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EXECUTIVE SUMMARY

Aimsand Objectives

This report evauates Kensington & Chelsea and Westmingter Hedlth Authority’ s
Facing Up to Difference Strategy (FUD) which was published in July 1998 and
covered athree year period.

It was a dtrategy for the commissioning of health services in ways which respond to
the needs of the Black and ethnic minority communities (BME) in Kensington and
Chelsea, and Westmingter.

The key objective of the Strategy was to work towards reducing unacceptable
vaiationsin hedth status and in the experience of usng hedth services where such
variations are atributable wholly or partly to ethnicity and/or cultura differences.

Evaluation Method

Our evauation involved semi-gructured interviews with the key individuds
respongble for implementing the Strategy from the key stakeholder organisations,
and from key community and voluntary groups. A list of the individuas interviewed
can befound in Appendix 1, page 77. The timetable for this evduation did not alow
for in-depth consultation with BME communities and community groups on their
views of the Strategy and its impact on service planning and delivery.

The research was conducted between December 2001-March 2002. It considered
the following main arees.
the extent to which the Strategy has provided a framework for heglth equaities
work for the Health Authority, PCGs and Trusts
the impact of the Strategy’ sfive principles for commissioning for an ethnicaly
diverse population:
a information on BME communities
a hedth needs of BME communities
a accessto services
a appropriate services
a recognising varidionsin BME communities.
the sgnificant developments in hedlth policies and structures since the Strategy
was agreed in July 1998
issues for the future,
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1.3.6

1.3.7

1.3.8

Findings

A framework for health equalities work for the Health Authority, PCGs and
Trusts

The Hedth Authority’ s Facing Up to Difference Strategy has had an impact on the
work of the Hedth Authority, the PCGs and the Trusts to address hedth inequdlities
caused by ethnicity.

Through the FUD Strategy Group, leadership for equalities work was provided to
the Hedth Authority, PCGs and Truds. That the Hedth Authority Chief Executive
chaired the Group was a sgnificant factor in this achievement.

The Strategy, through the Steering Group, has encouraged the PCGs and Trusts to
give organisationa ownership and to develop their own loca equdities policies and
action plans. The Steering Group has aso provided a forum for accountability for
hedth equdities work in the two boroughs.

The flexibility of the Strategy has dso dlowed issues and organisationd structures
which were not present when it was formulated in 1998, e.g. workforce diversity,
regeneration schemes and the development of PCGs, to be taken account of and

incorporated.

I nformation on BME communities

The Socia Mapping Project was avery ambitious project but it did not achieve its
objective.

The Project did show that many organisations collect BME data. However, if such a
database is to be developed in future, there is aneed for the organisations involved
to agree an effective methodology to improve data collection, aggregation and
utilisation.

There are differences in opinion as to whether the gpproach adopted by the Project
of a‘database of databases was the right one or necessary, given the dternative
datasets available.

The requirements of the Race Relations (Amendment) Act 2000 will mean that
sugtainable mechanisms for obtaining reliable data on the BME communities need to
be in place. In order to learn from the experience of the Social Mapping Project, the
stakeholders should re-agree what datais needed, how this can best be obtained,
aggregated and used to plan and monitor health services.

Health needs of BME communities



1.3.9 Despitethefalure of the Socid Mapping Project, the Hedth Authority has been
able to obtain arange of data about the hedlth needs of the BME population.

1.3.10 The BME Hedth Forum, through its policy work and Task Groups, has played a
sgnificant role in conducting research and providing information about the BME
communities and their hedth needs, aswell as devel oping the engagement of these
communities with health commissoners and providers.

1.3.11 The Hedth Improvement Programme refers to the FUD Strategy and recognises
that BME resdents may have specific hedth needs. It isaso clear that the Hedlth
Authority, PCGs, and local authorities have an awareness of the importance of these
ISsues.

1.3.12 Overdl, action to address the needs of older people from the Black and ethnic
minority communities ssems most advanced than for any other client group.

1.3.13 However, most outputs from the Programme have atimescae of 2001. Thisis
understandable given the imminent organisationa changes but does mean that a
picture of the longer term direction of hedth equdities work is not yet available.

1.3.14 Thenationd policy framework for addressing the needs of Black and minority ethnic
sarvice usarsin the NHS is not strong. Although considerable emphasisis placed on
tackling inequdities, ethnicity has not been explicitly recognised as afactor in this.

Access to services

1.3.15 There has been abroad range of initiatives to provide information about, and help
support BME communities to gain access to, hedth services. A number of services
have addressed the specific needs of asylum seekers and refugees.

1.3.16 The services provided by GRIP (and latterly by CITAS for Riversde) has enabled
providers to have access to interpreting and trandating services. However, there
were criticiams of the management of GRIP from some Trudts.

1.3.17 The Hedth Authority and Trusts have provided a broad range of training for their
daff on equditiesissues.

1.3.18 The BME Hedth Forum has been the forma mechanism set up by the Hedlth
Authority to consult and involve the BME communitiesin the planning and ddlivery
of hedth services. Assuch, it has played akey role in developing BME community
links with the Hedlth Authority and Trudts.

Appropriate services

1.3.19 The Hedth Authority has provided or commissioned arange of servicesto help GPs
meet the needs of the BME communities.



1.3.20 The Hedth Authority has responded to the gap in appropriate GP services by
securing funding the GP Vocationd Training Scheme for eight refugee doctors. The
doctors spesk avariety of languages and haf are women.

1.3.21 All the provider Trusts have adopted an equdlities policy and action plan based on
Facing Up to Difference to help them work towards providing an ethnicaly and
culturaly appropriate service to the BME communities.

Recognising variations in BME communities

1.3.22 The BME Hedth Forum has been an effective means by which the BME
communities can develop and strengthen their links to the hedlth sector in
Kensington and Chelsea, and Westmingter. Through participation in the Forum's
policy work and Task Groups, the BME communities can provide direct input on
their experiences and expectations of hedlth services.

1.3.23 The Forum’s participation in other policy groups and fora help to ensure that the
Facing Up to Difference Strategy is widely disseminated and that other initigtives are
aware and take account of BME hedlth issues.

1.3.24 The advent of the Race Relations (Amendment) Act 2000 with the requirement that
each Trust sets up a Race Equdity Scheme will mean that the BME Hedth Forum
will have an important role in involving and consulting with the BME communities on
these issues.

Local initiatives and partnership development

1.3.25 A range of locd initiatives to meet the hedth needs of the BME communities have
been set up, consigtent with FUD criteria

Thelocal authorities and FUD

1.3.26 Asorigindly conceived, the FUD Strategy was a strategy for the Health Authority
focusing on hedth issues. Thetwo loca authorities - the City of Westmingter and the
Roya Borough of Kensngton and Chelsea - covered by the Hedth Authority
participate in the Facing Up to Difference Strategy Group.

1.3.27 Sincethe adoption of the Strategy, the partnership agenda has moved on
sgnificantly. For example, the Disability Discrimination Act 1995, the Race
Reations (Amendment) Act 2000, the Best Vdue regime, the development of Loca
Strategic Partnerships and loca authority scrutiny and overview of the health
economy, the setting up of two borough-based primary care trusts.

1.3.28 These palicy and organisationd changes will result in more in-depth partnership
work with many stakeholders, including the hedlth sector. The requirements of the
Race Relations (Amendment) Act 2000 will mean that the two loca authorities will
focus more strongly on equality issues in future, including hedlth equality issues.
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Conclusons

Nearly hdf the UK’s Black and ethnic minority population live in London,
condtituting a quarter of London’s population. It is a population which is
characterised by diversity and heterogeneity across London and within each
borough. Planning for and ddivering health services to people with such diverse
needsisamgor chalenge for the health sector.

Kensngton & Chelseaand Westmingter Hedth Authority’ s Facing Up to Difference
Strategy established a strategic framework for the commissioning of culturaly
sengtive hedth services. It enabled the Hedlth Authority to:

- atempt to improve its data on the Black and ethnic minority communities
involve and consult with the minority communities through the BME Hedth
Forum
enabled it to take account of the hedlth needs of these communitiesin its planning
processes, such as the Hedlth Improvement Programme
encouraged Trusts to develop their own strategic equalities framework for their
workforce and patients
provided aframework for the two primary care groups to develop their own
equalities strategy which can be taken forward by the about to be established
primary care trusts
led to specific services to meet need.

There will be acontinuing need for an equdlities Srategy to engage both
commissioners and providers because:
there is subgtantia evidence to show that BME communities generdly suffer
poorer health and have less access to hedth services than the mgority population
there are morbidity and mortdity profiles which specificaly affect ethnic
minorities
there are increasing expectations from the minority (and mgority) communities
for the NHS to be more responsive to the health and health care needs of
specific groups in the population
the effective and equitable ddivery of hedth services to the BME communitiesis
an important Government priority.

The next 18 months will be period of great organisationa change for the hedth
sector nationdly and in the City of Westmingter and the Roya Borough of
Kensington and Chelsea. The Strategy can till provide a useful framework for the
next three years, taking into account the changes in policies and organisationd
structures since it was agreed in July 1998,
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1.4.6

1.4.7

Overdl, the task will be to continue to ensure that attention and action to achieve
equitable access and service delivery permestes each Trust and becomes integra to
thair sarvice ddivery.

More specificdly, thiswill require that commissioners and providers have adequate
data on the needs and hedlth outcomes of the minority communities, that the barriers
to accessing hedth services are tackled through language support, advocacy and
culturaly specific services where appropriate; that meaningful involvement with these
communities is continued and further devel oped.

In the next phase of work, there needs to be more explicit links from nationd
research on need, to the identification of particular local needs, to prioritising action,
to |mplement|ng action and evduating it. This should involve:
an agreed equdlities framework for the PCTs and Trusts in the two boroughs
continuing co-operation and co-ordination between these bodies and other key
local stakeholders
an increasingly rigorous gpproach to the setting of performance indicators and
monitoring of every aspect of the Strategy.

10
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INTRODUCTION

Background

In 1996, the Kensington & Chelsea and Westmingter Health Authority (KCW)
commissioned the Migrant and Refugee Communities Forum to audit KCW's
performance on hedth services for Black and ethnic minority groups using the
King's Fund toolkit ‘ Facing Up to Difference .

The Migrant and Refugee Communities Forum subsequently gppointed CVS
Consaultarts to undertake this work and afinal report was accepted by the Hedlth
Authority’s Board in December 1996. Work then started to draw up a strategy for
KCW.

As part of the work in drawing up a strategy, an audit of KCW’ swork on hedth
and ethnicity during the previous three years was undertaken. The audit indicated
that to take thiswork forward in a more structured way, KCW intended to:
- make explicit the policy objectivesin the form of principles, both for interna and
externd use
st out aframework for choosing priorities for work
identify priorities and a plan for tackling them
provide ameans of holding the Health Authority to account for the Srategy
bring together anumber of strands of current work.

The new drategy was aso intended to avoid the pitfalls of:
assuming that being part of an ethnic minority community equas a hedlth problem
Setting out alengthy, descriptive andlysis of problems and issues
Setting out lofty, vague and possibly unachievable statements of intent.

The new Facing Up to Difference Strategy (FUD) was published in July 1998
covering athree year period. It wasto a drategy for the commissioning of hedlth
sarvicesin ways which respond to the needs of the Black and ethnic minority
communitiesin Kenangton and Chelsea, and Westminger.

11
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Health Needs
There was a need for such a strategy because the KCW:

‘population is complex, containing many different groups of residents who would
define themsealves as minarity ethnic communities. Many of these communities are
smdl. Between 75 and 95 first languages are spoken, dthough information is poor
and the absence of universa definitions makesit difficult to establish agreed data...
information derived from the 1991 censusisonly of very limited help asit gives
“numbers of resdents born outsde the UK” which is not of itsdf a particularly useful
indicator of ethnic and culturd diversty and need. KCW aspiresto the principle of
equity in hedlth care in terms of access, outcome and geographica spread, and we
intend to make our commissioning of services reponsveto need. Findly, we are
committed to making the services we commission as senstive as possible to the
individud needs of each and every resdent. Given the diversity of our population,
these are chdlenging aspirations, the achievement of which must be aclear priority in
our own work and in the work of partner organisations .

‘Our belief isthat there are unacceptable variations in access to services, whether
for reasons of culture, language or knowledge, and in the experience of using the
NHS. Other variations may result from genetic predigposition to certain conditions,
in morbidity and in outcomes .

‘In some cases the variations are because of ethnicity alone. A corrdation with

socid inequdlities exids (dthough to unpick this and prove it scientifically would be a
magor piece of work in its own right). Whether variations result from the hedlth
system, the socio-economic environment in which an individud lives, or from hisor
her genetic makeup, our key objectiveisto work towardsreducing
unacceptable variationsin health status and in the experience of usng
health serviceswhere such variations ar e attributable wholly or partly to
ethnicity and/or cultural differences’*

Commissioning for Minority Communities

FUD formulated five principles specific to the commissoning of sarvicesfor an
ethnically diverse population covering:

1 Information about resdents
To commission hedth care for an ethnicdly diverse population, good information is

required. The Hedth Authority, in partnership with other loca organisations, will put
in place an information system designed to provide an accurate assessment of the

! KCW Facing Up to Difference Strategy, July 1998

12



numbers and geographica ditribution of the ethnic minority communitieslivingin
KCW.

13
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2 Needs of residents

Hedth needs may be influenced by ethnicity, including greeter or lesser susceptibility
to certain diseases. The Hedlth Authority will improve its understanding of the full
range of itsresdents needs, with reference to specific conditions and diseases.

3 Accessto health services

Access to hedth services, including heath promotion and prevention programmes,
may be hindered by language and/or culture. The Health Authority will work to
improve access, both through targeted initiatives for agreed priorities and through
fogtering a widespread awareness of communication difficulties. It will work with
providers to improve these.

4 Appropriateness of health services

Peopl€e s experience of hedlth care may be negative because of alack of
consderation of culturd expectations. The Hedlth Authority will work with service
users and providers to share understanding of cultural expectations and develop staff
skills and processes. The appropriateness of care ddivery in the (routine) monitoring
of sarvice delivery will be picked up.

5 Variationsin local communities

Communities change over time, particularly as newly arrived groups, including
refugees, sdttle in and age. The Hedth Authority will recognise thet ethnic
communities are not homogenous and that their knowledge, experience and
expectations of the hedth service will vary.

Prioritiesfor Local Initiatives

Drawing together the information mapping work, the needs assessment work and
the provider audits, priority areas for action and an implementation plan would be
agreed. Initiatives which addressed the hedlth needs of Black and minority ethnic
communities would be supported if they met the following criteria
- tackle the greatest variationsin hedlth status where these are attributable wholly
or partly to ethnicity and where action to achieve greater equity is possble
are, or foreseeably can be, integrated with mainstream services
are condgtent with the principles of the Hedlth Authority’s Five Y ear Strategy
primarily focus on health needs, as opposed to needs which are the proper
business of other agencies, or are identified as joint respongbilities with other
organisations

14
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2.6

26.1

produce measurable benefits in terms of increased access to or uptake of
sarvices or which can provide evidence of improvements in the experience of
people using the services

engage the commitment of service providers, whether in primary care, in
community services or in hospital Trusts

improve the information about the communities the Health Authority serves.

I mplementing Change

FUD recognised that change may be managed in many ways, for example, through
education, audit, information or commissioning through service agreements. This
would involve working with or through communities themsdlves, locd dinicians and
managers, the loca authorities, other loca organisations (such as employers), and
Hedth Authority staff, to equip them to facilitate change in others and, for front line
saff, to ddliver an appropriate service.

The Strategy envisaged that the Hedth Authority’ s role would vary, sometimesto
influence others to act differently, sometimes through facilitation and co-ordination,
sometimes through more direct action.

Facing Up to Difference Strategy Group

To show the commitment of the Hedlth Authority to this area of work, asenior
officer steering group was set up to implement the Strategy. This was replaced later
by the FUD Strategy Group, which meets every three months. It is chaired by the
Chief Executive of the Hedlth Authority and composed of senior officers from the
local PCGs and Trusts, the two Socia Services departments, the Community Hedlth
Council and representatives of the voluntary sector from the two boroughs.

15
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ETHNICITY AND HEALTH

I ntroduction?

The 1991 Census recorded 6.2% of the population and 4.5% of householdsin
England as from aBME group. London isthe most ethnicdly diverse city in the UK.
Latest population projections suggest that around 25% of Londoners belong to a
Black or minority ethnic group, nearly haf of the UK’s BME population.

