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Consultation Response Form


	Your name:

	Jakob Stenkvist

	Organisation (if applicable):

	National Community Hearing Association 

	Email: 

	Jakob.stenkvist@the-ncha.com

	Telephone number:

	0207 298 5110

	Your address:

	199 Gloucester Terrace,
London, W2 6LD





Please respond by answering the questions at the back of this document and sending it to:

HQDMailbox@wales.gsi.gov.uk

Or by post to:

Matthew Tester
Healthcare Quality Division
Department of Health and Social Services
Welsh Government
Cathays Park
Cardiff
CF10 3NQ



Responses to consultations are likely to be made public, on the internet or in a report.  If you would prefer your response to remain anonymous, please tick here:
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The National Community Hearing Association (NCHA) represents community hearing providers in Wales. NCHA members are committed to good hearing for all and have an excellent record of outcome, safety, and patient satisfaction. NCHA members are either registered Hearing Aid Dispensers (HADs) or employ a large number of HADs. HADs are registered hearing health care professionals who are regulated by the Health and Care Professions Council (HCPC). 

We welcome this opportunity to comment on the Welsh Government’s Green Paper Our Health, Our Health Service and the proposals to

· develop a model of health which promotes physical, mental and social wellbeing[endnoteRef:1] [1:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 1
] 

· focus on the root causes of poor health and ensuring these are addressed, and to put quality at the heart of all services by promoting a culture of continuous quality improvement[endnoteRef:2]  [2:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 1
] 

· focus on preventative health and primary care and in doing so enable people to stay well for longer[endnoteRef:3] [3:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 1
] 

· provide the right care, in the right place, at the right time and in the right way[endnoteRef:4] [4:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 1
] 

· ensure that everybody in Wales is entitled to the same high-quality NHS services[endnoteRef:5].  [5:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 4
] 


We agree, that whilst these goals are highly desirable, delivering them will be the real challenge in times of austerity, increasing demand[endnoteRef:6] and professional and institutional protectionism. The World Health Organisation (WHO), like the Welsh Government, also recognises that, despite the clear benefits that can come from such changes, change will often face opposition[endnoteRef:7] – including from vested interests[endnoteRef:8]. [6:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, page 10
]  [7:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, para 19
]  [8:  World Health Organisation (2008) “Primary Health Care, Now More Than Ever”
http://www.who.int/whr/2008/whr08_en.pdf 
] 


The Green Paper is right to state that there must be a shift away from the current model of health which is overly reliant on the hospital model of care and towards a preventative primary care model of care[endnoteRef:9]. The WHO supports this strategy and has also highlighted the benefits associated with reducing reliance on the hospital model of care[endnoteRef:10].  To this end, we feel hearing care in Wales is a good example of why system leadership, energy and direction are required if the Green Paper is to translate into meaningful change on the ground for service users and taxpayers.  [9:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, para 17
]  [10:  World Health Organisation (2008) “Primary Health Care, Now More Than Ever”
http://www.who.int/whr/2008/whr08_en.pdf 
] 





ADULT HEARING SERVICES IN WALES – THE CASE FOR ACTION

Hearing loss affects over half a million people in Wales. It is a major and growing public health challenge and the 5th leading cause of years lived with disability in Wales[endnoteRef:11].  Moreover age is the main cause of hearing loss as nine out of ten people with a hearing loss are aged 50 and over (Graph 1)[endnoteRef:12].   [11:  Vos, T et al (2015), Global, regional, and national incidence, prevalence, and years lived with disability for 301 acute and chronic diseases and injuries in 188 countries 1990-2013: a systematic analysis for the Global Burden of Disease Study 2013. The Lancet
]  [12:  Sources: Prevalence (%) of hearing impairment (≥ 25 decibels) in Wales, based on level of hearing loss in the better ear in each age group: Data Sources: Davis, A. 1989. The Prevalence of Hearing Impairment and reported Hearing Disability among Adults in Great Britain. International Journal of Epidemiology, 18(4), pp. 911-917; Davis, A. 1995. Hearing in Adults. London: Whurr, calculated for each group using local po
] 

