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TERMS OF REFERENCE

Examine the effectiveness of four CHCs in the North-West of England

i)  Representing the public's views to the Health Authority
ii) Informing the public of the present and future policies of

the Health Authority.
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BACKGROUND

In January 1974 an NHS Reorganisation Circular, HRC(74)4 was issued
by the Department of Health and Social Security on the arrangements
for setting up Community Health Councils in the reorganised National
Health Service.
The Circular gave the following definition on the Purpose of
Community Health Councils:

"Community Health Councils will provide a new means of

representing the local community's interests in the

health services to those responsible for managing them.

In the reorganised National Health Service management

of the service and representation of local opinion will

be distinct but complementary functions, entrusted to

separate bodies but working in close relationship.

Successful administration of the service will depend on

a continuing and constructive exchange of ideas between

Area Health Authorities (AHAs) and the Community Health

Councils (CHCs); the AHA will then be aware of local

opinion on needs and deficiences in the Service, and

the community through the CHC, will know of the action

and intentions of the AHA and of the problems and constraints

with which it is faced. To be effective this relationship

- will call for positive effort and goodwill on both sides.

The Secretary of State believes that this system will be

seen to be mutually beneficial to those who operate and plan

services and to those who use them. Membership of the

Councils will give a worthwhile and satisfying role to many

of the public-spirited people who take a particular interest

in the quality of their local health services."
To fulfil these requirements the CHCs should be consulted before any
substantial developments or variations in the service are to be taken
and should receive information from the AHAs relevant to any major

decisions in local planning and policy.

Membership of each Community Health Council is made up of at least one

half local authority appointees and one third from voluntary organisations.

The remainder are appointed by the Regional Health Authority. In

representing the public of it's district, in health matters, the member-—

ship of each CHC shcould cover as wide a cross-section of people as

possible, who reflect fairly the prevailing views of the district.
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A pilot study by Klein and Lewis (New Society 28.11.74) found that
most CHC members view themselves as the "brokers" or link-men between
the NHS and the consumers. The survey questioned members as to how
the CHCs had tried to find out the interests of the consumer, and
three main methods seemed to be used.

(1) Some CHCs saw their own members as representing the community
interests; an approach which leaves the burden of identifying
problems on the CHC members. The interests of the member may
not, in themselves, be representative of the community and
suggests members must be fairly perceptive.

(2) This approach was to advertise widely the existence of the CHC
and to ensure that the members were readily available at
specified times. This may be a more efficient way of sounding
out public opinion, but still has the drawback that only those
members of the public who are sufficiently motivated to articulate
their points to the CHC will be heard.

(3) The final approach and perhaps the most unsatisfactory way of
representing the whole community, was to take account only of
all the most effective pressure group interests. This aggravates
the worst dangers of the previous method, and can lead to the
interests of intense minorities being examined at thé expense of

those of the less vociferous majority.

More recently, the Evidence to the Royal Commission on the National
Health Service by the North Western Regional Health Authority (Feb.l1l977),
indicates that the Authority feels that the CHCs are not truly
representative of consumer interests in their present constitutions.
However, with greater participation by voluntary organisations, a

more representative view could be obtained and the progress already
made to date, accelerated. The RHA maintains that in the pericd since
CHCs were established, some difficulties have been demonstrated. These
have been of a practical nature, i.e. not arranging their business
around that of the AHAs and thus risking publishing information before
it hés been to the AHA meeting; also the fact that CHCs often mis-

interpret their own role.

This brings into question whether CHCs have, in fact, fulfilled their
originally intended role or established themselves under a different
aegis. In our surveys, we attempted to ascertain whether the CHCs
studied have become effective under their original terms of reference

or have followed a different line of development.
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METHODOLOGY

The basis of the study was survey interviews with members of the

public in four different Area Health Authorities. These included:

(i) A heavily industrialised urban area with a declining city
centre population (Area A).

(ii) A historic city and market place at the centre of a rural
area (Area B).

(1ii)A large suburb of a major conurbation (Area C).

(iv) A medium sized, prosperous, industrial town (Area D).

In order to gain the confidence of the people interviewed and to

encourage frank and open discussions, it was decided not to reveal

the identities of the Authorities involved.

The interviews were conducted in the centre of the Areas concerned
and as far as possible on the 'neutral! and busy thoroughfares and
in town centres. The number interviewed was 400, being 100 from each
Area - and the respondents were evenly divided between male and
female and spread across the age ranges. The (Questionnaire is

included in Appendix III.

To assist the team in it's findings two further Questionnaires were
prepared for use when interviewing respectively CHC Secretaries and
Area Administrators. These enabled a structured 'feedback' to be
obtained from the questions posed. (see Appendices I and II.) A

summary of findings is included in this report.

