
request for medical support at that time due to the pandemic. Surgeries need 
to listen to patients and their relatives when contact us made. Speaking to a 
receptionist with limited medical knowledge who will make a decision as to 
whether GP callback is necessary is not good enough. 



7 Ability to book appointment in advance and not be continually told to call again 
at 8am (when you can’t get through because everyone is being told the same 
thing). 



8 To get face to appointment with the GP . 



9 Being able to speak to your own surgery rather than a central hub 



10 Telephone answering in time, not given feedback for your appointment 



11 Receptionists who are not tyrannical 



12 Being able to see the same G.P. - I see a stranger every time that I go. Time 
is wasted as I have to go through old history. 
Being able to book an appointment online instead of waiting in a telephone 
queue for hours. 
Being able to get an appointment within a few days instead of having to wait 
weeks. 
Bettter site maintenance - there are cracked and broken flagstones outside 
making it difficult to manouvre a wheelchair. 
Corridoors not cluttered up with benches, boxes etc. Space to be able to 
manouvre in a wheelchair. 
Face to face appointments - I really struggle to make out what is being said on 
the phone. 



13 a telephone service where you can get an appointment that day and not have 
to wait weeks that is if you can get through on the first call and not be number 
30 and wait for up to an hour just to be told no appointments left 



14 More access to Face to Face appointments. Telephone consultations are too 
impersonal and fail to pick up visual clues. Many patients are intmidated by 
talking over the phone and hold back issues. The process of getting through is 
an arduous one. There is a telephone queue but I have waited on that well 
over 30 minutes before getting to speak to a receptionist who then decides on 
the next part of the route, usually a triage call and maybe, just maybe, a call 
back from a GP (if you are lucky!). 



15 Booking appointment in advance 



16 Some doctors! 
More telephone lines 
More appointments 
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17 varied booking systems, simple website, phone call backs, phone queues with 
position in queue information, phone system with wait time information. No 
need to wait outside surgery with one in/one out. 



18 Someone answering the phone and talking to you within 10 minutes. Having 
appointments available qnd not being told to call back tomorrow. Reception 
staff giving an appointment not asking loads of questions. 



19 more appointments 



20 More availability of appointments 



21 Pre bookable appointments instead of calling on the day, waiting in a queue 
for thirty minutes to be told the days appointments have gone. 



22 Allow patients to see drs 



23 I can’t call to request an emergency appointment, or visit the surgery, in the 
30 mins we are told to call. Therefore I am never able to get an 
urgent/emergency appointment 



24 Answering their phone. They cut off the line as there were too many people 
waiting. Better triaging service- they just want you to do the online 
consultation but that closes early as they have too many people accessing it. 



25 Seeing a doctor on the same day as I ring and not to be on hold for o we 3 
hours to try and see a doctor then to be told call back tomoz as theres note 
left 



26 I would prefer to have a face to face appointment. 



27 More available face to face appointments and a shorter wait than 2 weeks 
when one is in pain or discomfort, or concerned about a problem. 



28 No longer able to go in, in person as surgery opens to get an on the day 
appointment you have to phone. Phone lines are closed, closed, closed then 
lines are at capacity ring back later when you try. I start work at 7:30am and 
there is no where private to tell the receptionist what the problem is so I 
haven't been to the Dr myself for about a year, despite a open wound in my 
armpit since Christmas 2023. 



29 I find the receptionists are great when you can get through but it’s so difficult 
to get even onto the wait list on the phone, let alone actually get through and if 
you aren’t through by about 9 then all the appointments are then gone. I 
understand why they’ve combined phone services to ease staffing but it has 
made it really difficult to get through. I also miss the online system to register 
issues and make appointments, you used to be able to use this for lots of 
different things but there isn’t much on there anymore. 



30 I find it incredibly stressful to ring at8am for an appointment. Before covid we 
could book appointments online and this was much better for me. I need to 
see the available appointments times on the screen to process the 
information. I find it difficult to communicate by telephone as I’m autistic. 
When I ring the surgery there is almost 2 minutes of recorded information 
before you get the option to be put through to request an appointment with the 
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receptionist. At that point, if the telephone system is overwhelmed with calls 
then you get the engaged tone and have to hang up. If you are lucky then it 
will put you into the queue to speak to reception. It can take numerous 
attempts at ringing, listening to the 2 minute recorded message before even 
getting into the queue for an appointment. This is incredibly stressful for 
anyone in need of a medical appointment, but obviously for a person with any 
additional needs or disabilities then this is appalling. 



31 I have autism and now you can only make appointments by phone (going in is 
no longer allowed either) it is appalling 



32 Have different options for appointments times and have back online 
appointments booking again 



33 It has to be an extremely urgent issue to be seen and there is a very small 
window to get an appointment,and that's only by phone. I fear for how my 
profoundly Deaf son, or my Autistic ADHD son will access health care 
independently in the future. There is little patience or allowance for those who 
can't 'play the game' of sitting pressing re-dial at 8am on the dot. Making in 
person appointments with a receptionist has to be used for people like my 
teenagers. 



34 Turn up and wait for a guaranteed appointment rather than book appts for ppl 
who don't turn up. Improving telephone waiting services. 



35 Being able to get a face to face appointment so you can discuss your issues 
properly 



36 More appointments available later in the day. I'm not always poorly 1st thing. 



37 Not holding all appointments for an 8am phone call. Let's be honest, we can 
never get through even if we start trying at 7.59 we are still trying at twenty 
past. 
I teach. I need to be in my class room setting up by 8.10. This is the most 
inappropriate time to call. Can you have a morning selection and an evening 
one perhaps? Or let me book online? 



38 Would be lovely to not get cut of completely after waiting 20 minutes in the 
queue and having to recall again 



39 Being able to get an appointment with my gp the doctor has requested to see 
me the receptionist said he hasn’t put it in his notes,the request came from my 
diabetic nurse , can’t speak to her either, still haven’t seen the doctor . 



40 Being able to get same day appointments How can you ring at 8am and be 
told all appointments gone even though they can't be pre booked 



41 More online bookable appointments 
Prescribed drugs being available in local pharmacies (often have to have the 
prescription changed or chase lots of different pharmacies) 



42 Opportunity to book appointments in advance. Often I do not need emergency 
appointments but am forced to call at 8am when the lines are very busy. 
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Better admin in terms of actioning hospital clinic letters - often I have to call 
regarding something written in a letter to the GP from consultants. 



43 Access to pre bookable appointments for long term conditions where it isn’t an 
emergency. 



44 More available appointments on the day. The waiting time to speak to a 
receptionist can be up to an hour and by the time you speak to someone there 
is never any appointments available. 



45 Being able to pre-book non-urgent appointments. I don't want to have to ring 
for a non,urgent appointment at 8am, when urgent cases are ringing, but if I 
don't, by the time I get through I was told there were no appointments 
available. 
 
I also rang from A&E at 4.30pm after an X-Ray. I'd been advised to ring the 
surgery to request referral for an MRI. I was told appointments can't be 
booked at 4.30 & to ring 1st thing. So, I sat in a huge queue, again with 
people who urgently needed an appointment, just so I could make the same 
request I'd made the previous evening. 
I just feel that urgent appointments should be easier to book and non-urgent 
take a different phone route. 