Unsupported adult hearing loss has a major impact on an individual’s ability to communicate, including with friends and family, and increases the risk of depression[endnoteRef:13], social isolation[endnoteRef:14], cognitive decline[endnoteRef:15], early exit from the workforce[endnoteRef:16] and reduced quality of life[endnoteRef:17]. [13:  Acar, B. et al. 2011. Effects of hearing aids on cognitive functions and depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52(3), pp. 250-252.]  [14:  Hidalgo, J. L. et al. 2009. Functional status of elderly people with hearing loss. Archives of Gerontology and Geriatrics, 49(1), pp. 88-92]  [15:  Lin, F. R. et al. 2011. Hearing Loss and Incident Dementia. Archives of Neurology, 68(2), pp. 214-220]  [16:  Helvik, A. 2012. Hearing loss and risk of early retirement. The Hunt study. European Journal of Public Health, 23(4), pp. 617-622
]  [17:  Appollonio, I. et al. 1996. Effects of Sensory Aids on the Quality of Life and Mortality of Elderly People: A Multivariate Analysis. Age and Aging, 25(2), pp. 89-96.] 

Health and social care in Wales can support people to age well by improving access to hearing care[endnoteRef:18] – this is particularly important given the geography of Wales which makes it difficult for people with hearing loss, and particularly older people, to access on-going support for life.  For example heads of NHS audiology in Wales have previously reported that care closer to home is a major benefit in terms of access for patients and ongoing use of hearing aids[endnoteRef:19]. This also has the potential to reduce pressure (and costs) on the health and social care system in Wales – e.g. hearing aids and ongoing and demand-led aftercare can reduce the psychological and social effects associated with age-related hearing loss[endnoteRef:20].  [18:   World Health Organization, 2002, Active Ageing: A Policy Framework. Geneva, Switzerland: World Health Organization; Lin FR. 2014, Hearing Loss and Healthy Aging: Workshop Summary. Washington, D.C.: National Academies Press.]  [19:  Reeves et al. 2000. Community provision of hearing aids and related audiology services. HTA. 2000. Vol 4. No 4. 
]  [20:  Chisolm, T. et al. 2007. A Systematic Review of Health-Related Quality of Life and Hearing Aids: Final Report of the American Academy of Audiology Task Force on the Health-Related Quality of Life Benefits of Amplification in Adults. Journal of the American Audiology, 18(2), pp. 151-183; Davis, A. et al., 2007. Acceptability, benefit and costs of early screening for hearing disability: a study of potential screening tests and models. Health technology assessment, 11(42) pp. 75-78; Acar, B. et al. 2011. Effects of hearing aids on cognitive functions and depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52(3), pp. 250-252.
] 



The ageing population means there are growing pressures on the hospital model of hearing care in Wales. Waiting times targets for initial assessments and fits are still being met but at the expense of follow-up care because of capacity and resource constraints. This is an unsustainable model because of rising demand linked to the ageing population and the evidence that the key to good outcomes is ongoing follow-up care – including care at home and timely reassessments where necessary [endnoteRef:21],[endnoteRef:22]..  [21:  Action on Hearing Loss (2015) Under Pressure Report. London
 ]  [22:  Smith, 2014 http://www.walesonline.co.uk/news/local-news/patients-cwm-taf-health-board-7318502] 

More responsive and accountable community-based models of care are already being successfully delivered in parts of England, this has led to improved standards, access and value for money[endnoteRef:23].  [23:  Monitor 2015 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/409273/Adult_hearing_services_-_Monitor_s_report.pdf
] 

There is no clinical or evidence-based reason to attempt to meet the current unmet need by expanding the hospital model of hearing care in Wales, when the evidence is that the vast majority of people with hearing loss can be successfully managed outside of hospital[endnoteRef:24].  [24:  Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.] 