The importance of hedth for BME populationsin London has been identified as one
of the four key priorities for the London Health Strategy. The Strategy was
published in March 2000 and is a London-wide strategy to improve the hedth and
wedl-being of Londoners. Itsam isto support work to improve health and reduce
hedth inequdities a locd and nationd levels by focussng on London-wide activities
that can reinforce and boogt initiatives in London. It focuses on four key areas
(regeneration, inequdlities, transport, BME hedth) which consultation indicated
offered the greatest potentia to support efforts across dl levels of activity in the
capital.

The Greater London Authority set up the London Hedth Commission in October
2000 to oversee the development and implementation of the Strategy, and to ensure
that health condderations are integrated into dl key London-wide Strategies.

Ethnic Monitoring of Service Activity

One of the most basic requirements for monitoring inequdity in relation to service
use isthe ability to record ethnic group dong with other activity information. This
particularly appliesto the large computerised data sets that are used in strategic
planning and financing. In the NHS, ethnic coding of computerised hospital
admission data was introduced in 1995, and ethnic group is now a mandatory item.

One of the problems with these datais the levels of ethnic coding that are being
achieved in practice. An andyss (1999) looking at hospital episode datafor the
London Region suggests that in 1996-7 only 50% of records were coded but that
thisimproved to 63% in 1997-8.

% This section is based on data from the London Health Observatory Black and Ethnic Minority
Populations report, and Sector Study 11: Black and Ethnic Minority Communities Key Data, Housing
Corporation.

16
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Whilgt the data are so incomplete there is a naturd reluctance to use them, and so
few andyses usng this data have been undertaken.

The issue of ethnic coding aso appliesto other aspects of the hedlth service and
related services. Ethnic coding in generd practice is being piloted inthe NHSin
London and some other areas: data collection has not yet been underway for long
enough to produce usegble results. Ethnic coding is not yet part of the nationa
patient regigtration system.

Language and religion are other important dimensions of ethnicity, which idedly
should be recorded and used at the strategic as well as the service ddivery levd.

Ethnicity and Health Inequality

Ethnicity can be an important factor in health inequality between ethnic groups as a
result of differences between ethnic groupsin:
determinants of hedlth, e.g. age, sex, gender, genetics, income, employment,
education, housing, socid networks, mobility, migration
prevaence of disease or of behaviour and lifestyle that have differentia hedth
risks, e.g. diabetes, rend failure, cardiovascular disease, limiting long-term
illinesses
access to and uptake of serviceswhich are of potential benefit
measures of hedlth outcome or health status such as differencesin mortality.

In order to be able to tackle inequdity between ethnic groups, there needs to be
intedligencein dl four of these areas, and on the links between them.

Deter minants of health

Whilst some factors such as age and sex differences are easy to ded with, many of
the most important factors influencing heath are much harder to take into account.

In particular, the interaction between risks linked with low income, unemploymernt,
poor quality housing and low educationd attainment can be difficult to untangle,
These are especidly important in terms of differences in health between ethnic

groups.

For example, minority ethnic groups tend to have lower average incomes and higher
unemployment.

17



Unemployment in Greater London at 1991 Census

White | Non-White

Men

11.9% | 21%

Women | 7.6% | 15.9%

3.3.6

3.3.7

In amore recent comparison (1998), unemployment amongst the White population
was 6.5%, whilgt the rate for Indians was 7.4%; Black groups 20.5% and
Pakistanis and Bangladeshis 15.9%.

Anadyses of the numbers of people on low income and living in poverty show a
amilar picture. A study in London of income digtribution shows the stark differences
between groups with 76% of the Bangladeshi population being anongst the lowest
one fifth of incomein London. All the minority ethnic groups had proportionately
fewer people amongst the highest earning category.

Differences between the proportion of ethnic popul ations amongst the highest and
lowest earnersin London (1997)

Ethnic group Lowest fifth | Highest fifth of
of earners earners

White 13% 27%
Bangladeshi 76% 2%

Pakistani 36% 7%

Black African 35% 7%

Black Caribbean | 30% 7%

Black Other 31% 10%

Chinese 27% 20%

Other 21% 17%

Indian 18% 11%

3.3.8 Income and employment are important determinants of hedlth in their own right, and

3.39

a0 have effects on arange of other socid indicators such as housing. Geographical
mobility can serioudy affect access to sarvices, and within the ethnic minority
groups, the experience of and around migration isakey issue for alarge - though
decreasing and also ageing - proportion of people.

One of the concerns when looking at differences in hedth status and outcomeisto
consider the extent to which poorer outcomes amongst minority ethnic groups are a
product of ethnic difference, or smply of deprivation. For a comprehensive view of
the hedlth of Londonersit isimportant to be able to recognise the links between
ethnicity and these wider social and economic factors.

18



Disease prevalence and health related behaviour

3.3.10 Thereisadiverse and fragmented literature looking at differencesin the prevaence
of disease between ethnic groups.

Examples of conditions where prevalence is known to vary by ethnic group

Condition

Summary of patterns

Cancer

Mortdlity rates high amongst people born in Ireland.
Lower rates for mgor cancersin those bornin Indian
subcontinent and (except cervical) Caribbean and African
Commonwedth. Ora cancers high in South Asian,
African groups.

Coronary Heart Disease

Mortdlity rates high in South Adan and White populations,
and lower in Caribbean.

Diabetes

Lower rates of Insulin Dependent Diabetes (Typel) in
South Asian and Caribbean populations. But much higher
rates of Non-Insulin Dependent (Type |l later onset).
Higher rates of diabetes dso linked with other conditions
such asrend failure and coronary heart disease.

Mental Health

Thereis an over-representation of people of African
Caribbean origin as admitted patients for schizophrenic
illnesses and concern regarding mis-diagnods. Adan and
African Caribbean groups are under-represented as users
of counsdling and other services for depression.

Renal Failure

Therisk of requiring dialys's trestment and/or transplant
surgery is nearly 14 times higher for Asans than for White
groups. Overdl, the rdaive risk of rend failurein both
Black and Asian populations compared to the White
population is about three-fold and rises with age.

Stroke

Higher mortdity rates amongst people from African and
Caribbean commonwedth.

Thalassaemia

More common amongst people from Southern Europe,
Middle East and South Asa

Tuberculoss High mortaity amongst people bornin Ireland. High
incidence amongst new entrants to UK from South Ada.
Sickle Céll Prevaent in African and Caribbean populations.

3.3.11 Thereissome evidence thet families, and particularly children of BME origin are
more likely to require medica trestment for accidentsin or near the home. Thisis
partly dueto traffic patternsin inner city aress, poverty and overcrowding in the

home.

19




3.3.12 Some of the problems with studies of particular conditions include:
they can be old and from relaively smal, sometimes incomplete samples
many are not standardised for socio-economic or other hedth determinants
definitions of ethnic group differ between studies, and from measurable
populaion denominators
studies may therefore not be generdisable
there has been afocus on negative aspects of health amongst Black and minority
ethnic groups, rather than positive ones
there has been more emphasis on conditions where minority groups are rlatively
disadvantaged - including some rare and exotic diseases - than on those which
are rdatively more important to minority groups themsdves, and where a
targeted gpproach to hedth improvement would be judtified.

3.3.13 Census data on limiting long-term illness provides another indicator of hedth Satus.
In looking at these responses for London's pensioners, it was found that despite
having amuch dlder age profile than the non-White groups, White pensioners
(36.1%) showed a bel ow-average proportion reporting limiting long-term iliness.
Again Bangladeshi (45.9%) and Pakistani (45.5%) groups were more likely to do
0.

Some exampl es of important differences in lifestyle and health related behaviour that
can be linked to specific health conditions

Smoking patterns have been shown to vary between different groups, with higher levels
in Bangladeshi men reported in severa studies; and high levelsin both Caribbean men
and women, while rates in al South Asan women are very low. Some of these
differences reflect socio-economic and religious differences.

Alcohol use variesin different ways, with lower rates reported by ethnic minority groups
as awhole than by whites, but big differences between Caribbean and South Asan
groups, and within the latter, between religions - Pakistanis and Bangladeshis, and
Mudims from esawhere, reporting very little drinking.

Use of paan (betel nut), believed to be arisk factor in ord cancer, is high among some
South Asian ethnic groups: again differences have been rdated to religion and dso
location of family origin, with Skhism (as with smoking) and the Punjab associated with
low usage.

Dietary factors including cholesteral intake for South Asians have been cited as relevant
to coronary heart disease; more recently obesity per se has been identified as akey
problem, as has lack of exercise.

3.3.14 Culturd influences mean that very specific and targeted health promotion activity is
essentia to address lifestyle issues in these groups

Service use

3.3.15 The concept of equity of accessto care has been recognised in the nationa
performance frameworks for the Health Service. In relaion to ethnic minorities, the

20




3.3.16

3.3.17

3.3.18

3.3.19

3.3.20

3321

key question iswhether the uptake of services for pecific ethnic groupsis higher or
lower than would be expected, given known differences and smilaritiesin the
prevaence of particular hedth problems.

Differencesin access may arise in primary care (though studies suggest that minority
ethnic communities are not less likely to see their GP), referrd to hospita or
community hedlth services, or in trestment once referred. Some examples of ethnic
differences that have been observed include:

out- patient attendance rates are lower for some ethnic minority groups

there is some evidence of inequity in specidist cardiac investigation services,

especidly for South Asan groups where morbidity is around 40% higher

high inpatient admission rates of schizophreniabut lower consultation ratesin

African Caribbean men; and detention rates higher

lower rates of GP consultation for mental hedlth problems amongst South Asans.

One mgjor barrier to access for some groups, and particularly for their first
generation migrants, is language difference. Interpreting services are needed to
overcome this.

Again for some groups, culturd differencesin the perception of ill-health, and lack of
knowledge about the availability and range of hedth services, can inhibit or delay
their access to care until conditions become more serious: here outreach services
and advocacy may be cost-effective.

In care settings, acknowledging reigious and culturd difference through, for
example, accommodation, food and modes of address, is essentid if minority groups
areto make full use of them.

Health outcomes

The measurement of differencesin hedth outcome should be afundamenta part of
any system for looking at inequaity. One of the problems is the routine information
avalable on hedth gatusitsdf is pretty limited and often mortdity rates have to be
used as an indicator of community hedth status.

For ethnic monitoring, analysis of mortality is complicated by the fact that degth
certificates do not record ethnic group but country of birth. This creates two
problems:

1. The denominator information on country of birth is collected only at the census. If
updated information is required, then assumptions have to be made about the
population change by country of birth for inter-censal years.

2. Therdationship between ethnicity and country of birth is not necessarily smple.
For example, many people born in East Africawould classfy themsdvesina
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South Adian ethnic group. Analyss by country of birth will dso not pick up
people in Black and ethnic minority groups born in the UK.

3.3.22 Differencesin perinatd mortdity have adso been demonsrated on anationa basis.
Agan country of birth (of the mother) is the only available indicator of ethnicity.

Perinatal mortality by mother's country of birth 1989-91, England & Wales

Perinatal | Neonatal | Post-neonatal
mortality | mortality | mortality
UK 7.9 4.4 3.2
East Africa 10 51 2.3
Bangladesh 10.9 3.8 2.3
India 9.9 5.9 2.7
Rest of Africa | 13.2 7.6 35
Caribbean 13.3 75 4.3
Pakistan 14.2 7.4 55

3.3.23 Such andyses are only the sarting point. One area for research isthe hedth effects
of the second generation, i.e. the sons and daughters of people who moved to the
UK. For example, research (1996) has shown that mortality rates amongst second
generdion Irish migrants are higher than would be expected.

3.3.24 The question of the strength of association between ethnicity and hedth both over
time and in succeeding generations is an important area for further research.

34  Health of Refugees and Asylum Seekers

3.4.1 Theoverwhdming mgority of refugees who come to the UK livein London -
around 85%. It has been estimated that between 240,000-280,000 people have
been through the process of applying for asylum in the last 15 years.

3.4.2 There has been limited research on the hedlth needs of refugees and on the
effectiveness of refugee-specific services. However, there is agreement that:

many of the hedth problems of refugees are not specific to their status but
overlap with health problems of deprived or excluded groups, ethnic minorities or
new entrants to the country
the few hedth need andyses from London suggest that the average physica
hedlth status of refugees on arrivd in not especidly poor. Most refugees are
young and physicdly fit. There is some evidence to suggest that the hedlth status
of new entrants may become relatively worse in the two-three years after entry to
the UK.
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3.4.3 Although the average measures of hedlth status are reasonably good, there area
sgnificant number of refugees who have health problems characteridtic of refugees:
- physcd after-effects of war, torture, displacement and journey to the UK
communicable diseases, the most important of which istuberculosis
menta hedth problems following trauma, and socid and psychologica problems
arigng from coping with anew culture, separation from family, loss of datus, etc.
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4.1

41.1

4.2

421

4.2.2

4.2.3

THE POLICY AND ORGANISATIONAL CONTEXT

Introduction

Since the adoption of the FUD Strategy in 1998, a number of policy and
organisationa changes have arisen which affect the policy and organisationd context
for equditieswork in the NHS. The main ones have been:
- NHSPHan

Shifting the Balance of Power

patient and public involvement

Race Relations (Amendment) Act 2000

Loca Strategic Partnerships

loca authority scrutiny of hedth services.

NHS Plan

The overarching policy document governing developmentsin the NHS isthe NHS
Plan. This sets out the main targets and objectives for the whole of the NHS. Key
associated and subsidiary documents are the Nationa Service Frameworks which
Set out stlandards for trestment and care in specific areas. In addition, ‘ Our Hedthier
Nation' sets out the principle targets for health promotion (cancer, coronary heart
disease, accidents, mentd hedth ) and identifies the core issue of hedth inequalities
and the need to understand and tackle these.

The principles set out in these policy documents have then been made more
concrete with a series of implementation plans. The overal NHS Plan has a series of
annual priorities and targets. For 2001-2, there were a number of ‘core’ targets
which underpinned other action; these included reducing hedth inequdities. The
specific targets were primarily concerned with reducing waiting times which includes
faster access to primary care and disseminating best practice in the care and
treatment of cancer and coronary heart disease.

For 2002-03, hedth priorities continue to include reducing waiting times and
improving emergency services and include implementing the National Service
Frameworks (NSF) and national plansfor cancer, coronary heart disease, menta
hedlth and services for older people. Thereisdso atarget to increase the
representation of minority ethnic communities at board leve throughout the NHS.
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4.2.4

4.2.5

4.2.6

4.2.7

4.2.8

4.2.9

4.2.10

In November 2001, consultation closed on a draft implementation plan for hedth
inequalities. In very broad terms, hedth inequdities are reflected in the differing life
expectancies of people living in different places. For the Government, these hedlth
inequalities are linked to lower educationa attainment, materid disadvantage and
insecure or no employment. Although no explicit link is made between generd hedth
inequdity and ethnicity, an implicit link can be made between ethnicity and the
incidence of greater levels of deprivation and therefore hedth inequdlities,

The Government expects that strong links will be made between the hedth inequdity
agendawith work on developing Loca Strategic Partnerships and the community
planning process. The implementation plan urges hedth bodies to ensure that hedth
inequdity issues are ‘at the core of neighbourhood renewal dtrategies .

The formet of individua NSFs vary but most begin by identifying the populations at
most risk of developing the condition in question. Thus, the Coronary Heart Disease
and Diabetes NSF identify certain ethnic groups as being a higher risk. The Menta
Hedth NSF makes reference to the specific needs of people from minority ethnic
groups.

The purpose of these NSFsis to ensure consistent provision across the country of
high quality evidence based care and treatment with the am of sgnificantly reducing
mortality from these conditions. Ensuring that patients at high risk receive
appropriate care is clearly centrd to this approach.

Although the reduction of hedlth inequalitiesis akey policy objective for the NHS,
thereisrdaively little in nationd policy Satements and implementation plans which
requires health authorities or primary care trusts to look at minority ethnic issues as
such. The requirement isimplicit in the sense that, in areas with reldively high levels
of minority ethnic resdents, nationd targets for the reduction in mortaity from
specific conditions or the reduction in hedth inequdities will only be achieved by
addressing the needs of these groups.

It isfor this reason that considerable emphassis placed on the role of hedth
improvement programmes (HimP) in driving the strategies forward locdly. The
HimP is the overarching loca hedth plan and sets out how the nationd priorities
within the NHS Plan, the Hedlth of the Nation, Tackling Hedlth Inequalities and the
NSFswill be taken forward at aloca leve.