46 It would be nice to know, if, they are that busy, why our surgery is always 
empty? I haven't seen a GP in a while. I'm offered a nurse or some other 
practitioner. I have been at my surgery since I was born 65 years ago and 
since covid its absolutely dire, you cant even voice your opinion in fear of 
being told to find another GP! They seem to have forgotten how we worked 
pre-covid. It may be better for the GP but it's not right for the patient. I worked 
as a receptionist in 2 Derby hospitals in the 80s and was told by a Consultant 
that you cant diagnose illness over the phone. You obviously don't see the 
patient and cannot always go on what that patient tells you! 



47 Not assume that we are all good at IT. Get whoever does the triage on the on 
line form to look at the whole picture. I was sent a utube video to take a photo 
of my throat. However had they looked at other health factors they would have 
known that this was impossible. Get an appointment for the things that the nhs 
tv adverts say you need to see a gap. For example a bad cough . 



48 The Doctor seeing patients when & not having to ring up at 8am on the day & 
because your 20th in the que no appointment left for that day so they ask you 
to ring the next day at 8am . 



49 Being able to book appointments in advance and mot just for that day 



50 Less questions from receptionist trying to tell you what you need when asking 
to see a doctor. 
Trying to access mental health appointments there's weeks and weeks waits. 
When it's an emergency appointment needed. 



51 Go back to all face to face appointments 
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52 To be able to see doctor . 
Better training of receptionists eg when teeing them symptoms of cancer and 
getting appointment in two weeks 



53 A longer on line appointment system and a selectable telephone appointment 



54 More appointment availability! 



55 More face to face apps with a consistent GP 



56 Reinstate online booking appointments as getting through at 8am with 
children and work is impossible 



57 Same day face to face appointments 



58 Gp’s and receptionists need to listen to your concerns. 



59 I can call at 8:35 - 5 minutes after the phone line opened and an automated 
message tells me there are no appointments. Don't even get a chance to 
speak to somebody - actually having a chance to speak to somebody 



60 More appointments available, the 8am phone situation is a nightmare, can 
easily make 50+ attempts to get through and finding no appointments left. 



61 Being able to pre book an appointment rather than having to call at 8.30 in the 
morning for a same day when that’s not convenient for me nor what I want 
especially with it not being urgent 



62 Ability to book ahead for routine appointments 
when the GP suggests “come back in four weeks” it would help to be able to 
book it then and there 



63 A telephone system that does not take 30+ minutes to get through to a real 
person. 



64 Offering next day slots. 



65 More appointments available!! 
 
Also, at my surgery, why can't I book an appointment for the future because 
the doctor want to see me back in 2 weeks? instead, have to go through the 8 
o'clock phone scramble for several days. I haven't gone back sometimes 
because impossible to get a follow up appointmentand get tired of trying. 



66 Being able to ring and get through! More appointments. 



67 being able to make an appointment at the surgery instead of waiting 45 to 60 
minutes at the end of a phone. 
Seeing a GP face to face 



68 To be seen by a docter or even a nurse i am housebound and i hav.nt had a 
dr out to see me in at least 3yrs possible four 



69 Facility to book appointment via online 
Reception staff not to be difficult 
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70 If appointments could be made in advance to fit round work for things like 
health prevention issues 



71 Face to face appointments readily available. Doctors want to see their patients 
but Beaurocratic red tape prevents it. Too much box to king amd form filling 
instead of good old face to face which tells the Gp more than a 5 minute app 



72 Receptionists who are not rude. 
Receptionists not acting like doctors and thinking they know better than the 
patient. 
Doctors who actually listen to you and not fob you off. 



73 Better knowledge. Read medical notes prior to phone consults to avoid 
making assumptions. 



74 Have more flexibility for people who work when needing a telephone appt. 
 
 
Twice I have had to wait for a medicine review to only get a message saying 
your review has been accepted. No GP spoke to me to see how I'm 
progressing with the medication. 



75 Pleasant receptionists, who understand you are in dire need of a GP 
appointment. Then being able to see your GP before you end up with a full on 
breakdown! 



76 Shorter waiting times and less of a wait for the telephone to be answer. 



77 I've gone private in the end; can never get an appointment. Had 3 phones 
ringing at 8am as my daughter had a UTI; 20 mins later finally answered to be 
told no appointments. Absolutely cr@p. Ended up at the walk-in centre. 



78 Get more doctors in stop taking patients you can't accommodate the services 
in derby are disgraceful 



79 More face to face appointment 



80 The system of having to call at 8am to try to get an appointment needs to 
change. I have children to get ready for school and can never get through at 
that time. By the time I manage to get through to reception all the 
appointments are gone and I'm told to try again the next day. Unless it's for a 
nurse appointment you can't make appointments for a future date 



81 Better phone lines when you phone if your not within the number 50 in queue 
you’ve got. I chance of speaking or getting app, uou press 0 they ring you 
back hours later and there is no appointment left 



82 Pre bookable face to face slots for future appointments rather than 1hour 
phone wait for on the day telephone appointments only 



83 You need to call at 8 o'clock te get an appointment on the same day, there is 
no option to book an appointment for the next available day. After being in the 
telephone queue for 20 minutes despite being number 8 in the telephone 
queue they said there is no more appointments for the day and the only option 
it's try again the following day. This is ridiculous system, before COVID you 
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could go online and pick an appointment and only if need an appointment for 
the same day you call in the morning. They also didn't have any nurse in the 
surgery for a while. 



84 There are no appointments available at the surgery unless you ring at 8am or 
try online. You can not book future date appointments either. My nephew 
whom has physical and mental health issues gave up. We may as well not 
have a surgery. 



85 Having a GP that listened, showed empathy and understanding and was 
generally more professional 



86 The ability to get routine appointments. I have a backlog of things that I need 
to discuss with a GP and it is impossible to get an appointment unless I say it 
is urgent - none of my issues are urgent in my opinion so I don't want to take 
urgent appointments away from those in need but they could all become 
urgent if I never get seen. 



87 Being able to see a dr face to face easier for an illness that isn’t necessarily 
life threatening. 



88 Not having to wait on the phone for nearly 45 minutes to be told all 
appointments gone and to call back tomorrow. 



89 More prebookables on line But understand why not as people don't turn up😤 



90 Online appointments and medication requests; out of hours options 



91 Ease of obtaining appointments 



92 Easier access, more respectfulness and consistency in staff quality. 
1)reception very variable, some really very poor and and unprofessional 
making dealing with them not a nice experience. Some are respectful and 
professional but feels like a minority. 
2) Gp again more consistency GP quality, odd poor GP (though believe 
they've left surgery now) let down the good ones. 
Less rushed Gps. 
More Access to female Gps. 
Easier access to Gps and appointmentsas just too difficult to get an 
appointments, so results in just trying to just self manage. 



93 They need to lesson to patients no rush because they have 10min. Slot as 
some patients got more the one problem, and they need to do more 
investigation if problem (pain in my case) not gone away, no mask the 
problem but find what is causing it and then cure it. 