The only barrier to change, and to enabling older people to access high quality hearing care in their own communities closer to home, appears to be a lack of priority in the system to make this happen. 
We also believe the WHO’s analysis is correct and a permissive approach to health care policy acts as a barrier to shifting services out of hospitals in a strategic way[endnoteRef:25]. In our view it is the arm’s length approach to health care planning that has resulted in previous attempts to do more out of hospital failing. Therefore without leadership, energy and drive from the Welsh Government it is unlikely that many goals in the Green Paper will ever be delivered.  [25:  World Health Organisation (2008) “Primary Health Care, Now More Than Ever”
http://www.who.int/whr/2008/whr08_en.pdf 
] 

We welcome the Green Paper’s focus on primary and preventive care. It is our hope that the Welsh Government will opt to transform hearing care for over 500,000 people in Wales and to ensure the service is responsive to the needs of the ageing population – i.e. ensure services for non-medical hearing loss (vast majority of cases) are delivered out of hospital and closer to home.  
This is something patient groups first called for in the 1980s and have been calling for ever since but which institutional inertia and entrenched interests have prevented from happening. The current model of care is fast becoming unsustainable and quality is crumbling under the pressure.  This is not doing right by the public, the professionals who work in the service, patients and the NHS itself. This Green Paper and the related ‘Wales Audiology Plan’ (which is in preparation) provide both the opportunity and the momentum to make change happen.

Chapter 1: The changing shape of health care

Promoting health and well-being

	1. Should further changes to the law be made to strengthen local collaboration in planning and meeting people’s health and wellbeing needs closer to home? 

	
Yes.

We welcome the Green Paper’s focus on continuous quality improvement and analysing the root cause of systems failure. Today in Wales 

· 52% of adults that report having a difficulty with their hearing do not wear a hearing aid and never have
· 9% have tried one but no longer wear one
· 15% report wearing one some of the time 
· 24% report wearing one most of the time 
· 43% that use one report having difficulty with it[endnoteRef:26] [26:  Welsh Government, National Statistics  (2013) Welsh Health Survey (here)
] 


In our view there is no evidence-based reason - economic or clinical - for people with age-related hearing loss to go to hospital to access care and support for their hearing loss – e.g. over 90% of adults with hearing loss do not need any medical intervention or review[endnoteRef:27].  [27:  Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.] 


In other parts of the UK this change has already taken place and people now access hearing care out of hospital. Monitor, the sector regulator in England, found that community-based services have resulted in higher standards whilst improving access and value for money[endnoteRef:28].  [28:  Monitor 2015 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/409273/Adult_hearing_services_-_Monitor_s_report.pdf
] 


In Wales, for over 27 years, there have been calls to deliver adult hearing services out of hospital and in primary care settings[endnoteRef:29],[endnoteRef:30],[endnoteRef:31]. Today Wales still relies on a hospital centric model of hearing care.  As the Green Paper rightly points out, change often faces opposition[endnoteRef:32], and professional opposition helps explain why hearing services have not been shifted out of hospital despite there being a consensus amongst service users, patient groups and policymakers that this is what should happen.  [29:  RNID, (1988) Hearing aids a case for change. London: RNID]  [30:  RNID, (1999). Waiting to Hear. London: RNID]  [31:  Action on Hearing Loss (2011) Hearing Matters
]  [32:  Welsh Government (2015) “Green Paper: Our Health, Our Health Service”, para 19
] 


THE NEED FOR ACTION 

The ‘Achieving Excellence – The Quality Delivery Plan for the NHS in Wales 2012-2016’ outlined quality improvement and assurance as two key objectives

· “Healthcare must constantly adapt to meet changing circumstances - new techniques, emerging evidence of better practice, shifts in demand. This needs an approach which facilitates constant improvement” and
· “In describing our framework we are building on the concept of Clinical Governance. That is defined as: the system through which NHS organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care, by creating an environment in which clinical excellence will flourish.”[endnoteRef:33] [33:  NHS Wales (2012) Achieving excellence – The Quality Delivery Plan for the NHS in Wales 2012-2016, p. 6
] 


Despite these ambitions, hospitals have weak incentives to invest in community services and strong incentives to maintain the status quo however outdated and inconvenient for patients. This in our view is a major barrier to much needed transformational change in hearing care in Wales. Without this change people with hearing loss, especially older people, are likely to continue suffering in silence as the system drives them through institutions and outdated models of care.

