[image: image1.jpg]


[image: image2.jpg]


.
[image: image3.png]NHS




[image: image4.jpg]



[image: image5.png]






	Your details (optional)

	Name *
	Gregory Stafford

	Organisation
	British Association and College of Occupational Therapists

	Organisation type+: e.g. Public, patient, PCT etc
	 FORMDROPDOWN 

Other (if applicable): Professional Body

	Email *
	greg.stafford@cot.co.uk

	Telephone *
	020 7450 2318


	Greater Choice and Control

	1. How should people have greater choice and control over their care? How can we make this as personalised as possible?
	The College of Occupational Therapists supports the principles of greater choice and control for patients. However, GPs should not be the only referal point for services. Patients currently have direct access to rehabilitation services and occupational therapy and this must not be removed.

Occupational therapy has consistently supported client-centred and holistic practice. This ensures optimum choice for service users, when they are  agreeing their problems and goals.

However, in recent years the NHS has adopted a general management approach, with specialist teams set up for narrowly defined purposes and accepting condition-specific referrals.

This has hindered a client-centred, holistic approach, as staff have been restricted to only addressing the specific problem(s) a service user has been referred for. Many service users have multiple problems, particularly those with long term conditions. These service users are best served by a management model that supports clinical autonomy and clinical decision-making. One such model manages several professions within a hospital or trust-wide department, e.g. enablement team, therapy services or AHP directorate. In this model, the individual occupational therapist may work with service users who have a range of conditions, possibly ones with similar functional problems or needing similar interventions. The occupational therapist has discretion to work with the service user in a client-centred and holistic way, which optimises their choice and control.


	2. Which healthcare services should be our priorities for introducing choice of any willing provider? 
	     


	3. How can we offer greater choice of provider in unplanned care?
	     

	4. What would help more people to have more choice over where they are referred?
	COT supports the concept of giving people more choice and supports shared decision making. More information is needed about how the choice of any willing provider will work in rural areas where there may be only one GP in the village and only one hospital for many miles around. There is concern that those in rural areas will get less choice than those in cities. Further, in specialist services, there is usually only one team in each area. If you need a Mental Health Assertive Outreach team and don’t like your local one, the only choice (in this new scheme) will be to be referred to another area – it is extremely unlikely that there will be two teams in your local area that you can choose between. Patients will only be able to choose from what is currently on offer and sometimes they want different types of services or interventions not currently provided or commissioned by the NHS. The proposals need to ensure that as patients are given increasing choice that the services can develop  and offer new types of responses. This raises the question of how to deal with requests for non–evidence based or non-recognized interventions e.g. seeing a chiropractor or new cancer treatments from the US. There needs to be funding and resources for a range of local and accessible treatments.
Finally, people who for various reasons cannot be helped by the NHS. (Some of these will have medically unexplained symptoms) sadly (and understandably), tend to repeatedly present at various different services in the hope of getting treatment that does not exist. How do we provide suitable care so that people don't have to endlessly refer themselves around services using resources in investigations and repeating unsuccessful treatments?


	5. Which choices would you like to see in maternity services and which are the most important?
	     

	6. Are these the right choices for users of mental health services, and if not why not?
	The College would support the proposals to allow patients direct contact with Mental Health professionals rather than going via the GP, to allow choice of professional and team for initial assessment, for any willing provider and choice of a range of treatments for anxiety and depression.  The College would however want assurance that those with more serious mental health problems e.g. schizophrenia or personality disorder will not be left behind in the choice agenda.  The consultation also correctly states that choice for some should be restricted e.g. for those detained under the Mental Health legislation; however forensic services, where choice will also have to be restricted, should also be included.

	7. When people are referred for healthcare, there are a number of stages when they might be offered a choice of where they want to go to have their diagnostic tests, measurements or samples taken. At the following stages, and provided it is clinically appropriate, should people be given a choice about where to go to have their tests or their measurements and samples taken: 

- At their initial appointment - for example, with a GP, dentist, optometrist or practice nurse? 

