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Dermatology Procurement Engagement and Consultation Programme

April - June 2014

1.0 Executive Summary
1.1 Between April and December 2014 Dermatology Commissioners are seeking to procure
a Community Dermatology Service to move a significant proportion of non-urgent
Dermatology care from a hospital setting into the community.
1.2 Service improvement priorities include facilitating more rapid access to appropriate
expertise closer to where people live; the promotion of self-management for patients with
existing Dermatology conditions; reducing waiting times; maximising use of non-surgical
interventions; improving patient experience and patient outcomes; and delivering improved
value for money.
1.3 Commissioners have designed the procurement process to enable patient’s, carers and
members of the public to give their views and preferences to the procured service via a
public consultation. The views captured from the consultation will be incorporated into the
Invitation to Tender, and also into the Key Performance Indicators for the new service.
Commissioners asked the Communications and Engagement Team to assist in gathering
and interpreting the views of patients and the public on the past, present and future of
Dermatology services in the London Borough of Hillingdon.
1.3.1 The Team worked principally with Hillingdon Libraries (to secure a pan-Hillingdon
group of interviewees), the Community Cancer Centre in West Drayton (to investigate comorbidities and the relationship between Dermatology and Mental Health, and to engage
and involve Carers) and Brunel University (to target younger people through digital social
media).
1.4 The Communications and Engagement Team adopted a community-based modular,
hybrid approach to consultation and engagement in order to gather the broadest, deepest
and most inclusive feedback.
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1.5 The team discovered close links between dermatology and other conditions, including
cancer and mental health. The team was able to incorporate public health messages into
the engagement activity to promote self-management and the most appropriate use of NHS
services.
1.6 Data from the Engagement exercise revealed wide support for the introduction of
Consultant led community clinics.
1.7 A broad range of themes was identified that offer a useful starting point in assessing the
degree of support for the proposed changes and the challenges that remain.
1.7.1 Issues identified include lack of confidence in current GP knowledge of skin conditions;
inconsistency of diagnoses particularly in primary care; difficulties engaging with and gaining
access to GP services; patients feeling dismissed and not listened to particularly in primary
care but also in secondary/specialist care; and patient dissatisfaction with long waiting times
for appointments, referrals and treatment.
1.8 Problems were also identified with patient and public perception of hospital services.
1.8.1 These include concerns with hospital hygiene (with Paget Ward singled out for
criticism); perception that hospital staff are more highly qualified/professional/knowledgeable
than staff based in the community
1.8.2 Respondent also spoke about the need for better communication between primary,
secondary and community services, and the need for improved communication in hospitals
(with Bevan Ward singled out as not comprehensive, careful or sensitive enough)
1. 9 The concept of community clinics was strongly supported as a vehicle for more holistic
integrated care.
1.9.1 Respondents felt that they would provide easier, more convenient access to services,
helping to remove barriers to care.
1.9.2 Respondents perceived community-based services as more personalised, welcoming,
friendly, relaxed and respectful of all patients and visitors
1.9.3 Respondents stressed the need to ensure patients are aware of what skin conditions
will be suitable for treatment in community based clinics to help alleviate concerns around a
lack of resources and expertise when shifting from hospital care, and to ensure patients are
not rushed through appointments
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1.9.4 There was support for additional/new appointment booking systems and assessment
techniques.
1.9.5 There was broad support for wider patient choice and flexibility in the system around
appointment times/days as well as choice of consultants/hospitals.
1.9.6 At end of May 2013 almost 400 formal surveys had been completed. At a conservative
estimate a further 15,000 people were involved at some level in the engagement exercise, if
only as recipients of information, though levels of absorption of this information would be
challenging to measure.
2.0 Purpose of the Consultation
2.1 The purpose of the Consultation is to inform the Invitation to Tender (ITT documentation)
and in turn to input into the Key Performance Indicators (KPIs) for the new service.
2.2 The new Provider will be obliged to carry out regular patient surveys. The design of
these surveys will be informed by the KPIs, which in turn have been informed by the
Consultation.
3.0 Methodologies Used
3.1 A range of methodologies was used to ensure optimal engagement and to fit with the
needs and preferences of those taking part. The table below sets out the range of
approaches used.

Hillingdon Libraries:

1. Public computers booked by
contacting Library Manager

Botwell Green Library

2. Refugee Council Advocate sourced

Uxbridge Library

on the basis of community knowledge

Ruislip Manor Library

and language expertise
3. Advocate trained in online survey
capture by CCG
4. Area reserved in library for patient
and public engagement
5. Library staff briefed to direct people
to the reserved PCs
6. Outreach staff from the C&E team
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and the Refugee Council volunteer
approached people in the library on
arrival asking them to participate in
the survey
7. Staff support consultees in reading
the survey introduction online and
providing translation where needed
into four major community languages
via two Refugee Council volunteers,
one bilingual and the other trilingual.
8. Consultees complete survey online
and are thanked for their time
Brunel University Students

1. Students stand on campus
thoroughfares with paper surveys
2. Students contact clubs and societies
asking to line the survey on their
websites
3. Students attend University societies
to introduce and promote the survey
4. Visiting Brunel Volunteering Dept.
5. Publicizing opportunity
6. Training the volunteers to go out,
briefing them on Health and Safety
when undertaking engagement work
7. monitoring the volunteers’ levels of
activity - in Brunel University
campus/ library and Uxbridge town
8. writing copy for student magazine
with pictures of Brunel volunteers
working on the NHS project and
sending it to the Editor
9. manually inputting survey data (40
surveys)

Focus Groups

1. liaise with Community Cancer Centre
2. liaise with Commissioners
3. design focus group introduction
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4. brief note taker
5. brief community cancer centre on
attendees required
6. attend centre and conduct focus
group with note taker capturing
content
7. thank the Centre for their contribution
and ensure they are mentioned in
subsequent publicity
Carers‘ Impact Assessment
A formal CIA was attempted however it was
deemed inappropriate to carryout the
full analysis at the meeting due to the
high emotions shared by members
within the group.

