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Dear Reader 

 

I am pleased to present this report on the outcomes of a two day workshop 
exploring practical ways in which involving service users, carers and 
communities can improve the effectiveness and quality of health and social 
care services. 

 

The Patient and Client Council believes that there has never been a more 
important time for people to have a say in the future of their health and social 
care services.  This workshop brought together 47 people from a range of 
backgrounds – service users, carers, health and social care professionals, 
community activists, voluntary sector representatives and local authority staff 
– to focus on how involvement can be strengthened and given direction. 

 

The workshop used innovative methods to ensure that participants were able 
to lead the discussion and focus on what mattered to them.  This has resulted 
in a number of suggestions for further action.  The Patient and Client Council 
will work to ensure that these are taken forward over the next year. 

 

I would like to thank the Department of Health and Social Services and Public 
Safety and the Public Health Agency for funding the workshop.   Thanks must 
also go to all the participants who not only gave up two days from their busy 
lives, but also shared their views and experiences so openly.  And finally, our 
appreciation to Michael Donnelly, Second Nature, who facilitated the 
workshop. 

 

    

 

 

 

Chief Executive 
Patient and Client Council 
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This report records the discussion and proposed further actions arising from a 
two day workshop organised by the Patient and Client Council on 2 &3 March 
2011 on the theme ‘How Involvement Can Liberate Health and Social Care’. 

The workshop brought together 47 service users, carers, health and social 
care professionals, community activists, voluntary sector representatives and 
local authority staff to explore how personal and public involvement within 
health and social care can be reinvigorated and refocused. 

In order to ensure that the workshop was focussed on the participants’ 
knowledge and experience, three innovative methodologies were used.  
These were:- 
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Over the two days several significant themes emerged: 

1. Health and Social Care needs to be more transparent. 

2. People have to be valued as individuals if they are to input into 
discussions and decisions about their care and health and social care.  
Such involvement needs to be linked to community development 
approaches if health and social care services are to be effective. 

3. There is a need for informed debate about resources, patient safety, 
preventative approaches etc, to promote quality, safe services. 

4. There should be strong public input into commissioning processes and 
decisions. 

5. Personal and Public Involvement needs to be integral to services and 
not just an add-on.  It should be about improving quality and safety. 

6. There needs to be a clear relationship between Personal and PubIic 
Involvement and the Patient and Client Experience. 

7. Keep Personal and Public Involvement simple and practical. 

8. Too many structures can be bureaucratic – there needs to be a co-
ordinated, simplified approach that fits with Community Planning. 

9. There needs to be links to Council activities such as utilising leisure 
centres as a support base for the delivery of community services. 
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10. There is a need to demonstrate the outcomes of PPI. To do this simple 
tools are needed to measure the impact of PPI.   
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The Patient and Client Council has identified several further actions to be 
taken as a result of the workshop:- 

a) The Patient and Client Council will work to ensure that the patient and 
client voice is heard in the development of joint local authority and 
health & social care projects. 

b) The Patient and Client Council will develop a generic support 
programme to equip users and carers in becoming involved within 
health and social care.   

c) The Patient and Client Council will develop a guide to support patient, 
client and carer involvement within health and social care with the aim 
of building capacity and supporting the development of champions of 
Personal and Public Involvement. 

d) The Patient and Client Council will ensure that engagement models 
used within health and social care are suitable for the needs of rural 
communities. 

e) The Patient and Client Council should seek to influence the review of 
Departmental Guidance on Personal and Public Involvement to ensure 
that involvement within health and social care is consistent, effective 
and reflects the aspirations of patients, clients, carers and 
communities. 
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The Patient and Client Council was established on 1 April 2009 to provide 
a powerful independent voice for people. 

The Patient and Client Council has four main duties.  They are to: 

·  Listen and act on people’s views; 
·  Encourage people to get involved 
·  Help people make a complaint; and, 
·  Promote advice and information  
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The Patient & Client Council felt that an event to refocus personal and public 
involvement was timely for a number of reasons. 

Firstly, the Department of Health and Social Services and Public Safety had 
issued guidance for Health and Social Care bodies in 2007 to ensure that the 
involvement of individual patients and clients as well as the public was done in 
a consistent proactive way.  This recognised that personal and public 
involvement was  important in delivering a safe and quality health and social 
care service.  With a planned review of the guidance it was timely to have a 
broad based discussion about what involvement has delivered to date, what 
challenges have been faced, and what the future pathway for PPI should be.   