Community Care plans used to be the primary planning tool for joint work between
Socia Services, Health Authorities and the loca voluntary sector. That role has now
been taken over by the HimP. The Community Care plan now focuses on describing
new devel opments within services for the groups of service userswho are jointly the
respong bility of Socid Services and the Hedlth Authority — older people, people
with mentd hedlth needs, people with learning disabilities, people with physica
disahilities, those with substance misuses problems and people with HIV/AIDS.
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4.2.11 Children are the subject of a separate children’s service plan. For most of the

4.3

431

4.3.2

groups covered by the Community Care Plan, the Government now requires local
authorities and hedth authorities to produce Joint Investment Plans, explaining how
they will use their collective resources to provide the most effective services for
these groups.

Shifting the Balance of Power

The NHS Plan sets out along term programme for reform and performance
improvement in the NHS. Underpinning the culturd changes, the Government set
out the structura changes it seeksin order to align responsibilities and capacity at
most locd levesin ‘ Shifting the Baance of Power.” The two mgor organisationd
changes are the creetion of new PCTS, largely by staff transfers from hedlth
authorities, primary care groups and community trusts, and the creation of new
drategic hedth authorities, with staff from heelth authorities and the NHS regiona
offices.

In the new NHS:
PCTswill become the lead NHS organisation in assessing need, planning and
securing dl hedth services and improving hedlth. They will forge new
partnerships with loca communities and lead the NHS contribution to joint work
with local government and other partners.
NHS Trusts will continue to provide services, working within delivery
agreements with PCTs. Trusts will be expected to devolve greater respons bility
to clinica teams and to foster and encourage the growth of clinica networks
across NHS organisations. High performing Trusts will earn greeter freedoms
and autonomy in recognition of their achievement.
About 30 Strategic Hedth Authorities will replace the existing 95 Hedth
Authorities. They will step back from service planning and commissioning to leed
the strategic development of the local hedth service and performance manage
PCTsand NHS Trusts on the basis of local accountability agreements.
The Department of Hedlth will change the way it relates to the NHS, focusing on
supporting the ddlivery of the NHS Plan. The Department of Hedlth Regiona
Officeswill be abolished and four new Regiond Directors of Hedth and Socid
Care will oversee the development of the NHS and provide the link between
NHS organisations and the central department. The Modernisation Agency,
Leadership Centre and the University of NHS will support the development of
frontline staff and services.

4.3.3 Resourceswill devolve dongsde respongibilities. Revenue dlocations will be made

direct to PCTsrather than the Strategic Hedlth Authorities. PCTs and NHS Trusts
will dso recaive direct capitd dlocations for the maintenance of ther facilities.
Strategic Hedlth Authorities will control further capital dlocationsto lever srategic
change and service modernisation.
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4.3.4

4.3.5

4.4

44.1

4.4.2

4.4.3

For Kengaington and Chelsea, and Westmingter, thiswill mean the creation of
Kensington and Chelsea PCT and Westmingter PCT in April 2002, taking over
most of the functions of the current Hedlth Authority. Parkside Hedlthcare and
Riversde Community Hedlth Care will dso cease to exist and be replaced by the
PCTs.

The North West London Strategic Hedlth Authority will cover eight London
boroughs:
- Brent

Eding

Hammeramith and Fulham

Harrow

Hillingdon

Houndow

Kendngton and Chelsea

Westminger.

Patient and Public I nvolvement

A key aspect of the NHS Plan isthat patients and the public should be more
involved in the NHS asit moves towards amodel of increased partnership, with
patients and the public having asay in how services are designed, developed and
delivered.

Following on from the provisions of the Hedth and Socid Care Act 2001, the
Government published ‘ Involving Petients and the Public in Hedlthcare: a Discussion
Document’” in September 2001, setting out its proposas to implement a patient-
centred NHS outlined in the NHS Plan.

The main eements proposed are:

- tointroduce a Patient Advocacy and Liaison Service (PALYS) in every NHS
Trust and PCT to provide information and on the spot help by April 2002
to provide alocaly based Independent Complaints Advocacy Service operating
to defined core standards
to introduce Patient Forums every NHS Trust and PCT to bring the patients
pergpective to Trust management decision making. Forums will be able to dect
one of their membersto St on the Trust board as a non-Executive Director
to extend loca authority Overview and Scrutiny Committees powers to scrutinise
local hedlth services and to cal NHS managers to account
to set up the Commission for Patient and Public Involvement in Hedlth, anew
nationd patients body to set sandards and provide training and to monitor the
new arrangements.
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4.4.4

4.4.5

4.4.6

4.5

45.1

4.5.2

The Government intends to abolish community hedth councilsin England and the
Association of Community Health Councils for England and Wales. The Welsh
Assembly and the Scottish Parliament have decided to retain their loca hedlth
councils.

The Government dso intends to introduce annud patient surveysin order to obtain
patient feedback which can then be used for monitoring purposes and to improve
the qudity of services. The intention isthat al NHS Trusts and PCTswill carry out
locd surveysto ask patients and carers for their views on the services they have
received. However, for 2002, only acute Trusts are expected to carry out patient
surveys. Information will be collected in a nationaly consstent way o that Trusts
can monitor their performance over time and compare their performance to other
Trugts. It will dso enable the Department of Hedlth to set new patient experience
indicators, which will be used in the next set of Trust Performance Ratings due for
publication in Summer 2002. Thereis an expectation that the survey findings will be
included in the new Patient Prospectus to be published by every NHS Trust.

The Government has set up the Commission for Hedth Improvement (CHI) to
assure, monitor and improve patient care by undertaking clinical governance reviews
of every NHS organisation every four years on arolling programme. It defines
clinical governance as the system, steps and procedures adopted by the NHS to
ensure that patients receive the highest possible quality of care. Thisincludesa
patient centred gpproach, an accountability for quality, ensuring high standards and
safety and improving patient services. The CHI will dso investigate service failures,
monitor progress towards meeting the recommendations of the Nationa Service
Frameworks and the Nationd Ingtitute of Clinica Excdllence guidance. It will be
able to respond to requests from individuas and organisations who are serioudy
concerned about the qudity of services within an NHS organisation.

Race Relations (Amendment) Act 2000

The Race Relations (Amendment) Act 2000 extends the obligations under the Race
Reations Act 1976. Since April 2001, public services have been under alega
obligation to outlaw racid discrimination in dl functions and have agenerd duty to
promote race equality. This duty means that public bodies (including voluntary and
private sector bodies who carry out public functions) must have due regard to the
need to:

diminate unlawful discrimination

promote equality of opportunity and

promote good race relations between people of different racia groups.

These generd legd duties have been supplemented with specific duties which need

to be carried out by certain public bodies. In the NHS, these named bodies are
hedlth authorities, pecial hedth authorities, NHS trusts and primary care trusts. As
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soon as they are set up, strategic hedth authorities and care trusts will be added to
the list of named bodies.

4.5.3 Thegenerd duty cameinto force on 2 April 2001 and specific dutieson 3
December 2001. NHS Trusts and PCTs are required to produce a Race Equality
Scheme and a plan for collecting and publishing arange of specific datardating to
employment by 31 May 2002.

4.5.4 To hdp public authorities comply, the Commission for Racid Equdity has provided
dtatutory codes of practice on implementing the legidation. These are currently out
to consultation until 28 February 2002. The codes of practice are very
comprehensve and set out whet is to be done with examples of how it might be
done.

Race Equality Schemes

455 NHS Trusts and PCTs have a specific duty to prepare and publish a Race Equality
Scheme, to be reviewed at least every three years, which sets out how they plan to
meet the generd and specific duties. A Scheme should:

identify which functions and policies are rlevant to the duty

asess and conault on the likdly impact of these functions and policies
consider and make changes to functions and policiesin order to meet the duty
monitor policies for adverse impact

publish any results from the above andysis

ensure the public have access to information and services they provide

train gaff in connection with the generd and specific duties.

4.5.6 To decide which functions and policies are relevant to the duty, it would be helpful
to ask:
isit relevant to the generd duty?
which of the three aspects of the duty doesit rlateto (if any or dl)?
is there evidence that some racia groups could be differently affected?
whét is the degree of rdlevance?
how much evidence is available?
Isthere any public concern that the function/policy isbeing operated in a
discriminatory manner?

4.5.7 Tomonitor policiesfor any adverse impact, it would be helpful to:
monitor the effect on different racia groups
check whether there are any differences between racia groups
assess whether these difference have an adverse impact on a particular group.

45.8 Thisassessment will require authorities to use available research e.g. datitics,

research and survey findings, ethnic monitoring data, benchmarking with other
authorities policies
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4.5.9

4.5.10

45.11

4.5.12

4.5.13

4.5.14

Employment

The employment duty requires public authorities to conduct ethnic monitoring for dl
gaff in pog, al applications and (for authorities employing over 150 or more full-
time equivaent gaff) to monitor those who receive training, benefit from
performance assessment, are involved in grievance and disciplinary procedures, and
cease employment. Furthermore they must andyse these statistics to find patterns of
inequality and take action to remove any barriers. The results of this exercise must
published annudly.

Liability

Public authorities are regpongble for meeting their generd and specific duties. Within
each public authority this respongbility will rest with the groups or individuals who
are liadble for the authority’ s acts or omissons.

Voluntary or private organisations carrying out a public authority’s
functions

When a public authority has a contract or other arrangement (such as a grant) with a
private or voluntary organisation to carry out any of its functions thet are relevant to
its duty to promote race equdlity, the authority will need to consider whether the
current arrangement meets the generd and specific duties. This meansthat Truds, in
their commissioning role, must demondtrate that their contractors or grant aided
organisations aso promote race equality.

Partnership

Public authorities acting in a partnership are ill responsible for meeting their generd
and specific duties under the Act. In practice, this means that a public authority
working in amixed partnership which includes organisations who have no satutory
duties under the Act must be satisfied that the arrangements for planning and
managing joint work will meet its Satutory duties.

| nspection and audit

Agenciesthat audit or ingpect public authorities are bound by the duty to promote
race equality. These agencies will need to consider how the new duty fits with their
ingpection or audit obligations.

Enfor cement

The Race Rdations (Amendment) Act 2000 givesindividuds the right to take legd
action againg unlawful discrimination. The Act dso gives the Commission for Recid

Equdity (CRE) the power to take legal action againgt certain acts of unlawful
discrimination. The CRE has a new power under the amended Act to enforce the
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4.5.15

4.6

4.6.1

4.6.2

4.6.3

4.6.4

4.6.5

genera and specific duties to promote race equdity. If apublic authority does not
meet its generd duty, its actions (or failure to act) can be chalenged by an
goplication to the High Court for judicia review. An gpplication for judicid review
can be made by a person or group of people with an interest in the matter, or by the
CRE.

Asto the specific duties a public authority that does not meet them could face
enforcement action by the CRE. The CRE can serve a compliance notice on that
authority which will gate that the authority must meet its duties and tell the CRE
within 28 days what it has done, or is doing, to meet its duties.

Local Strategic Partnerships

The Locd Government Act 2000 introduced a programme of reform to strengthen
the links between councils and local people. As aresult, both Kenangton and
Chelsea Council and the City of Westminster Council replaced their system of
governance through committees with a new leader and cabinet structure in 2001.

The Act dso requires.
councilsto join with othersto form aLocd Strategic Partnership (LSP) by
February 2002
L SPsto prepare a Community Strategy by April 2002
and agree a Neighbourhood Renewal Strategy.

A LSPisasngle body which will provide an overarching framework within which
specific partnerships operate. It will serve to join together organisations to tackle the
issues that matter most to loca people, such as crime, education, jobs, hedth and
housing.

The Government expects that every locd authority area should be covered by an
LSP that brings together the public, private, busness, voluntary and community
sectorsto identify the top priorities of the community and to work with local people
to address them. The Government has not specified the geographica boundaries of
L SPs, but encourages the involvement of a combination of local, sub-regiond and
regiond organisations.

Some partnerships will focus on sngle themes whilst others will ded with cross-
cutting issues, e.g. drug use involves organisations from a number of sectors:
housing, socid care, community safety and hedth. LSPs are intended to co-
ordinate, rather than duplicate, existing strategies and plans. They are intended to
link grategic decison making with locd priorities. The intention is that thiswill leed
to:

greater co-ordination of existing activity

more effective use of time and resources
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greater understanding of how partners work

amore integrated approach to service ddivery

ahigher profile for regeneration initiatives

aclearer focus for partnerships though a shared vision and a strategic framework
al partners focussng on outcomes and how mainstream funding can be used to
achieve them.
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4.6.6

4.6.7

4.6.8

4.6.9

4.6.10

4.6.11

4.7

4.7.1

Community Strategy

One of the main respongbilities of the LSP will be to produce and implement a
Community Strategy for promoting or improving the economic, socid and
environmentd wdl-being of the area.

A Community Strategy will provide the long-term vison and co-ordination of the
actions of the public agencies and private and community organisations to meet the
needs and priorities of locad communities. The Strategy will look forward 10-15
years and make plans to enhance the quality of life of local communities. It should
contribute to the achievement of sustainable development in the UK through action
to improve the economic, socia and environmenta well-being of the areaand its
inhabitants.

The Community Strategy will not replace existing Strategies and plans but will ook
further ahead and seek to ensure a cons stent gpproach between the various plans.
Any individud drategy can have wider implications beyond its traditiond
professiona boundaries. For example, the Hedlth Improvement Programme covers
not only hedlth matters but aso reflects upon related community safety and
environmental issues.

By considering the long term implications of pursuing current approaches, the
Community Strategy encourages agencies to plan and work together to achieve
better outcomes for the community.

Neighbourhood Renewal Strategy

Closdly linked to the Community Strategy, will be the Neighbourhood Renewa
Strategy. Thisforms part of the Government’ s vison that within 10-20 years no-one
should be serioudy disadvantaged by where they live. The Government’ s long term
am for Neighbourhood Renewa centres on agreeing common goass for measures
such aslower unemployment and crime, in the poorest neighbourhoods, and
narrowing the gap on these measures between the most deprived neighbourhoods
and the rest of the country.

The LSPwill aso be required to agree a Neighbourhood Renewa Strategy in order

to clam Government funding which isamed a narrowing the gap between the most
deprived neighbourhoods and the rest of the country.

Local Authority Scrutiny of Health Services
The Loca Government Act 2000 requires dl councils to introduce at least one

‘Overview and Scrutiny Committee’ to hold to account those responsible for the
council’s decisons and to review itswork and operation. The Act dso givesthese
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4.7.2

4.7.3

committee a power to ‘make reports or recommendations... on matters which affect
the authority’ s area or the inhabitants of that ared.

The Hedlth and Socid Care Act 2001 extends this power to ‘review and
scrutinise... matters relating to the hedth service and ‘to make reports and
recommendations on such mattersin accordance with the Regulations . This new
duty will be brought into effect in 2002 and guidance issued on the scope of this

duty.

The new hedlth scrutiny arrangements will include a requirement for the chief
executives of NHS Trusts and PCTsto attend the local authority scrutiny committee
a least twice annudly if requested. Councilswill also be able to refer contested
sarvice changes to a new Independent Reconfiguration Panel.
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5.1

5.1

5.2

521

5.2.2

EVALUATION METHODOLOGY

Introduction

Asthe Hedth Authority and its partners had been implementing the Strategy since
1998, the Hedlth Authority’s FUD Strategy Group asked BME Health Forum to
co-ordinate an independent evauation of the Strategy. The Forum set up a Task
Group to oversee thiswork. Zahno Rao Associates were commissioned to
undertake the evauation in November 2000.

The Evaluation Brief

A number of issues have arisen Since the Strategy was devel oped:
the Stephen Lawrence Report and the resulting Race Relations (Amendment)
Act 2000
the restructuring of the NHS with the creation of dtrategic hedlth authorities and
primary care truststo be in place by April 2002.

The evaluation objectives were defined as.
to review the Strategy and the extent to which commissioners and providers have
taken the Strategy’ s set of principles on board in their work, including the
effectiveness of:
a information systems on Black and ethnic minority communities and hedth
needs
a commissoning for the hedth needs of minority communities
a joint working with statutory and non-statutory agencies on health and
equdlities
a accessihility and appropriateness of hedlth services for minority
communities
a user involvement and participation
a workforce policies and procedures to combat discrimination and provide
accessible and appropriate services
to review how the Strategy can be built on in the light of subsequent policy
developments (NHS Plan, Stephen Lawrence Report, Race Relations
Amendment Act) and organisationa changes (the new strategic hedth authority
and primary care Trust structures)
to make recommendations on:
a how the needs of minority communities can be met within the NHS Plan
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5.3

531

5.3.2

5.3.3

commissioning and performance management

how services can meet the changing needs of a changing loca population
identifying and spreading best practice in hedth and equdities

user involvement and consultation.

