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Beyond the Surgery Event. November 24th 2010. Panel Discussion
Question: Sarah Shatwell Commissioner for B&NES. As a commissioner, it would be useful for me to know what aspects of a social prescribing service you think are particularly important in investing in over others and why?

Richard Berkely GP The Orchard Medical Centre.  It is difficult at the moment to find much hard evidence of social prescribing working in conjunction with medical services, perhaps because it is such a new idea. My idea of future funding opportunities is to raise awareness throughout all sectors as to the huge possibilities of social prescribing. This is why we have DHI as an embedded member of our surgery team.
Alex Mc Neil. The Really Useful Learning Company. Commissioning at the individual level involves buying services to produce an individually tailored package of support. Individual commissioning has links to individual budgets and the ‘In Control’ model, which are already commonplace in adult services and are recognised as good practice. Greater personalisation and tailoring of services is seen as an important way of ensuring that services meet needs and produce the best outcomes. Social prescribing is so beneficial to individuals and commissioning services individually also helps to increase ‘co-production’ – ensuring that professionals work together to improve outcomes rather than imposing services on them. In these circumstances, packages of care need to be tailored to individual circumstances. So we need to carefully look at the budget and see how much social prescribing can be commissioned on an individual level.
William House. Retired GP, Practice Based Commissioner. The aim of commissioning social prescribing services should be to change the mindset of the medical profession to help them understand the limits of medicine. We need to avoid a continued medicalisation of social needs and dependency upon the medical profession. To make the spending happen successfully there needs to be things going on that show how they are happening and how they are working. We are after community cohesion rather than randomised control trials.
Anna Sansom. New Routes Social Prescribing Coordinator at The Care Forum. This is an exciting time to be looking at different options for ways of taking the social prescribing concept forward. In the New Routes project we would love to follow up on ideas we have started to develop about employing a volunteer coordinator to work with volunteers that can help make hand holding a more viable aspect of our project.

Janet Brandling. Researcher, Bath University. What is the most useful area for development is to research the best options for how to act as a conduit between people that are already there and people that need access to services. So harnessing strengths within societies and developing volunteer roles in order to work towards more cohesive societies.

Ellie Gleeson. Manager, Social Prescribing Service DHI. We need support to help our social prescribing project with the practical issues.

Phil Hammond. I’m really into the concept of using citizens to help one another.
Question: Meri Rizk, B&NES People First. Have you found a way to capture gaps in need and service provision in the areas which you work in order to facilitate community development?
Anna Sansom. We have talked about this as a big aspect to the New Routes project and it is firmly one of our overall aims to map service provision and need in Keynsham. Currently we have been successful in working with the Community Learning Service to build up numbers for community education course and to request particular courses as we feel our clients may need them. We have also worked in close conjunction with the Breathing Space Arts Project that was entirely populated by New Routes clients and a direct response to the need for a therapeutic, creative group in Keynsham.
William House. There are ways of making social prescribing more long term and more sustainable. For example we currently have a lot of people wanting to volunteer and a lot of people with transport needs. It seems to me that this is an example where these two things could really cancel each other out.

Chris Head. South Gloucestershire Village Agents. The Village Agents have just started a transport scheme in Chew Valley which is run by volunteer drivers. Community Transport Schemes are starting up now, funded by B&NES Policy and Partnerships and in a way this is the next bit of the holistic jigsaw. We have also used Google Maps in order to identify where our clients actually live and there are very few in completely rural areas. So although the transport is there it is perhaps still not getting to those people who live in very rural parts of the country.

Phil Hammond. It’s worth taking note of the language we are using and whether or not we have slipped into jargon. I think ‘Village Agents’ is OK but perhaps we will need to think of another way to refer to ‘social prescribing’ which sounds very much like something somebody does to you.

Alex McNeil. Yes and along this line perhaps ‘gaps in unmet need’ is also a bit of lingo which sounds quite jargonistic. We need to be careful about our language and pragmatic about our local communities.

Phil Hammond. “Hard to Reach” is also a very bad term. Very vague and difficult to know what it is referring to.

Ellie Gleeson. DHI is starting up a volunteer coordinator’s role to be piloted next year by us out of the Orchard Medical Centre. The idea is to match up lonely isolated people with people who are interested in becoming volunteer drivers.
Question. Rosie Phillips DHI. Social care is an area requiring some skill and expertise. How can the GP consortia make sure they are providing good social care and commissioning it carefully when this has not historically been their area of expertise?
Richard Berkely. It is a very good question and I think GP’s need to be realistic about this and they need to take steps in order to be able to see the wider picture. GP’s will need to work  with what is already there and what has already been done and find ways to assess the effectiveness of all of this because actual measurements about effectiveness in social care are very difficult to find.

William House. I wear several hats and one of them has recently been in ‘practice-based commissioning’, which has now ceased to exist really. The new GP consortia will have a specific requirement to work with social care and they have to make a stated commitment to this. On the ground this may well involve finding the one or two GPs who really believe in it. It does not have to be a GP who is on the consortium but it does need to be one who is a believer in the concept of social prescribing. It may well be that Richard is that GP in Gloucestershire and I am that GP for Bath and North east Somerset but it is difficult to say at this stage.