- Following an outpatient appointment with a hospital consultant? 

- Whilst in hospital receiving treatment? 

- After being discharged from hospital but whilst still under the care of a hospital consultant?
	If patients are to be given true choice and control then choice should be offered at each and every stage, if it is clinically appropriate.

	8. Are there any circumstances where choice of where to go for diagnostic testing would not be appropriate, and if so what are they?
	The College would suggest that investigation is made into how referals across the EU might impact on the proposals.

	9. Would you like the opportunity to choose your healthcare provider and named consultant-led team after you have been diagnosed with an illness or other condition?
	     

	10. What information and/or support would help you to make your choice in this situation and are there any barriers or obstacles that would need to be overcome to make this happen?
	Information needs to be given for the full pathway of care so that the patient can make decisions about each stage and how a decision at one stage eg. choosing a specific hospital might impact on another eg. finding re-habilitation services.
The tariff should also be unbundled to allow movement between the services.


	11. Is there anything that might discourage you from changing your healthcare provider or named consultant-led team - for example, if you had to repeat tests, wait longer or travel further?
	     

	12. What else needs to happen so that personalised care planning can best help people living with long term conditions have more choice and control over their  healthcare?
	Non specialist professionals often lack the skills, understanding and confidence to support people. For example, the issue for those with dementia making choices around long term care has been highlighted in the national dementia strategy. This problem is also true for other specialist conditions such as learning disabilities, MS etc. This needs to be addressed.

	13. What choices are most important to people as they approach the end of their lives? 
What would best help to meet these?
	Choosing where to die is very important to those who are are at the end of life. Information must be provided on what options and type and level of support are available and the likely impact on them and their families or carers.

	14. We need to strengthen and widen the range of end of life care services from. Which patients and carers can choose how can we best enable this?
	    

	15. Carers may sometimes feel that they themselves have no choice when the person they care for chooses to die at home. 
How should the respective needs and wishes of patients and carers be balanced?
	If informal carers feel that they cannot cope with caring they must be provided with appropriate support including occupational therapy services. Patients and carers whilst obviously intertwinned, must be treated as individuals and the best package of support and care must be put in place for both.

	16. What sort of choices would you like to see about the NHS treatment that you have? Treatment could mean therapy, support for self-management, medication or a procedure like surgery.
	Patients should be allowed to choose all treatments and interventions. However, the NHS must provide information and explanation as to what services are available and how they might benefit from these services. Many Allied Health Professions will not be obvious to patients and patients should be encouraged to use these services.

	17. How can we encourage people to take more responsibility for their health and treatment choices?
	There will always be some users who do not want to or are unable to for various medical, social or educational reasons, take control of their treatment choices. Trained professionals must be available to these patients to guide them through the process of their care along with professional advocates.
However, full disclosure of information on all services and treatments must be provided in an understandable and easily accessible format to encourage people to take a greater responsibility.



	Shared Healthcare Decisions

	18. How do we make sure that everyone can have a say in their healthcare?
	Proper support must be given to all those who cannot make decisions for themselves. In some cases, where medically appropriate, the trained healthcare professionals may have to make the decision on behalf on the patient, notwithstanding the rights of carers or family members.

	19. How can we make sure that people’s choices can reflect their different backgrounds - whether ethnic, religious or any other background that could affect their healthcare preferences?
	The NHS is a universal service and whilst cutural preferences should be taken into account where possible, there should be no suggestion that one group of patients should have a greater availability of services than another.

	20. How can we make sure that carers and the families of patients and service 

users can have a say in decisions about the healthcare of the people they support, where appropriate?
	     

	21. How can we support the changing relationship between healthcare professionals and patients, service users, their families and carers?
	The College would urge better training in “client-centered practice”  and  “patient centered care” for GPs to readjust the power relationships between patient and professional. The College believes it is because of the predominance of the medical model which whilst excellent for acute medical crises often flasely reniforces the notion of professionals as experts and patients as lucky recipients of this expertise. If the NHS would embrace a more social perspective of health and patients, the College thinks better patent involvement would ensue. This way of working is both best practice and normal routine for occupational therapists.