In addition, there has been a developing health economist viewpoint arguing 
that involvement is a crucial part of the jigsaw of effective, quality health and 
social care services.  One of the most important of these voices has been 
Professor Derek Wanless in his report called ‘Securing Our Future’, which set 
out the many benefits of engaging with people who use services.  The 
benefits include not just better outcomes for the service user, but also the 
potential to reduce demand on acute services.  

 More recently, the 2010 Marmot Review developed the concept of 
‘proportionate universalism’ as a means of reducing inequality and engaging 
people and communities in their care.  This report showed that there is a 
social gradient in health and that the lower a person’s social position, the 
worse their health.  Action should focus on reducing the gradient in health.  In 
order to do this action must be universal but with a scale and intensity that is 
proportionate to the level of disadvantage - that is ‘proportionate 
disadvantage’.  Such action takes us beyond the traditional scope of health 
and social care and demonstrates the imperative to ensure that all 
stakeholders are working together to develop a shared language and co-
ordinated approach. 
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Finally, the recent McKinsey report commissioned by the Health & Social 
Care Board showed that Northern Ireland health and social care is 
underfunded compared to the rest of the UK.  The current economic climate 
has meant that there is a requirement to reduce funding for health and social 
care.  The McKinsey report indicates that in order to achieve this there would 
need to be a radical review of where and how services across NI are currently 
provided.  This emphasises the need for an informed debate about the 
funding and delivery of health and social care services.  If this is to happen in 
a productive way, all stakeholders need to be involved and personal and 
public involvement will be at the heart of any such process. 

The aim of the workshop was to reflect on these big picture issues alongside 
the realities of personal and public involvement on a day to day basis.  There 
is no question that involvement has a part to play in improving standards 
within health and social care.  The question for the workshop was how this 
could best be delivered.   

How, in fact, can involvement liberate health and social care from some of the 
problems that currently beset it? 

�
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In order to ensure that the workshop was focussed on the participants’ 
knowledge and experience, three innovative methodologies were used. 

These were:- 

1. Opening café conversation  – The opening café conversation 
addressed two questions where participants explored the topic by way 
of opening up a broader understanding and hearing the points of view 
of lots of different stakeholders. The two questions treated were: 

  

i. What does involvement mean to you? 
ii. What needs to be liberated? 

 
Participants met in small groups of four people around coffee tables to 
explore these questions. Three times the participants moved to new 
tables to meet more people and share more insights. Information was 
harvested from their conversations and shared across the whole group. 

 

2. Open Space  – The Open Space process involved starting with a blank 
wall and participants were invited to propose conversation topics that 
they wished to host over five separate sessions. Other participants 
signed up to attend those workshops where they had a particular 
interest. 21 workshops were held – Section 3.2 of this report details the 
outputs of each of these workshops. 

 

3. Action Café  – On the second day an action café was held. In this 
exercise six separate projects or proposals for projects were discussed 
with one person taking responsibility for proposing the project and 
inviting other participants to help them think it through and add colour 
and detail to assist with firming up the proposal and making it robust in 
a way that would help ensure its success. In the café format each 
project proposer was visited by three groups of people who added 
further colour and depth to the project. The projects were presented 
back to the whole group in a closing circle to demonstrate how their 
ideas had crystallised. 
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3.1  Overview of Café Conversations: 

These statements reflect some of the feelings and insights expressed during 
the café conversations. Below is a “word cloud” which expresses the 
prominence of words that were written on the café conversations table cloths 
and the post-it notes. 

“’The patient will see you now’ approach” 

“Patients / carers should be at the centre of decisions” 

“Involve and liberate opportunities for service users to engage in service 
planning” 

“Transfer responsibility from health and social care to the citizen” 

“Liberate health care workers from the culture” 

“Problems can also be fixed by attitudes – not just money” 

“Involvement is part of formal structures” 

“Having a say in how things are done” 

“Involvement needs to be given its place and funded” 

“Need to measure impact of involvement to stop it being seen as soft” 

“PPI: Legal requirement but no one has told us how to do it” 

“Why do you have to shout to be heard?” 

“Stamina required to get satisfactory conclusion” 

“Being involved at the “we have a problem” stage rather than “what do you 
think of this?” stage” 
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This section highlights the topics discussed in the Open Space workshops 
and the emerging insights and recommendations. A full record of those 
discussions is available from the Patient and Client Council. 