4.0 Findings
4.1 A thematic technique was employed when examining both survey responses and data
from focus group discussions, to identify recurrent themes and meaningful patterns. An
inductive, exploratory approach was used to investigate, group and code data.
4.1.1 At the time of analysis, data from 392 surveys had been collected. 25% of respondents
currently have a skin condition and 20% have recently received care for a skin condition.
4.2 The text of a statistical analytical report is quoted below:
Support for Consultant led community clinics.
When asked if they would support a Consultant led community clinic the vast majority of
respondents (84%) said they either strongly supported or supported the proposal. Only 3%
objected or strongly objected to the idea.
35% Strongly support
49% Support
The main themes that emerged around support of the proposal included:
Convenience and easier access to care
Reduction of waiting and response times for an appointment
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Reduction of travel time
Wider availability of specialist care
Reduction of waiting time for hospital treatment
Cost efficient
A number of respondents felt that the benefit of local services would allow for the availability
of specialist information and treatment and that the reduction of travel would reduce stress
levels. Others said that Consultant led clinics would provide more personal services that may
help to build relationships, rapport and engender greater trust. Respondents also felt that
local clinics can offer more efficient care and cater for specific conditions reducing the need
for everyone to attend a central clinic that often results in stress on logistics and facilities.
Some also suggested that local clinics would encourage the use of services and therefore
support earlier diagnosis and treatment and that it would increase equality of access
particularly for vulnerable patients, those with mobility problems and those who lack easy
access to public transport. Several respondents mentioned the difficulties in accessing
hospital services for those living in the northern part of the borough.
Respondents who did not support the proposal said that consultant care is better provided in
hospitals where there are additional services available, like labs, which may be required in
further diagnosis of the skin condition. Some respondents were concerned that there would
be a lack of access to immediate hospital treatment if needed and that more people could be
seen in hospitals. Others felt that existing services are adequate or that new services would
be a waste of money.
While there is wide support for the proposal, a number of responses suggested that there
may need to be more information given about the types of skin conditions suitable for
treatment in community clinics. Reticence to move away from hospital care often focused
around the inability of community clinics to treat serious conditions. One respondent
commented:
‘Some conditions can be simple and treated with creams and lotions. However, conditions
like skin sarcoidosis need a range of tests- X-ray, peak flow, lung capacity, eye examination,
which are easier to organise in the hospital. If you are in the system then the appointments
are quicker.’
Important factors when visiting a health clinic
Respondents were asked to rank in order of importance, what factors matter most when
visiting a health clinic from pre-selected choices. The majority (68%) indicated that
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closeness to home was the most important factor. Access to public transport followed with
(16%). The results in ranking order are as follows:
1.

Closeness to home

2.

Public transport

3.

Car parking

4.

Closeness to other services

Other important factors given included:
Welcoming, trustworthy, compassionate, respectful and friendly staff
Flexible appointment times that are kept
Short waiting times
Quality of care
Being listened too & taken seriously
Personalised care
Reputation of clinic
Appropriateness of medical setting
Good service
Expertise & experience of clinicians
Effective reliable communications
Proper patient and time management
Privacy & confidentiality
Relaxed, polite atmosphere
Provision of health promotion information
Longer appt times
Good directions and signage
No overcrowded clinics
Clean hygienic environment with comfortable waiting rooms
Many respondents felt that the other factors listed were more important than the four choices
offered on the survey. For instance, one respondent stated:
‘Yes, more important than any of the above, is that the clinician has read my notes in
advance of my attendance and I don't have to repeat my story more than once.’
Another wrote:
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‘Everything in one place, skin biopsy, medication, advice, treatment etc.’

Most important factors when making an appointment
Respondents ranked late evening/week day (26%) and Saturday (25%) appointments as
almost equally important. Being able to change appointments online (21%) ranked 3rd.
Factors ranked in order of importance:

1.

Late evening/week day appointments

2.

Saturday appointments

3.

Being able to change appointments on line

4.

Text reminder of appointment time

5.

Telephone reminder of appointment time.

Other important factors included:
Availability & ease of use
Online appointments
Quick & efficient booking system
Reduce waiting time on phone
Ability to choose consultant & hospital online
Variety & flexibility of appointment times
Availability of short notice-emergency appointments
Ease of cancelling appointments
Ability to make appointments in advance
Other responses indicated a desire for a more personal service, citing a dislike of
‘impersonal’ automated or online booking systems. Many respondents commented on the
need to get through to clinics promptly. There was also some support for open walk-in clinics
and language support services. One respondent felt very strongly that, ‘customer service being treated as a human rather than a "patient" or "client" ‘ was of particular importance.

Additional services available for patients with a skin condition
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Responses ranked in order of importance:
1.

Telephone access to support and advice from a healthcare professional (44%)

2.

Patient education and information (42%)

3.