If the Welsh Government can tackle this resistance to change, we are confident that the vast majority of NHS adult hearing care can be delivered out of hospital at lower cost per patient and to higher standards. 

This would also reduce the cost of travel and time for service users and therefore has the potential to reduce health inequalities. For example, people still have to travel too far to access hearing aid repairs (the main reason for visiting a hospital audiology department) in Wales and this poses a greater cost (time and financial) on service users than if services were delivered closer to home.  

Commissioning innovative, responsive, accountable and local hearing services will be key to supporting the population of Wales to age well. If the proposed changes can deliver this then the Welsh Government will be helping over half a million Welsh people with hearing loss to live healthier and better quality lives.





	2. If so, what changes should be given priority?

	
We believe the WHO’s analysis is correct and that permissive approaches to health care policy act as a barrier to shifting services out of hospital[endnoteRef:34]. In our view it is owing to the arm’s length approach to health care planning in Wales, that attempts to deliver more care out of hospital have failed.  [34:  World Health Organisation (2008) “Primary Health Care, Now More Than Ever”
http://www.who.int/whr/2008/whr08_en.pdf 
] 


In order to control costs and improve quality the Welsh Government must show leadership and drive the change required. For example whenever possible, capacity must reduce in hospitals as services move into primary care and not simply added to the existing hospital structure. 

This will allow hearing care services to be transformed around the needs of service users rather than institutions.  Such an approach has the potential to shift 1000s of visits per year out of each hospital – e.g. the main reason to visit a hospital audiology department is for hearing aid repairs and, in our view, this is not the best use of scarce hospital capacity especially as research shows that the current model of hearing care is under pressure[endnoteRef:35].  [35:  Action on Hearing Loss (2015) Under Pressure – Audiology Services Across the UK, p. 9] 

	
Data from the seven Health Boards in Wales showed increased demand for hearing services. In 43% of the Health Board areas

· waiting times has gone up (UK average is 26%)
· the waiting time for reassessment has increased (UK average is 16%) and
· availability of home visits has been reduced (UK average is 15%)[endnoteRef:36]. [36:  Action on Hearing Loss (2015) Under Pressure – Audiology Services Across the UK, p. 9
] 


We therefore feel – given the scale of hearing need in Wales and the ageing population – hearing care should be prioritised for transformational change. 





	3. Is there anything else we should do to strengthen legislation to ensure agencies work together to plan to meet people’s health and wellbeing needs?

	
It is important that all agencies – public, independent and voluntary sector – work together in the best interests of service users and taxpayers. 

If change cannot come through professional guidance and self-regulation to put patients first, then legislation might need to be strengthened. For example all providers and agencies could be required to 

· openly share when they are at capacity and struggling to meet needs in a sustainable and cost-effective way 

· always take a service user and taxpayer perspective when assessing how to best meet people’s health and wellbeing needs.

We are not sure legalisation is required to address this and, instead, feel that the Government could do more to target cultural inhibitors which act as barriers to evidence-based change.  Therefore we would like to see a greater focus on  Standard  6, ‘Participating in Quality Improvement Activities’, of the ‘Doing well, Doing better – Standards for Health Services (2010).  This outlines that

· “Organisations and services reduce waste, variation and harm by:
a) identifying and participating in quality improvement activities and programmes; 
b) supporting and enabling teams to identify and address local improvement priorities; 
c) using recognised quality improvement methodologies; 
d) measuring and recording progress; and 
e) spreading the learning”[endnoteRef:37] [37:  NHS Wales (2010) Doing well, Doing better – Standards for Health Services] 


and for all bodies to be held to account against this standard. In hearing care this would help facilitate change as capacity in hospitals is both costly and finite, and this high-volume low-risk service would primarily be delivered outside of hospital if standard 6 were followed through.




Continuously engaging with citizens

	4. Are there ways in which the law could be reformed to shape service change?

	The Green Paper’s commitment to focus on continuous quality improvement should allow all stakeholders to raise concerns about services and have a say in how things can be improved. 

Citizens are willing to contribute and have their say in what services should look like. However the system must have a culture which values service user input, changing the law is unlikely to achieve this. 