Phil Hammond. The current trend is indeed to integrate services. Labour set up a lot of services in competition with one another.

Rosie Phillips. I’m only asking because social care is a massive issue and a giant area. I am concerned there won’t be the expertise within the GP consortia with which to deal with this growing issue.

William House. That’s true but I don’t think that GPs need to be experts at everything in order to make it work, they just have to ask for the right advice and to recognise that they don’t understand everything.

Chris Head. The Village Agents deal with a lot of people who are 70 plus and one of the myths this group of people tend to hold on to is if they discuss their social care issues too openly they will get whisked away into a ‘home’.

Richard Berkely. GPs are very institutionalised. They also very often do not know what is going on out there in the community so I think you have made a fair point. They will need to work in conjunction with those who have experience in the areas which they do not.

Phil Hammond. I think what we’re saying is that GPs are the right people to have to deal with uncertainty – call it a virus!

Question. Jill Tompkins, B&NES LINK. It has been suggested by the media that it would be useful to have a member of Health Watch on the GP consortia. What does the panel think of this?
William House. Yes it is a good idea and I also think that a member of a voluntary sector infrastructure body would be a useful addition to the consortia. 
Richard Berkely.  Yes of course it would be a good idea.

Alex McNeil.  Any professional consortium needs to look at their working practices and make sure that they are being fully inclusive.

Question. Simon Mills, runs a self care element to a GP Practice in Cullompton, Devon. There are a lot of people with symptoms who could help themselves. I think that instead of just talking about psycho-social needs we could talk about ‘bio-psycho-social needs’. We need to also find ways to help those people who want to self manage their own medical problems. Can this culture gap ever be closed do you think perhaps by bringing health into the debate and it not being all either health or social; care so to speak.
Richard Berkely. This is very true and hence the reason for initiatives such as Co Creating Health, which is all about self-management support which requires a whole-system approach, not just a few self-management courses run in isolation, which are of limited value alone however well-meaning these may be. This programme, spearheaded by The Health Foundation, aims to embed self-management support within mainstream health services across the UK and equip patients and clinicians to work in proper partnership to achieve better outcomes. There is increasing evidence that patients who are better informed and prepared to manage their condition achieve the best health and quality of life. But it is not easy for patients to succeed with what is known as self-management. Often, the advice they receive from clinicians about how to use medication or make lifestyle changes can be too complex or it may be inadequate to provide the help that is needed. Also, GPs are often duped with evidence, especially from pharmaceutical companies telling them “this is the best drug”etc. They have had the wool pulled over their eyes by the pharmaceutical companies which makes them skeptical.
William House. This is a really important question because of the very complex interface between health and social care. Health is a commodity and we have to buy into it. “The quest for health is making people ill”. Ref to “the worried well”..... (quote from collection of quotes on handout).
Chris Head There is an argument to say the whole lot are connected, wellbeing, health, psycho-social needs, economics and this is the aim of “The Big Society” debates, to shrink communities, help people to become more self managing in every field. It is worth questioning how big your own personal “big society” actually is. It’s been quoted as being just one square mile around where you live which is generally about 10,000 people.
Phil Hammond It’s very difficult to separate health and social care anyway. People have a tendency to always individualise their own health needs and their social care needs. It’s impossible to divorce the two.

Question. Subrina Chow, South Gloucestershire Chinese Association. I am the only rep here today from an ethnic minority group so I feel the need to ask this question. In my experience there has been a big gap between service providers and non English speaking communities. There is no specific budget and are no specific services for this group. Will the personalisation agenda close these gaps? For example, will a person with multiple needs including translation have access to something like social prescribing? 
Alex McNeil. Personal budgets are available to all those who meet Fair Access to Care criteria. Personalisation is not about commissioning lots of different services but more about individualising services.
Chris Head. I would say yes to this because of the sign posting aspect to social prescribing. If the services itself does not meet needs it can find a service that does.

William House. When any plans are made they very firmly need to include members of all populations and minority groups.

Richard Berkely. We have had few referrals from people in minority groups but I have to say the one we did have, Ellie was very resourceful had digging out some really useful resources for that person.

DHI Rep. Interestingly if you go back 10 years all things good were with community centres and now it seems they are potentially with health care practices. It is almost as though we need these health practices to become more of a middle ground between the two. People feel it’s easy to open up about their personal life within the surgery. They know it’s confidential. This is where most people place their trust.

Phil Hammond. There was actually a local GP in Birmingham who turned his surgery into a ‘health hide’ or so he called it. He had a poet in residence, crockery smashing sessions that were taken up a lot my a number of women who lived on the same council estate. This is the type of fusion we are looking for into the future.

William House. I think it would be pertinent to end with a Viktor Frankl reference. He wrote a lot about man’s search for meaning and was himself held in a concentration camp for a number of years. His conclusion is that life is all about responsibility.

We had to learn ourselves and …teach our despairing men that it did not really matter what we expected from life, but rather what life expected from us…Life ultimately means taking responsibility to find the right answer to its problems and to fulfil the tasks which it constantly sets for each individual.

Viktor Frankl
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