Skin support group (12%)

Preference of location when being seen by a Dermatology Consultant

Community clinic near to your home
When respondents were asked where they would prefer to be seen the majority (52%)
indicated in a community clinic near their home. Reasons cited broadly reflect those given in
response to support of a move to community based clinics: reduction of travel time, easier
access, convenience, need for consistency and more personalized care, motivation for
greater uptake of services, promote equal access and reduced waiting times. Other reasons
included:

Closeness of dermatologist very important
Feel more comfortable using local services
Offer specialised services
Reduction of parking difficulties & fees
Dislike of hospital environment and Perception that hospitals are unclean
More approachable service
Direct access to consultant
Overall, most respondents were happy with the idea of community clinics providing that full
dermatology services were available. Furthermore, many respondents felt that GPs lacked
specialist knowledge and that this had led to misdiagnoses and ineffective treatment of their
skin condition.
GP discussion first
Feedback from respondents who indicated that they were not sure and preferred to discuss
this with their GP first, (24%), felt that more reliable and better information on options would
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be offered at surgeries. Many wanted help with decision making and felt their GP was best
placed due to the personal relationship, knowledge of patient history and trust that exists.
Other respondents said they felt more comfortable discussing their condition with their GP.
Overall, responses indicate that confidence in a GP’s judgement and ability to make
treatment choices was the deciding factor.

Hospital based clinics
23% of respondents indicated a preference to attend a clinic based in a hospital. Many
comments focused on the perception that hospitals have more professional staff and that
better care and advice would be available. More generally respondents indicated that they
felt safer and had more confidence in hospital based services because they perceived that
the doctors there were better qualified, professional and knowledgeable which, engendered
greater trust in the quality of care. And that more effective treatment could be provided in a
hospital setting.
Other reasons given for this choice included: 1) More equipment for diagnosing & treating
conditions; 2) Access to other services/further treatments available; 3) Better transport links;
4) Condition taken more seriously in hospital and; 5) Less familiarity with community based
clinics.
It is also important to note that some respondents felt that they did not have enough
information to form an opinion and others felt that their choice would depend on the severity
of their skin condition. Again, this suggest that higher visibility and clarity of the proposal may
be necessary and that better and more detailed information provided to the public is required
to affect misperceptions of community care which can influence behavioural intentions.

Initial assessment of skin condition by GP
Respondents were asked how happy they were with the initial assessment of their skin care
condition by the GP. Out of 124 responses 31% said that they were happy while 13%
indicated that they were Very happy. Of those who felt negatively about the GP assessment,
18% indicated that they were Very unhappy and 12% were unhappy and 26% of
respondents where neither happy nor unhappy.
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Positive responses broadly suggested satisfaction with the quality of examination, diagnosis
and treatment given as well as the quality of information and advice offered and that a
referral was made. Other comments included: helpfulness of GP; ease of communication;
GP knowledge and; additional.
Negative comments roughly focused on a lack of confidence in GP knowledge about skin
conditions, which many felt led to a misdiagnosis or a vague diagnosis being given, resulting
in worsening of the condition. Some responses suggest that there is dissatisfaction due to a
perceived dismissive attitude exhibited by some GPs and did not feel they were taken
seriously. Others commented that too little information and advice was given, that the quality
of advice was low and treatment options were either not given or not explained fully enough.
Many respondents were also unhappy that no referral was made to specialist services and
felt that there was a general unwillingness to refer.
Other comments included: 1) Short consultation times, 2) Inconsistency of diagnosis (when
consulting more than 1 GP), 3) Long wait for referral (some reported waiting up to 2 years),
4) Intermittent care given/ lack of consistency of care and, 4) Failure to recognise the
psychological impact that skin conditions can have on suffers.
One respondent summed it up in this way:
‘Incorrect diagnosis leading to steroid induced rosacea. Unsympathetic GP's with little
knowledge of common skin conditions (ezcema, seborrhic dermatitis): A general feeling that
if you look healthy (for example, no life threatening illness or the patient is not overweight
and therefore not a problem or future problem for the health service) then the skin condition
is only minor. Very little is done to assess the psychological impact on the patient's quality of
life and no mention has ever been made of support groups. Quite frankly, the impression is
that GPs know very little about skin conditions (even common ones) and do not consider
them on a par with other health issues.’

Treatment of skin condition by GP
Respondents were asked how happy they were with GP treatment of their skin condition.
Out of 122 responses, 25% indicated that they were happy and 13% were Very happy.
Overall comments focused on the quick treatment and improvement of the skin condition.
Responses from those who felt negatively about their treatment experience, (18%) unhappy
and (11%) Very unhappy, indicated that many respondents felt that the problem was not
solved and as a result the condition worsened or that ineffective treatment was offered which
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only relieved symptoms temporarily. Others again commented on their lack of confidence in
the GP due to the belief that they do not have the degree of specialist knowledge necessary
for either diagnosis or treatment. Additionally, some respondents said that no advice was
given.
A selection of responses highlight a number of the issues identified:
‘had to go private in the end and had minor operation and check for skin cancer.’
‘I was given antibiotics for a basal cell carcinoma. I don't think I was taken seriously due to
my age.’
‘The treatment given was incorrect (steroids prescribed), very little effort was made to
determine the cause of the skin condition and only repeated asking lead to an appointment
with the consultant which eventually led to a diagnosis and proper treatment.’