For example despite patient groups calling for hearing care closer to home since the 1980s, Wales still relies on a predominantly hospital based model of adult hearing care. This is because citizens often do not have an active and powerful voice in shaping future services and providers/institutions remain firmly in control.  





	5. Should we consider establishing, on a statutory basis, the requirement for health boards and NHS trusts to constitute permanent engagement mechanisms, such as patient panels or participation groups? 

	
Yes, but only if this will be enforced and the groups do genuinely influence and drive change. 

For example since the 1980s patient groups have called for adult hearing care to be delivered closer to home and out of hospital yet this has not happened. So engagement mechanisms are important but such systems must also be transparent and accountable. 





	6. Do you support the idea of a national expert panel to which referrals might be made rather than referral to Ministers?  If so, how might the law be reformed to constitute such a panel?  What rules should govern the process of referral in such an arrangement?

	
Yes, but only if Ministers will hold national expert panels to account for the quality of their advice and recommendations. 

Wales has limited capacity and expert panels can become professional cabals. We feel that safeguards should be put in place to ensure that expert panels make recommendations based on evidence, no personal opinion. This is important because members on expert panels are not elected by the Welsh people to make value judgements, but are appointed to make considered recommendations within the scope of available evidence. Therefore we would encourage safeguards – e.g. complaint procedures – to be in place and for Ministers to be held accountable if decisions are promulgated which are value- rather than evidence-based. 





Chapter 2: Enabling Quality

Quality and co-operation

	7. Are legislative measures the most effective tool to address the issues raised in this section?

	
No, because often the barriers to enabling quality and co-operation are cultural. For example in NHS hearing care the main barrier to change has been protectionism (e.g. professionals wishing to work in hospital settings rather than more service appropriate primary care settings). Professional guidelines could encourage all health care professionals to focus on continuous quality improvement and putting patients’ interests first. 

The most cost-effective tool therefore would be to require all providers to publish and share their outcomes data.




	8. If so, how can we use our legislative powers to build on the existing duty of quality to better fit with our integrated system? 

	
As noted above, we believe this is a cultural challenge and that it will not be tackled through legislative powers.

For example there is already sufficient power to shift services for age-related hearing loss out of hospital, yet this is unlikely to happen in Wales because hospital providers continue to influence service design, often at a cost to patients and taxpayers. 

A good first step for the Welsh Government would therefore be to focus on how it can improve transparency and accountability in service design and local funding choices.




	9. What legislative measures could we introduce to ensure quality is put at the forefront of all decisions and joint decisions of health organisations?

	
Greater transparency and accountability is needed throughout the system. Again we feel this is about culture and that legislative measures will only be useful if the there is a commitment to enforce rules and regulations.





	10. What would be the advantages and disadvantages of setting out in legislation the role of “responsible individual” for health bodies in Wales?

	
No comment.





	11. What would be the advantages and disadvantages of legislating for a “fit and proper persons” test, and to whom should it apply?

	
No comment.





Integrated planning

	12. Do we need to strengthen our existing legislation further to promote quality through the NHS planning framework?

	
See our answer to number 7.




Chapter 3: Quality in Practice
Meeting common standards 

	13. Is there a case for changing the basis under which the healthcare standards for use in the NHS are set?

	
See our answer to number 7.




	14. Could a common standards framework, which covers both the NHS and the independent sector better deliver a focus on improving outcomes and experience for citizens?

	
We feel that any standards framework should be risk-based and focus on outcomes. Any framework should be based around service users’ needs rather than provider type. In this way a standards framework could apply to both NHS and non-NHS care





	15. How could we further require the use of mechanisms such as accreditation and peer review to promote better service quality?

	
We feel that any standards framework should be risk-based and the focus should be on outcomes. 

The system should also avoid duplication.

For example community hearing providers in Wales only employ audiologists registered with the HCPC. That means that these audiologists all already do CPD and have systems in place to monitor quality via a regulator. In contrast hospital audiologists do not have to be registered with the HCPC and therefore, despite seeing the same patient groups, they might need alternative mechanisms to support accreditation and improve the quality of services.