Our Approach

It was agreed with the BME Hedlth Forum that the evauation should be based on
semi-gructured interviews with the individuds respongble for implementing the
Strategy from the key stakeholder organisations, and from key community and
voluntary groups. The timetable for this evauation did not alow for in-depth
conaultation with BME communities and community groups on their views of the
Strategy and its impact on service planning and ddlivery.

A lig of the individuds interviewed can be found in Appendix 1, page 77. The
organisations involved were:

Kengngton & Chesea and Westmingter Hedth Authority

PCGs

Kensington and Chelsea Primary Care Group

Westminger Primary Care Group

Health providers

Chelsea & Westmingter Healthcare NHS Trust

St Mary’ s Hospital NHS Trust

Brent, Kenangton & Chelseaand Westmingter Mental Health NHS Trust
Parkside Healthcare NHS Trust

Riversde Community Hedlth Care NHS Trust

Kensington & Chelsea and Westmingter Community Health Council
Local authorities

City of Westmingter

Roya Borough of Kensington and Chelsea

Voluntary organisations

Chelsea Socid Council

Notting Hill Socid Council

Migrant and Refugee Communities Forum

Voluntary Action Westminger

BME Hedth Forum

Somdi Welfare Association.

This evauation was carried out between December 2001-March 2002. An

interview was sought with a representative of the Westmingter Race Equality
Council during this period but it was unable to provide a contact.
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54.1

5.4.2

The Evaluation

The interviews sought to assess the impact on commissioning and service ddivery of
the Strategy’ s five principles of commissioning for an ethnicaly diverse population.
These principles covered:

1
2.
3.
4,

5.

Information
Needs

Access
Appropriateness
Vaidions.

The broad areas we planned to cover during the interviews were:

I nfor mation

N

A

evauate the progress in setting up a central information resource on the Black
and minority ethnic population of Kensngton and Chelsea, and Westminger;
whether the systems can provide the informetion origindly envisaged, i.e. Sze,
location, languages spoken, rdigious denomination, age profile, community
contact points, data on refugees and asylum seekers, the difficulties encountered;
how data is stored, updated, shared with local partners and used.

eeds
evduate the Hedth Authority’ s understanding of loca minority communities
health and socia circumstances; assess the impact at locdl leve of nationd
studies of the propensity of particular ethnic groups to experience particular
hedth issues and identify whether research has been undertaken and what
knowledge is available about; anayse whether service reviews and andyses of
health and ethnicity address the needs of the Black and ethnic minority
population; identify the priority ethnic minority hedth issues have within the hedth

inequdities agenda locdly.

ccess
identify any research done to determine what makes it difficult for ethnic minority
communities to access hedlth services or find appropriate services, review
drategies and work to improve access to hedth services for the Black and
minority ethnic population covering written materials, interpretation and taff
training; identify current issues and gaps in services, particularly whether ethnic
minority patients spend longer on waiting lists; identify good practice in ddivering
sarvices to the Black and minority ethnic population; review the effectiveness of
community links between providers and the Black and minority ethnic population.

Appropriateness

anayse the extent to which Hedth Authority’ s audit of Trusts current
performance hasidentified the gppropriateness of servicesfor ethnic minority
users and on specific minority hedth issues; identify any gaps and good practice
and the extent to which good practice been mainstreamed or incorporated more
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widely into practice; assess the support given to ethnic minority GPs and whether
there are gaps in gppropriate GP services; identify the anti-discriminatory policies
and practices of GPs and Trusts and how they have been implementedin
practice.

Variations
asx=ss the effectiveness of the Hedlth Authority’ s links with minority communities
and the extent of ther involvement in sarvice planning and ddlivery.

Local initiatives
identify locd initiatives st up to meet the needs of ethnic minority communities
and whether the Strategy’ s criteriawere used.
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6 THE EVALUATION

6.1 Introduction

6.1.1 Inthissection, we report on our findings based on the interviews and information
collected during this evduation. Our am has been to draw out key themes and
issues, relating to the past three years of the Strategy and to the future.

6.1.2 We have grouped our findings under the five main Strategy areas rather than report
by individua or organisation. Finaly, we report on how the Trusts and PCGs have
developed their own FUD drategies and action plans, and the involvement of the
two locd authorities.

6.2 I nformation on BME Communities

R~ FUD Objective

1. Putinto place an information system designed to provide an accurate assessment of the
numbers and geographica digtribution of the ethnic minority communitiesliving in
Kengngton and Chelsea, and Westminger.

> Evaluation Criteria

Thereisacentra information resource on the Black and minority ethnic population of
Kengngton and Chelsea, and Westmingter which can provide the information originaly
envisaged, i.e. Sze, location, languages spoken, religious denomination, age profile,
community contact points, data on refugees and asylum seekers.

6.2.1 TheHealth Authority, in collaboration with the four Trusts and the Socid Services
Departments of Kensington and Chelsea, and the City of Westmingter, set up the
Socid Mapping Project to provide better information on the minority ethnic groups
in the Authority’ s area. The Project amed to aggregate monitoring data from awide
range of statutory and voluntary sources from within and outside the health sector.

6.2.2 The Authority’s Public Hedlth Intelligence and Evauation Unit published areport on
the Project in September 2001. It found that:
the database contains 188,429 records — gpproximately 50% of 1999
population for KCW. The smal number of records reflects the capture of only
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6.2.3

6.2.4

6.2.5

6.2.6

6.2.7

those people currently in contact with services and the leve of ethnic monitoring
by the organisations involved.

the database structure alows data to be viewed by ethnic group, age band and
sex & PCG leve, borough, locdity and ward level

aggregation of awide range of data sources was problematic. Due to the lack of
aunique record identifier, a‘fuzzy matching' process was used to avoid duplicate
records (based on date of birth, ethnicity and postcode). This method incorrectly
deetes twins and multiple births as well as double counting people that may have
erroneoudy been recorded with different ethnicities by different agencies. It is
aso unlikely to develop afull population register.

there was incongstency in the ethnic codes used by the different agencies. The
project used the 1991 Census expanded list as recommended by the
Commissonfor Racid Equdity — ‘hand sorting’ was needed to standardise the
codes from different agencies.

30,000 records were discarded due to duplicates and lack of data

the datais a least one year old. The intention was to collect data every six
months even after the project finished so that the data set could ‘grow’.
Unfortunately this did not happen.

the current data quality is poor — one respondent pointed out that there were
‘only three Moroccans registered in the database but hundreds are known to be
resdent in KCW'.

The report found that principaly due to the incompleteness of the data, the data
from the Socid Mapping Project has not been used.

The report noted that the Project was an ambitious project and that the generaly
poor qudity of ethnic monitoring within KCW aswell as differences between ethnic
categories presented considerable challenges to the success of the project.

The report concluded that severa important lessons can be learned from the
Project:
- BME dataisimportant for informing gppropriate public heglth action

there is demand for such data

current knowledge of BME groupsis poor

current monitoring can be improved

datais needed to support interventions and actions

collecting data done is not enough to motivate interventions and actions

cross sector collaboration is necessary and fruitful.

The report recommends that the Project is discontinued because of the considerable
challenges faced by the strategy employed by the Socid Mapping Project, the poor
qudity of the data currently collected and the lack of robustness of the database.

KCW’s Public Hedth Intelligence and Evauation Unit has utilised other sources of

data on the BME communities, such asin-patient monitoring, NHS data, Census
1991 data, London Research Centre data, €etc, to provide information on the health
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of loca BME communities. However, this data does not provide the detailed
information on BME communities envisaged by the Socia Mapping Project.

6.2.8 There were differencesin opinion asto the usefulness of such an gpproach, with the
contention that such database projects cannot succeed because of the lack of
meaningful ethnic data. However, thereisabelief that a more comprehensive picture
of BME groups can be achieved at the primary care levd by the PCTs.

R’ Key Points

1. The Socia Mapping Project was a very ambitious project but it did not achieve its
objective.

2. The Project did show that many organisations collect BME data. However, if such a
database is to be developed in future, there is a need for the organisations involved to
agree an effective methodology to improve data collection, aggregation and utilisation.

3. There are differences in opinion as to whether the approach adopted by the Project of a
‘database of databases was the right one or necessary, given the dternative datasets
avalable.

4. However, the need to have information systems which can provide an accurate
assessment of the numbers and geographica ditribution of the ethnic minority
communities living in Kensington and Chelsea, and Westmingter is il recognised.

5. Therequirements of the Race Rdations (Amendment) Act 2000 will mean that
sugtainable mechanisms for obtaining reliable data on the BME communities need to bein
place. In order to learn from the experience of the Socia Mapping Project, the
stakeholders should re-agree what data is needed, how this can best be obtained,
aggregated and used to plan and monitor health services.

6.3 Health Needs of BM E Communities

R~ FUD Objective

1. Improved understanding of loca minority communities hedlth and socid circumstances
and assessment of hedth variations associated with ethnicity.

2. Ability to use nationa studies of ethnic hedth issues @ alocd levd to edablish if thereis
aproblem locally and to develop local solutions.

3. Servicereviews and andyses of hedlth and ethnicity address the needs of the Black and
ethnic minority population.

> Evaluation Criteria
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The Hedlth Authority has an understanding of local minority communities hedth and
social circumstances and hedth variations associated with ethnicity.

Nationd studies of the propendty of particular ethnic groups to experience particular
hedlth issues are related to the locd leve.

Service reviews and anayses of health and disease address the needs of the Black and
ethnic minority population.

Ethnic minority hedlth issues are included in the local hedlth inequdities agenda

6.3.1 Inthe absence of datafrom the Socid Mapping Project, the Health Authority
Public Health Intelligence and Evaluation Unit (set up in June 2001) has used a
variety of other data to provide information on the BME communities.

6.3.2 For example, the ONS 1991 Census data and the projections of ethnic groups for
London boroughs provided by the Data Management and Analysis section of the
Greeter London Authority (formerly the London Research Centre). This has
provided a population base from which nationa prevalence and incidence data may
be applied. The Annua Hedth Report 2001 utilised data on the languages spokenin
schoalsto illustrate the ethnic diversity in the two boroughs.

6.3.3 TheHedth of Londoners Project produced two reports that have proved to be very
useful: ‘ Developing Hedth Assessment for Black and Minority Ethnic Groups and
‘Hedlth of Ethnic Minority Eldersin London.” Arising from the first report was an
estimate of the leve of risk heart disease by ethnic group. Thiswas incorporated in a
sector wide estimate of the demand for revascularisation.

6.3.4 Thereport by the King's Fund ‘ Improving the Hedth of Black and Minority Ethnic
Groups was also used as a source in the Annual Health Report 2001. The ethnic
boost samplein the Hedlth Survey for England 1999 aso provides potentialy useful
source materidl.

6.3.5 The Unit hastried to use hospital episode data to examine ethnicity. Other data
collection such as the smoking cessation clinic datawill record the ethnicity of the
client. Mortality data contains country of birth, which divorces it from any population
denominator other than the Census ones and S0 is not that useful.

6.3.6  In common with other hedlth authorities, KCW has adopted the approach of using
estimated populations together with estimates of incidence for service planning
purposes in areas such as renal services, people with learning disabilities and cardiac
services. London is fortunate in having population projections by age and ethnic
group, which is not the case el sawhere.

6.3.7 In 2001, the Unit carried out an andlyss of waiting times for eective admissions by

ethnicity at & Mary’ s Hospital between 1 April 2000-31 March 2001. Previous
andysis had suggested that non-White patients waited longer than White patients.
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6.3.8

6.3.9

6.3.10

6.3.11

6.3.12

6.3.13

6.3.14

The report found that 25.7% of patients admitted during the study period did not
have their ethnicity recorded. It appears that waiting times for al ethnic groups were
ggnificantly less compared to the White group in the Cardiology specidity and for
Coronary Arteriography. This could not be explained by confounding factors (age,
seX, urgency, distance), patient deferments or clinical need.

Outsde of Cardiology, there were satidticaly sgnificant differencesin the geometric
mean waiting times for ethnic groups compared to the White group at both specidity
and procedure level. However, a specidity leve, these differences were often only
in one ethnic group and at the procedure leve, tended to be smal and nor+
sysematic.

KCW'’s Research and Development Department has carried out recent (as yet
unpublished) research in conjunction with other collaborators, as part of the ongoing
ACRE sudy which looked at ethnic differences in the management of coronary
disease.

The Census categories (1991 and 2001 categories) tend to form the standard unit of
andyss Thisdoesfail to distinguish sub groups and communities, for example ethic
minority groups which may be ‘hidden’ present in the White group such as Turkish
or Cypriot communities (and Irish in 1991) or by grouping dl Asan groups together.
It can dso make analysis less useful a alocd level where gender, language and
religion aswdl as ethnicity may be of more vaue and have more meaning.

The KCW Health Improvement Programme 2001-04 gives abrief andyss of
the local minority ethnic population’s characteristics and their hedth needs. The
FUD Strategy isreferred to in Chapter 3, Reducing Hedlth Inequalities, which
consders the needs of the Black and minority ethnic population. This section notes
the efforts made by both boroughs to record the ethnicity of people. Thishasled to
new services to address unmet need, e.g. in Kensington and Chelsea, the Pepper
Pot Club for older Black people and the African and Caribbean Mental Hedlth
Resource Centre.

In Chapter 5, Priority Groups, there is reference in dl the sub-sections, except
teenage pregnancy, learning disabilities and physicd disabilities, that Black and
minority ethnic resdents may have specific needs. All the action plans, whether
dedling with the whole area or one or other borough, identify some specific initiaive.
In some cases, for example, older people in Kensington and Chelsea, these
initiatives involve the development of anew dtrategy for working with Black and
minority ethnic users.

Chapter 6, Clinical Priorities, sets out how the nationd dlinica priorities make
relatively few referencesto the needs of Black and minority ethnic resdents. The
table giving actions to address the NHS Plan nationd targets has only one reference
to BME issues— the need for ethnic monitoring.
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6.3.15

6.3.16

6.3.17

6.3.18

6.3.19

6.3.20

6.3.21

Chapter 7.3 gives information about the priorities of the PCTs. All make mention of
the importance of looking a the needs of Black and minority ethnic patientsin some
contexts and two of the current PCGs make specific reference to implementing their
own Facing Up to Difference Strategy. The work highlighted tends to be services

for refugees and asylum seekers than the settled Black and minority ethnic resdents.

The Hedth Authority’s Annual Public Health Report 2001 covers the three most
sgnificant issues for the Authority: heglth inequdlities, refugees and asylum seekers
and housing. The Report notes that over the last decade, hedth inequdities have
widened. Life expectancy is higher in the Authority’ s area than in any other in
England but the difference between the ten most deprived and the nine least
deprived wards was gregter than the equivaent difference across London as a
whole. No explicit link is made between generd hedth inequdity and ethnicity apart
from the Chapter 5, Refugees and Asylum Seekers. However, research has
congstently supported the contention that an implicit link can be made between
ethnicity and the incidence of greeter levels of deprivation and therefore hedlth
inequdities.

The NHS L ondon Regional Office has set an 80% performance target for the
recording of the ethnicity of al NHS in-patient users. The Hedlth Authority and
Trugts will publish their performance on ethnic recording and an action plan on using
the new set of 16 ethnic categories by March 2002.

The BME Health Forum has aso been akey mechaniam for finding out the needs
of BME communities. It was launched in February 2001 after extensive consultation
in the two boroughs and currently has over 290 members from health commissioners
and providers, statutory agencies, community and voluntary groups from acrossthe
Hedth Authority’ s area. It holds quarterly meetings and produces a quarterly
newdetter.

The Forum is funded by the Hedth Authority and has two part-time managers.
When the Hedlth Authority ceasesto exist in April 2002, the Forum will continuein
existence covering both boroughs and hosted by Westmingter PCT. Funding has
been agreed until December 2003.

The BME Hedth Forum was established to provide aforma mechanism which
could give added drive to the efforts across KCW to improve hedth and reduce
inequdlities. It builds on the previous work of number of BME community hedth
initiatives and forums. The Forum is an independent policy forum, accountable to an
Advisory Group composed of community, voluntary and statutory agencies.

The Forum aims to creete an effective and sustainable mechanism for
communication between the Hedlth Authority, other NHS bodies and BME
community groups and individuals, in order to empower communities to effectively
engage in a debate between them and the loca health services.



6.3.22 Itskey roleisto oversee development of the Facing up to Difference Strategy and
to ensure hedlth isintegrated as an issue for other KCW wide regeneration,
neighbourhood renewd and other drategies.