	22. What needs to be done to ensure that shared decision making becomes the norm? What should we do first?
	     

	23. Should healthcare professionals support the choices their patients make, even if they disagree with them?
	Healthcare professionals should be under no obligation to support a patients decision if they think that it will harm the effective treatment of the patient. However, that patient (after the professional has outlined the concern) should have the choice to go ahead with that decision.
Furthermore that choice should be respected and the patient shouldn't be discriminated against if they have other needs.


	24. What sort of advice and information would help healthcare professionals to make sure that everyone can make choices about their healthcare?
	Healthcare professionals must have or have access to a greater knowledge of other professionals in both health and social care. GPs must be able to clearly grasp the work of an occupational therapist for example so that the patient can make an informed choice. This understanding should begin during the education/training of that profesional and continue throught their working life.

	25. How can we encourage more people to engage in advance care planning about their preferences for the care and support they receive - for example, when they are approaching the end of their life? 
	     

	26. Would you welcome a chance to engage in advance care planning before you become ill – for example, when you go for your mid-life Health Check – rather than after a diagnosis of a life-threatening condition?
	     

	27. How could training and education make choice and shared decision-making a part of healthcare professionals’ working practices?
	See answers to question 1 and question 21

	28. How can we help people to learn more about how to manage their health?
	     

	29. What help should be available to make sure that everyone is able to have a say in their healthcare?
	     

	30. Who would you like to go to for help with understanding information and making decisions and choices about your healthcare, or that of someone you support?
	Specialists (whether they be occupational therapists, doctors or nurses) are seen to be the experts. It would be reasonable that these people would provide the best information for patients.

	31. How can we make sure that carers’ views are taken into account when the person they support makes a healthcare choice?
	Carers should be fully invoved in the choice of those they care for but it must be ultimately up to the patient to choose their treatment. If such a choice is likely to impact on the carer then the NHS must provide additional support for the carer. 

	32. What information and support do carers, parents, guardians and those with powers of attorney or deputyship need to help others to make choices or to make choices on others’ behalf?
	     

	33. What information and support do voluntary sector and patient-led support groups need so that they can continue to help people to make choices about their healthcare?
	These organisations will need the same information as the individual: a knowledge of all different services, professionals and treatments; full access to available statistics on various treatments and services; and access to trainned professionals to give expert advice. 

	34. How can people be encouraged to be more involved in decisions about their healthcare?
	See previous answers

	35. Would decision aids be a useful tool for healthcare professionals and their patients and service users? Are there any barriers to their use?
	Decision Aids may be useful as tools but because each individual patient will have specific and different needs they cannot be a substitute for the advice of trained professionals with knowledge and experience.


	Making it Happen

	36. How should people be told about relevant research and how should their preferences be recorded?
	     

	37. How can we encourage more healthcare professionals to use Choose and Book when they make a referral?
	     

	38. How can we encourage more healthcare providers to list their services on Choose and Book?

	     

	39. How else can we make sure that Choose and Book supports the choice commitments in chapter 2?
	     

	40. Do you agree with the proposed approach to implementing choice of named consultant-led team? What else would you suggest needs to be done?
	Whilst this may be a good idea in principle, there may be practical problems as each team only has a finite amount of time. "Top" consultant-led teams may become massively over-subscribed. 
The proposal does also place emphasis on the consultant being the only important player in the treatment process. Patients would receive better choices if other services, such as rehabilitaion services were also rated.
Consultants may also refer to consultant occupational therapists and this must be recognised.


	41. Do you agree with the proposed approach to establishing a provider’s fitness to provide NHS services? What other criteria would you suggest?
	The College would generally agree with the approach. However, we would like to see support put in place for small providers. Further consideration is needed to enable new innovative service providers and businesses to enter the market. Without a range of providers there will be no real choice for patients.

