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A voice for women’s mental health







About Wish

Established in 1987, Wish is the only national, user-led charity working with women with mental health needs in prison, hospital and the community. It provides independent advocacy, emotional support and practical guidance at all stages of a woman's journey through the Mental Health and Criminal Justice Systems. Wish acts to increase women's participation in the services they receive, and campaigns to get their voice heard at a policy level. It is unique in its long-term commitment to each individual, as they move through hospitals, prison and the community.
Context

· NHS improvements since 1997 are significant. These include shortened waiting times, record levels of satisfaction and life expectancy increasing for all social groups
· Challenges facing the NHS include:

· an ageing population

· growing chronic health needs

· widening health inequalities

· continual restructuring initiatives

· trend towards the opening up of the provider market to non-public sector providers

· the growing availability of expensive technologies
· Establishment of NHS Constitution in 2009 enshrined rights to equal and good quality health care

· The government published a new Mental Health Strategy in 2010 setting out its commitment to improving the quality of and access to mental health services
· Since the Comprehensive Spending Review in 2010 and the 2011 Budget there has been a stagnation of funding for the NHS. The ‘Nicholson Challenge’ seeks to find savings of 4% each year in the NHS, amounting to an unprecedented £20 billion by 2015
· The Secretary of State is proposing wide-reaching changes in the Health and Social Care Bill, the largest piece of health legislation since the creation of the NHS

· No piloting has been carried out so the likely impact upon an institution as large and complex as the NHS is difficult to anticipate. Available interpretations of the possible consequences vary widely

· Opposition prompted a ‘pause’ in the passage of the Bill and a two month listening exercise run by the Future Forum

· An amended version of the Bill is expected before Parliament in September 2011
Summary: initial proposals in The Health and Social Care Bill

Costs- the proposals
NHS funding was ring-fenced during the Comprehensive Spending Review in 2010 and the 2011 Budget but with no increase in funding and rising demand the NHS is having to save £20 billion through increased efficiencies and reductions in management staff numbers. This is the backdrop against which the
 Secretary of State for Health, Andrew Lansley, seeks to increase the NHS’s value for money. He believes that reforms he proposes will contribute towards £5 billion of savings by 2015. The changes to NHS structure, governance and commissioning will officially cost £1.4 billion, including staff redundancies at a cost of £1 billion. However others say the cost is likely to be closer to £3 billion.


The expectation that costs will be saved is based upon the belief that management cost will be reduced, the cost of services will be driven down through competition and resources will be used more effectively as the ‘hands-off’ approach from government allows for innovative responses to healthcare needs. With regard to the latter approach, integrated healthcare is the approach being discussed most widely and is championed by organisations such as the Kings Fund.
 It proposed the integration of services as the key solution to the population’s changing healthcare needs and the cost these incur. Services that are traditionally separated by different funding, targets and ways of working should be allowed to or even encouraged to become integrated. For example, care for those with long-term conditions such as dementia might be better served by social care and health services using preventative strategies and collaborating, thereby avoiding duplications or gaps in services. However, others point to the risk of institutional divisions shifting from professional groupings to condition-based groups. Furthermore, sufficient evidence of the effectiveness (both in terms of costs and outcomes) of integrated healthcare has been questioned
. Nonetheless this part of the proposals remains unchanged.
Competition- the proposals
Monitor will become an economic regulator of the health sector and will have the role of promoting competition and policing anti-competitive behaviour. Greater competition, it is argued, will increase quality and reduce cost. This extension of previous policies, allowing greater involvement of the private sector, has been the focus of much criticism. Concerns have included the practice of private providers cherry-picking profitable services making the NHS unsustainable, the risk of cheap and poor quality services, the lack of information that will enable services to be compared for their quality, the emphasis on competition risking the development of collaboration or network building and, ultimately, the erosion of a national public health service free at the point of delivery.
Competition- how the proposals have changed

Monitor should promote patients’ interests and encourage competition as one means to achieving better quality rather than promote competition as an end in itself. Price competition has been ruled out. Instead commissioners can compare providers in terms of the outcomes they can achieve with prices being based upon set tariffs. These changes are seen as some steps towards limiting the negative consequences of competition. Nonetheless, Monitor remains an economic regulator, rather than one evaluating the NHS on its provision of quality services.