1. How do you stop Health and Social Care Becoming a Political 
Football? 
 
This workshop looked at the current role of politicians in the process of 
spending on health and deciding priorities. The scale of the Health and 
Social Care budget attracts controversy and intervention, not always 
helpful. A more thoughtful approach to engaging people and having 
involvement in the debates might help. The fact that there is so much 
attention from key decision makers and opinion formers can be an 
advantage if used properly. People may not like the decisions that 
sometimes have to be made regarding spending priorities, but the 
workshop looked at how to involve people so that these decisions are 
more robustly debated and considered. The public can be trusted with 
important discussions! Some concluding thoughts from this workshop: 

·  Maybe we want it to be a political football 

·  People involved in the “planning” stage 

·  Public representatives involved at Trust level budget meetings 

·  Do people lose trust in health and social care when it is used as 
a political football? 

(Convenor: Maeve Hully) 

2. How can we measure the delivery of PPI and captu re any evidence 
of change?   
 
This workshop examined the need for evidence to support the move 
towards greater user participation. The current lack of data is 
hampering efforts to increase involvement. The workshop asked what 
types of measurement can build the evidence to bring more people on 
board and to make the case for greater involvement. The workshop 
examined the different types of expectations that exist in terms of 
involvement and how some standardised methodologies can help 
spread the ideas and the language to make it better understood. Some 
ideas included: 

·  Theory based evaluation – bringing users together to talk about 
what they want and developing an action plan to achieve this 

·  Protocol to evidence user involvement to lever funding 
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2. How can we measure the delivery of PPI and captu re any evidence 
of change (contd.)  
�

·  Whole series of steps are needed at all levels (job descriptions, 
service users on interview panels) 

·  Build into recruitment and appraisal systems  

(Convenors: Janis McCulla & Stella Cunningham) 

 

3. How Can Councils Design New Facilities to Delive r Health 
Outcomes  
�
This conversation looked at the opportunities for Local Authorities to 
build health outcomes into the design and operation of leisure facilities. 
By higher and more focused investment in leisure facilities the health 
outcomes can be significant. The involvement of communities was 
discussed and the leadership role of those with the ability to make a 
difference. It is just not the current thinking or practice but the concept 
makes such common sense that it is difficult to argue against. Some 
insights included:  

·  We need leadership – courage to do it now 

·  Local Authorities have the necessary community support to 
deliver 

·  Need for infrastructure to allow dialogue to take place 

(Convenors: Michael Lipsett, Andrew Martin, Gerry Maguire) 

 

4. How Can You Help and Support the Commissioning P rocess? 
 
This workshop looked at the way the commissioning process works 
and how consumers can access the process to have a greater 
influence. It examined the confusion inherent in the current process 
and how openness and transparency can help make the process 
easier and more robust. 

(Convenor: Mary Donaghy) 
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5. How would it look if “it” (involvement) was real ly happening? 
What might become possible?  
�

This workshop examined what the world might look like if involvement 
was living up to its true potential. Aspirations included organisations 
skilled in facilitating people, patients empowered to take better care of 
themselves and becoming better informed.  This could result in  
effective mutual relationships and improved health outcome. Here’s a 
little of what it might look like: 

·  Open Door – Trusts 
ready to listen 

·  Information is key 

·  True partnerships 

·  Joint accountability 

·  It’s the way things are 
done 

 

·  Demonstrable 
outcomes 

·  Staff and patients 
valued 

·  Positive experience

(Convenor: Leslie Boydell) 

�

6. How do I lead Involvement in a large Health and Social Care 
Trust? Change from Within  
�
This workshop asked the question about operationalising involvement 
inside the system. The workshop looked at the ideas and the actions 
that can start a snowball effect of gathering momentum, but always 
including the buy-in of the Chief Executive. The workshop explored 
evidence building and taking a long term approach to changing the 
culture by building on what works and with the people who care. 

·  Drip, drip, drip – tackle in a lot of different ways 

·  Taking what is good from others 

·  Demonstrating outcomes 

(Convenor: Leslie Boydell) 
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7. How Do We Influence the Key Influencers?  