94 Face to Face appointments - increase availability 
Improve the telephone system 



95 Pre Covid - it was possible to book a non-urgent appointment in advance 
(useful for things like annual prescription reviews) but they removed this 
option during Covid and have steadfastly refused to reinstate it - despite me 
asking several times. Instead, for a non-urgent appointment, you have to call 
at 8am on the dot and join the queue for a same day appt, even though you 
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don't NEED a same day appointment. Battling with people who DO need 
same day appointments and potentially stealing slots from them 
unneccessarily. It's especially inconvenient for single parents who are 
supposed to be getting their kids ready for school/nursery - and quite often by 
the time you get to the front of the queue you are told that all the slots have 
gone. Absolutely stupid and incredibly stressful for patients. I imagine that 
Doctors don't want to deliberately cause their patients unneccessary stress 
yet they do... 



96 More people answering phones. I feel that having to wait for over 20 minutes 
makes patient grumpy and they take this out on the receptionists who then 
take it out on the next patient. It's a vicious circle of grumpiness. 



97 Online appointments even if I have to wait up to two weeks. 
Currently only on the day appointments available by telephone booking but if 
you can get through all appointments are gone within 10-20 minutes of the 
phone lines opening 



98 Get rid of ring up at 8 to get an appointment never any appointments left 



99 I monitor ny own B/P at home--being sensible and with a strong family history 
of strokes. It as raised, the pharmacist checked it,put me on a 24 hours 
measure. Took the results to a locum GP--alarmingly high--was told" I don't 
know what you are worried about!!" Condescending patronising fool 



100 A telephone system that works! 
Having appointments available online and telephone. At the moment you have 
to ring at 8:00 wait for ages then find all the appointments have gone. No way 
of booking an appointment in a week or two ahead esp if it’s just a routine 
one. 



101 Being able to get a face to face appointment. 



102 If it were easier to get an appointment - sometimes if you ring at 8, you can 
find it is almost impossible to get through as there doesn't seem to be any sort 
of waiting system and if you do, all the appointments are gone. Would be 
good to have an easier way to book an appointment - maybe for more 
scheduled appointments like cervical smear, an online system. 



103 The availability of appointments. I was lucky as there had been a cancellation 
so I had 1( minutes which is fine as I am a 5 minute walk away 



104 Same day appointments 



105 Although I got through and had a very positive experience with my practice, it 
had taken me 3 weeks, ringing approximately 3 days a week to even get 
through. 



106 Face to face appointments. 
Make early morning and evening appointments on available for working 
people so they don’t need to take time off work to attend gp appointments, 
elderly and none working people do not need to use early appointments 



107 Being able to consistently get appointments within reasonable times. 
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108 Being able to book ahead rather than just from 8am scramble / phone queue. 



109 My last 2 appointments (with a nurse) were cancelled by the surgery at short 
notice obliging me to go to the walk-in centre instead. So having enough staff 
to be able to cover for absences would be better. 



110 Access to face to face appointments. More appointment availability 



111 Ability to get an appointment, which is currently unsuccessful. 



112 After being told that I needed three months reviews for medication, there were 
no apppointments available. Can't book these in advance. 
I was not an emergency , nor unwell with symptons, and unable to use 111 as 
they do issue routine prescribed medication, unless it is an emergency. 
Surely there must be a returning patient system when the GP has asked to 
see you at a given time. 
Very frustrating and also something that can be pre-planned. 



113 Never any appointments. I actually find the staff uncaring and unhelpful. Get 
better staff. Get more doctors 
Read the test results and update the information. 
Get cover when doctors are on leave 
Change EVERYTHING 



114 More face to face appointments 
Better appointment process 



115 Having more appointments available - certainty that you can see someone in 
1-3 days. Illness is worrying! 



116 Being able to have a face to face appointment. I had to take several photos of 
my ailment and send it to them. It was all very upsetting and the reception 
staff were incredibly rude to me. 



117 Online booking with visibility of all surgeries. Dead easy. 



118 Go back to the way it was before Covid where you could book online 



119 Any appointment ever. Even appointments for my baby are impossible. I have 
two children and neither have had their vaccinations on time despite us 
phoning well in advance each time 



120 For the doctor not to leave u waiting a month for a phone call- and then tell 
you , you are very hard to get hold of! 



121 If I could get an appointment of any type. I am a teacher, can't get through 
before I start work, can't get a call back so can't get an appt. Can't book in 
advance and have been forced to see the GP every 3 months just for an hrt 
prescription which is totally unnecessary. No wonder there are no appt s. 



122 Excellent service 



123 Later appointments for those who work, accuracy of call back times 



124 Have a better practice to cover our community 



125 To be consistent like this as it’s NEVER this good 
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126 Ability to book appointments in advance, alternatives to booking by phone 
(hardly ever get through/100+ calls before can join a queue) 



127 In my opinion there has been a decline in the numbers of Doctors working at 
my surgery. I think that in future doctors should work a certain level in public 
practice, and be taxed higher at private practice level. 



128 Ability to book a future appointment 



129 Seeing a doctor face to face. Being offered an appointment. Not waiting ages 
at 8 am to be cut off. Then being told all appointments are gone and call back 
another day. Finally getting through and the doctor is ALWAYS on leave! 



130 Ring and getting through, continuity and empathetic practitioners. Mostly are 
but the one or two are not. 



131 Dr xxxxxx to take all his ppe of so you can hear him and not sit over the other 
side of the room 



132 For those that miss appointments to be given some sort of fine - so that those 
that genuinely need one can get one. 



133 Opening times at mackworth surgery. As i live in mackworth its 2 buses to get 
to burton road not what you want when your ill. Blood test available at 
mackworth to. 



134 Being able to book appointments with doctors 



135 Being able to book online and being able to choose a telephone appointment. 
It's impossible for me to phone at 8 am as I'm traveling. If I ring later no 
appointments left 



136 Offering more face to face appointments. 
Booking appointments instead of call backs from GP, busy enough. 



137 If doctors read your noted before contacting or seeing you. 
They tried to give me hrt when I can't have it due to breast cancer in the 
family. If I didn't know I couldn't take it my risk of cancer would be 100% 



138 Being able to book an appointment online. 



139 I would like to be able to contact a GP and be heard. Not everyone is faking 
illness or health conditions - and some only reach out when they cannot 
physically continue 



140 More doctors 



141 Make it online or phone call to get a appointment and maybe back to late ones 
for those that work 



142 The clinical appearance of the surgery now is unwelcoming and lacks any 
warmth. 



143 Face to face and stop the reception staff being so intrusive 



144 Get rid if rude receptionists and abusive doctors 
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145 More appointments on the day 



146 More people on hand to answer the phone in the morning. Receiving an 
unprecedented number of calls can only go on for so long before it becomes 
the new normal. 



147 Actually release appointments online for those who rely on the online portal to 
book appointments. 



148 Better appointment system, you can’t wait 55 min on the line to find out that 
there is no appointments left 



149 More appointments available. Appointments available at the Chellaston 
surgery rather than having to travel to Oakwood or Pear Tree to be seen. All 
types of treatment available at Chellaston. 



150 More appointments being made available 



151 Was at somewhere else 



152 If you could phone at different times of the day and either get a same day 
appointment or book for a different day. I have to do the school run then drive 
to work and so by the time I get to call for an appointment (about 8:30-9am) 
they are usually all gone for the day. 