A wide range of material was also used including information from the
King's Fund Library, Manchester Business School Library, Community
Health Councils, North Western Regional Health Authority and the
Lancashire Area Health Authority.
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SUMMARY OF THE INTERVIEWS WITH CHC SECRETARIES

In this investigation it was essential to discover what the CHC
Secretaries saw as their role and what degree of effectiveness

and influence they believed that the Councils had. A Questionnaire
(see Appendix II) was used as the basis of the interviews although

in practice a wider range of issues were discussed and opinions given.
The team members noted with interest that none of the CHC offices

were widely advertised or particularly easy to find.

All the CHC Secretaries but one felt that the councils were as
representative as possible. They felt that CHCs could not be
representative in any truly democratic sense. However, the existing
membership provided a fair representation of public opinion. The
Secretary in Area C believed CHCs to be unrepresentative in age, outlook
and method of appointment. The Secretary of Area D felt that the quality
of membership was improving as Local Authorities began to send members
with useful skills and knowledge rather than simply those with the right
political affiliations. The interest of the members could be seen by

a good attendance record and good input into the work of the CHC.

All the Secretaries considered the media (press, radio and TV) to be

the most effective method of reaching large sections of the public, with
particular emphasis on local radio. It was generally agreed that meetings
did not attract large audiences, the best response came to topical and
local issues such as the Abortion Bill, NHS cut-backs and closures.

With the exception of Areas B and C who did little, the CHC Secretaries
distributed leaflets to clinics and hospitals, and sent reports and
minutes to libraries and to the Town Hall. The Secretary of Area A had

a full monthly schedule of talks and meetings. In an average month

Area A dealt with 27 problems, gave 6 talks, and had 9 pieces in the

press or on radio.

Relationships with the AHAs were for most of the Secretaries rather
distant and sometimes strained. One CHC Secretary was the exception

in having very good personal relations with the Area Officers. It was
found that there were much fuller, more informal channels of communication
with Districts. There was a consensus of opinion that the AHAs were
reluctant to give CHCs any more than routine information and even this

was slow in appearing. One CHC Secretary felt that the AHA gave
information to the CHC which they were going to make public anyway.

' There appeared to be a difference between what the CHCs and the AHAs

considered to be 'important'. Similarly the timing of the release of
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information was disputed as the CHCs felt they were not given

information early enough or involved in proposals at an early stage.

The CHCs used annual reports and special reports to give information
on their work and public opinion to the AHA. The Secretary of Area C
criticised the fact that the AHA did not publigh replies to the CHC
Annual Reports but answered them via the AHA Minutes. The Secretary
of Area B said that he would send reports to the Region if he believed

it would increase the chances of getting any action.

The CHC Secretaries in general felt that their position would be

helped if they were centrally financed. The Secretary of Area B saw

this as increasing their independence and giving greater weight to their
role of providing information on public views to the AHA. One CHC
Secretary felt that the DHSS often were more interested than the AHA

in the findings and information from the CHCs. Two of the CHCs discussed
their lack of suitable staff saying that the present grades were not

high enough to attract people of the calibre needed to do the job. The
Secretary of Area B suggested that CHC Secretaries should be drawn from
people outside the NHS since former NHS staff were not seen to be, and

in many cases did not feel themselves to be, independent of the AHA.

There was mixed opinion on the degree of influence that the CHCs had

on the AHAs. The Secretary of Area C felt that their influence was very
limited except perhaps on issues that were controversial. The Secretary
of Area A felt that in conjunction with other action groups a great deal
could be achieved. In Area B the Secretary saw influence over the AHA
as a result of the Authority's sensitivity to bad publicity. Only in
Area D did the AHA ever actually seek to find out CHC views on issues.
Three of the four Secretaries felt that the CHCs were effective and
could be even more so, and were not simply a shadow AHA., Some CHC
Secretaries felt that at times the CHC members misinterpreted their
roles but that the CHC had a real value, especially in seeking out
public opinion. The Secretary of Area D believed that the CHC could
provide a clearer vision as Authority staff were effected by internal
policies and pressures of work. However, the Secreiary of Area C
believed that little was done by the CHC that could not have been done
by the AHA, except that in response to public complaints the CHC could
try to change management policy. He further believed that it would take
5 = 10 years before the CHC would be recognised by the public and the
AHA as a body of value with a definite and useful role. In Area D the
Secretary feltthat, unlike the AHA the CHC could react spontaneously,
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unconstrained by policy and bureaucracy.

All the Secretaries agreed that surveys were the best method of

testing public opinion on specific issues. The Secretary of Area C
expressed the view that members had to be pushed by the Secretary

to do anything about testing public opinion. In Area D the Secretary
agreed that surveys were useful, he also used questionnaires and letters
and was interested in getting a DHSS research grant to develop the

information finding process.