Amount of information received for skin condition
Respondents were asked if they were happy with the amount of information received
regarding their skin condition. Out of 119 responses (30%) indicated that they were happy
and (10%) Very happy. Many respondents commented that the information given was
informative and others felt that there was good information on prevention.
Negative feedback from the (19%) of respondents who were unhappy, and (14%) Very
unhappy, centred around dissatisfaction that either not enough or only basic information had
been given that did not adequately help them to understand the skin condition. Some
respondents said that they had to research the condition themselves online.
There was a significant neutral response, (26%), that indicated they were neither happy nor
unhappy about the amount of information received.
Information sent to hospital
Respondents were asked how happy they were that information about the skin condition
was sent to the hospital in a timely way if a referral was made. 43% said they were either
happy or Very happy. However, 17% indicated they were either unhappy or very unhappy,
with some respondents citing reasons such as having to wait far too long for appointments
and being left with no support during this period as a major concern.
It is important to note that the low number of responses and the relatively high percentage of
those who were neither happy nor unhappy in this category (39%), may suggest that this
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question is not fully understood by respondents or that they do not have sufficient
information and knowledge about the process to answer this question fully. Furthermore,
both positive and negative comments focused broadly around quality of treatment and
difficulty of access, which may go some way to support this observation. It also appears that
at least some respondents based their choice on how long they had to wait for an
appointment although there may be other factors involved in waiting times for appointments
that do not reflect how quickly information was sent to the hospital, which is not made
explicit.
Dignity and respect
When respondents were asked if they were treated with dignity and respect, the majority
indicated positively (40% happy with this and 27% Very happy) out of a total of 105
responses. Feedback included:
Treatment offered in a polite manner
Respectful and sympathetic service
Understanding staff
A much smaller number of respondents (under 6%) were either unhappy or Very unhappy.
Negative responses included: feeling rushed, not listened to and of being dismissed. Some
also felt that the short appointment slots allowed minimal interaction between patient and
Consultant.
24 % indicated that they were neither happy nor unhappy.
Overall experience
Respondents were asked how there experience was overall. The majority (56%) said they
were either happy or very happy, while a little over 10% indicated they were either unhappy
or Very unhappy with their overall experience.
Positive comments broadly reflect responses already made throughout the survey such as
satisfaction with the quick treatment received and the good management and treatment of
the skin condition. Other responses pointed to the helpful staff, same day treatment and
convenient appointment times.
Negative feedback primarily centred around feeling that the problem was left unresolved and
that ineffective treatment was offered. Complaints about the long wait for specialist treatment
were common and the perception that GPs lack specialist knowledge resulting in a reduction
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of confidence was echoed. Similarly, some respondents felt that they did not receive follow
up care or that not enough information, advice or practical help was given.
Focus Group Discussions – Living with Cancer
Three focus groups were conducted in the community with both women and men living with
cancer. A number of broad themes emerged:
GP services
Negative themes:

1. Difficulties engaging with GP services
2. Fear of approaching doctors/ to busy (women’s group)
3. Inconsistency of diagnoses (different doctors for the same condition/same practice)
4. Short appointments/not enough time given
5. Overpopulated GP surgeries
A more positive response referred to the quick treatment received.
Hospital based services
All participants in the men’s group agreed that communication was not very good at
Hillingdon’s Bevan Ward. It was felt that the service was not comprehensive, careful or
sensitive enough and that improvement was needed. It was noted that parking was also an
issue at Hillingdon.
It was pointed out in the women’s group that bad hospital experiences reduce the chances of
patients returning to hospital for support and future treatment.
A more positive view put forward by one participant was that the dermatologist attended to
her very quickly and she found the consultation interesting and felt that a good amount of
information was given.
Community based services
It was felt that a number of benefits would be gained from community based clinics. Key
themes included: 1) Reduce long wait for a referral; 2) Reduce waiting time for appointments
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and the long wait for a diagnosis; 3) Need for speedier test results to alleviate anxiety and; 4)
Consultant led clinic opened up potential for more personalised service.
Other comments centred around the need to implement the changes effectively. Participants
felt that it would be good for senior hospital clinicians to get out more into the community but
that changes should be introduced gradually with resources in place to ensure that
implementation is handled properly. There was strong support for continual patient
participation and it was felt that this, along with ongoing communication with the public is
vital. Also that there may be a need to increase the number of dermatologists to cover
consultant led services.
Participants hoped that community based consultant led clinics would allow more time that
would encourage patients to reveal stressful aspects of life that may exacerbate ill-health
and alleviate feeling patronised and excluded from decision making, experienced by some
patients.
Move toward co-productive & collaborative care / New Appointment systems & diagnostic
techniques
Participants felt that the new model of care would foster more confidence in dermatology
services but reiterated that changes should be incremental and phased rather than
aggressive, which could prove de-stabilizing for both patients and the NHS. Even though
they agreed strongly with the general principle, they felt that 80% of Dermatology services
moving into the community would mover far too quickly.
Other points included:
1) Online appointments worked well and a good innovation;
2) Telephone appointments were a great idea; 3) Strong support for pictures of a skin
problem emailed to doctor for quicker prioritisation, if not diagnosis; 4) Approval of Skype
appointments and; 5) Communication about changes needs to be clear and accessible.

Patient and public engagement
It was widely felt that support from community organisations, such as the Community Cancer
Centre was crucial to ensure broad patient engagement. It was felt that public awareness of
service changes was important and it was suggested that the best way to do this would be
through local newspapers. ‘Also that information should be prominently displayed in GP