153 Let people sit and wait to see a gp. Close doors at 11am . Every one in will be 
seen . Open doors at 2 pm people sit wait to see gp. Close doors 5 pm every 
one in sees a gp. 



154 An acknowledgment that if the surgery is not allowed to turn away new patient 
registrations, then as the number of patients increases, funding, service 
provision and facilities for service provision have to increase in line. 



155 Actually listening to their patients. Not dismissing parents. Not having a 
system so heavily weighted against people who work and can’t spend all day 
on the phone. Booking appointments off the back of eConsults not just 
replying that you need to call(and then there are no appointments. Treating 
their patients like human being. 



156 Appointment availablity 
Them picking up the phone 
The option to book appointments in advance of just on the day 
Reduced waiting times 
Telephone appointments with actual times rather than a 3 hour time frame 



157 Actually thoroughly looking through medical records instead of denying critical 
medication until I email and call multiple times begging them to look at 
hospital notes. 
 
Also very condescending. I asked to have a referral for adhd but they did not 
give that and I asked for an appointment to discuss an ongoing health issue 
and they only looked at their records instead of 111 and A&E which contradict 
what they had told me. 



158 Appointment s on the day 
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159 Being able to prebook appointments for non urgent care/regular care. Trying 
to book via non existent online appointments or the no available emergency 
appointments incredibly stressful. 



160 Being more transparent about things. Every time I've been to the surgery 
since lockdown 75% of the time I was the only person in there. 



161 I saw an ACP and was given antibiotics, to get a fit note for work I have to 
have a telephone consultation with a Dr which I can't get. 
I called at 8am (after 28 unsuccessful attempts) and was 28th in the queue my 
call wasn't answered until 10am and no appointments left. 
Being able to pre book appts would help. 
Not having to wait 2 hrs to have call answered. 



162 More appointments for on the day. 



163 The male GPS are sexist, dismissive of perimenopause experience. So 
disappointed. Inadequate 



164 Nothing. 



165 Too many patients pro rated to actual registered GPs and hours worked. GP 
surgeries are allowed to register too many patients and numbers need to be 
restricted 



166 More opportunities for face to face and consistency with reception staff. 



167 If the receptionist treated you like a human who is aware of their own health 
issues. 
If the gp listened rather than trying to fib you off. 
If there were other ways of accessing appointments. 



168 Getting an appointment more easily 



169 More GPs and prescribing nurses 



170 Being able to get appointments. It’s really hard and it’s not fair being turned 
away 



171 Not having to be 20th in line.told no appointments available ring at 9 o'clock 
tomorrow then still no appointments available. 



172 I have no issues with the service I've or my children have received. 



173 GP staff are doing their very best under immense pressures. 
More funding from the top would help. 



174 It would be improved if the day were split into AM and PM. Ring at 8am for a 
morning slot and 1:30pm for an afternoon/evening slot.(this happens at the 
surgery where I work and works very well. 
Also, they need to open up online consult, whereby allowing patients to 
contact via email and allow access to online appointment booking. It’s 2023 
and yet there is hardly any online facilities. 



175 I have always had good service at AMC 
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176 Can’t even get an appointment never mind tell you which option I was offered. 
There are never any available. 



177 The ability to make an appointment online, which the surgery says it offers, 
but does not work. 



178 As a working person I’d like to be able to book an appointment in advance. I’d 
like to be able to make a follow on appointment immediately after seeing my 
doctor if he or she asks me to… like have a blood test, wait for results see me 
two weeks time… kind of situation. 



179 For more appointments to be available on the day and at your local surgery 
not have to travel some miles away. 



180 I have recently been unable to book an appointment - I call at 8am and wait 
for a long time and then I am told there are no appointments left. When I have 
been offered an appointment in the past it is very limited - I have been offered 
one or two times and it is very difficult to get time off work. Telephone 
appointments have no time slot and I'm unable to be available all day to take 
a call. 



181 More doctors, more face to face appointments, being able to call in the 
afternoon for an afternoon/evening appointment as opposed to the mad rush 
of everyone calling at 8am 



182 At least a chance to discuss the issue and a possible appointment 



183 Easier access to receptionist on the phone...they do offer a ring back service, 
which works well but can take a long time. 



184 Being able to book appointments in advance would help instead of the 
ridiculous ring at 8, leaten to 1 min 16 seconds of recorded messages to then 
be told there are too many people in the queue and it cuts me off. 
Also, don’t send me a text to say I need to ring the doctors to get the results of 
blood tests etc…. RING ME!! 



185 - Email triage, with 72 hours call back from GP (system at Park Farm Surgery) 
- Available appointments online, there are rarely any when I check 
- Bookable telephone/video appointments 
- Ability to request a named GP when appropriate/available 
- Staff wearing masks, especially when coughing 
- Hand sanitiser next to touch screen at check in 
- Hand sanitiser stations to be full 
- Ventilation in waiting area 



186 Being able to ring anytime of day for an appointment, not st 8am because i 
work 



187 More face to face appointments available and easier to access 



188 Availability of appointments. Phone system. 



189 More GP's. 
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190 More GPs on-site to manage all the appts. Fully understand the telephone 
triage system but receptionists need to listen to the patients complaint and 
offer face t 



191 The surgery has too many patients and not enough staff. Stop taking on new 
patients! Also the call centre is appalling, it's near impossible to get through 
and when you do the staff are rude and 9 times out of 10 don't have any 
appointments to offer. They just tell you to go to the walk in center or call back 
tomorrow and the cycle continues. 



192 Someone answering the phone at 08:00 and not telling you all the 
appointments for today have gone but you can have an out of hour’s 
telephone call between 5pm and 7pm 



193 In order to get an appointment, we now have to physically go to the Surgery 
first thing at half-past seven the morning to be able to book an appointment 
(for the same day). It is impossible to book an appointment via telephone, 
*even if we called first thing in the morning*, because they were already all 
booked up by literally two minutes past eight. We had to try several times 
before my father was told to physically go to the surgery. And we could not 
book an appointment for anything other than the same day. It is patently 
*ridiculous*, and ensures that the disabled and vulnerable are entirely 
incapable of booking their own appointments. 
 
It has been getting worse to book appointments for some time, but it had now 
reached the absolute nadir. In any other arena, customer service this bad 
would ensure the organisation straight-up went out of business. 
 
My mother has been with that surgery for about fifty - to - sixty years, and I 
have been all my life (44); if it was possible to change surgeries and expect 
better operations, we would have already done it. 



194 Appointments online 



195 Online booking system reinstated 



196 Make appointments online 



197 The ability to make an appointment with your GP on a future date , not same 
day appointments ,only if available. 



198 Appalling system to book appointments. Incredibly limited availability. Lack of 
continuity of care 



199 Gp’s seeing patients again. 



200 Being able to book routine appointments far in advance. 



201 get more face to face appointments would be helpful 



202 To get an appointment with your own registered GP doctor instead of other 
different doctors or health care staff. 



203 More accessible appointments face to face. 



 











31 
 



Question 12 



Any other comments? 



A further 116 offered the following unedited comments. 



 



1 The staff always show empathy, are helpful and seem to go out of their way 
to achieve the result that is most beneficial to the patient. 