6.3.23 In paticular, the Forum amsto:

- develop and drive the Facing up to Difference Strategy, monitoring its
implementation and ddivery by dl relevant stakeholders across KCW
consder and advise on the hedlth and socid care dimensions of key borough
based or KCW wide strategies, including regeneration, neighbourhood renewal
and community safety programmes and Strategies
promote, endorse and encourage the incorporation of hedth improvement and
reduction in inequalities in the work of individua members of the Forum and
community development work
initiate and manage any programmes of action that further the work of the Forum
and ams of the Health Improvement Programme and FUD Strategy.

6.3.24 A key aspect of itsworking practice isto set up time-limited task groups to take
forward issues or initiatives. Task Groups are set up to take forward particular
pieces of issue-based, community-based or geographically-based initiatives. They
aretime limited (3-6 months) and accountable to a Steering Group for the particular
Task Group. A key feature of the work of Task Groupsisto fund and support
community groups to run consultation events with their usersin order to provide
quditative feedback on health services to commissoners and providers.

6.3.25 The current Task Groups are:

Substance Misuse and Community-Based Work with BME communities and
community groups. There are two aspects to this Task Group:

a in Kendgngton and Chelsea, the PCG are funding an assessment of need
in BME and newly-arrived communities relaing to drugs and substance-
misuse. The am isto reduce drug use, improve hedth and areduction in
offending behaviour by members of BME and newly-arrived
communities and to facilitate better access to services by residents from
these sections of the loca community.

a inWesminger, theinitiative is focusng on providing diversity training for
maingtream service providers gaff and on implementing a Community
Education/Community Development Initiative on Substance Misuse
within BME communities. In addition, aworkshop will be held to work
towards drawing up a strategy for substance misuse work for the coming
year.

Arabic-speaking Community Groups in Kensington and Chelsea:
Experiences of using Health Services by Muslim Women. During the year-
long consultation that led to the setting-up of the BME Hedth Forum, the issue of
access to hedth services, particularly hospital services by Mudim women was
identified as an issue of concern. This Task Group will be amini actionresearch
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project whereby locad community groups working with Mudim women from
different nationalities will be commissioned and funded to run a series of
consultations with Mudim women they work with. The focus will be on access
issues to primary care, hospita and community health services. Statutory
agencies will be invited to participate in these sessions to enable them to link this
with other consultation work they may aready undertaking. A report and action
plan will be produced and recommendations followed up by the BME Hedlth
Forum with relevant Trusts and service providers.

Education, Under-Achievement and Family Support Issues Affecting Young
People from BME communities. The concern about young people and issues
related to under-achievement and family support issuesin BME communities was
rased at the launch of the Forum by a number of individuas and groups. This
Task Group will focus on the hedth and family support issues related to young
people and concerns about education and under-achievement. Theam will beto
bring together those currently providing servicesin thisfidd, aswell as
community groups and individuas from BME communities to evauate current
service provison and issues related to access to services, information and
publicity, needs assessment, etc.

HIV and Sexual Health Services for BME communities and community
groups. This Task Group will be a project whereby local community groups
working with Black and minority ethnic communities will be commissioned and
funded to run a series of consultations with communities they work with. The
focus will be on accessissuesto HIV Treatment and Care Services, HIV
Prevention Services as well as Sexua Hedth Services. The Task Group will look
a unmet need, as well asways of ensuring that services are culturally gppropriate
for Black and minority ethnic communities. Statutory agencies will be invited to
participate in the consultation process, and a report and action plan will be
produced and recommendations followed up by the BME Health Forum with
relevant Trusts and service providers.

Evaluating KCW Health Authority’ s Facing Up To Difference Strategy

Interpreting Services in health services in KCW —a community per spective:
Silkap Consultants are currently undertaking areview of GRIP services|ooking
a management systems and ways in which the services could be improved. The
BME Hedth Forum is undertaking this separate informa consultation initiative
amed a providing acommunity perspective on interpreting services provided by
GRIP. The BME Hedth Forum has sought feedback as part of an informal
consultation with its members - community groups, GRIP interpreters and
commissoners.

6.3.26 BKCW Mental Health Trust conducted a Trust-wide ethnic monitoring exercise

of datafrom April-September 2000. The report covered the mental hedth services
provided by the Trust to Brent, Kensington and Chelsea, and Westmingter, but not
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6.3.27

6.3.28

6.3.29

6.3.30

6.3.31

its substance misuse services or a number of sand-aone information sysemsin the
Trugt, i.e. complaints, grievances, serious untoward incidents, accidents and
incidents, and disciplinaries.

The report sought to look a workforce composition and inequalities in access and
treatment outcomes. The data indicated that there was a high level of ethnic
recording in mogt aress, the apparent fairness of selection procedures and generdly
low leves of ethnic inequality by comparison with nationd figures. The report
recommended that an action plan be prepared covering the issuesraised by the

report.

In 2001, adraft Action Plan was developed which is intended to cover the cycle of
ethnic monitoring: recording, analyss and review, action planning and
implementation. The Plan proposes awide range of initiatives across its services,
induding:
- mapping good practice

improving faith provison

encouraging GPs to refer BME patients for psychotherapy

providing Idamic counsdlors

improving the ethnic monitoring of service users

using ethnic monitoring to inform the planning of services

providing staff with training on ethnicity and culturd sengtivity.

The two Health Authority Community Health Development Teams have a
remit to identify hedlth needs as part of their community development role.

Both Kensington and Chelsea PCG and Westminster PCG have User
Involvement Groups which provide ameans for residents to be consulted and
involved.

There are a number of regeneration projects underway in KCW’ s area and these
have funded work on the health needs of BME communitiesin their area. For
example, the New Lifefor Paddington Initiative funded aresearch project into
the Bangladeshi community in North Paddington. The research found high levels of
diabetes, coronary heart disease, walking difficulties, anxiety and stress, and poor
denta hygiene.
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- K ey Points

1.

Despite the failure of the Socia Mapping Project, the Hedth Authority has been able to
obtain arange of data about the hedlth needs of the BME population.

The BME Hedth Forum, through its policy work and Task Groups, has played a
sgnificant role in conducting research and providing information about the BME
communities and their health needs, as well as developing the engagement of these
communities with hedth commissoners and providers.

The Health Improvement Programme refers to the FUD Strategy and recognises that
BME residents may have specific hedth needs. It isaso clear that the Hedlth Authority,
PCGs, and locd authorities have an awvareness of the importance of these issues.

Overdl, action to address the needs of older people from the Black and ethnic minority
communities seems most advanced than for any other client group.

However, most outputs from the Programme have atimescae of 2001. Thisis
understandable given the imminent organisationa changes but does mean that a picture of
the longer term direction of hedth equdities work is not yet available.

The nationd policy framework for addressing the needs of Black and minority ethnic
sarvice usarsin the NHS is not strong. Although considerable emphasisis placed on
tackling inequdlities, ethnicity has not been explicitly recognised as afactor in this.

6.4 Accessto Services

R’ FUD Objective

DN

5.

Improve information for patients on how to register with GPs and dentists.

Promote wider use of interpreting and trandation services.

Provide outreach support to refugees and asylum seekers.

Identify training needs of front line hedth care saff and generd practice reception aff to
provide aculturdly sendtive service,

Deveop links and long-term working relaionships with community groups.

> Evaluation Criteria

Targeted initiatives to improve access to services for BME communities.

Training for front-line staff on the communication needs of BME communitiesand in
cultural awareness.

Effective community links between providers and BME communities.
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Information and language support

6.4.1

6.4.2

6.4.3

6.4.4

6.4.5

6.4.6

The Health Authority Community Health Development Teams amsareto

promote health improvement, accessto services, socid inclusion and hedth equdity

through:
- community and user involvement in hedth

joint work with the voluntary sector and other agencies

hedth promotion in the community

regeneration and hedthy living initiatives

improving access to services.

The Teams have developed an Accessto Service Information pack and display,
loca Accessto Hedth videos, promoted GRIP and funded trandation of |esflets,
promoted NHS Direct to hard to reach BME communities, as well as undertaking
outreach work in the community with minority ethnic groups.

Kensington and Chelsea PCG and Westminster PCG have undertaken a
number of initiatives to help refugees and asylum seekers access primary care
sarvices, eg. Locd Development Schemes for GP regigtration, the work of the
Hedth Support Teams and the Earls Court Project.

Par kside Healthcar e manages GRIP (Group of Rdligble Interpreters in Parkside),
which provides face to face interpreting, telephone interpreting, trandations and
British Sign Language servicesto dl the providersin Kensington and Chelsea, and
Westminger gpart from Riversade Hedth Care. A team of over 400 professiond
interpreters covering over 50 languages provide a pre-planned appointment based
service.

The utility of having accessto a service such as GRIP was widdly commented on.
However, there were criticisms of its organisation and management from some
Trudts representatives interviewed for this evaluation. Parksde Hedthcarein
collaboration with the Hedth Authority and the Consortium of Commissonersin
Brent and Harrow is currently conducting an evauation of GRIP by Silkap
Consultants, who are expected to report shortly.

Riversde Community Health Care has recently contracted with Community
Interpreting and Trandation Access Services (CITAS) to provide interpreting and
trandation services in over 50 languages.

Services for refugees and asylum seekers

6.4.7

The Health Authority has provided or commissioned a number of services.
Refugee Support Service (from BKCW Menta Hedth Trust)
a Refugee Hedth Advocate Worker based in the Community Hedlth
Deveopment Teams
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Loca Development Schemes to improve the access and quality of primary care
sarvices for refugees and asylum seekers through the PCGs

agreed funding of £250,000 in 1999 to develop services for refugees and asylum
seekers over three years.

6.4.8 Kensington and Chelsea PCG provides:
abi-lingua Arabic counsdllor based as the Scarsdale Medica Centre, providing
eight hours aweek of talking therapy
with Threshold Housing Centre, a Hedlth Advice and Information Centre opened
in 2001 for refugees and asylum seekers living in the Earls Court area
outreach service to hotelsin Earls Court
alLocd Development Scheme to improve access to primary care for refugees
and asylum seekers was set up for GP practices in South Kensington and
Chelsea. A Primary Care Facilitator was gppointed in April 2000 to support the
GP practices registering and providing services. There are proposas to extend
this Scheme to North Kensington
North Kengngton Hedlth Support Team
aplanned hedth support team for South Kensington
hand held records for refugees and asylum seekers.

6.4.9 Westminster PGC has
implemented a Loca Development Scheme to improve access and the qudity of
primary care services for refugees, asylum seekers and the homeless
commissioned health visiting and community nursing by professonaswith
particular expertise through the Health Support Team
supported the provision of hand held records for refugees and asylum seekers
commissioned mother tongue counsdling and psychotherapy by professonds
with particular expertise through the Refugee Support Service
promoted the use of GRIP and Language Line
funded the Bayswater Families Centre.

6.4.10 The Health Authority hasfunded St Mary’s Hospital and Parkside
Healthcar e to provide a comprehensive trans-culturd TB screening service for new
immigrants and refugees on an outreach basis.

6.4.11 BKCW Mental Health Trust set up the Refugee Support Servicein 2000. It
provides atherapy, counsdlling and support service to refugees and asylum seekers
in the North Kensington and North Westminster areas. The service has expanded to
cover South Kensington and Chelsea and South Westmingter. In 2001, group
thergpy was provided to Arabic women at the Al-Hasaniya Moroccan Women
Centre. A thergpy group for Arabic speaking men is aso planned.
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Saff training

6.4.12

6.4.13

6.4.14

The Health Authority’s Community Development Teams provides a Anti-
Discrimination Training Programme for hedth g&ff. The Programme covers the
NHS framework for managing diversity, how equdities work is gpproached a the
Hedth Authority and provider leve, the legidative framework and good practice in
promoting diversity.

The Health Authority, Kensington and Chelsea PCG, Westminster PCG, St
Mary’s, Chelsea & Westminster, BKCW Mental Health Trust, Parkside
Healthcare and River sde Community Health Care provide gaff with training
on diversty and cultura sengtivity.

Under Parkside Healthcar €' s Inditutiond Racism Action Plan, recruitment and
promotion of BME taff is recognised as a key areafor development. In 2001, a
workforce report providing ethnicity, gender and disability profiles of gpplicants
indicated sgnificant variationsin goplications recaved from BME candidates. Higher
success rates occurred amongst White applicants (51%) than BME applicants

(8%). These findings are being investigated. Parkside Healthcare dso offers a Black
and Ethnic Leadership programme to BME staff.

Community links

6.4.15

6.4.16

6.4.17

6.4.18

In 2000, the Health Authority conducted a consultation with Black and ethnic
minority groups to find out how these communities wished the Headlth Authority to
consult them, on an on-going and interactive bas's, aout hedth and hedth care
issues. A Steering Group was et up, two consultation forums held and a
questionnaire sent out. Fifty organisations replied. The consultation indicated that the
key principles which must govern any new structures were:

consultation must be on-going and two-way, with clear feedback mechaniams

the Hedlth Authority must identify adequate funding

the focus would be on hedlth

the new gtructures must be independent and owned by the participants.

In response, the Hedlth Authority supported the establishment of the BME Hedlth
Forum in February 2001.

Both Kensington and Chelsea PCG and Westminster PCG have User
Involvement Groups which provide ameans for residents to be consulted and
involved.

In 1998, the Health Authority reported on the results of an advocacy research
project ‘ Another Way to Empower People.” It recommended that the development
of loca advocacy services should be supported by providing training and
development opportunities, particularly for BME communities. The research had
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found gapsin the avallability of hedth advocacy services and that there was
evidence that refugees and asylum seekers experienced problemsin accessing
primary care and hospita services.

6.4.19 Asareault, the Migrant and Refugee Communities Forum has obtained funding
from the King’'s Fund and Westmingter PCG for a Hedlth Advocacy Training
Schemeto recruit volunteers working in the community to train as hedth advocates.
Theintention isto link the trainees with loca satutory and voluntary organisations
and to create a network which can support service users when they need hedlth
care.

6.4.20 The Somali Welfare Association hastrained 12 volunteersin hedth advocacy.
This project was funded by the Health Authority and the Department of Hedlth
through the Health Advocacy Training Scheme.

Key Points

1. There has been a broad range of initiatives to provide information about, and help
support BME communities to gain access to, hedth services. A number of services have
addressed the specific needs of asylum seekers and refugees.

2. The services provided by GRIP (and latterly by CITAS for Riverside) has enabled
providers to have access to interpreting and trandating services. However, there were
criticiams of the management of GRIP from some Trudts.

3. TheHedth Authority and Trusts have provided a broad range of training for their staff on
equditiesissues.

4. The BME Hedth Forum has been the forma mechanism set up by the Hedlth Authority
to consult and involve the BME communities in the planning and delivery of hedth
services. As such, it has played akey role in developing BME community links with the
Hedth Authority and Trudts.

6.5 Appropriate Services

R~ FUD Objective

1. Audit Trusts performance for ethnic and cultura appropriateness and for work on
specific diseases affecting minority communities.

2. Support for GPs with ethnic minority patients.

3. Assess gppropriateness of GP services for minority communities.

4. Work with GPs and Trugts to establish anti-discriminatory policies and practices,
support changesin working practice and improve staff skills.
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&~ Evaluation Criteria

Work with Trusts to provide appropriate services for BME users.

Support for ethnic minority GPs and gaps in gppropriate GP services for the BME
communities identified and responded to.

GPs and Trusts have anti-discriminatory policies and implement them.

Trusts' performance

6.5.1

6.5.2

The Facing Up to Difference Strategy Group has been the primary means by which
the Health Authority has monitored Trust performance on equdities. The
Authority has required each Trust to develop its own equdities Srategy, which they
have done. The Hedlth Authority has expressed its desire to see the integration of
equditieswork into the Trusts and PGCs' clinica governance work.

Kensington and Chelsea PCG, Westminster PCG, St Mary’s, Chelsea &
Westminster, BKCW Mental Health Trust, Parkside Healthcare and
Riversde Community Health Care have dl developed an equdities strategy and
action plan based on Facing Up to Difference.

Work with GPs

6.5.3

6.5.4

6.5.5

6.5.6

6.5.7

GRI P provides face to face interpreting, telephone interpreting, trandations and
British Sign Language servicesto al GPsin KCW' s area. A team of over 400
professond interpreters covering over 50 languages provide a pre-planned
appointment based service.

The Health Authority has supported Kensington and Chelsea PCG and
Westminster PCG to set up loca development schemes to facilitate the permanent
regigtration of new arrivals with GPs.

TheHealth Authority has aso provided or commissioned a number of servicesto
support GPs, such as the Community Hedth Development Teams, the Refugee
Support Service and GP practice based link workers, advocates and interpreters.