P a g e | 16
Practices. It was felt that the CCG is getting better at this, but there is still some way to go as
it is vital that information is cascaded to patients.
Other issues and suggestions that arose included: 1) Community cancer centre not big
enough and should be expanded; 2) Services delivered from the community cancer centre
would increase confidence and improve service uptake; 3) Telephone helpline a good idea,
but there needs to be a person on the other end, not a machine and; 4) Attention should be
paid to transport links.
Patient choice
It was felt that people are were unaware that different hospitals specialised in different
things. This needs to be corrected through improved communication.
Treatment of skin cancer
Participants shared a number of insights into the experience of skin cancer treatment. It was
felt that information given out at the hospital was much better than that provided by GPs both
for skin cancer and for a range of other cancers and that this needed to be addressed in any
move of services out of hospital into the community. This was said to be the main downside
of GP services, although other aspects were deemed to be positive. Others commented that
some GPs’ attitudes seemed less than committed to the welfare of each individual, as
though they were referring and washing their hands of the patient although it was thought
that this was only true in a minority of cases and that younger GPs were felt to be in more of
a rush.
In illustration of this point, one participant in the men’s group relayed a negative experience
when undergoing surgery to his ear for skin cancer. He commented that the doctor arrived,
hung his coat up, performed the procedure (badly) and left without speaking to him at all.
Carers Impact Assessment Focus Group
A number of broad themes were identified that help to highlight the experience and concerns
of carers. Issues identified included:
Hospital Care
Long waits at hospital
Hospital Acquired Infections, poor hygiene and cleanliness standards an issue
Paget Ward at Hillingdon Hospital singled out for criticism – (Ex. given of a
participant’s father left in blood stained clothes on the ward. Felt he was stripped of
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dignity, daughter left to help him due to no support of staff. Catheter blocked,
bedsores developed as patient left in own faeces and urine. Subsequently developed
MRSA on ward. Patient felt that he was left feeling despondent and uncared for and
desperate to leave hospital)
Vital need for more staff and those dedicated to caring for patients
GP Care:
GP surgeries perceived as cleaner than hospitals however, it was noted that some GPs also
fail to wash their hands so, it was felt that hygiene is an overall issue of concern. It was
suggested that a list of patients needing a house call would be beneficial so visits are made
routinely. Participants missed the closer relationships with GPs that existed in the past
thought it would be beneficial if home visits were seen in a more positive light complimented
by district nurses who would provide follow up care. It was also felt that some GPs were
dismissive possibly due to the brevity of appointments and that short time slots would have
to be expanded to accommodate any addition of specialist services.
Communication with some GPs remained problematic and long waits for primary care (2
weeks reported) caused symptoms and overall health to worsen. Participants also
expressed concern that GPs were not responsive enough to the needs of housebound
patients (example of having to call in relatives to change dressings).
Dermatology services
Key points:
Unhappiness with being discharged from service with no discussion
Concerns with ineffective treatment
Confusion about how to access services if needed after discharge
Ongoing difficulties with dermatology treatment and diagnosis for cancer patients.
Felt that contact with dermatologist and other specialist can be frustrating when
dealing with so many health issues and problematic when needing to fit with other
specialties
Some experience of dermatologist not listening to concerns of patients causing great
frustration (example of mother advocating for child and feeling dismissed)
Problem with patients being sent back and forth between GP, hospital and specialist
services
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Communication/medical records
Main points:
Lack of communication between Hospital/GP/Dermatology service causes confusion
particularly for more vulnerable that can result in prolonged/ misjudged care (Ex.
given of being sent 3 different hospitals address)
Patient delivery of medical records problematic, particularly during an emergency
admission to hospital (Ex. given of specialist hospital telling patient to go to GP to
request/ update file and manually deliver)
Patient records being lost still a problem
Community Care
Key points:
Complaints of lack of care shown by district nurses
Argument witnessed between community nursing team and practice nurse unprofessional and off putting
Community nursing and schools need to be better linked up (Ex. of school not being
allowed to administer a cream to a child)
Other issues identified:
Ongoing communication problems in both primary and secondary care a big concern
Need/desire for mobile GP facility to assist access for very ill/disabled/vulnerable
patients
Extra help and support needed in the community for vulnerable patients and those
with mobility problems
More voluntary support services needed
Support for satellite hubs
Support for adoption of a more holistic approach, consultants placed out into the
community closer to patients
Concern about wide access to computer records
Conclusion
The results reveal that there is wide support for the introduction of Consultant led community
clinics. A broad range of themes was identified that offer a useful starting point in assessing
the degree of support for the proposed changes and the challenges that remain. The
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analysis revealed insight into patients’ perceptions and experiences with regards to primary,
secondary and community care that will need to be carefully considered to ensure that
patients and the wider public are made aware of and understand the benefits of change and
to help mitigate against some of the more persistent negative perceptions of community
care.
Key points to consider:
GP Services
Dissatisfaction of quality of diagnosis and lack of confidence in GP knowledge of skin
conditions
Inconsistency of diagnoses particularly in primary care
Difficulties engaging with and gaining access to GP services
Patients feeling dismissed and not listened to particularly in primary care but also in
secondary/specialist care
Patient dissatisfaction with long waiting times for appointments, referrals and
treatment
Hospital Services
Hygiene concern in hospitals (Paget ward singled out for criticism)
Perception that hospital staff are more highly qualified/professional/knowledgeable
than staff based in the community
Need for better communication between primary, secondary and community services
Need for improved communication in hospitals (Bevan ward singled out as not
comprehensive, careful or sensitive enough)
Community based clinics
Strong support for more holistic integrated care
Provide easier more convenient access to services resulting in helping to remove
barriers to care
Support for what is perceived as the provision of more personalised services
Primacy of the need for clinics to overall be welcoming, friendly, relaxed and
respectful of all patients and visitors
Need for continual patient and public engagement throughout the process of change
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Need to ensure patients are aware of what skin conditions will be suitable for
treatment in community based clinics to help alleviate concerns around a lack of
resources and expertise when shifting from hospital care
Need to ensure that clear advice and information is given and that patients have
enough time to talk through their concerns and not rushed through appointments
Support for additional/new appointment booking systems and assessment
techniques
Support for wider patient choice and flexibility in the system around appointment
times/days as well as choice of consultants/hospitals
5.0 Communications
5.1 A media release was prepared in collaboration with the Commissioning Support Unit. A
detailed briefing and FAQs was prepared and was cascaded by Hillingdon Association of
Voluntary Services and a range of other groups including Community Voice and Strickland
Scanner.
5.2 The Consultation was also cascaded in the North of the Borough by Community Voice,
whose social network and mailing list is thought to number more than 10,000.
5.3 The London Borough of Hillingdon cascaded the Consultation to a further sample of 1,634.