2 One thing that my surgery does do that is good is, if you manage to get in the 
queue to talk to a receptionist, they offer a ring back service so you don't 
have to keep hanging on. 
Another issue that has recently happened is that I have been told that I have 
to purchase some medication over the counter because it is cheaper for the 
NHS, however, there are restrictions on how many tablets you can buy at a 
time and I have been advised by one pharmacy that I cannot purchase any 
more of the constipation relief tablets without a prescription because of the 
amount I need but the GP have refused to give me a prescription. 



3 If GP services do not pull up their socks they will be lost. The community 
cannot afford to lose good GPs because of poor substitutes like specialist 
nurses and receptionists. The public confidence in GP services is at its 
lowest. 



4 Need to be able to make appointments any time of the day!! 



5 It was terrible pre covid and post covid. Does not appear to be any genuine 
plan to improve and covid has provided a smokescreen for this. 



6 At present it is possible. It take long time to get appointment over the phone it 
cost more 



7 The new staff seem really well equipped to ask questions and help you out. I 
think we the patients need to take responsibility for our own health and 
before calling a GP or going to A&E ask the question have I tried other things 
first. Look on line at the NHS website or ask the pharmacist for advice. 



8 Appointment was booked on-line not face to face or over phone. 



9 None 



10 More reception staff with better attitudes towards patients, particularly 
patients with a history of mental health challenges 



11 The "service" is dire - impossible to get a same week appointment much less 
a same day appointment. The long narrow corridoor at the surgery is difficult 
for a wheelchair user especially as it is nearly always cluttered with benches, 
boxes etc. The toilet is impossible to get to - I have no idea if it is suitable for 
a disabled person as I can't get to the door!. When I am ill I need to see a 
doctor, I can't plan in advance when I am going to be ill. If you are asked to 
come back it is impossible to book an appointment. The staff expect patients 
to go to any of the practices in the group - with no car it is impossible to get 
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there - we registered with a local surgery because we wanted somewhere we 
could walk to. You always have to wait a long time as the doctors and nurses 
are always running late. 



12 Preferred type of appointment- not answered this as it depends on the issue, 
happy to do whatever is most appropriate for the issue. 



13 I have given up a number of times and just managed. This is a risk as I have 
a heart condition. I know I can go to A&E if I feel my issues are critical but it 
is so busy and chaotic there I have little confidence that I would be dealt with 
promptly. More access to GPs would, without a shadow of a doubt, reduce 
the pressure on A&E 



14 Never had any issues getting an sappointment. I try not to book on a Monday 



15 Reception staff can be rude both on phone and at surgery. Like you ahould 
not be bothering them 



16 And when you do go into the surgery there is only a couple of people waiting 
but still they run behind schedule 



17 I would like to be able to book appointments online or go on a waiting list 



18 Way too many patients on their lists and they are advertising for more! I was 
told to go to walk in as they couldn't help. Walk in are fed up of being Lister 
House overflow center. Also, when I do go to the surgery the waiting rooms 
are nearly empty, and yet they can't see people because they are too busy?!. 



19 Most of the time when you call at 8am you get a busy tone. Then you keep 
calling waiting as there other callers on the line so gets busy. When you get 
through all the appointments are gone. 



20 You feel like you are taking up their valuable time, even if really concerned 
about your SEND child's health. It's horrible. 



21 The majority of GPs have been really helpful and useful during appointments, 
on most occasions I have felt well listened to and my issues have been 
solved. 



22 I wish the staff at the doctors surgery would reconsider the recorded 
message that you have to listen to (almost 2 minutes long), and consider 
putting this information eg the email address for the medicine order line, at a 
later option. This would mean that if you were ringing for an appointment you 
wouldn’t have to listen to such a long message before you had the option to 
speak to reception. 



23 It is discriminatory in access 



24 There needs to be more investment. The service is not fit for purpose. That's 
not just my practice, but commonplace 



25 It's been over four years since I had a face to face appointment 



26 I do like that at Spondon you don't have to stay on the phone in the queue as 
they do a call back service. This helps. I have office hours one day a week 
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which means I can join the queue. However far too many times I'm told "the 
appointments are gone - try tomorrow" I can't. It's another week. 



27 I’ve got a few things wrong as haven’t been able to see gp,so asked if I could 
have a double appointment as they will only deal with one problem,they said 
no. I’ve given up 



28 Horizon are terrible 



29 When you get an appointment the doctors have been brilliant. It can just be a 
huge battle to get an appointment. It puts you off trying. 



30 Overall I think the majority staff are doing their best in difficult circumstances. 



Thank you ☺️ 



31 We need information on their ways of working. Why are the phones taking 
over 40 minutes to get through, why can you not make an appointment with a 
receptionist when you are stood facing them, why are they wandering around 
in scrubs, why is the surgery empty, where do the GP's go when they are not 
at the practice etc etc? I have always found that if you tell people what is 
going on they will be more understanding, where as if you keep them in the 
dark they become more and more disgruntled and more likely to react! 



32 Make it feel like you are dealing with a person and not “artificial intelligence “ 
when the form to request for appointments are looked T. 



33 Definitely need’s improving before patients die Mickleover has a large elderly 
community & they don’t want to wait in a que for an hour & a half. 



34 Unless I call at 08.00 I am unable to get an appointment 



35 Lack of help for mental health patients. 
Still hiding behind covid restrictions. 



36 How is it that when you call at 8am in the morning, as advised, there’s always 
20+ people ahead of you in the queue? 
 
And IF you are lucky enough to get through to the reception, all of the 
appointments have been taken for that day, by 8.10am??? 



37 Apps with the GP of your choice to maintain continuity 



38 I see a hospital consultant and have shared care, my go surgery won’t do 
anything as they can only do what hospital says, they can’t treat migraines, 
they sent me to consultant who was rather cross. 
I should be offered flu vaccines but I’m not , I should be seen at the well 
women’s clinic but “you have to invited and you’re not” . 
I haven’t had blood pressure checked in years, no cholesterol checks etc 
although I have inflammatory arthritis. 



39 Calling at 8.30 to be on the phone in a que for over an hour especially when 
you are feeling unwell not really the best way 



40 They state you can book on line but I have never found any available slots 
when I have tried 
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41 Some practise reception staff need retraining in how to treat patients. There 
are certain ones that have an appalling attitude, if they don't really want to be 
there then do the honorable thing and leave. 



42 When you do eventually get to see someone you cannot fault the treatment 



43 Way worse since covid 



44 not that woud be polite 



45 It has been an absolute nightmare getting an appointment or being seen face 
to face 



46 Had to use UTC for dressing change for leg wound as couldn’t offer appoint 
for at least a week and needed changing after 48hrs 



47 The dr that spoke to me knew less about the health issues than I did ( well 
gave that impression) and appeared to not really be that interested when I 
pointed out the thing we were talking about was life or death ( potential heart 
issues) however I think they may have been a locum permanent staff are 
usually very good 



48 Go back 15 years as our service was first class back then with another 
surgery. 45 yrs of exemplary care. Take over and voter the worst surgery - 
now horizon healthcare which I reluctantly moved from to The Osmaston 
Surgery which has gone downhill since Covid too 



49 My medical history is complex, I've had no support from my gp following 
extensive treatment. 



50 N/ A 



51 Don't bother with them. 



52 Only way you will get seen is to go to the survey at 8 which is difficult for me 
walking there with arthritis shocking really they say try online after midnight 
which I have done numerous times yet no app at all come on 



53 The Osmaston surgery it's a joke, no idea how they are still open 



54 It is shocking, I am not sure even if we have GP service at our surgery 
anymore. I really think the appointment system currently run is a way to stop 
people actually accessing the service. My 78yr mother has also decided it’s 
not worth the bother and has given up trying to get appointments after 
multiple attempts. 