TheHealth Authority hasintroduced and is managing a GP Vocationd Training
Scheme for eight refugee doctors. Thisinitiative isfunded by the NHS London
Regiona Office and Deanery, S Mary’s Hospitd and Centrd Middlesex Hospitdl.

It ams to respond to the recruitment problems of GPsin inner London by training
more doctors to become GPs, develop an un-used resource in the local community,
i.e. refugee doctors, and meet the health needs of BME communities for GPs who
are able to speak thar languages and understand their culture.
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6.5.8 The Hedth Authority has dso:
offered financid support for refugee doctors in the form of payment of
examination fees for the International English Language Testing System and
intendgve smdl group tutorias for doctors who have failed the test margindly
opened the Hedlth Authority library to loca refugee doctors
st up dinicd attachmentsin loca Trugts
secured ad-hoc Senior House Officer podts.

Improving staff skills

6.5.9 Kensington and Chelsea PCG, Westminster PCG, St Mary’s, Chelsea &
Westminster, BKCW Mental Health Trust, Parkside Healthcare and
Riversde Community Health Care provide gaff with training on diversity and
culturd sengtivity.

Key Points

1. The Hedlth Authority has provided or commissioned arange of services to help GPs
meet the needs of the BME communities.

2. The Hedth Authority has responded to the gap in appropriate GP services by securing
funding the GP Vocationa Training Scheme for eight refugee doctors. The doctors spesk
avaiety of languages and haf are women.

3. All the provider Trusts have adopted an equdities policy and action plan based on
Facing Up to Difference to help them work towards providing an ethnically and culturaly
gppropriate service to the BME communities.

6.6  Recognising Variationsin BME Communities

R’ FUD Objective

1. The Hedth Authority consolidates and builds on established community links.

> Evaluation Criteria

The Hedth Authority’ s links with minority communities are strengthened and devel oped.

6.6.1 TheBME Health Forum has been the forma mechanism set up by the Hedlth
Authority to consult and involve the BME communities in the planning and delivery
of hedlth services. The Forum was set up in 2001 after extensive consultation in the
two boroughs. It currently has over 290 members from health commissioners and
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providers, statutory agencies, community and voluntary groups. Through the
Forum’s Task Groups, particular pieces of issue-based, community-based or
geographicaly-based work is undertaken.

6.6.2 The Forum oversees the implementation the Facing Up to Difference Strategy and
the recommendations from the Task Groups by attending policy groups and forums,
e.g. the Hedth Authority’ s Facing Up to Difference Strategy Group, St Mary’'s
Facing Up to Difference and Clinical Governance Group, Neighbourhood and
Community Strategic Partnership Groups and the developing new patients' bodies
such as Patient Forums, PALS.

- K ey Points

1. The BME Hedth Forum has been an effective means by which the BME communities
can develop and strengthen their links to the hedlth sector in Kensington and Chelses,
and Westmingter. Through participation in the Forum’s policy work and Task Groups,
the BME communities can provide direct input on their experiences and expectations of
health services.

2. The Forum's participation in other policy groups and fora help to ensure that the Facing
Up to Difference Strategy iswidely disseminated and that other initiatives are aware and
take account of BME hedlth issues.

3. Theadvent of the Race Relations (Amendment) Act 2000 with the requirement that each
Trust sets up a Race Equality Scheme will mean that the BME Hedth Forum will have an
important role in involving and consulting with the BME communities on these issues.

6.7  Local Initiativesand Partnership Development

R~ FUD Objective

1. To support locd initiatives which addressed the health needs of minority communities
based on FUD criteria

> Evaluation Criteria

Locd initiatives are st up to meet the needs of ethnic minority communities usng FUD
criteria

6.7.1 TheHealth Authority hasfunded or commissioned a number of projects to meet
the hedlth needs of the BME community based on the FUD principlesfor loca
initiatives, for example:
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Community Hedlth Development Teams

Refugee Hedth Advocate Worker based in the Community Hedlth Development
Team

Refugee Support Service provided BKCW Menta Hedlth Trust

Arabic Mentd Hedlth Worker based in the Westminster Mental Health
Advocacy Service

Locdity Development Schemes to improve access and qudity of primary care
for refugees and asylum seekers by Kensington and Chelsea PCG and
Westmingter PCG

providing interpreting servicesin primary care

hedlth advocacy schemes with Migrant and Refugee Communities Forum and the
Somdi Wdfare Association

Vocationd Training Scheme for refugee doctors

setting up the BME Health Forum and the work of its Task Groups

voluntary sector cgpacity building jointly with CEMVO.

6.7.2 Inaddition to theseinitiatives, the Health Authority provided a Voluntary Sector
Small Grants Fund of £200,000 in 2001-02, with maximum grants of £20,000 for
smdl groups to develop hedth promotion initiatives or events. This has funded:

Migrant and Refugee Communities Forum Visua Imparment Project - £6,900
Menta Hedlth Black Users Forum - £4,640

Portman House homeless women'’ s project - £11,580

Migrant Resource Centre - £2,370

Dutch Pot Dignity at Home project - £15,000

Wesmingter Refugee Consortium - £10,000

Abbey Community Centre - £19,735

Health and Older Chinese People - £15,000

Iragi Community Association self-health project - £17,000

Forward FGM - £15,400

Y emeni Community Association - £31,700 (with Westmingter Joint Finance)
Migrant and Refugee Communities Forum Carers Project - £36,000.

R’ Key Points

1. A rangeof locdl initiatives to meet the health needs of the BME communities have been
set up, consgtent with FUD criteria

6.8  Leadership, Ownership and Accountability

6.8.1 A mgor objective of the FUD Strategy was to provide leadership on equalities
work in the hedlth sector and to engage the commitment of service providers. The
intention was that equalities work should involve Trusts as much as the Hedlth
Authority, and within organisations, should increasingly become the concern and
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6.8.2

6.9

6.9.1

6.9.2

area of activity of mainstream gteff, rather than only that of designated equalities
qeff.

The FUD Steering Group, which meets every three months, has played an important
rolein providing leadership on equdities. The interest and involvement of the Hedlth
Authority’s Chief Executive, who chairs the Group, has played asignificant part in
this process. The Group aso provides aforum where al the key loca stakeholders
can meet and be subject to peer accountability.

Trust FUD Strategies

All the Trugts and PCGs in the Health Authority’ s area have developed their own
FUD dgrategies and action plans.

Kensington and Chelsea PCG has set up a Black and Minority Ethnic Sub-group
to develop and monitor its Facing Up to Difference Strategy. Its draft Strategy for
2001-03 proposes.
a drategic and organisationd review for its equaities work
deveoping an employment and retention policy
developing primary care services and improving access to them for BME groups.
Thiswill indude:
a evduding exiging Locad Development Schemes for refugees and asylum
seekers
providing information in community languages
improve interpreting services
improve access to cytology screening
assess the need for amae circumcison clinic
develop hedth advocacy
as=ss the need for culturdly specific hedth promotion materid
incorporate culturaly sengtive family planning advice training into
practice nurse training
a promote information exchange and partnership working
a takeforward TB immunisation in community settings
a improve accessfor resdentson travellers ste
improve mentd hedth services for refugees and asylum seekers. Thiswill include:
a developing aloca Pogt Traumatic Stress Disorder Clinic
a evduding the Arabic counsdling sarvice
a developing support groups to provide emotiona support
a ensuring that primary care services can ded with urgent requests for
menta health assessments because of anxiety related to dispersa
improving prevention and trestment of substance misuse
ng the need for menta health services for refugee children
a investigating the accessibility of menta hedlth services.

QO QD D D D QD
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information and training. Thiswill indude:
a training on menta health assessments for refugees and asylum seekers
a training on Race Rdations (Amendment) Act 2000
a deveoping information for GPs and service users
a cultura awareness and diversity training for gaff
promote partnership working. Thiswill include:
a enauring that equadities work links into developments around VOICE,
PALS and Peatient Forums
a maximisng the involvement of communities and ther ability to influence
decison making a dl levels
a mapping exiging hedth related projects and services for BME
communities and developing strategies for funding, joint working and
providing support and training
develop awareness training on children and families issues for hedth visitors and
promote parenting in BME communities.

6.9.3 Westminger PCG set up aFacing Up to Difference Working Group. Its Draft
Facing Up to Difference Workplan for 2002 onwards covers the following aress.

Key Area 1 - Understanding the Needs of our L ocal Community
Community Needs Assessment

Projects underway

Work with loca stakeholders to produce a strategy for on going community needs
assessments that will avoid duplication of effort.

Projects proposed

Undertake a community needs assessment to ensure that the PCG has up to the
minute informeation about the loca population.

Petient Profiling Incentive Scheme across Westmingter practices.

User Involvement

Projects underway

Ensure effective consultation with BME groups regarding PCT gpplication.
Projects proposed

To ensure the PCG/T user involvement sirategy includes effective consultation and
involvement of BME communities which is reflected through gppropriate service

adivery.

Key Area 2 - Addressing Particular Needs

Advocacy

Projects underway

Refugee Hedlth Advocacy Project.

Menta Hedth Advocate for Arabic Speaking Communities.

Projects proposed

To ensure that loca advocacy is provided by fully trained professonds.
Antenatd Care
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Projects proposed

Community based antenatd dinic specificaly targeting BEM communities with links

to Sure Start.

Interpreting

Projects underway

Evauation of GRIP interpreting service through externa consultant.

To produce alesflet promoting the use of formd interpreting services.

Production and digtribution of an information pack promoting the use of interpreting

sarvicesin primary care.

Projects proposed

Rilot of community access interpreting.

Materialsin Community L anguages

Projects underway

Trandation of Practice Ledflet.

Review agreement to ensure equity and consistent gpproach across the new PCG

area

Projects proposed

Dubbing of the video ‘ Access to Hedlth' into the seven most prevaent community

languages.

Trandaion of the generic hedth information lesflet Y our Hedth' into the seven

most prevaent community languages.

Promoting Health and Primary Prevention

Projects underway

Examples  Week Hedth Fair for Arabic Community at the Regents Park Mosque
Hedth Fair targeting the Bangladesh Community in Queens Park
Walking to Hedth for the Chinese Community
Smoking Cessation Support Groups for the Bangladesh and Chinese
Communities
Reviewing hedth education resources available in community languages
TB awareness sessions for Refugee and Asylum Seekers

Projects proposed

To develop aWestmingter wide primary prevention work programme ensuring

hedlth priorities for BME communities are identified and interventions are targeted

appropriately

Refugees and Asylum Seekers

Projects underway

Review of former PCGs schemes to improve access to and qudity of primary care

for refugees and asylum seekers (and homeless people).

Review ease of use of the Hand Held Record before a further print run.

The provigon of hedth visting and community nursing for the target group by

professonaswith particular expertise through the Health Support Team.

The provison of mother tongue counsdling and psychotherapy by professionds with

particular expertise in supporting the target group through the Refugee Support

Service.

Refugee Hedlth Advocacy Project.
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Projects proposed

Develop aLink Worker Scheme to address the socia needs of the target group that
impact on ther generd hedth and well-being.

Work with Bayswater Families Centre to ensure that the services provided there,
and that address the socid needs of the target group that impact onther generd
hedth and well-being, are sustained.

Community-based TB Service Filot.

Key Area 3 - Developing Culturally Competent Services

Advocacy and Empower ment

Projects underway

An Advocacy Resource Pack for service providers to raise awareness and qudity
standard to promote further commissioning and use of advocacy.

Projects proposed

Petient Advocacy Liaison Service (PALYS) to support patients, carers and families
around problem solving and resolution and improve accessto services. Must
congder responding to diverse needs.

Independent Advocacy Service Complaints (ICAS). Awaiting Government
guidance but must ensure the needs of BME groups are considered.

Clinical Governance

Projects proposed

Ensure that cultural competence isbuilt into clinica governance initiatives and the
Performance Assessment Framework.

Har assment

Projects proposed

Review extent to which staff are aware of the Harassment procedure.
Organisational Development

Projects underway

Encourage and support members of minority ethnic groups to apply for non-
executive gppointments for the PCT.

Projects proposed

Review PCG drategy, policy and procedurein light of requirement to promote race
equdity.

Meet with the Clinical and Managerid Leads to discuss the implementation of the
Facing Up to Difference Strategy in their own working groups.

Develop athree year Strategy to be reviewed.

Ensure that dl Service Leve Agreements explicitly state the need to comply with the
Race Relations (Amendment) Act 2000.

Refugees and Asylum Seekers

Projects underway

Lunchtime Learning Programme: training for practice Saff to improve awareness of
refugee rights and specidist services available.

Staff Ethnic Mix

Projects underway

Practice Staff Survey.

Thank Y ou campaign.
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Support refugee hedth workers trained overseas to register and work localy.

61



6.9.4

Projects proposed

Phase 2 of Thank Y ou campaign: joint working with Training partnership being
congdered to build on the work of the Thank Y ou campaign.

Review policy on monitoring recruitment and retention of gaff.

Training - Diversity

Projects underway

Roll out the piloted training course for clinicians focusing on FGM.

Lunchtime Learning Programme: training for practice aff to improve awareness of
refugee rights and specidist services available.

Projects proposed

Anti Discrimination Traning.

Congder those conditions that are commonly associated with particular groups,
such as Sickle Cdl to identify current activity, knowledge of services available
among users and practitioners.

Key Area4 - Addressing Discriminatory Practice

Accessto Secondary Care

Projects proposed

Exploration of the issues around refugee access to secondary hedth services, eg.
community-based TB Service Filot.

Harassment (Staff, Patients, Westminster Forum)

Projects underway

Improve and support the recording and reporting of racia harassment in the NHS.
Projects proposed

Westmingter Race Equdity Council project proposes amodel of monitoring racid
harassment.

Pilot of Racid Harassment Recording Procedures for primary care.

St Mary’s Hospital has developed an Equdities Framework which was gpproved
by the Trust Board in September 2001. Two main steering groups have been
established to take thiswork forward. The Equal Opportunities Steering Group
(EOG) and the Facing Up To Difference Working Group (FUD). The EOG is
chaired by a non-executive Director and reportsto the Trust Board. The FUD
group is chaired by the Director of Nursing and reportsto the Clinica Governance
Steering Group, which reports to the Trust Board.

S Mary's Facing Up To Difference Working Group

The Trust has been collaborating with the Hedlth Authority to support the
development of their Facing Up to Difference Strategy. The FUD Working Group
integrates its programme with the dinical governance strategy and work plan. The
focusis on sarvice ddivery, minimisng hedth inequdities, promoting equity of
accessto carefor dl patients and promoting the Trust as a community hospitd.
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FUD priorities for 2002-03:
Implement the recommendeations of the Race Relations (Amendment) Act 2000
Develop the Trust Race Equdity Schemein line with the guidance produced by
the Commission for Raciad Equdlity
Develop and implement a User Involvement Strategy and encourage loca people
to become involved in the development of servicesfor patients and users
Develop and implement the Patient Advice and Liaison Service and to ensure
that the equalities work links into this development
Implement the Disability Discrimination Act 1995
Promote the hospital more widdy to the loca community
Review the interpreting service to improve access for patients and staff
Produce trandated materiad to improve access and provide more information
about services
Improve ethnic monitoring to include ethnicity, language, gender and age of
patients
Develop systems to ensure appropriate services are provided for people with
Learning Difficulties, those who are disabled and adult/child protection
Develop acultura awareness training programme for staff
Commence looking in more detall at factors and links related to hedth inequdity
between ethnic groups which will include:
a determinants of hedth, eg. age, sex, gender, income, employment,
education, housing, socid networks, mobility and migration
a prevaence of disease or of behaviour and lifestyle that have differentid
hedth risks e.g. diabetes, rend failure, cardiovascular disease, limiting
long term illnesses
a accessto and uptake of services which are of potential benefit
a measures of hedth outcome or hedlth Satus such as differencesin
mortdity.

Equa Opportunities Steering Group

This group focuses on equdity and diversity issues for employees, seeking to ensure
that the Trugt isafair employer and that it fulfils its responsbility to recruit a
workforce that truly representsthe loca community. Thereis an overlap between the
Vitd Connections agenda and work required to achieve The Improving Working
Lives Standard and the Recruitment and Retention Strategy. Where this occurs the
EOG receives brief reports on the work undertaken by those groups to ensure that
the principles of equdity, diversity and socid inclusion are properly addressed.

Whilg the development of gtaff isrelevant to both sets of priorities, the EOG will take
the lead on developing and monitoring the implementation of training initictives. The
programme will be to raise staff awareness about culturd diversity issues, race
relaions, the hedth needs of users and the working relationships with colleagues from
different ethnic and cultura groups.
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Employment from the local community will be the respongbility of the EOG except
where there are specific service delivery outcomes to be achieved.