6.0 Coverage by comparison with other recent engagement exercises
6.1 An audience in excess of 12,000 was targeted throughout the consultation.
6.2 This trawl led to 400 formal survey responses, some of them yielding in excess of 500
words of free text qualitative data.
6.3 In addition to the 400 formal survey responses, 25 individuals took part in two focus
groups, providing more in-depth, integrated feedback.
6.4 From an Equality and Diversity perspective, the team achieved balanced coverage in
terms of health status (people with and without current dermatology issues), age (including
older and younger people) and ethnicity (a BME group within the sample which is credibly
reflective of Hillingdon’s diverse communities.
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6.5 100 out of 395 respondents for this question were currently experiencing and being
treated for a skin condition.

6.6 from an ethnicity perspective 61.84% of those completing the survey declared
themselves to be either “Black or Black British”, “Asian or Asian British”, or “Mixed”.
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6.7 48 respondents, or 12.53% of the sample, were under 18 at the time they answered the
survey.

6.8 For context it is useful to compare this coverage with that achieved by other NHS
organisations carrying out similar pieces of work during the past five years. NHS Leicester
City carried out a Dermatology Consultation in June 2009 which achieved a total of 16 formal
survey responses.
6.9 Between February and May 2013, NHS Gloucestershire and its partners carried out a
Consultation on the future of emergency and urgent medical care, Gastroenterology &
Hepatology, Cardiology and Respiratory (or thoracic medicine), plus the treatment of
Paediatric day cases, a much broader and deeper range of subject areas than for the
present Consultation. This Gloucestershire Consultation garnered a total of 239 survey
responses.
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7.0 Activity Matrix

Activity

Surveys

Focus
Groups

Press

Numbers of
people
involved
400

Method

Stakeholder
groups

Face to face
introduction,
social
networking,
Facebook,
Twitter feed

Students,
members of
religious
groups,
library users,
two
volunteers
with
experience of
refugee
status,
people living
with cancer,
Carers,
dermatology
patients,
volunteers,
retired NHS
professionals

Three groups Face to face People living
involving 25
in small
with cancer,
people
groups
dermatology
patients,
carers, retired
NHS
professionals,
volunteers,
Carers
It is difficult
Hillingdon

Organizations

1. London
Borough of
Hillingdon
2. Brunel
University
3. Community
Cancer
Centre, West
Drayton
4. Botwell Green
Library
5. Ruislip manor
Library
6. Uxbridge
Library
7. Refugee
Council
8. Brunel
University
Volunteering
Department
9. Brunel
University
Catholic
Society
10. Brunel
University
Islamic Society
11. Hayes and
Harlington
Pentecostal
Churches
12. The Roman
Catholic
Diocese of
Westminster

P a g e | 24
Releases

FAQs

to be certain
about the
reach of local
meida, but
The
Uxbridge
Gazette for
example has
a readership
of over
65,000; the
Hillingdon
and Uxbridge
Times has a
circulation of
over 50,000
est. 10,000
(a
conservative
estimate
based on
Hillingdon
Association
of Voluntary
Services
having 450
member
organisations
with an
average of
20 members
in each
organization)

communities
via Third
Sector and
local media

All Hillingdon
communities
via Third
Sector

1. HAVs
2. Community
Voice

8.0 Legal Underpinning
When in reconfiguring services must NHS bodies consult the public?
The law requires NHS bodies to engage with members of the public before making decisions
on changes to health services. Currently, separate sections of the NHS Act apply to CCGs
and to other organisations.
CCGs are governed by section 14Z2 of the NHS Act 2006, which states:
(1) This section applies in relation to any health services which are, or are to be, provided
pursuant to arrangements made by a clinical commissioning group in the exercise of its
functions (“commissioning arrangements”).
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(2) The clinical commissioning group must make arrangements to secure that individuals to
whom the services are being or may be provided are involved (whether by being consulted
or provided with information or in other ways):
(a) in the planning of the commissioning arrangements by the group,
(b) in the development and consideration of proposals by the group for changes in the
commissioning arrangements where the implementation of the proposals would have an
impact on the manner in which the services are delivered to the individuals or the range of
health services available to them, and
(c) in decisions of the group affecting the operation of the commissioning arrangements
where the implementation of the decisions would (if made) have such an impact.
There are two other relevant aspects to section 14Z2. Subsection 3 requires all CCGs to
include in their constitution a description of their public engagement arrangements and a
statement of the principles that they will follow in when implementing them. Subsection 4
empowers NHS England to publish guidance on compliance with this section, which CCGs
must have regard to. This was published in September 2013. See
http://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf
Section 13Q of the Act applies to NHS England and contains effectively identical provisions
to section 14Z2.
Section 242 of the Act contains the same obligations for NHS Trusts and Foundation Trusts.
Any NHS body considering changing the services it commissions or provides must be aware
of the obligations discussed in this note.
In summary, any significant commissioning decision or reconfiguration will be caught by
these statutory requirements. You will note that the statute does not insist on “consultation”,
but seeks to make sure that service users are “involved”. In practice, for any significant
proposed change to services, some form of consultation exercise will be required to comply
with this duty.
There have been numerous reported cases in the last three years, where commissioners
and other public bodies have faced a judicial review brought by individuals or groups
angered by service changes.
The following cases came to court in 2013:
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•

Regina (on the application of Save our Surgery Ltd) v Joint Committee of Primary

Care Trusts – relating to specialist centres for paediatric cardiac surgery
•

Regina (on the application of Copson) v Dorset Healthcare University NHS

Foundation Trust – relating to Mental Health Urgent Care Services reconfiguration
•