55 Dr DEVAGIRI is awful. All he wants to do is get you out of his room. His 
advice to me was to ‘stop exercising’ - not great when you consider that a 
huge percentage of our population are told to exercise more. He refuses to 
acknowledge most female health issues, including the menopause. 



56 Quite frankly the GP system is no longer fit for purpose. 



57 There is only so many appts in the system and when used up that's it there is 
not a never ending supply Also annoying as it is we have never not got a 
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appt if you follow the surgeries procedure for on the day sometimes it's a bit 
inconvenient but you need to prioritise 



58 Before covid NHS in general wasn't perfect but was good , now is like 
patients are only numbers , and gp only follow a script 



59 Receptionists need better training 



60 Really like some of the GPs at the practice but feel the practice isn’t 
equipped to cope with the large number of patients and the need for 
appointments. 
Disappointed to read a sign in the surgery when I went for my flu jab to read 
that 58 appointments had been missed the previous week which suggests 
people are making appointments when they don’t need them leaving no 
availability for people that do 



61 Leave some of the late afternoon or early evening for the people who work 
full time 



62 The call-back service means not having to hang on the phone for ages 
listening to the same awful music! 



63 My husband attended the same surgery last week and it was deserted with 
only one doctor and a nurse and two receptionists . During covid this 
Oakwood surgery closed and has never recovered. The other surgeries in 
the practice are not on bus routes so difficult for anyone without a car. Very 
disappointing and don’t see it ever improving 



64 I was offered a telephone appointment to talk about a dodgy mole on my 
back. Ridiculous. How can they tell if a mole needs checking out over the 
phone?? 



65 I am a nurse and worked through the whole of Covid,touching patients and 
ensuring they were cared for, gps and practice nurses are still not seeing 
patients face to face and are using Covid as an excuse. I am also type 1 
diabetic which put me in the vulnerable category but received less care for 
this during and since Covid. Poor!! 



66 I think our GPS and their support staff work well together and provide a good 
service despite this year’s extra pressures. 
I am very happy not to sit in waiting areas with many other ill people! 



67 While introduction of a call-back system has improved things the 8:00 am 
fight to get an appointment is stressful and means that rather than get 
something checked out it never seems worth the trouble. In addition, as I am 
quite hard of hearing I hate these telephone systems which invariably have 
unclear pre-recorded messages. 



68 They are crap, money grabbing GP's 



69 Generally, Chellaston are very helpful and do try to accommodate but the 
system is inefficient. 



70 Was offered a phone appointment with another doctors surgery- outsourced 
Hard to not be affected by failed calls, and taking ages to get through. 
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Have tried the call you back option. I didn’t get a call back 
Phone options are ok but not for the receptionist to decide 



71 The phone system doesn’t work- basically need more doctors available and 
more appointments - very difficult - tend to just not go and get things checked 
out as I wont get an appointment if I tried. Throw out people who miss 
appointments and allow others the opportunity to have one! 



72 Surgery is shockingly bad now which is a shame as it used to be very good, I 
got told by the receptionist that the doctors were very busy (are we not all 
very busy?) ,and they have an enormous caseload. We’ll if they can’t find the 
time to phone me back in a month why are they taking on new patients as 
advertised by a big banner outside?. 



73 The staff at the surgery are generally very nice and helpful although there 
has been the odd time I’ve felt brushed off 



74 The service is usually appalling, can never normally get through or get an 
appointment. Staff usually don’t care and give a poor service and I’ve been 
considering leaving this practice 
 
today I have no bad words to say. Easy to get booked in and the GP was top 
notch and believed my concerns 



75 Make it easier, quicker and less costly for people to study to become GP's, if 
they work in public practice. 
Please please do something about Charnwood Surgery in Derby. It is a 
disaster of a practice now. 



76 How can all the appointments be gone at 8.02. Bearing in mind there are 2 
receptionists, it's impossible for them to have answered enough calls in 2 
minutes for all appointments to be gone. They say you can't book a future 
appointment now so someone is lying about how appointments are allocated. 
My wife ended up critically ill because the receptionists refused an 
appointment as they didn't believe her symptoms. If the receptionists are so 
good at diagnosis to prevent people from having appointments maybe we 
need them to also have slots to see patients and reduce doctor workloads. 



77 Really fed up with the NHS plus not happy with all the negative posters in 
GPs and waiting rooms. Telling patients to not do this, how many hours are 
wasted, not be abusive, don’t come with more than one problem etc. 



78 Just to get mackworth doctors back to how it was before covid 



79 Almost killed my husband with serotonin syndrome. Upped venoflaxine with 
out monitoring no ecg, no blood pressure check. Just kept upping. Nearly 
killed him and it ruined our relationship 



80 Question 5 asked what type of appointment I actually used. There wasn’t an 
option for ‘didn’t use any’ which is what happened because none of the other 
options were available or suitable. 
Question 6 the answer is it depends on what my appointment is for. 
Sometimes I’d prefer face to face, if it’s a follow up or something simple then 
I’m happy with telephone. 
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81 If people didn't Turn up with non appointment and then be abusive to the 
poor receptionist as it isn't there fault there is a shortage. Should be phone 
up online or nothing as some patients have to actually wait a long time for a a 
appointment and then you see someone come in shout and get one instantly 



82 The dismantling of the service has made me feel uneasy about making 
appointments. The service I have received has always been positive. 



83 I felt suicidal after being spoken to like rubbish by the recand doctor. 
I will never bother again and I am still very unwell 



84 We joined the Meadowfields practice as we could walk to the surgery and all 
clinics and treatments were available there. Now it has been taken over by 
Lister House, we are expected to travel to other surgeries for appointments, I 
can't remember the last time I was seen there. We're not even offered 
Coleman Street, it's Pear Tree or Oakwood. 



85 Sometime my needs are not 'urgent' an HRT review for example so it would 
be good if these could be done at a weekend or could be booked in advance 
like you can for say a smear test or asthma review. 
I like the call back option to save you waiting on the end of a phone for a very 
long time. I also like the fact that some appointments type are online and pre-
bookable. 



86 In years gone by, getting an appointment with an appropriate clinician was 
never a problem. The DoH should identify what has changed to cause 
today’s problems and fix it. 



87 The system is set up for so many patients to be unable to engage properly. 
Not neurodivergent friendly, no continuity of care. 



88 Told me to “google your symptoms” because I “seemed nervous” and wrote 
the name of the condition on a piece of paper. 
 
Can never get through and the econsult usually leads to them asking you to 
call anyway 



89 I thought that the government had told GP's to remove the 8am appointment 
rush? Yet that doesn't seem to have happened. 