Clinical supervision

	16. How can we ensure health professional registrants have the opportunity to have clinical peer supervision? Should we be considering the use of legislation in this regard and if so, how?


	
See our answer to question 15. 




	17. What arrangements should be put in place for self-employed health professional registrants?

	
See our answer to question 15. 





Chapter 4: Openness and honesty in all that we do

Being open about performance and when things go wrong

	18. Do you agree that we should introduce a statutory duty of candour within the NHS in Wales?

	
We support candour in all areas of practice but feel this duty should be appropriate for the scope of practice and risks. Therefore any statutory duty within the NHS should take account of the fact that risks are not equal across all professions. 

For example, the recommendations of the Francis Report and the subsequent review of the duty of candour by Sir David Dalton and Professor Norman Williams, the threshold for the duty of candour in the NHS should apply in cases of significant harm, i.e. which includes death, severe and moderate harm, as well as prolonged psychological harm.  Some professions are unlikely to encounter such an event in their career, whereas in other areas of medicine this might be a daily risk. The statutory duty of candour in the NHS should attempt to capture and reflect this variation in risks. It should also be noted that many professionals in the NHS already have a duty of candour and this is enforced by their regulator – e.g. the HCPC.




	19. How could we use legislation to further improve transparency on performance in the Welsh NHS?

	
NHS hearing services in Wales report that there are already quality standards in place and that outcomes are good. However it is not always easy to locate quality standards or outcomes data in Wales. Therefore an agreed reporting system by all services will be an important step to ensuring greater transparency of performance in the Welsh NHS.





Making it easier to raise concerns in an integrated system

	20. What legislative steps can we take to improve the joint investigation of complaints across the NHS and social services in Wales?

	
No comment.





Chapter 5: Better Information, Safely Shared

Sharing information to provide a better service

	21. What are the issues preventing healthcare bodies from sharing patient information? 

	
No comment.





	22. How can we consider breaking down any barriers?

	
Ensure that all providers put the needs of service users first.




	23. What are your views on the collection and sharing of patient identifiable information for non-direct patient care, such as research?  What are the issues to be considered?

	
Provided there is proper informed consent and oversight by an appropriate Ethics Committee, there should be no problem.






Chapter 6: Checks and Balances

A seamless regime for inspection and regulation

	24. Are there gaps in the current legislative framework to enable HIW to operate effectively?  If so, what are they?

	
Again, it is important to avoid duplication of regulation and inspection. Both should be risk-based and attempts should be made to ensure all regulatory and inspection resources are effectively utilised. It is therefore important to focus on high risk areas of the system first. 





	25. Are there persuasive arguments against providing HIW with full statutory independence? If not, how should the law be reformed to best effect? What would be the implications of doing so for CSSIW?

	
No comment. 




	26. How can we improve joint working between HIW and CSSIW short of creating a single inspectorate? Do these arrangements require legislative change?

	
No comment.




	27. What are the advantages or disadvantages for citizens of a single inspectorate covering the roles and responsibilities of HIW and CSSIW?

	
No comment.




Representing patients and the public

	28. Should CHCs’ activities be refocused on representing the patient voice and on providing advocacy services? If so, how could we legislate to strengthen the CHCs role as representatives of the patient voice?

	
No comment.




	29. Is the current CHC model fit for purpose in a more integrated system?  If not, how would you suggest it needs to be changed?

	
No comment.




Chapter 7: Finance, functions and planning

Borrowing powers

	30. Should we change the law to give health boards borrowing powers?

	
In our view existing health care infrastructure should be utilised before health boards borrow and leverage debt. 

There is much inefficiency in the system and many services could be delivered in primary care settings – e.g. hearing care and enhanced eye services – without any capital investment by the Welsh Government. 

Therefore alternative models of care and utilising existing capacity should always be explored first before allowing health boards to lever up their current budgets against future growth adding to the on-costs for future generations.  Given that the Welsh government can always lend below prevailing market rates, we cannot see the need for this in Wales.





Summarised accounts

	31. Is the legislative requirement to prepare NHS trust and health board summarised accounts still relevant? 

	
In our experience of analysing data from Wales and England, we find that service level data in Wales lacks the level of detail required to transform services in any meaningful way. We would therefore caution against any policy that worsens the already patchy cost datasets.