It was evident that the CHC Secretaries felt that the CHCs had a positive
role to play in the NHS. At the same time, it was apparent that they
felt that the AHAs were not as helpful as they might be, and that by
implication their role of representing the public interest suffered.

This was equally true of their role in reflecting the views of the

Authority to the public.
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SUMMARY OF THE INTERVIEWS WITH AREA ADMINISTRATORS

Our enquiries into Community Health Councils were made meaningful by
interviews with Area Administrators establishing the impact of CHCs

in the different Areas we examined. To give some structure to our
interviewing scheme we used a common format of questions (Appendix III)
for Administrators. Our interviews, however, were not confined within
close limits by this method and ranged widely over topics which were

obviously of interest to both interviewers and interviewees.

There is no reliable method of quantifying the responses which Area
Administrators gave to our questionnaire but we think it useful to

give a summary of the views which were expressed to us.

In Multi-District Areas we found it was common for CHCs to maintain
regular contacts only with the respective District Management Teams.
Although there was - naturally - no fixed pattern of meeting in

all of our Areas, there was evidence that officers of the Area Health
Authority (or DMT) and CHCs met informally or exchanged correspondence
above that which was required by statute. Members of the respective
bodies, however, met only formally and often only once a year to discuss
the CHC Report (except for CHC observers attending monthly AHA meetings

which appeared to be of limited value because of their formality).

Area Administrators stressed that CHCs were invited to attend AHA meet-
ings and that complete sets of minutes (and papers) were distributed as
a matter of course. Similarly DMT members were in some Areas invited

to attend meetings of the CHC to report on matters of interest.

Nevertheless it was clear that the range of information passed on by the
AHA was limited in many Areas to regular AHA papers or on items which

Areas thought might be of interest to the CHC.

The statutory obligation of AHAs to consult with CHCs on certain items
such as closures, together with district plans, to a large extent
determined whether such a process would be undertaken. The point was
made that, in Area C for example, the timing of public statements, rather

than content, often restricted the consultative process. There was,

however, the acknowledgement that it was preferable to be completely open

with such a body rather than force the CHC to obtain information from

unofficial (and possibly distorted) sources.
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Views were divided on the effectiveness of the CHCs in representing

the views of the AHA to the public. It was acknowledged by Area B

that in the CHCs communication role possible distortion could ocecur
purely by the CHC adapting information to suit its own style but in
other Areas doubts were expressed as to whether the CHC actually 'got

the message across'.

Area Administrators felt that CHCs did have a legitimate role to play
as an independent public watchdog but not (as some CHCs had attempted )
as a quasi-managerial body. Area A felt that because CHCs were not
accountable to anyone that the CHC and AHA bodies should be merged
especially as the membership of the two bodies was normally drawn

from the same cross-section of the public. It was strongly expressed
in a number of Areas that there was a need to streamline the
consultative process and prevent another management/semi-professional
constraint being added to the managerial system of the Health Service.
There was some discrepancy in the replies to the question of whether
CHCs accurately reflected the public's views to the AHA. Area B felt
that the CHCs were reasonably effective but Area C considered that any
management team with sufficient experience would be aware of what
public opinion was and that its AHA would be at least as qualified as
a CHC to deliberate on such matters. Other Areas also questioned

the ability of the CHCs to reflect public opinion accurately.

Following the series of interviews, with the Area Administrators of the
AHAs described earlier in this report, it was evident that they had yet
to be convinced 'en bloc' of the merits of CHCs and that co-operation
was on the whole inclined to be in accordance with the letter of the
law rather than the spirit. This is not to say that the Administrators
had dismissed the concept of a Community Health Council out of hand but
that they had yet to be shown that the CHCs had a universal goal and

the will and ability to perform such a function.
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ANALYSIS OF PUBLIC SURVEY

Aim. = to find out the present situation - how satisfied
the public are with their present information about the
AHA, i.8., the proportion of satisfisd demand.

Aim - to ascertain the % of persons sesking information,
i.s, the demand for information.

Aim - to ascertain the present pattern of information,
i.e, how the public currently receive their information.

APPENDIX IV

The continuous Black line columns represents the % in each Area
satisfied with the present lesvel of information i.e. A = 22%,
B =22%, C =8%, D= 20%

The dotted lins columns reveal the % in each Area seeking more
information, i.e. the actual demand for information A = 72%,
B=72%, C=59%, D= 78%

The difference i.8. A = 50%, B = 50%, C = 51%, D = 58% rsveals
the level of unsatisfied demand for information, i.8, the room
for improvement.

A and B have the same lsvel of unsatisfied demand. Area D had a
slightly less satisfied demand for information and a slightly
greater expectation for information with a comsequently

greater % of unsatisfied demand, Area C showed a significantly
lower % of satisfiad demand (8%) and significantly lower
expectation for information thus giving a false impression of
unsatisfied demand (51%) - if the preceding factors ars not

taken into account.