90 The mental health practitioner at one of our surgeries was fabulous. 



91 Unlike most GP practices I seem to only be able to get face to face appts but 
I would consider telephone but cannot get these offered. However, it is 
refreshing to have a GP practice who value face to face and time. My 
previous practice made things extremely difficult and that was why I moved. 



92 I am impressed with the variety of people you can see depending on the 
problem. GP, nurse, practitioner, physiotherapist. 



93 It seems at times to be that if you have a long term illness anything else is 
put down to being because of your illness you already have, without looking 
any further 











38 
 



94 Trying to talk to a doctor and not having to explain things to a receptionist 
who has no medical training. And keep making excuses so you can not see a 
doctor eg. No appointments available. Try to ring in the morning. The surgery 
is closed for training. And now no appointments because of the doctors 
strike. I am beginning to wonder if there are any doctors at Parkfields 
surgery. 



95 I have never struggled to get an appointment when needed. I tend to use the 
econsult or for more urgent care I tend to use 111 where they can advise the 
best place to be seen. When I have used 111 I have gotten same day 
appointments (1 with GP, 1 at walk in centre). 



96 Keep up the good work Derby City GP workforce. 



97 I think all the staff are doing an amazing job in challenging times. The new 
ring back service instead of waiting on hold is a much better idea and all the 
reception staff try their best to fit everyone in. 



98 Poor. Can’t access any healthcare at all through this surgery, numerous 
times we’ve ended up needing urgent treatment due to being unable to 
access GP services 



99 Getting an appointment with this surgery is a painful process, even for a 
routine diabetes review. 



100 Being able to plan my health care needs is essential . Happy to have links to 
book online etc, happy for telephone calls or video link calls. 



101 Four GP practises and only an appointment available at the one furthest 
away. 



102 I haven't been able to get an appointment recently at all - that wasn't an 
option on the tick boxes for questions 3-5 



103 Worst GP practice I've had to deal with 



104 Most of the receptionist are really nice, however there are one or 2 that are 
rude. 



105 I have a long term disability and feel that my level of support and medical 
care has decreased significantly since moving to the Hollybrook Medical 
Centre catchment area. Booking appointments is stressful and difficult and I 
have no continuity of care between the different doctors that I see. I often feel 
rushed out of the room. 



106 The staff at the surgery afe amazing. Every single one of them 



107 I feel very let down by the NHS in general - having paid into the scheme for 
many years I have now reached an age where I need to have confidence that 
I can access it when I need it and sadly, I don’t have that confidence - I feel 
disregarded! 



108 Some good improvements to phone system recently, but still little chance of 
getting an appointment unless you can get through at 8.30 in the morning. 
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109 Thank you Wilson Street team. Highly skilled, professional and so incredibly 
hard-working. Brilliant, much appreciated +++ 



110 Econsult is good if you can get past the gate keepers and it actually gets 
passed on to a clinician. 
Trying to get an appointment with that surgery is so stressful, I have health 
conditions that are just getting worse because I feel like there is no point in 
even trying to get an appointment. There is only so many times you can sit 
there at 8am dialling the surgery, sometimes 50+ times, before actually 
getting put in the queue. To then be told, try again tomorrow no appointments 
left! 



111 I personally Visited surgery reception recently regarding medication and 
prescription issues. 
Was told by receptionist we can’t help you ring the medicine order line. I went 
home and did this and the MOL operative apologised and said that I had 
been given the wrong information by the surgery reception and said I need to 
contact the surgery she said that she would send a note on my issue to the 
surgery to validate this. 
That evening I received a call from the surgery reception saying I could have 
an appointment that evening I didn’t want that but I went again to explain my 
needs which the doctor satisfied. Waste of my time and doctors 



112 The current state of affairs is 100% unacceptable. The whole health service 
is becoming slow and reponsive. In additional to my aging parents, I am 
increasingly concerned about the speed and response to my friends (I am in 
my 40s and some of them have health issues). I should also note that four of 
my immediate family (including my mother before she was disabled by 
fibromyalgia) have and in two cases, still currently work for the NHS - my 
sisters both work at the hospital - so I am very much aware of the strain on 
the system. 
 
However, that does not excuse the fact the system IS under strain and failing 
to provide responsive healthcare; it is the responsibilty of the the people at 
the top (both of the NHS and the government) to ensure that it is being 
properly provided with resources and personnel to function properly. Things 
NEED to be improved, lest any reduction in the strain comes from dint of 
having significant chunks of the population die off from undiagnosed 
problems while waiting to be seen for treatment. 



113 Been trying 3 weeks to get appointments went private 



114 Make appointments online then I could plan my working day 



115 to have appointment with own doctor and not different doctors all the time 



116 More time allocated with a Gp , ten mins isn’t always long enough. 
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Derby and Derbyshire ICB Response to Healthwatch Survey of patient 



satisfaction with GP access in Derby City (January 2024) 



Introduction  



This paper responds to the survey that Healthwatch undertook of patient satisfaction 



with GP access in Derby City in January 2024, and to the recommendations set out 



in its national and local reports. 



We would like to thank Healthwatch for its excellent work in supporting patients and 



for this insightful report and for giving us the opportunity to respond.   



We are sorry that so many people have a poor experience when trying to access 



General Practice.  This is not the service we want, nor is it the service that GPs want 



to provide.  General Practices are working hard to improve their access and we are 



working to support them.  We are in the middle of implementing the national Primary 



Care Access Recovery Plan in Derby and we will continue this work so that it is 



implemented in full.   



General Practices in Derby work hard under great pressure to provide high quality 



services.  This response briefly sets out the current situation, why things are so 



challenging at the moment, what we are doing about it and, specifically, our 



response to the specific recommendations set out in Healthwatch's paper. 



 



The current situation: are General Practices offering fewer appointments? 



As the Healthwatch survey highlights many patients currently struggle to access 



General Practice.   



Although we appreciate that it may not feel like it if you can't get an appointment, the 



number of appointments offered by GP practices across Derby and Derbyshire has 



increased by c7% since 2019.   



In Derby City 70% are face to face, and 43% are offered within 24 hours of being 



requested.  These are in line with national and county wide figures.  Approximately 



85% of people are seen within 2 weeks and we are working hard with practices to 



understand and improve this figure.   



Overall General Practice offers over 520,000 appointments per month across Derby 



and Derbyshire.   
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Why is access difficult for patients? 



Access is difficult not because General Practice are offering a worse service or fewer 



appointments, but because demand is rising quicker than capacity. 



According to national NHS England data there has been a 20-40% increase in 



contacts with General Practice since before the pandemic.  This is made worse by 



waiting list backlogs which have increased the number of people contacting their 



General Practice to find out waiting list information or because their condition has 



worsened whilst they have been waiting.  One practice in Derby audited the impact 



of these care backlogs and estimated they accounted for over 20% of their work.  



As well as this the number of older people in our population has increased.  Since 



2010 the number of people over 70 has increased by 30%.  As we are likely to need 



more healthcare as we age this has a significant impact on the demand on General 



Practice.   



In addition, technology, training and developments in clinical practice have meant 



that we are able to offer a wider range of services in General Practice and the 



community.  Many services are offered in General Practice now which you would 



have had to go to hospital for in the past.  However, these all take time and staff to 



deliver safely.    