This workshop looked at the key influencers who drive the system and 
asked how they might be influenced to do things differently. A list of 
influencers was identified and series of ideas for how to go about 
working with them to achieve change was proposed: For a start:- 

·  Do your homework 

·  Be prepared 

·  Do it all again 

(Convenor: Graham Logan) 

 

 

8. GP’s – The Family Doctor  

This topic explored the perception that the GP is the family doctor and 
as such placed uniquely to assist the family to manage more of their 
own health and care. The key question: is this really what they are 
tasked with doing? There are plenty of situations where a broader 
approach to health can take the burden off the system, including 
helping people become managers of their own health. It is often not the 
case that the GP is willing or able to provide this. Many people get 
referred to specialists to reduce risk of misdiagnosis and thereby 
passing the problem on into the system. Some ideas included: 

·  Check do they have the time, expertise, and skills to deliver 

·  Create infrastructure to support this (Local Councils, Voluntary, 
User Experts) 

·  Develop a new model that delivers better success (probably for 
less) 

(Convenor: Richard Dixon) 
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,�  PPI Circular (Guidance *�
 

 
This workshop explored the new guidance on involvement which is 
being prepared by the DHSPSS. It asked what should be included, how 
it should be developed and how it might be deployed in a way to make 
it meaningful and robust.  The guidance may become an enabler by 
assisting all organisations to understand and better deploy involvement 
techniques if it makes the link from strategic to operational pathways. 
Some ideas included: 

·  Form a strategic 
development pathway 

·  Reflect status of 
service user/ career 
as partner 

·  Promote PPI 

 

 

·  Signposts to 
resources in Trusts 

·  Develop standards for 
PPI 

·  Service user 
representation 

(Convenor: Sean Scullion) 

 

10. The Weakest Link – YOU!  From the most dependen t    
/disadvantaged making your voice / needs heard and understood 
from old to young  

This workshop explored the importance of having the tools and the 
ability to be heard. The system does not make it easy to be heard and 
if someone does not know how to approach the system with their views 
and concerns they will be ignored. This is accentuated for those with 
vulnerabilities including disabilities, mental health issues, learning 
difficulties. Simple values such as listening and respect can really help 
make the situation a lot better for a lot of people:  

·  Invest in people by listening and respect views 

·  Act early to maximise benefits 

·  Minimise waste of effort and resources 

 

(Convenor: John McKee) 
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11. No decision about me without me ���

This conversation explored the frustrations concerning getting your 
voice heard. The lack of empathy, awareness, and capacity to be able 
to hear people and respond to what they are saying is a cause for 
concern for carers and patients alike. Understanding where each other 
is coming from and what the difficulties are is a great place to start 
breaking the barriers that exist between service provider and service 
user. Some ideas included: 

·  Listening 

·  Balance between targets and time 

·  Training required for healthcare professionals 

·  Think outside the box 

(Convenor: Maeve Hully) 

 

12. How best to get people involved in health and s ocial care issues 
to empower the Patient and Client Council  

This workshop examined the ways to enhance the role of the Patient 
and Client Council to enable more people to have an effective voice 
within health and social care. It looked at the tools, the techniques and 
some helpful advice on how to connect more and better with the public 
in articulating their voice. Some ideas included: 

·  Develop better communications with voluntary and community 
organisations 

·  Create more awareness about of the Patient and Client Council 
and its role 

·  It takes time to change culture (people feel they can’t make a 
difference) 

·  Work on what attracts people to get involved: travelling 
expenses, catering, transport, pay them 

(Convenor: Jackie McNeill) 
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13. Hospitals Should Close?!!  

This workshop examined the controversial topic of the universal 
opposition to hospital closures and examines where that attitude and 
fear are driven from. People seem alienated from the debate on what 
services could and should look like and at times of services being 
threatened are motivated to drive the debate to access it. Partly driven 
by a fear of not being able to access the NHS, members of the public 
demand more of GP’s. In particular an examination is needed to 
understand the relationship between accessible local services and the 
A and E department which has become for many a primary access to 
health care. 

(Convenor: Richard Dixon) 

  

14.  Is there such a thing as the perfect user?   

This workshop explored the question about the expectations placed on 
service users concerning involvement and how to recognise a valid 
opportunity and person to engage. This confusion arises from the 
variety of reasons why someone could be engaged and the reality of 
how people are engaged. The message coming from the workshop 
was that there are many layers to involvement and a one size fits all is 
neither effective nor appropriate. That is not to say that it is an 
impossible task nor that it does not deliver positive results. A more 
sophisticated culture of involvement can help hugely in allowing an 
organisation to “do” involvement. 