Choice- the proposals
The reforms seek to enshrine choice for the patient as a key principle of the NHS. This goes hand-in-hand with the expansion of competition described above and the new commissioning structures set out below. Choice, it is said, will include greater say in treatment plans and service use. However, information about how this will be implemented at a time of budget constraints has not been set out. It has already been observed that when budgets are constrained commissioners already seek to inhibit patient’s choice of service provider.  
Choice- how the proposals have changed

It still appears that the extent of choice for patients will be limited to choice of provider. Despite statements about ‘no decision about me without me’ the concept of choice being embedded through the reforms is one of choosing provider and it supports the implementation of competition to a greater degree than it supports choice in terms of patient-centred care.

Commissioning- the proposals
The reforms include significant changes to the way NHS services are commissioned. Primary Care Trusts and Strategic Health Authorities will be closed down to be replaced by small groupings of GP practices. These will be known as GP Consortia and they will receive 80% of the NHS budget from the national body, NHS Commissioning Board. The Government’s reforms would impose a deadline of April 2013 for GPs to join a consortium. By January 2011 141 pathfinder consortia had been set up covering 50% of the population, suggesting they would eventually number about 300. With the remainder of its budget the NHS Commissioning Board will provide directly for primary care services and high security psychiatric services. Concerns about this new commissioning structure have included the quality and consistency of commissioning, the potential for perverse incentives (creating a conflict of interest if those buying services and being rewarded with a premium for cutting costs are the same people providing services) and the loss of commissioning expertise and strategy through the closure of Primary Care Trusts and Strategic Health Authorities and the conferring of huge budgets to untested groups.
Commissioning- how the proposals have changed

The GP consortia have been renamed Clinical Commissioning Groups, reflecting the new requirement that specialist clinicians and nurses are involved. Further changes and clarifications are the extension of the Clinical Senates to provide specialist advice on certain medical conditions and the removal of the 2013 deadline for GPs to sign up to the commissioning consortia.

Governance- the proposals
Significant governance changes that the government propose include changing the duties and role of the Secretary of State for Health, developing the body Monitor as an economic regulator, increasing market forces within the provision of health and creating new points of involvement for patients and service users. The direct duty upon the Secretary of State to provide a national health service was to be removed, delegated entirely to NHS Commissioning Board and the GP Consortia. The Secretary of State would, instead, hold the Board to account. The focus of the health secretary’s role would change to be eradicating health inequalities and overseeing measures to address public health, rather than the provision of healthcare. HealthWatch England will be set up, connected to the Care Quality Commission, to champion service users’ views. Local branches will provide fora where non-professionals can hold their local services to account. A variety of points drew criticism: 
· The new relationship between the Secretary of State for Health and the NHS. 
· The plan for non-essential services to be allowed to fail in order to allow market forces to act within the NHS. There was questioning of which health services could justifiably be named non-essential and whether the consequences of service failure were something the government should allow at all. 
· The health reforms claim to be a vehicle for moving towards health practices reflecting the maxim ‘nothing about me without me’. However, concerns were expressed about the weakness of the service user involvement, especially within commissioning.
Governance- how the proposals have changed

Some key amendments to the Bill since the listening exercise have been on issues of governance. One amendment was the reinstating of the Secretary of State for Health’s statutory duty to promote a comprehensive health service. Yet accountability for the NHS still remains weakened by the government’s proposal. The campaign group 38 Degrees have commissioned a legal examination of the issues and have concluded that legal and parliamentary accountability for the provision and performance of the NHS has been eroded.
 Another area of concern, the exclusion of service users from commissioning, has been partly addressed through an amendment which requires service users’ representation on the Commissioning Board. However, the breadth of the group represented, and how protected characteristics such as gender are to be considered, is not clear.