EOG priorities for 2002-03:

To reduce the incidents of harassment at work. The Trust has an established a
volunteer harassment service for confidentia staff support. In addition, staff dso
have access to gaff counsalling services and the support of line managers, Saff
Side representatives and Human Resources professionals.
The harassment palicy is currently being reviewed to improve the current
arrangements for monitoring incidence and outcomes. Datawill be used to identify
more accurate targets for reduction and highlight any problem areas within the
Trugt for focused training and intervention.
Recognise good practice in the recruitment of disabled staff.
Develop aculturaly competent workforce. Equa opportunities, cultural
awareness and divergty training are currently integrated into a whole range of
training activity within the Trudt. In 2002, a‘Firgt at St Mary's programme for
non-clinica gaff who are in the frontline of providing servicesto users was
introduced. In 2003, there are plans to undertake a diversity and equalities
training needs andyssfor dl gaff groups and, funding permitting, areview of al
current training will be commissioned.
As part of acommitment to regeneration and employment of the loca population,
S Mary’s has been successtul in attracting funding for aBasic Skillstraining
needs assessment and will shortly appoint a Basic Skills development post in
partnership with Westmingter Kingsway College.
Review the digibility for Disability ‘two ticks criteria
Review the outcomes of the Quality of Working Life Survey and develop an
action plan for improvement.
To ensure compliance to the Race Relations (Amendment) Act 2000 by:

a diminaing unlavful racid discrimination

a promoting equality of opportunity

a promoting good race relations between people of different racia groups.

Achievement of thework programme will help the Trust to move towards its targets
which are:
to develop aworkforce that is able to deliver high quality, accessible, responsive
and appropriate services, which meet the needs of the diverseloca population
to ensure the Trust is seen as afair employer achieving equdity of opportunity and
outcomes in the workplace
to ensure that the Trugt, as an employer makes a difference to the life
opportunities of itsloca community
to review the gpplication of Equa Opportunities Policies by ethnic monitoring of
recruitment, selection and promotion.
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Ethnic monitoring of Saff a S May's

An ethnicity survey of dl current gaff, who have until now remained on the old
ethnicity codes, has been conducted. Approximately 3,000 staff were surveyed in
January 2002 and asked to use the census-derived Department of Hedlth ethnicity
codesto give their ethnic origin. All new gtarters snce April 2001 have been asked
for the new codes. It is planned to use this information to establish a basdine for the
ethnic origin of staff by the end of March 2002.

6.9.5 TheBoard of Chelsea & Westminster Hospital in May 2001 approved a paper
which proposed the development of a Trust-wide Strategy for the Promotion of
Equality and Diversity which will cover both service users and the workforce. An
Equdities Taskforce has been established a Board levd, chaired by the Trust Chair
and the Director of Nursing and Petient Services and Director of Human Resources.

Theintention isto set up two groups. a Developing the Service User Perspective
Group which will develop user involvement srategies, indluding improving ethnic
coding strategies and engaging patients and thelr representativesin service
development; and a Diversty in Employment Group which will provide an overview
of workforce issues from a strategic and operational perspective and will cover
recruitment, retention, harassment in the workplace and other workplace issues.

These two groups will support the development of Trust action plans and oversee
their ddivery.

The drategic framework for promoting equality and diversity has three key themes:
representation - increasing the representation of minorities in the workforce and
sarvice users. For the workforce, this will mean that minority staff and femae
daff reflect the local community and are didtributed at dl levels of the
organisation. For service users, this will mean ensuring that the views of dl parts
of the community are incorporated in the Trust’ s involvement and service
development plans.
harassment - developing clear plansto protect staff from harassment from
colleagues and from service users. To date, action has focused on harassment
within the workforce but harassment by service users dso needs to be
confronted to avoid perpetuating an environment which can be perceived as
hostile by minority ethnic workers and thereby contribute to their under-
representation in the workforce.
monitoring and target setting - developing aclear data set so that the composition
of service users and the workforce can be defined and used to measure targets.
A key area of work will be to increase the level of ethnic coding and to ensure
that the 2001 Census definitions are introduced throughout the Trust.

6.9.6 TheRoyal Brompton and Harefield NHS Trust established a Diversty Steering

Group in May 2000 to oversee the Trust’ s strategy for equa opportunities issues for
gaff. Therole of the Group is to ensure that the organisation’s gpproach to diversity
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and equal opportunities issues incorporates appropriate legidation, NHS guidance
and good practice. The Group meets quarterly and is chaired by a non-executive
Director and contains a cross-section of staff within the organisation. It reports to
the Executive Committee and the Trust Board through the Chair.

The main respongbilities of the Group are:

- to review and merge the Equa Opportunities Policies within the Trust
to produce a Diversity Policy under which dl other policies will be covered
to monitor and review patient and staff equal opportunities data and ensure thet it
provides the information required
to develop organisationd ethics and values regarding staff and patient issues
to review and enhance management practices relating to diversity
ensure that how the Trudt treats staff and patients reflects changes in society and
persona expectations
to ensure that the Trust complies with legidation
to ensure that the Trust keegps up with best practice in dealing staff and patients
to make recommendations for the development of a proactive approach for a
more representative workforce, using the philosophy of “Working Together” and
‘Pogtively Diversg
to develop training programmes and monitor their effectiveness and ddivery
to raise awareness of Diverdaty for al aff
to develop a Diversity Action Plan which encompasses the externd and interna
agenda
to provide an annud report to the Trust Board on equa opportunities within the
Trus.

There have been a number of achievementsin diversity issues snce the Group was
established:
the development of a Diversty Policy (approved by the Board in November
2001)
regular monitoring of workforce information
gaining the Employment Service Disability Symbol User satus, recognising good
practice in the recruitment of disabled staff
Divergty Training undertaken by the Board
monitoring taff perceptions of diveraty within the Trust by the Qudlity of
Working Life Survey.

Diversty remains akey objective for 2002 and the Trust intends to achieve a
number of other objectives in the forthcoming year. Actions planned for the next
twelve months include:

diversty training for managers and seff

introduction of ateam of confidential Harassment Advisors for staff

disability and access audit of Trust premises

series of Diversty Awareness Days

promoting employment opportunities to under-represented groups in the Trust

developing a Diversty Policy addressing patient issues
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deveoping standard reports on patient diversity
ensuring information about particular requirements for patientsisincluded in
referral letters.

Facing Up to Difference Committee

The Diversity Steering Group agreed in May 2001 to incorporate the Facing Up to
Difference Committeg’ swork on patient diversity issues. The Facing Up to
Difference Committee had set up three sub-groups to work on three diversity
themes:

accessto facilities and services

religion, culture and ethnicity

age, gender and culture.

Ethnic monitoring

The Trugt regularly monitors divergty information for both patients admitted to the

Trust and Saff:
Patient data: Thisis recorded each month and is recorded using the new data
st for ethnic origin. Theinformation recorded a Harefield Hospitdl has less than
2% of patients not stating their ethnic origin. However, there are currently about
16% of patients with invaid ethnic origin codes at the Brompton. Thisis primarily
due to the old ethnic codes not mapping to the new codes easily, which means
that patients who have previoudy been asked for information on their ethnic code
need to be asked it again. The proportion of invalid codes has reduced
sgnificantly since April 2001 (41% to 16%).

a Thebiggest area of non-compliance at the Brompton are day cases,
especidly Cardiology, where patients are admitted before Petient
Services seff arrive, recave thar trestment and are not able to provide
this information before they are discharged in the evening.

a TheTrust intends to compare the ethnic origin of patients seen at both
hospitals with the nationa statistics for the incidence of the condition for
which they have been seen. However, initid enquiries have indicated that
there may not be appropriate information available to make this
comparison.

Workfor ce data: The Trust monitors the ethnic origin of applicants for vacancies
a the Trust and the overal workforce. The andlyss of both workforce and
recruitment dataiis complicated by the proportion of ‘unknowns' (c.10%) which
the Trust will be addressing in 2002.

The most recent recruitment information available (to 31 March 2001)
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indicates that there are a number of areas that the Trust needs to examinein more
Oetail:

a Admin and Clericd: 23% of applicants for posts are either Black
Caribbean, Black African or Black Other, compared to 18% shortlisted
and 7% appointed.

a Medicd: 28% of applicants are White, compared to 45% shortlisted
applicants and 57% of gppointments made. Some of these differences
may be explained by the high proportion of ‘unknown’ returns (due to
most medica agpplications being made by CV rather than gpplication
form).

a Professond and Technica: 25% of applicants for posts are either Black
Caribbean, Black African or Black Other, compared to 21% shortlisted
and 10% appointed.

The workforce profile for the Trust’ s two hospitals indicates that the Trust needs
to examine some areas of under-representation in its current workforce:

a Roya Brompton: thereisalower proportion of Black Caribbean, Black
African or Black Other (11%) staff at the hospitd than the population of
Inner London would suggest could be expected (17%).

a Harefidd Hospitd: the proportion of Indian, Pakistani and Bangladeshi
daff employed a the hospita (4%) islower than the population of Outer
London would suggest could be expected (10%)

Thereisno clear reason for the differences described above and the Human
Resources Department will monitor these areas during 2002. The Trust will be
focussing recruitment advertising of genera opportunitiesin both hospitals during
the year to encourage gpplications from groups that are currently under-
represented in the Trust. The Human Resources department will also review
which data sets it is gppropriate to make comparisons of its workforce gatistics
(e.g. NHS gatigtics, local hedth economy).

6.9.7 TheBoard of BKCW Mental Health Trust has agreed an Equalities and
Diverdgty Statement of Intent and set up a Board Diversty Committee, with
borough-based Staff Diversity Groups. There is dso a Diversity Partnership Group
which includes nominees from service users and community groups. A number of
initiatives are undertaken:

ethnic monitoring
a of the recruitment process from shortlist to appointment
a the compostion of the workforce by grade, area of work and profession,
sarvice use by teamvlocdlity/in-patient unit, including length of stay,
duration of detention, admisson route, religion, etc
a by complaints, serious untoward incidents and accidents/incidents
equdities training and devel opment
a daff induction programmes include one session on equa opportunities
and one on race, culture and diverdty
a induction training for junior doctors on rotation is planned
a atwo day equdities foundation module is provided
a sKkillstraining on cross-cultural communication and assessment is planned
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a
a

tallor-made team development work is offered
adisability awareness training programme is available

targeted clinicd services

a

a

a
a

Asan Families Counsdlling Service providing own-language counsdling
for Pakigtani, Bangladeshi and Chinese service users

Refugee Support Service providing athergpy, counselling and support
sarvice to refugees and asylum seekers in the North Kensington and
North Westminster areas

Black User Group and other drop-in services

numerous initiatives within maingream community hedth teams

policy development

a
a

aHarassment and Bullying Policy launched in September 2000
draft Equdities Framework launched in October 2000

miscdlaneous

a

O QO QO Q-

campaign to raise the profile of equdities with posters, through the staff
newdetter, year planners with religious festivasincluded, etc

standing contract with GRIP to provide interpreting services

provison for specia needs, eg. digt, rdigious observance, toiletries, etc
user of ethnic monitoring in clinica governance

research projects on ethnic issues.

6.9.8 Parkside Healthcare set up an Access to Hedlth Group which has concentrated
on three priority areas of work:
developing and implementing an Indtitutional Racism Action Plan
ethnic monitoring of service take-up
addressing the requirements of the Disability Discrimination Act 1995.

Parksde s Indtitutiond Racism Action Plan forms the basis for the Trust’s equdity
and diversity practice and has a number of themes:
corporate commitment

a

gy

QO QO Qr

to establish monitoring and reporting mechanisms to the Trust’s Board,
rase Access to Hedth issues at al Directorate meetings and introduce
culturd awvarenessto dl staff development reviews

to communicate the Plan to partner service providers and to patients and
community groups

to communicate equdity standards to contractors and contracted out
services

to include a statement of equaity commitment in the Annua Report

to increase the awareness of the Plan in the BME media

to achieve the CRE organisationd standards

to ensure that capital development projects meet cultura requirements,
e.g. usable prayer rooms
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employment
a to collect information by ethnic origin, gender and disability on the locd
population served and gpplicants for jobs, staff in post and those
gpplying for promation and training
to review dl employment practices
a to promote awareness and observance of religious obligations, festivals
and spiritud needs
a to appoint and train counsellors to address staff harassment and set up a
mentoring scheme to support staff experiencing abuse or harassment
a tofeedback to gaff in monthly team mesetings corporate decisons and
potentia implications
a toensurethat dl staff have staff development reviews
a todevelop the potentid of dl staff through mentoring and shadowing
schemes, networking and leadership programmes
a to ensurethat Trust human resources policies are available dectronicdly
and extend staff access to them viathe intranet
access to services
a to collect information by ethnic origin and gender on the loca population
served and to achieve 95% ethnic coding of service users
a to provide ethnic data on complainants to the Hedlth Authority, PCGs
and Community Hedth Council
a toinclude culturd awareness sandards and monitoring mechanismsin
Service Leve Agreements
to review and improve physical access and public information
a toidentify one change per service to develop culturdly sensitive services
a to encourage the development and use of research-based evidence to
improve the hedth outcomes for BME patients
a to acknowledge, encourage and support good practice and celebrate
individua/service achievements through an annud Trugt award ceremony
a to encourage partnership arrangements with statutory organisations and
voluntary/community groups
a to plan for the growth of GRIP s face-to-face language interpreting and
advocacy services to 40,000 contacts a year
a to develop methods for disseminating information, advice and guidance
to service managers about ways to improve access and corporate
commitment to improving equdity
a to ensurethat public meetings/user consultation do not clash with
reigious fegtivas
a to sharelearning with PCGs and support them to begin work on cultura
competence in genera practice.

;g_))

gy

6.9.9 Riversde Community Health Care hasaVauing Diversty Strategy which is
intended to help it develop services which are open, equaly accessible and culturdly
competent to dl sections of the community. The Strategy is the result of widespread
consultation in 1999 with Trust saff, local PCGs and hedlth authorities, locd CHCs
and community groups.
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The Strategy is divided into a number of sections:
drategic - to develop aloca framework to address inequalities in hedth care and
employment practices which includes mechaniams for monitoring changesin loca
practices. Thiswill involve deveoping:

a

local services which examine various way's to assess hedlth needs, reduce
hedth inequdities, listen to users and public views and work in
partnership with loca organisationsto improve loca hedlth and hedlth
sarvices, ensures that hedlth services make the best use of quantitative
and quditative information to target local patterns of illness/conditions;
pulls together existing structures and resources to support and monitor
the priorities identified

alocd workforce which is drawn from dl sections of the community and
is knowledgeable about the needs of the diverse population it serves, and
capable of responding appropriately to ensure that the loca population
get the best possible health promoation, trestment and care

alocd culture where dl gtaff whatever their background fed vaued and
receive equa treatment, and dl service users and their families fed vaued
and receive services gppropriate to their needs

sructures

a

an Equa Opportunities Committee working with loca PCGs to develop
local drategies to address inequdities in service and employment
planning practices and to mobilise and involve loca people in service
planning

a Race Equality Action Group to contribute towards the raisng of staff
awareness and development of policies and procedures to underpin the
Trugt’s commitment to equdity and diversity

Information and Planning Group to ensure that the Trust is making the
best use of quantitative and quditative information on how locd patterns
of illness and service use differ according to ethnicity. This process will
inform loca hedth priorities and future Hedth Improvement Programmes

addressing inequditiesin loca hedth care - coronary heart disease, diabetes and
cancer have been prioritised for loca hedth care and research indicates that
BME communities are more adversdly affected by these conditions. Other issues
include improving the access to sexud hedth services for BME communities by
providing advocates, femade practitioners and staff training in anti- discriminatory
sarvice provison and service for people with haemoglobinopathies.

prioritiesfor loca action

1.

2.

3.

o &

involvement of loca people and service users, including those from the
BME communitiesin service planning

a co-ordinated gpproach to promoting the hedth and well-being of
recent refugees

a co-ordinated and comprehensve language and interpretation service
health promotion partnerships

improved qudity, coverage and andysis of ethnic monitoring data
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6.10

6.10.1

6.10.2

6.10.3

6.10.4

6.10.5

6. training for managers on diversty avareness and for front-line gaff on
cross cultural communication

tackling racid harassment

implementing the Disability Discrimination Act 1995

ensuring thet locd gaff profile asfar as possible reflects their
communities.

© © N

The Local Authoritiesand FUD

Two locd authorities - the City of Westmingter and the Royd Borough of
Kensington and Chelsea - are covered by the Headth Authority.