·  Whoever comes is the right person 

·  Different levels for different activities, need to involved 

·  People as partners from the beginning 

(Convenor: Gail Johnston) 

 

15.  What does partnership really mean? 

Partnership does not equal equality – a misconception that gets people 
into trouble. This workshop examined what partnership actually means 
and how to get the most from a partnership-based approach. It 
identified the key areas for action to allow people and groups interested 
in working in partnership to actually become effective at the content 
rather than focusing on the process. 

(Convenor: Donald Harley) 

�
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16. PPI  - What does it mean to health professional s and to the wider 
public? 

This workshop discussed the perception of PPI and how it has been 
used and abused in the system. For many it is seen as something of an 
annoyance or a tick box exercise. There is reluctance on everyone’s 
part to make it a mandatory set of procedures, for fear of creating a 
participation industry and for stifling the very thing that makes it 
successful – the willing use of its outputs to improve services and 
experiences for users.  

(Convenor: Andrew Martin) 

 

17. How can a mode of community planning most effec tively include 
the Patient and Client Council and PPI?  

This workshop looked at how PPI and the Patient and Client Council 
can become closer to the goals of Community Planning that is starting 
to break out across the country. It examined the implications of another 
structure on an already very formalised public sector and examined the 
primacy of a values based approach rather than a statutory based 
approach to getting the most from engagement. 

(Convenor: Kim Walsh) 

 

18.  How can we network better?  

This workshop examined the opportunities that come from working 
more effectively with like-minded organisations to augment the 
messages and goals. This will help cut down on duplication and 
become clearer at what it is that we are offering. There are well 
disposed groups out there to work with and lots of new media 
resources to tap into. 

(Convenor: Stella Cunningham) 

19. Patient and Client Council –what is the members hip scheme and 
how can we best use it?  

The Patient and Client Council has a large and growing membership – 
but what is it for? This workshop explored the structure of the 
membership and the potential to harness it for improving health and 
social care. It also examined who is currently not in the membership. 

(Convenor: Sheila Kelly) 
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20. How to influence Central Politicians about the needs of rural 
communities?  

Rural communities can suffer a certain neglect in relation to accessing 
health and social care. This workshop discussed the need for joined up 
working, better networking, a sense of empathy of the plight of rural 
people, and a call to rural people to work together to exploit any 
networks that do exist in improving the level of debate. 

(Convenors: Maureen Andrew, Stanley Henderson, Graham Logan) 

 

21. Practical suggestions for facilitating developm ent of informed PPI 
representatives from user / carer population?  

A conversation about how to get the right type of involvement for health 
and social care including understanding the issues different groups 
have and what the appetite is inside health and social care to take on 
board their involvement. It examined the relationship between different 
types of involvement from consultation to participation. 

(Convenor: Caroline Kelly) 
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This section details the Action Café workshops held during the second day of 
the event. Six actions were chosen for more detailed planning. Each host was 
visited by three different groups of people who helped contribute by listening 
to the proposal, asking questions to establish the need, and by contributing 
what they knew could help make it happen.  

 

&
�����'��-� �
Who should do what in relation to Personal & Public  Involvement? 
��
The issues:- 

·  Organisational structures might be in place but it is not always clear 
what is happening behind these. 

·  There seems to be duplication of effort and responsibilities. 
·  The lack of clarity does not assist accountability. 
·  The restructuring of health and social care and the legislative changes 

have led to some uncertainty. 
·  The review of DHSSPS guidelines will be based on the organisational 

framework document.  This should set out responsibility and 
accountability at a strategic level but may still leave some confusion at 
operational level. 

·  The link between PPI and the Patient and Client Experience standards 
is potentially confusing. 
 

What is needed:- 

·  The review of the DHSSPS guidelines will provide a strategic position 
on roles, responsibilities and reporting.  However, part of this process 
needs to consider how the strategic vision will be rolled out and put into 
practice on the ground. 

·  There needs to be an agreed view not just on function but also about 
the ‘content’ of PPI work. 

·  There should be clarity about whose responsibility it is to assess the 
impact of PPI. 

·  The relationship with the Patient and Client Standards should be 
defined and an independent element put into the assessment of these. 
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Who should do what in relation to Personal & Public  involvement? 
(contd.)  
 