Regina (on the application of Lewisham LBC and Save Lewisham Hospital Campaign

Limited) v Secretary of State for Health (and others) – relating to the Trust Special
Administrator appointed to South London Hospital
How do they go about doing it?
See Solicitors Mills and Reeve’s “Ten rules for an effective, lawful consultation process.”
1. Consult when your proposals are at a formative stage. Making a decision on a change to
services, and then consulting on that decision, is unlawful. If you are strongly of the view that
only one of a number of alternatives is realistic, then you should say so and explain why, but
you must give people the opportunity to disagree.
2. Mind your language! Decisions by public bodies have been struck down by the courts
simply for the use of language that gives an appearance to the public that a decision had
already been taken and the consultation was a sham.
3. Set out what you are proposing; what the options are; and why these changes are
needed. The public body must give out information that contains sufficient reasons for
particular proposals, to allow those consulted to give those reasons intelligent consideration
and an intelligent response. If the public do not know what they are being consulted about or
why a change needs to be made, they cannot properly take part in the consultation process.
4. Be up front about the reasons for a proposed change. In the current climate, the driver for
change will often be largely financial. If that is the case, say so. Set out the financial position
that you are faced with and if this is the reason for the proposed changes. Hiding behind
other, more palatable, reasons to change a service risks your consultation being struck down
as unlawful.
5. Think about how long the consultation will last. The public must have adequate time to
respond. The Cabinet Office Principles state “timeframes should be proportionate and
realistic to allow stakeholders sufficient time to provide a considered response … and might
typically vary between two and 12 weeks”.
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6. Take the responses into account before making a final decision. NHS bodies are not
bound by the views of the public. Consultation is not a vote. It is, however, essential that you
put the public's views in front of the decision makers and that they take those views into
account when reaching their decision. You must ensure that you have a paper-trail
demonstrating that this was done. If a public body takes a decision that goes against the
general views of the public, it needs to have good reasons for it and to make sure those
reasons are recorded.
7. There is no set form for a consultation. How to conduct one is a decision for the public
body. The courts have approved consultations that involve responses on paper or
electronically, public meetings and even citizens juries. What matters is whether the
consultation is fairly conducted.
8. You can consult on a single option. If a public body identifies only one serious option to
put to the public, it is entirely lawful to consult on implementing that single option. However,
you may need to justify why only one option was realistic. Also, you must allow members of
the public to suggest alternative options and, if they do so, you must give those options
genuine consideration.
9. You can reach a final decision that was not one of the options put forward for consultation.
But remember two points. First, there must be good reason for such a change of approach –
usually it will be based on information discovered as part of the consultation. Secondly, if the
final decision departs very substantially from the initial options, it may be necessary to
undertake a second consultation. You do not have to give consultees the opportunity to see
and to comment on the responses of other consultees. However, if a response has opened
up a new issue that you are taking into account, you should consider giving other consultees
the opportunity to comment on that issue.
10. Be careful of making promises! If clear, unequivocal promises have been made to
individual service users or groups as part of the consultation process, the public body will
have created a “legitimate expectation” that those promises will be kept. If you want to go
back on them, you will need to redo the consultation exercise. Failure to do this risks the
whole process being struck down by the courts. It is far safer never to make a promise or, if
you do so, to qualify the circumstances in which you will be bound by it.
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Appendix 1
Community Voice Newssheet April 2014

A

NEWS-SHEET – APRIL 2014

STOP PRESS!
a. Hillingdon Clinical Commissioning Group’s Dermatology Services Survey:

Our

Hillingdon members are asked to assist Hillingdon CCG by completing its Dermatology
Survey. The survey and an accompanying introduction will be circulated by email with
our April mailing. Paper copies will also be available at our May meeting. Please feel
free to ask other Hillingdon residents, and cross-border residents who use Hillingdon
services, to take part in this survey, which can be photocopied.
b. Hillingdon CCG’s Musculoskeletal and Mental Health surveys: This CCG has been
awarded funding to pilot a Friends and Family patient and carers experience survey
across Musculoskeletal (conditions that affect the muscles, bones and joints) and Mental
Health services. Surveys are anonymous and will help to improve services. The survey
is available at clinics across Hillingdon and on-line at www.hillingdonccg.nhs.uk For
any queries contact Aaron Mutiti Tel: 01895 488160
c. Sources of information in this news-sheet: Diary dates are copied from information
sent to us, news items are from our representatives’ reports or as noted if extracted from
other sources.

1. NEW DIARY DATES:
a. Drop-in for Harrow Mental Health Carers: 25th April and every 2nd and 4th Friday each
month, 1.30pm – 3pm at Harrow Carers, 376/37 Pinner Road North Harrow. Tel: 0208
868 5224
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b. An Evening Drop-in for Harrow Mental Health Carers: 1st May and every 1st and 3rd
Thursday 6.30pm – 8.30pm at Harrow Carers, 376/37 Pinner Road North Harrow. Tel:
0208 868 5224
c. Friends of Michael Sobell Hospice Plant Sale: Saturday 10th May 10am – 12.30pm at
Michael Sobell Hospice. Entry free. Refreshments available. Plant donations welcome
from 6th May.
d. Friends of Michael Sobell Hospice “On Your Bike” sponsored ride: Sunday 11th
May. Registration 7.30am for start 8am. 35 mile route, via Amersham, Bovingdon and
Hemel Hempstead. Pre-registration £15 or £20 on the day.
e. Friends of Michael Sobell Hospice Comedy Bunker Night: Friday 16th May, 8pm,
Ruislip Golf Centre, Ickenham Road, West Ruislip. Barry Cryer and Ronnie Golden
performing. Tickets £12 – over 16s only.
f.

Friends of Michael Sobell Hospice, “Ladies in the Night Walk”: Friday 6th June.
Registration 8.30pm. Walk starts 10pm. For further details Tel: 01923 844829

Appendix 2:
Example of a Brunel University Student’s weekly workplan
Date

Activity

Sunday (18th May 2014)

Manual data entry of 20 paper surveys.
Retrieval of paper surveys shared in the church from the
last sunday.