Asarigindly concelved, the FUD Strategy was a strategy for the Hedth Authority
focusing on hedth issues. The two boroughs participate in the Facing Up to
Difference Strategy Group.

Since then, the partnership agenda has moved on sgnificantly. For example, the
Disability Discrimination Act 1995, the Race Rdations (Amendment) Act 2000, the
Best VVaue regime, the development of Loca Strategic Partnerships and local
authority scrutiny and overview of the health economy, the setting up of two
borough-based primary care trugts.

These policy and organisationa changes will result in more in-depth partnership
work with many stakeholders, including the hedlth sector. The requirements of the
Race Relations (Amendment) Act 2000 will mean that the two locd authoritieswill
focus more strongly on equdity issuesin future, including health equality issues.

The BME communities experience anumber of inequaities compared to the generd
population. These changes have the potentid to lead to the greater involvement of
the BME communities with the local statutory sector and to strengthen their voice
with dl service commissoners and providers.
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7.1

711

7.2

7.2.1

7.2.2

7.2.3

7.2.4

7.2.5

CONCLUSIONS

The Scope of the Evaluation

Thisevauation is primarily an impact assessment of the FUD Strategy:

- hasthe Strategy provided leadership for equalities work in the health sector and
encouraged commitment to and accountability for equalities work?
to what extent has the Strategy helped the Health Authority, PCGs and Truststo
work towards reducing unacceptable variations in health satus and in the
experience of usng hedth services where such variations are attributable wholly
or partly to ethnicity and/or culturd differences?
how can the Strategy be taken forward given the policy and organisstiona
changes subsequent to its formulation?

L eader ship, Owner ship and Accountability

The Strategy was origindly designed to be a set of principleswith a clear and
cohesve action plan for the Hedth Authority. Its intent wasto provide awide
framework for equalities work, not a detailed workplan, to guide processes, not to
prescribe outcomes. It served to operate in the background, focusing attention on
equdities and guiding action to achieve it, with the ultimate am that equdities work
should be part of ordinary, mainstream hedth planning and provison, a‘blue
cheese’ approach.

The Hedth Authority’ s Facing Up to Difference Strategy has had an impact on the
work of the Hedlth Authority, the PCGs and the Trusts to address hedth inequdities
caused by ethnicity.

Through the FUD Strategy Group, leadership for equalities work was provided to
the Hedlth Authority, PCGs and Trusgts. Thet the Hedlth Authority Chief Executive
chaired the Group was a Sgnificant factor in this achievement.

The Strategy, through the Steering Group, has encouraged the PCGs and Trusts to
give organisationd ownership and to develop their own local equdlities policies and
action plans. The Steering Group has aso provided a forum for accountakility for
hedth equdities work in the two boroughs.

The flexibility of the Strategy has dso dlowed issues and organisationd structures
which were not present when it was formulated in 1998, e.g. workforce diversity,
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7.2.6

7.2.7

7.3

731

7.3.2

7.3.3

734

regeneration schemes and the development of PCGs, to be taken account of and
incorporated.

The setting up of the BME Health Forum in February 2001 has provided aforma
mechaniam to consult and involve the BME communities in the planning and ddivery
of hedth services. It will continue in existence after the Health Authority ceasesto
exist in April 2002, covering both boroughs and hosted by Westmingter PCT, with
funding agreed until December 2003.

In summation, the Strategy has served to put into place an equdities framework for
hedlth commissoning and provison in Kensington and Chelsea, and Westmingter.

FUD Commissioning Principles

The Strategy formulated five additiond principles soecific to the commissioning of
sarvices for an ethnicdly diverse population:

information on BME communities

hedth needs of BME communities

access to services

appropriate services

recognisng variaionsin BME communities.

I nformation on BME communities

One of FUD’ s objectives was to improve the data on the minority communitiesin
the Health Authority’ s area and this led to the setting up of the Socid Mapping
Project. This very ambitious project has not achieved itsaims and an internd
evauation has recommended that the Project, in its current form, is not continued.

Asaresult, there is no centrd information resource on the BME communities which
can provide the detailed information originaly envisaged. To be able to use data
meaningfully, it is necessary to be able to compare patient data to the population as
awhole.

There are differences in professona opinion about the need for and feasibility of
such adatabase project. If this objectiveisto be further pursued, thereis a need for
the organisations involved to agree an effective methodology to improve data
collection, aggregation and utilisation. Increasingly, information on service users will
be available.

Health needs of BME communities
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7.3.5

7.3.6

7.3.7

7.3.8

7.39

Given the absence of data from the Socid Mapping Project, the Hedth Authority
Public Health Intelligence and Evauation Unit has used avariety of other deta
sources to provide information on BME communities.

The NHS London Regiona Office has set an 80% target for ethnic coding by 2002.
Currently, the Trusts achieve variable levels of ethnic coding. If they achieve the
Hedth Authority’ s 80% target for ethnic coding, thiswill provide sgnificant dataon
BME sarvice users, particularly if the new PCTs are able to achieve Smilar levels.

The development of the BME Hedth Forum in February 2001 has been akey
means by which the Hedth Authority has improved its understanding of the needs of
its BME communities. The Forum, through its task groups, has conducted a range of
quditative research into the hedth needs of BME communities based on extensive
community consultation. Much of the work of the Forum has sprung from the
consultation that led to its formation. In the future, it would be reasonable to expect
that the work of the Forum isincreasingly based either on known need or is a gap
andyss exercise, which can then lead to an ordered choice of priorities and action
thereon.

Access to services

The Hedth Authority has provided or commissioned arange of servicesto tackle
obstacles to access caused by language or culture, and to increase awareness by
hedlth g&ff of the problems BME communities can face in accessing hedth services.

These have included the work of the Hedlth Authority’ s Community Health
Development Teams, funding the PCGs through Locd Development Schemesto
improve access primary care, and the commissioning for specific servicesfor
identified vulnerable groups such as refugees and asylum seekers, eg. Refugee
Support Service.

7.3.10 The Hedth Authority and al the Trusts provide arange of training for saff on

equdities and culturd sengtivity. Theimpact of thistraining should be evauated.

7.3.11 Through the establishment of the BME Hedth Forum, the Hedlth Authority has

developed links and long-term working relationships with representatives of the
BME communities. Both the PCGs have User Involvement Groups by which
resdents, including those from the BME communities, can be consulted and
involved.

7.3.12 The Hedth Authority has aso funded headth advocacy training schemes so that

people, including BME service users, can be supported when they need hedlth care.

7.3.13 Many of these services meet the needs of some of the most vulnerable members of

the BME communities: refugees and asylum seekers. Thereis till aneed to look at
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the experience of the settled communities. Research evidence dill clearly shows that
they continue to face barriers to accessing services.
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7.3.14

7.3.15

7.3.16

7.3.17

7.3.18

7.3.19

1.4

74.1

142

7.4.3

Appropriate services

Through the Facing Up to Difference Strategy Group, chaired by the Hedth
Authority’s Chief Executive, Trusts have been encouraged to develop their own
equalities srategy. All now have one in place. The Group has dso been the means
by which the appropriateness of care delivery has been monitored.

The Hedlth Authority has provided or funded a number of servicesto GPsto help
vulnerable groups access primary care.

All the Trusts and PCGs provide arange of training to saff in how to provide an
ble and gppropriate service to minority communities.

The effect of these initiatives should be evauated in order to find out whether they
have led to more appropriate services for the BME communities.

Recognising variations in BME communities

The BME Hedth Forum has been the forma channd for the Hedth Authority and
Trust to make contacts with the BME communities and for those communities to
develop working relationships with hedth commissoners and providers.

Local initiatives based on FUD criteria

The Hedlth Authority has provided or funded a wide range of servicesfor the BME
communities within the framework set by the FUD criteria. In addition, the Hedlth
Authority has provided aVoluntary Sector Small Grants Fund of £200,000 in
2001-02.

Conclusions on the Impact of FUD

FUD has made a difference. It is clear that the Strategy has provided leadership for
equdities work in the hedlth sector. The Strategy has aso encouraged commitment
to and accountability for equdities work in KCW' s area from the health sector.

The Strategy has provided the Hedlth Authority, PCGs and Trusts with aflexible
framework for their work in reducing the hedth inequdities experienced by the
BME communities. Thisin turn, has led to arange of initiatives and servicesto
improve access to hedth services and the experience of health servicesfor KCW's
BME communities

Overdl, in the next phase of work, there needs to be more explicit links from

nationa research on need, to the identification of particular local needs, to
prioritisng action, to implementing action and evauating it. This should involve:
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7.5

an agreed equadlities framework for the PCTs and Trugts in the two boroughs
continuing co-operation and co-ordination between these bodies and other key
local stakeholders

an increasingly rigorous gpproach to the setting of performance indicators and
monitoring of every aspect of the Strategy.

| ssuesfor the Future

7.5.1 Sincethe devdopment of FUD, there have been sgnificant developmentsin hedth

structures and policies, for example:
- NHSPHan

Nationa Service Frameworks

Patient Advocacy and Liaison Service and Patient Forums

Race Relations (Amendment) Act 2000

Loca Strategic Partnerships

loca authority scrutiny of hedth services

workforce issues - fair accessto recruitment, training and promotion.

7.5.2 These new policies and structures now need to be taken into account and integrated

into a hedlth equalities strategy for the two boroughs.

7.5.3 However:

754

the next 18 monthswill be atime of great organisationa change, with competing
agendas and much effort spent on trangtiona issues - what priority will be given
to equdities work?

who will be the new ‘ champions for equalities work and will they have accessto
senior levels?

what funding will be available?

how will the formation of two separate PCTs for Kensington and Chelsea, and
Westmingter impact on equalities work?

how will the relationship between the PCTs and the acute Trusts impact on
equalitieswork?

what will be the role of the Strategic Health Authority in equalities?

how will the existing means for consulting and involving the BME communities
relae to the new range of bodies for patient and public involvement?

what will be the impact of the Race Rdlations (Amendment) Act 2000 on
equalities work in the hedlth sector?

The scope of this evauation was to review the impact of FUD over the last three
years. However, it was very apparent during the evaluation, that health equdities
work is about enter anew policy and organisational context. In this section, we
outline some of the issues which will arise asareault.
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7.6

Agree a framework for diversity and equalities work taking account of the
statutory duties imposed by the Race Relations (Amendment) Act 2000

ensure that there is a proper handover of equalities policies, practice and systems
from the organisations which will ceaseto exist in April 2002

bring FUD up to date by taking account of the changesin policy and
organisationa structure snce 1998

to provide for accountability, identify a replacement for the FUD Strategy Group
and ensure that it has the commitment and participation of senior seff

decide whether (and what) performance indicators for equalities work should be
introduced

ensure that the successor organisations have a mechanism to speedily resolve
what equality gpproaches and services they wish to maintain and continue
identify areas of cross-borough equdities work

I nformation and needs assessment

identify the need for data on BME communities and the use to which it will be
put, review the avalability of such information and agree minimum standards for
data collection, taking into account the experiences of the Socid Mapping
Project

achieve ahigh level of accurate ethnic coding in primary care and in-patient care
further develop equdities performance indicators o that commissioning
expectations are clear and achievement can be assessed

ensure that the health needs of new or hidden communities can be ascertained

Access, appropriateness, user and community involvement

review the current mechanisms for forma and informd patient and community
involvement, particularly in the light of the forthcoming introduction of PALS and
Petient Forums

Working in partnership

given the forthcoming organisationd separation of hedth commissoning for the
two boroughs, review the mechanisms and future areas of joint working between
the two PCTs, the two loca authorities and service users and community groups
in Kensington and Chelsea, and Westminster

review the involvement of the hedlth sector in Locd Strategic Partnerships and
other borough based initiatives

take account of the new role for locad authorities to scrutinise local hedlth services
darify the role of the Strategic Health Authority in hedth equdities.

Taking FUD Forward
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7.6.1 Therewill be acontinuing need for an equdities Srategy to engage both
commissioners and providers because:

there is substantid evidence to show that BME communities generdly suffer
poorer hedth and have less access to hedlth services than the mgjority population
there are morbidity and mortdity profiles which specificdly affect ethnic
minorities
there are increasing expectations from the minority (and mgority) communities
for the NHS to be more responsive to the health and hedlth care needs of
specific groupsin the population
the effective and equitable ddivery of hedth services to the BME communitiesis
an important Government priority.

7.6.2 The Government is encouraging health agencies to look to Loca Strategic
Partnerships to address hedlth inequality issues. There must be a strong assumption
that, from April 2002, most hedlth and care issues will be considered on a borough
wide bas's. However, the Trusts will continue to draw their patients from awider
geographica area; GP practices may aso draw patients from communitieswhich
cross borough boundaries.

7.6.3 Inorder to ensure that BME resdents living in the two boroughs are served by
hedlth agencies with effective equdities practice, it will be important that:
- thetwo PCTsintroduce equalities Strategies
thereisaforum for the two PCTs and Trusts to develop and implement a
equaities strategy collaboratively
the Locd Strategic Partnerships are influenced to give priority to hedth
inequality issues.

7.6.4 It will beimportant to provide the public with a clear route through which they can
be consulted and involved in the hedth sector, particularly given theimminent arriva
of new consultation fora. Thiswill involve darifying the role and expectation of the
BME Hedth Forum in the new organisatiordl and policy context.

7.6.5 The membership of the current Facing Up to Difference Strategy Group may need
to be reconsidered as the two boroughs and the Local Strategic Partnerships play a
greater role. Many hedth services have asocid care dimension. Given the legidative
requirements for loca authorities and health organisations to increasingly work
together in partnership, there will be an increasing number of collaborative ventures.
It may be that awider group, based on the PCTsin the North West London
Strategic Hedth Authority would be useful and ableto feed in directly to the
Strategic Hedth Authority.

7.6.6 The Race Rdations (Amendment) Act 2000 will have asignificant impact on
equdities work generaly. The FUD Strategy goes along way to fulfilling the first
part of the Race Equdity Scheme in identifying which functions and policies are
relevant to the duty. It aso recognises the importance of assessing and consulting on
the likely impact of these functions. In addition to the generd duty to promote racia
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7.6.7

equality, the expected specific duties, such as monitoring saff by ethnicity, aduty to
assess the impact on racia equality of proposed policies and to consult on them and
aduty to monitor the impact on racia equdity of existing policies and practice, will
act asaspur for setting and monitoring equality performance indicators.

The Act aims to make the promotion of race equaity centra to the way public
authorities work. The continued implementation and development of Kensaington &
Chelsea and Westmingter Hedlth Authority’ s Facing Up to Difference Strategy by
the two new PCTs and the Trusts will be akey way to meet this duty.
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Al List of Organisations Consulted

Kensington & Chelsea and Westminster Health Authority
John H James, Chief Executive

Saly Hargreaves, Director of Partnership and Performance

Y ohannes Fassil, Head of Diversty and Community Development

John Hamm, Heed, Public Hedlth Intelligence and Evauation Unit

Kensington and Chelsea Primary Care Group
Terry Bamford, Chair designate

Simon Kenton, Service Development Manager

Westmingter Primary Care Group

AnnaBarnes, Primary Care Development Manager

Kensington & Chelsea and Westminster Community Health Council

Judith Blakeman, Chair

Chdelsea & Westminster Healthcare NHS Trust

Therese Davies, Director of Nursing and Petient Services
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St Mary’'sHospital NHS Trust
Julian Nettel, Chief Executive
Susan Osborne, Director of Nursing

Esther Moloney, Patient and GP Bureau Manager

Brent, Kensington & Chelsea and Westminster Mental Health Trust

Gareth Jones, Equdlities Facilitator

Parkside Healthcare NHS Trust
Jnty Wilson, Development Manager

Chris Bevan-Davies, Qudity, Complaints and Legd Co-ordinator

Riversde Community Health Care NHS Trust

Adrian Mayers, Service Improvement Manager

Royal Borough of Kensington and Chelsea

Bob Page, Head of Performance, Social Services Department

City of Westminster
Sabeeha Mannan, Policy Manager, Race Equdlity, Policy and Communications Directorate

Colleen Williams, Policy Manager, Hedlth, Policy and Communications Directorate

BME Health Forum

Aiding Byrne, Manager

Samira Ben Omar, Manager
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Voluntary Organisations

Penny Marshdll, Hedlth and Socid Care Project Worker, Voluntary Action Westminster
Sue Newton, Hedth and Socid Care Officer, Chelsea and Notting Hill Socia Councils
Zrinka Brao, Director, Migrant and Refugee Communities Forum

Mohamed Farah, Somai Health Advocacy Worker, Somdi Welfare Association
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