 
Suggested way forward:- 

·  The review could become a more open process honouring the spirit of 
engagement by exploring not just strategic roles, but also looking at 
what should be happening at the various levels of engagement.  This 
process should involve a range of PPI stakeholders including service 
users and implementers. 
 

·  Once the review is completed, the Regional PPI Forum could facilitate 
a discussion among Health and Social Care bodies to ensure that there 
is operational clarity and a shared agreement of roles and 
responsibilities. 
 

·  Work should be done to create linkage between the impact of PPI and 
the Patient and Client Experience Standards. 

 
 

(Host: Stella Cunningham) 
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Rural Communities: How can we promote effective inv olvement of rural 
people?   
 

Some of the existing problems:- 

·  A lack of political support  
·  Deprivation 
·  Health inequalities  
·  Difficulties with access to services  
·  Social isolation 
·  Distrust and disaffection  
·  Stoicism  
·  Government targets can disadvantage rural communities  
·  Lack of information  

 
 

Some of the potential solutions:- 

·  Look at the networks that already exist – how could these be developed?  
·  Role of churches  
·  Role of voluntary and community sector  
·  Role of farmers groups  
·  Role of WI  
·  Role of statutory services  
·  Role of Government and particularly DRD and DARD – joined-up 

Government, making rurality a cross-cutting departmental issue  
·  What are the gaps? 
·  The need for Wellbeing Centres in the rural community  
·  Use of technology  
·  Community planning pilots  
·  Strategic Health Partnerships  
·  Investing in Health Partnerships  
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Rural Communities: How can we promote effective inv olvement of 
rural people?  (contd.) 
�

There is the need to do something in and with and f or the rural 
communities – where do we start?  

 

Some suggested recommendations:- 

1. Conduct a pilot in a specific rural community  

2. Identify the partner organisations who want to be involved  

3. Identify the desired outcomes at the outset, i.e.   

·  Involvement – what does that look like?  
·  Promoting and improving the mental health and wellbeing of rural 

communities   
 

4. What are the resourcing implications?  

5. Conduct an evaluation of the pilot  

6. Construct an emergent rurality wellbeing strategy  

7. Roll-out the good practice to other rural communities 

 

(Host: Louise Skelly) 

 

 



 

� �� �

"�"� �� ����	����(�
%�#���  

&
�����'�"-�
‘How can we promote / champion those groups or indi viduals who have 
made a difference, and continue to make a differenc e, to their 
communities?   
�
Example of group: Barnardos ‘Children and Young People’s Participation 
Project’ based in Armagh; this group is for disabled young people and have a 
concern that they are not taken seriously when it comes to skills and 
qualifications.  They are often offered qualifications which someone else has 
decided would be suitable for them, not what the young person wants or has 
strengths in.  Ways we could help might be:- 

·  Find people who are willing to work with disabled young people 
·  Supply Easy Read versions of things like consultation documents 

which they are asked to look at 
·  Establish what they need to help them continue the work they are 

doing 
·  Improve access (physical) 
·  Improve communication 
·  Look at complex needs of members  
·  Assist transition – e.g. leaving school and entering workplace 
·  Listen to these young people 
·  Put emphasis on the person - let them tell us what they need 
·  Harness their expertise 
·  Look at partnership between the young people and their parents 

 

Other helpful / useful suggestions:- 

·  Media:  need to publicise good practice in local papers for example; 
this might stimulate interest and encourage others to help or start 
similar groups 

·  Provide information to people, e.g. single telephone advice line, which 
could signpost people to all health and social services in their area 

·  Patient and Client Council website: bulletin board / chat room for 
exchanging ideas in good practice; would prevent others from making 
same mistakes / wasting time 

·  We have bred dependency – encourage people to take responsibility 
for their own wellbeing 

·  Give people back their voice 
·  Recognition / award schemes (perhaps recognition more than award); 

as part of this we could be gathering information on how / why this 
group or individual has achieved success 

·  Look at what’s happening in other countries 
(Host: Eleanor Doherty) 
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How do we create an appropriate Training And Capaci ty Building 
Programme to allow User And Carer Involvement at a range of levels 
and to enable progression through those levels? 
 
 
Needs identified in conversations during workshops: - 

1. Need to identify role descriptions for different types of involvement at 
different levels 

2. Need to advertise openly and encourage wide range of individuals to 
express their interest in pursuing a level of involvement in influencing 
health care. 