Tuesday (20th May 2014)

Shared link to The Catholic Society to be shared on their
Facebook page and sent as email to Members

Wednesday (21st May 2014)

1. Exchange of mails with the Brunel Graduate school
for link to be shared at the dissertation week.
2. Sharing link and putting posters at the Residence's
reception.
3. Sent link as emails to Masters students in the
department.
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Thursday(22 May 2014)

Shared the remaining paper surveys gotten from church
at the dissertation week

Friday (23rd May 2014)

Manual data entry of 20 paper surveys.

Activity
Ask people to fill out survey through Brunel groups and societies - these include:

- Pakistani
- Saudi
- Arabian
- Mathematical
- Entrepreneurial Society
- Baking Society
- Islamic Society
- Investment and Trading
- Fashion
- Teach first
- Photography
- East meets West
- History
- Digital Media

1. contacting leaders
2. sending the link via email to members
3. attending a meeting to brief people on the consultation and answer any questions they
have
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Activity
Brunel Volunteers

1. Visiting Dept.
2. Publicizing opportunity
3. Training the volunteers to go out, briefing them on Health and Safety when undertaking
engagement work
4. monitoring their levels of activity - in Brunel University campus/ library and Uxbridge
town
Student Magazine

1. writing copy for student magazine with pictures of Brunel volunteers working on the NHS
project and sending it to the Editor
Jummah Prayer announcement

1. speak to Islamic Society President
2. hand briefing to relevant people, possibly Imam

Brunel Medical Centre visit

1. Visit Centre
2. Put up posters
3. Hand them printed PDF of FAQs
Data Inputting
Trugym - Uxbridge + Brunel Gym - putting poster and paper surveys + brochures with link
Ruisilip Manor library data Collection
Uxbridge Library Data Collection
Oak Farm Library Data Collection + printing & putting poster, leaving and collecting paper
surveys
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Appendix 3 – key themes from Focus Group held at Community Cancer Centre

Hospital cleanliness/ Staff Hygiene
Patient expressed dissatisfaction with Hillingdon Hospital, and pinpointed waiting times as a
particular issue.
Issues regarding Hospital Acquired Infections at Hillingdon Hospital were raised. Patient
stated that he saw a cockroach under his bed. Compared the cleanliness at Hillingdon
Hospital to GP Surgery and questioned whether it would be better to visit surgery.
Another patient claimed that their GP did not wash hands so hygiene is an issue which is
prevalent across all sectors of healthcare.
Patient gave a number of examples about general dermatology. Patient explained her son
suffers from eczema. Reference was made to the community nurse who supplied creams.
Discharge Process
Carer explained that she received feedback letter saying she was discharged with no
discussion. She went to state that the creams prescribed were no longer working. She went
on to express her discontent at possible readmission or being “caught in the loop”
Patient described how Hillingdon Hospital holds three different addresses for her and
information was not reaching the correct address.
She stated that if communication came from a homogenous body there would be less room
for confusion. She then stated that this would allow her more time to advocate for people.
Patient went on to question what would happen to vulnerable adults who face barriers and
do not have the confidence to express their concerns, prolonging the provision of care
creating increased room for error.
Primary Care
Patient described scenario where Hillingdon Hospital had lost patient record following an
emergency admission to Hillingdon Hospital. Patient had to request updated file from GP
and manually deliver.
A carer questioned whether a mobile facility could be provided for her neighbour, as the
symptoms of her cancer sometime render her immobile.
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There is a two week wait in Primary Care for GP. By the time they wait a couple of days the
issues might have worsened or may have become weaker.
Community care/volunteer services
Patient questioned whether provisions could be made for house calls for patients who are
immobile.
Patients were also unsatisfied with the number of volunteer services in Hillingdon.
Alternative approaches
Patients agreed that that the idea of satellite hubs were a positive step, because of the
density of the population and is especially a good idea when regarding topical applications.
However patients called from an even more holistic approach to develop such hubs in a
much more cost effective way.
The idea of consultants going into the community received a positive reception, however
concerns were expressed regarding the level and number of clinicians that would be in the
fulfilling such a role.
Lack of care/communication/negligence
Patient described that following her breast operation, tissue fluid began to drip from her
wounds and that her dressings needed changing three times a day. Following this there was
a disagreement between the community nursing team and practice nurse and lamented at
the loss of care from doctors.
Carer explained story about her father in Paget ward at Hillingdon Hospital and the impact
the lack of resources had on his admission. She described how Doctors tried to avoid
breaking bad news to her father, problems with application of catheter, Nurses failed to
provide a general lack of cleanliness, lack of continence care. Carer explained that the
patient was treated with a general lack of dignity.
Patients stated that before implementation of any new services resources needed to made
available.
Patient described that when in appointments GPs are dismissive and would prefer to let their
ailment ‘pass’. This was said to impact on family carers as their emotional resources are
stretched.
Communication is the big issue difficulty but also communication with GP is substandard.
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Patient described that her dilemma in being prescribed an effective cream for her sons
eczema as she was prescribed the same medication she was prescribed by her GP. She
went on to describe that her sons medication needs to be applied at school however there
are no community nurse to apply cream.
A representative from Hillingdon carers notes that there is co-productivity between
respiratory services and schools, however there is not the same for dermatology services.
Patients also mentioned that referral system needed to be reviewed.

P a g e | 35
Appendix 4 FAQs prepared for Voluntary Sector cascade
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APPENDIX 5 - EIA

Dermatology Equality
Impact Analysis 200214 .pdf

ONLINE READERS CLICK HERE
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