	32. Should legislative changes be made to provide greater flexibility regarding summarised accounts for NHS organisations in Wales, reflecting NHS structural and government financial reporting changes?

	
We would welcome greater detail in financial reporting, especially at a service line level so that we can support system leaders in analysing the cost of existing services and help advise on more efficient models of care where appropriate. 





Planning

	33. Should there be an equivalent statutory planning duty for NHS trusts as we have for health boards? 

	
No comment. 




	34. Should we review NHS (Wales) Act 2006.planning duties to avoid duplication and improve alignment with the Social Services and Well-being (Wales) Act 2014 and the Well-being of Future Generations (Wales) Act 2015?  

	
No comment.





Chapter 8: Leadership, Governance and Partnerships

	35. What measures, including legislative, might be taken in order to strengthen leadership, governance, and partnerships?

	
The Green Paper already commits to continuous quality improvement and root cause analysis. In our view there should be clear lines of accountability for delivering cost-effective and high quality services in a sustainable way. This for example would reduce the barriers to shifting hearing care out of hospital and into primary care. 

We think that, if these cultural barriers to change are accepted and confronted, there is less reason for further legislation and that leadership, governance and partnerships can happen now. 
 




LHB size and membership

	36. Does the current size and configuration of health board membership best promote an effective focus on decisions, priorities and scrutiny? If not, how might health boards be reformed?  

	
No comment. 




	37. Within a set number of executive directors, could health boards have discretion about the role of some of its executive directors?

	No comment.



	38. What are your views about the suggestions made by the Commission on Public Service Governance and Delivery, such as the election of community representation?

	No comment.




	39. Local government reform is underway; should there be a statutory provision for joint appointments (for example directors of public health) between local authorities and the NHS in the new arrangements for public services?

	Yes - shared public health department benefits both from pooled resources and a joined-up view across health and social care.




	40. Would you like to suggest any other changes you think are required to health board membership to ensure they are fit for the future?

	No comment.




NHS Trust size and membership

	41. Does the current size and configuration of NHS trust board membership best promote an effective focus on decisions, priorities and service provision?  If not, how might NHS trust boards be reformed?

	
If the Welsh Government is committed to reducing reliance on the hospital model of care, and doing more out of hospital and closer to home, then we feel primary care representatives should have system leadership roles. 

Furthermore these positions should draw on wider primary care professions – e.g. optometry, pharmacy, audiology, dentistry, nurses et al. – who may have experience of wider and more flexible models of health care.





	42. Would you like to suggest any other changes you think are required to NHS trust board membership to ensure they are fit for the future?  

	No comment.




Board secretary role

	43. Does the role of the board secretary need greater statutory clarity?

	No comment.




	44. If so, what aspects of the role should be additionally set out in law?

	No comment.




	45. How could potential conflicts of interest for the board secretary be managed?

	No comment.




Advisory structure

	46. Given the many ways that Welsh Ministers and NHS leaders can access expert professional and clinical advice, should we seek to change the statutory status of the advisory committees?

	
See answer to 6. 




	47. If so, how might we use legislation to ensure that policy and service delivery is based on expert professional advice?  

	Please see answers to question 1 and 2.





NHS Workforce partnerships

	48. Are the current partnership working arrangements fit for purpose or do they need amending in law to reflect increased devolution and the prudent healthcare approach in Wales?

	Please see answers to question 1 and 2.





Hosted and Joint services

	49. What legislative measures could be put in place to provide better clarity for hosted, joint and shared services?

	As outlined above we believe the existing barriers to change are not legislative, but cultural. 




	50. What changes could be made to provide greater flexibility for NHS Wales Shared Services Partnership (NWSSP) to equip it to take a public sector-wide shared services role?

	No comment.





Graph 1: The estimated number of people with a hearing loss in Wales. 
Graph 1: The number of people in each age group with a hearing loss in Wales. 	
Aged 0-16	Aged 17-50	Aged 51-60	Aged 61-70	Aged 71+	1951	10112	75789	138411	281266	
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