3. Need to provide assistance for users/carers to “self-critique” extent of 
their involvement (time, computer literacy, personal experience, 
representative capability) and to match their own skills and personal 
interests with involvement role. 

4. Need to provide suitable induction and continuous update on health 
service structures and financial resources 

5. Need to discuss barriers to user/carer involvement in an open and 
frank manner. 

6. Need to create supportive environment and suitable mentoring to help 
users/carers develop constructive relationships with health service 
staff. 

7. Need to provide further training as needed for user/carer representative 
coupled with opportunities for involvement experience. 

8. Need to train/empower users and carers to be involved at the most 
strategic levels of planning appropriate future services  

9. Need to provide set of standards and guidelines for user/carers to 
follow in their involvement role. 

 

It was agreed that a mechanism or structure incorporating the above needs 
would serve to train/empower users and carers to be involved at the most 
strategic levels of planning appropriate future services. 

 

Next Step 

Locate members of the PPI Regional Forum Training and Capacity building 
sub-group and ask them to advocate for the inclusion of these needs in the 
development of public and personal involvement. 

(Hosts: Caroline Kelly and Sandra McCarry) 
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PPI Operational Tier:- 
 
 

·  We have strategic engagement through the Regional PPI Forum, but 
need to forge stronger links with people working at operational levels, 
both internally to health and social care, and with key community and 
voluntary sector colleagues with a responsibility in this area. 

·  Aim is to share best practice, learn from each other, avoid duplication 
and keep up to speed on the latest developments / issues 

·  Disconnect between PPI colleagues 
·  Need to Map PPI:   

- structures 
- resources/personnel 
[Trusts/PHA/HSCB/Special Agencies/Patient and Client Council] 

·  Can include others who don’t have specific remit for PPI, but actually 
do it 

·  Involvement of external organisations need to be factored in 
Eg Cancer Locality Partnership Groups 
Spread responsibility/ownership 

 

�  How do we find out where they are? 
�  How do we get them together? 
�  Make use of existing resources 
�  Alliances – linkages 
�  In-house, but what about beyond health and social care? 
�  Fit for purpose! 
�  Inform the work of the Forum 

 

·  This links in closely with the work of the Forum sub groups 
·  Can we make use of existing PPI panels & structures 
·  Flexible structure 
·  It could, perhaps, be based on the Regional Governance Model 
 

(Host: Martin Quinn) 
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Involvement With Local Government 
�
The proposal was to undertake a joint initiative with local government to 
involve patients and the public jointly in areas of mutual interest. The purpose 
of such a project would be to establish joint working, to enhance the influence 
of the Patient and Client Council through local government, generally to 
augment patient and public involvement in health matters, and to take some 
short term practical step aimed at achieving a measurable change through 
involvement in a specific project.  

Feedback 

Feedback groups identified first that it needed to be clear that there was 
actually a gap to be filled by a piece of work. There was no point duplicating 
what was already happening and several major initiatives like neighbourhood 
renewal and community planning were already in hand. It was noted that local 
government powers around community planning – including health and 
wellbeing of communities – had not been granted as yet and that local 
government were still working towards these. Finally, it was noted that it 
would not be prudent to “just do something” – particularly if that desire was 
prompted by frustration at the pace at which local government and other 
agencies were working to come together and take coordinated actions on 
health and wellbeing. There was need for proper strategic planning and co-
ordination as well as “grass roots” actions. 

There was a general feeling that if any action was to be taken it would be in 
the area of promoting health and wellbeing. Similarly, there was agreement 
that local government and the Patient and Client Council had a shared 
interest in promoting the greatest possible involvement in health and 
wellbeing by communities and individuals. 

Conclusion 

There would be some benefit in exploring a specific and possibly local 
initiative. One delegate was developing proposals now for a health and 
wellbeing agenda for new leisure centres in his area and this might offer a 
starting point. Options for involvement of primary care and community health 
professionals should be explored also, but there should be caution around 
ignoring the wider strategic context in local government. There should be 
caution also around developing proposals that were too prescriptive for the 
local population. It was noted that the promoting and maintaining health and 
wellbeing part of Health and Social Care work required the greatest “buy in” 
by members of the public.  