	42. Should this approach apply uniformly to all providers, no matter what size, sector and healthcare services that they provide? For example, should a small charity providing only one healthcare service to a very localised group of patients be subject to the same degree of rigour as a large acute hospital that delivers a range of services to a regional catchment of patients?
	Yes, if the above comment is heeded.

	43. Do you agree that an “any willing provider” directory should be established to make it easier for commissioners to identify providers that are licensed and have agreed to the NHS standard contract terms and conditions?
	Yes.

	44. The White Paper indicates that the Government will explore the potential for introducing a right to a personal health budget in discrete areas. Which conditions or services should be included in this right?
	Most services should be looked at. However, emergency care would probably be self-excluding.


	Safe and Sustainable Choices

	45. How can we make sure that any limits on choice are fair, and do not have an unequal effect on some groups or communities?

	Attention should be given to difficulties across rural areas in accessing services. 

There should be appropriate advocacy for those who need it.

There should be system of conflict resolution between commissioners and providers.




	46. What do you consider to be the main challenges to ensuring that people receive joined-up services whatever choices they make, and how should we tackle these challenges?
	Many people often have complex needs requiring support and intervention from a number of agencies. A significant challenge to joint working across services from health, social care and voluntary sector appears to be flexibility of funding. The executive summary for evaluating the Partnerships for Older People Projects (POPPS)  states that moving monies around the health and social care system was a huge challenge, and proved an insurmountable one where budgets were the responsibility of more than one organisation.
There should be closer consideration of those who are in a number of different care pathways. For example, many older people fall into more than one care pathway (for example people with dementia requiring a hip replacement) and there is often limited or poor liaison across services. In 2000 the Audit Commission found that there was little joint planning and working for people with dementia across health and social care.


	47. What do you consider to be the main risks to the affordability of choice and how should we mitigate these risks?
	     

	48. How far should we extend entitlements to choice in legislation and hold organisations to account against these?
	Choice should be fully set out in legislation so that all patients can be certain of their rights and entitlements. Consideration must also be given of the NHS Constitution and whether these rights and expectations apply to contracted services as well as those working directly for the NHS.

	49. Where no specific right to choice applies, how can the Board best encourage GP consortia to maintain and extend the choice offer?
	     

	50. What is the right mix of measures to encourage GP consortia to offer appropriate choices to their populations?
	     

	51. What is the best way to gather patient feedback about the extent to which commissioners have put in place choices?
	     

	52. Are the responsibilities of organisations as outlined enough to: 

- ensure that choices are offered to all patients and service users where choices are safe, appropriate and affordable? 

- ensure that no-one is disadvantaged by the way choice is offered or by the choices they make? 


	No. See issues raise in question 45.

	53. If you do not get a choice you are entitled to, what should you be able to do about it?
	There should be a complaints procedure and a right of appeals outlined in the paper.

	54. What are the main risks associated with choice and how should we best mitigate these risks?
	There is a risk that some people will advocate more assertively than others - groups that may have difficulty being heard include people with learning disabilities and dementia, frail older people, older people from minority ethnic backgrounds.


Please send your responses via email to:

ChoiceConsultation@dh.gsi.gov.uk
or via post to:

Consultation Responses

Choice Policy Team
Department of Health, 

11th Floor, New Kings Beam House

London

SE1 9BW

Comments should be received by 14 January 2011.
A summary of the response to this consultation will be made available before or alongside any further action, such as laying legislation before Parliament, and will be placed on the Department of Health consultations website at:

http://www.dh.gov.uk/en/Consultations/Responsestoconsultations/index.htm
+ Options for Organisation type
· GP
· Nurses

· Health Visitors

· Clinicians

· Managers

· Commissioners

· SHA

· PCT

· Regulatory Body

· Academic/Professional Institution

· Employer representative

· Employee representative

· Trade Union

· Local Authority

· Social Care Provider

· General Public

· Patients

· Carers

· Service Users

Liberating the NHS:
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