Local decision-making and public health- the proposals
Public Health England will be set up within the Department of Health and take on responsibility for the local delivery of public health services. Funding for these services will come from Local Authorities’ new ring-fenced public health budget, beginning in 2013-14. This budget will be weighted to take account of regional inequalities and is estimated to be equivalent to 4% of the current NHS funding. Health and Wellbeing Boards in each local area will promote integration between health and social care services.
Local decision-making and public heath- how the proposals have changed

Health and Wellbeing Boards are given more powers, including the ability to refer commissioning plans back to the Clinical Commissioning Group or the NHS Commissioning Board if they are not satisfied that it addresses local health needs. However, they still do not have the power to veto proposals. The independence of the new group Public Health England is being backed up by new plans to create it as an executive agency of the Department of Health rather than being housed within the department. 

Gender
Women

Gender affects the type of engagement people will have over their lifetime with social care and health services. In the case of women the proposals for the NHS changes should be considered in the context of women as a group being: 
· more likely to be carers of children and adults and more likely to engage with health and social care services on their behalf

· more likely to experience disability due to longer life expectancy 
· more likely to be in poverty
· more likely to be affected by the cuts to NHS staff numbers, making up the majority of public sector employees. 
Plans to cut the number of employees by 24,500 are likely to have an effect upon women. With regards to women as users of health and social care services, the Women’s Health and Equality Consortium stated that the Future Forum’s recommendations improved the Health and Social Care Bill but there is still much of concern. The Equality Impact Assessment accompanying the white paper states that under the proposed reforms patients would have more extensive rights to ‘information, choice and involvement’, which should benefit those who are disempowered by lack of information or say in their treatment. What this means in practice is uncertain. Ultimately, the likely impact on individuals and the quality and breadth of services they have access to depend upon your interpretation of the consequences of the structural changes. Some more specific points relating to women, particularly issues of importance to those Wish works with are set out below.
 

Statutory duties

The Bill brings into being a new legal duty to give regard to health inequalities which the Secretary of State for Health and key bodies will be subject to.  This may contribute to greater attention to the needs of protected groups listed under the Equality Act 2010. However, national inequalities and institutionalised discrimination may be difficult to challenge at a local level. Furthermore inequalities may be exacerbated or addressed in a patchy manner because of the flexibility given to local decision-makers. The Equality and Human Rights Commission, have also put forward questions about how this will interact with the equality duty under the Equality Act 2010. 

Violence against women

It is possible that a more fragmented approach to service commissioning through the GP Consortiums/Clinical Commissioning Groups will work against national strategies that address violence against women.

Complex needs

The requirement that commissioners plan services for the whole population, not just those registered with GPs is a positive step for those who are socially excluded and not engaged with primary health services. However, if concerns about private providers cherry picking profitable services to the detriment of the NHS are valid, those requiring multiple, intensive and expensive interventions to address their complex needs may be ill-served by this new model of service provision. 
Potential for more integrated care as commissioning is less regulated
If integrated care is adopted more widely it may benefit those with complex needs, for example those with combinations of mental health, physical health and support needs who may have more coordinated programmes of care and support.
Service user involvement
Nothing about me without me

This radical principle championed by user-led groups is, on the face of it, being mainstreamed within the government’s new proposals. However, the mechanisms for this to become a reality appear weak. Genuine service user involvement has the potential to improve services immensely by identifying the aspects of services that have a positive affect and those that are unhelpful or harmful
. Health Watch groups and Health Watch UK are intended as forums where patients will have a say in NHS policy and commissioning. However, Rethink and other groups representing people using health services have proposed extensive amendments that they argue are necessary for enshrining the principles of meaningful consultation, choice over treatment and reflective service provision in the NHS and to make this a reality. 
Localism

Increasing choice and democratic, local accountability is a stated aim in the White Paper and the Bill. This is entwined with the government’s allocation of responsibility for public health to local authorities and the desire to give the majority of NHS Commissioning power to local groups of GPs. Concerns have been voiced about who will dominate discussions at the local level and what the fate of unpopular causes, such as the health of offenders, might be.
Democracy

The creation of Health and Wellbeing Boards and HealthWatch groups is intended to present opportunities for groups that have often been excluded to have a say in the direction of funding and provision. The capacity of the stretched third-sector to support those traditionally excluded is cause for concern. Little detail on the likely composition of these groups and limited powers makes it unclear how this widening of involvement will take place and the effect it will have. 
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