Action 

The Patient and Client Council would discuss these proposals further with the 
local government representative present at the workshop who had current 
plans.                                                                        (Host: Richard Dixon)               
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The level of participation in the workshop showed a substantial interest in, and 
commitment to, building on the impact of personal and public involvement.  
The discussions acknowledged what has been achieved through involvement 
but highlighted a number of shortcomings and frustrations.  It was apparent 
that there is currently an opportunity to refocus and strengthen personal and 
public involvement. 

The Patient and Client Council has a key role in challenging current practice 
and supporting the ongoing development of this work.  The suggestions below 
reflect the proposals of the ‘Action Cafe Workshops’.  The Patient and Client 
Council will take forward these proposals over the coming year. 
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5.1 The Patient and Client Council will work to ensure that the 
patient and client voice is heard in the development of joint local 
authority and health & social care projects. 

5.2 The Patient and Client Council will develop a generic support 
programme to equip users and carers in becoming involved 
within health and social care.   

5.3 The Patient and Client Council will develop a guide to support 
patient, client and carer involvement within health and social 
care with the aim of building capacity and supporting the 
development of champions of Personal and Public Involvement. 

5.4 The Patient and Client Council will ensure that engagement 
models used within health and social care are suitable for the 
needs of rural communities. 

5.5 The Patient and Client Council should seek to influence the 
review of Departmental Guidance on Personal and Public 
Involvement to ensure that involvement within health and social 
care is consistent, effective and reflects the aspirations of 
patients, clients, carers and communities. 
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LIST OF PARTICIPANTS 
 
Andrew Martin  Service User - Southern Area 
Anne McGlade  BSO 
Anne McKinley Community Focus Learning 
Aoife McKernan Barnardos 
Avril Craig Patient and Client Council 
Brendan Heaney Diabetes UK 
Brendan McKeever  Service User – Western Area 
Caroline Kelly Western Advisory Committee, PCC 
Carolyn Agnew  SHSCT 
Clare Weir Craigavon Borough Council 
Donald Harley  Service User - Eastern Area 
Edna Walmsley Northern Advisory Committee, PCC 
Eleanor Doherty Patient and Client Council 
Elizabeth Mahood SHSCT 
Fiona Rowan Southern Advisory Committee, PCC 
Fiona Scullion MindWise 
Gail Johnston Public Health Agency 
Gerry Maguire Health and Social Care Board 
Graham Logan NIAMH 
Jackie McNeill Patient and Client Council 
Jacqui Magee Health and Social Care Board 
Janis McCulla NiCAN 
John Gow NIAS 
John McKee Patient and Client Council Member 
Keli Clarke Patient and Client Council 
Kim Walsh Belfast City Council 
Laura Fegan Barnardos 
Leslie Boydell  Belfast Health and Social Care Trust 
Louise Skelly Patient and Client Council 
Maeve Hully Patient and Client Council 
Martin O'Neill  Health and Social Care Board 
Martin Quinn  Public Health Agency 
Martine McNally  Northern Health and Social Care Trust 
Mary Donaghy Health and Social Care Board 
Maureen Andrew Western Advisory Committee, PCC 
May McCann Patient and Client Council Board  
Michael Lipsett  Down District Council 
Patricia Jordan  Carers Matter 
Richard Dixon Patient and Client Council 
Roisin Kelly  RQIA 
Ronnie McBride Ballymena Borough Council 
Sandra McCarry Belfast Health and Social Care Trust 
Sean Scullion DHSSPS 
Sheila Kelly Patient and Client Council Board  
Stanley Henderson Northern Advisory Committee, PCC 
Stella Cunningham Patient and Client Council 
Stephen Frazer Craigavon Borough Council 

 

Appendix
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Telephone  0800 917 0222 

www.patientclientcouncil.hscni.net 

Belfast Area 
1st Floor, Lesley House 
25-27 Wellington Place 
Belfast BT1 6GD 
 
Northern Area 
Houston’s Mill Site 
10a Buckna Road 
Broughshane 
Ballymena BT42 4NJ 
 

Remember you can contact your local office on  

or email info.pcc@hscni.net  

Southern Area 
Quaker Buildings 
High Street 
Lurgan  
Craigavon BT66 8BB 
 
Western Area 
‘Hilltop’ 
Tyrone and Fermanagh Hospital 
Omagh BT79 0NS 
 
South Eastern Area 
1st Floor, Lesley House 
25-27 Wellington Place 
Belfast BT1 6GD 
 
 