Although the NHS has invested in additional staff in General Practice the number of 



doctors (General Practitioners) has not increased as quickly as the demand.  



Nationally there has been an increase of c7% in doctors working in general practice 



since before the pandemic.  This figure includes doctors in training.  Overall the 



number of experienced doctors and GP partners (those who run their own practices) 



has decreased as they retire and leave, with other GPs unwilling to take on these 



roles.   



 



What is the NHS doing about GP access nationally? 



In May 2023 the NHS launched a national 'Primary Care Access Recovery Plan'.  



Derby and Derbyshire ICB and GP practices are taking wholehearted action to 



implement this plan. This action is line with the request made by Healthwatch. 



The recovery plan aims to address two key issues:  



• Tackle the 8am rush and reduce the number of people struggling to contact 



their practice 



• For patients to know on the day they contact their practice how their request 



will be managed. 
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In October the Derby and Derbyshire ICB Public Board agreed a plan to deliver this 



locally.  The full plan is available on the Derby and Derbyshire ICB website (16 



November 2023 board meeting pages, page 183 to 208) but the section below 



summarises the four key elements: 



1. Empowering patients: support patients to manage their own health including 



using the NHS App, self-referral pathways and through more services offered from 



community pharmacy.   



 



2. Implement the Modern General Practice Access programme: move all 



practices from analogue 'copper' telephone lines to digital telephony including call 



back functionality.  Offer 'care navigation training' for staff and deliver training and 



transformation support to practices through a new National General Practice 



Improvement Programme. 



 



3. Build capacity: employ more direct patient care staff and deliver more 



appointments by March 2024 (compared to 2019), expand GP specialty training, 



encourage experienced GPs to stay in practice and change local authority planning 



guidance to raise the priority of primary care facilities when considering how funds 



from new housing developments are allocated. 



 



4. Cut Bureaucracy: reduce the workload across the interface between primary 



and secondary care so practices have more time to meet the clinical needs of their 



patients, including reducing the time spent liaising with hospitals, reducing requests 



to GPs to verify medical evidence and streamlining GP targets. 



 



What does this mean in Derby, and how will we respond to the recommendations set 



out in the Healthwatch report? 



The Healthwatch report sets out recommendations from its national report, and a 



further four local recommendations.  These overlap with the work we are doing or 



planning to do as part of implementing the national Primary Care Access Recovery 



Plan , and this section sets out our response to the recommendations as follows:  



 



 



 











50 
 



Recommendation  



 ICB response  



Take wholehearted action to implement the NHS primary care recovery plan.  



 As set out above DDICB is fully committed to implementing the NHS primary 



care recovery plan in full and set out its plan at the public Board meeting in 



November 2023 (ICB website 16 November 2023 board meeting page, pages 183 to 



208). The plan was additionally presented to Derby City Council's Adults and Health 



Scrutiny Review Board on 30 January 2024 (item 6). 



   



All GP surgeries move to digital phone systems by the end of March 2024, so 



patients spend less time waiting on hold 



 We will move all Derby practices to digital phone systems by the end of March 



2024.  We are going further than this and are upgrading practices who are already 



on digital but don't have all the functions that they might need. We aim to ensure that 



all practices will have digital systems with all the functionality that they need.  We 



can provide further detail on what has been done practice by practice if required.  



Further detail on exactly what we have done is is set out below.   



Greater public awareness of, and sign-ups to, the NHS app, through the promised 



national communications campaign.  



 We are working hard to ensure patient sign up to the NHS app.  In February 



2024 there were 935 monthly registrations for the NHS app in Derby City with a 



running total of 157,993.   



The ICB has supported the national communications campaign to encourage people 



to sign up to the app. Materials have also been provided to GP practices, so they 



can explain to their patients how to use it. 



Most patients able to benefit from full NHS app functionalities by the end of March 



2024. 



 The ICB is working closely with practices to ensure that they offer the four key 



functionalities through to patients through the app.  These are: 



• View prospective clinical records including test results. 



• See messages from the practice. 



• Manage routine (non-triage) appointments. 



• Order repeat prescriptions. 
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Evidence that Integrated Care Boards plan to tackle health inequalities around GP 



access, especially in deprived areas. 



 The national plan sets out a blanket approach to cover all practices.  DDICB 



focuses local support and funding when available on the areas of greatest need.  



One example of this is that we allocated funding for extra GP appointments over 



winter based on the deprivation of the area that the practice served, with practices 



serving the most deprived populations getting a larger share of the funding.  Eleven 



of the 20 practices who received this additional funding were in Derby City. 



 



All GP practices offering free phone numbers.  



 As set out above the NHS has invested to improve GP telephone systems, 



and has for some years, ensured that all practices phone systems are at local call 



rates.   



 



The national plan does not include funding for free phone numbers and this is not 



part of our local plan.  However we would be happy to discuss this further with 



Healthwatch and to support them to lobby for this funding nationally.  



 



All GP practices sign up for the Register with a GP Surgery Service, which makes 



registering with a surgery easier for patients, particularly those with no fixed address 



or ID 



 The ICB is working with practices in Derby to improve registration.  As part of 



this some practices have signed up to the GP Surgery Service or purchased 



alternative systems that allow patients to register more easily.   



 



Fully communicate how improvements are going to be made to both professionals 



and the general public. We have run a communications campaign over the busy 



winter period to inform people of the improvements already made in general practice. 



This has particularly focused on explaining now staff who are not a doctor are able to 



provide support and care, often on the same day. A bank of communications 



materials including film, graphics, and text specifically for Derby and Derbyshire was 



developed by the ICB for all GP practices to use in their communications with their 



patients. Materials were developed in partnership with local GP practices and their 



representatives. 
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A complete overhaul of telephone appointment systems at GP practices. As set out 



above the ICB has worked with GP practices to overhaul and upgrade GP telephone 



systems across Derby and Derbyshire in line with the national plan and to the 



deadline of March 2024 



Patients are given more options and times to make appointments. The ICB has 



commissioned practices (working in groups called primary care networks) to provide 



additional appointments between 6.30am and 8pm Monday to Friday and between 



9am and 5pm on Saturday.   



 



Over the last five years practices (again working in Primary Care Networks) have 



been funded to employ a wider range of staff including clinical pharmacists, social 



prescribers, mental health workers, physiotherapists and nursing associates.  In 



Derby 198 (whole time equivalent) staff have been employed.  These extra people 



mean that practices can offer more appointments to a wider range of staff.   



 



As set out above practices are also offering different kinds of appointments: face to 



face, telephone and online 



 



However, it must be noted that practices can only offer appointments if they have the 



staff.  It is not sensible to offer appointment times that mean that practices have to 



spread staff too thinly.  They would end up having to work longer and longer hours in 



a way that would reduce the quality of care they can offer and put their own health 



and wellbeing at risk.   



 



Patients are given more choice of appointment times.  



 



Next steps 



We hope that this response sets out the work we are doing and plan to do to 



respond to Healthwatch's report.   



We'd like to work with them to further discuss their findings and our plans, and to 



continue to keep them and the Health and Wellbeing Board and Oversight 



Committees informed of work in this area. 



 