The survey showed that generally people derived their information
from the mass media, i.e. TV, Newspapers and Radio and in this
order of priority. Very little information was gained from CHC
literature, yet significantly therse was a fair proportion of peopls
who spacified that they received information from personal contacts
and some from the Area Health Authority
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Q.4 Aim - to find out the present situation - how satisfied the
public are with the present system of representation, i.e. the
proportion of satisfied demand.

Q.5 Aim - to ascertain the percentages of persons sesking
representation, i.e. the demand for representation.

Aim - to ascertain the present pattern of representation

£
0
o

FINDINGS IN APPENDIX V1

The continuous black line columns show the % in each Area satisfied with
the present system of representation, i.e. A = 39%, B8 = 24%, C = 29%,
D = 38%0

The dotted line columns show the % in sach Area seeking representation
i.e. the actual demand for representation A = 96%, B = 94%, C = 94%

D =87%

The difference i.e. A = 57%, B = 70%, C = 65%, D = 49% reveals the
level of unsatisfied demand is” the area for general improvement.
Therefore it is concluded that the persons residing in Areas A and D
felt that they were bstter represented that those in either Area 8 or C,
but the level of unsatisfisd demand was greater in A than D because the
people in A had a higher expectation than those in D. The people in
Area C felt that they were less well represented and their demand for
representation was high and consequently the level of unsatisfied demand
was higherat 65%. The persons in Area B felt they were least well
representad though they had a high expectation, thus their level of
unsatisfied demand was the highest at 70%.

APPENDIX VII reveals that gensrally locking at ths four Areas together
peopls felt that they were more likely to approach their health
authority directly than any other body. After the AHA people thought
that thsir MP would be the person who they would normally approach,
After the MP people thought the Council and lastly psople thought the
CHC. Quite a large proportion would approach other agencies and again
a fair % were classified as ®™don't knouw".

Looking at these differences in greater detail it is intsresting

to see that in Areas A and D a significantly lower proportion would
approach their council, The most remarkabls feature perhaps is that
in Area C only 7% as against 38/35% for others would approach the AHA.
This was coupled in Area C by a significantly lowsr percentage in Arsa
C who would approach their CHC, a higher percentage going to other agencies
and a significantly greater percentags of "don't know".
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Q.7. Aim - to ascertain the % of persons having knowledgs of CHCs

Q.8. Aim -~ to find out how people had heard of CHCs

Q.9 Aim - to find out the % of persons who have had direct contact
with ths CHCs.

Q.7 and Q.9 were designed to sstablish the effectiveness of the CHC
as a vehicle for representation and information,

APPENDIX VIII relates to Q7 and Q9

The full continuous line columns represent the % of persons who have
heard of CHCs, i.e. A = 33%, B = 28%, C = 26%, D = 38%,

The dotted lines within the columns reveal the % of persons who have
had some actual contact with the CHC. These smaller columns are an
indication of active involvement with the CHC, whereas the other
larger columns are an indicator of passive knowledge or awarensess
Area A = 3%, B =4%, C=5%, D= 3%

8.8 The survey revealed that the majority of people who had heard of

CHCs had done so through the mass media, very few through CHC leaflsts,
but again a high proportion had heard through personal contact,

The findings correspond to those of Q3, i.e. how people obtain informaticn
on the health service.

3
3%
2
%
9.3

&7\
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10, SUMMARY OF FINDINGS

10.1 The results of the survey showed that there was a generally low
level of public awareness of AHA policies. In one Area this was
as low as 8% of those interviewed. When actually asked, a
significantly higher proportion of people expressed a desire to

know more about AHA policies in their area. (see Appendix IV)

10.2 A majority of the people spoken to obtained their information on
the local health service via the mass media - television, néws-
paper and radio - and very few mentioned or had seen CHC literature.
However, a fairly high percentage indicated that personal contacts
with their GP, a friend or Health Authority personnel were good
sources of information. The results indicated the CHC played no

major or effective role in briefing the public on local AHA policies.

10.3 The Area Administrators who were interviewed intimated that they did
not see the role of the CHCs as the Health Authority's public relations
consultants. They felt that the AHAS themselves were able to keep
their public informed. It should be noted here that the NHS Reorganisation
Circular HRC(74)4 says:

"Successful administration of the service will depend on
a continuing and constructive exchange of ideas between
Area Health Authorities (AHAs) and the Community Health
Councils (CHCs); the AHA will then be aware of local
opinion on needs and deficiencies in the service, and the
community through the CHC, will know of the actions and
intentions of the AHA and of the problems and constraints
with which it is faced. To be effective this relationship

will call for positive effort and goodwill on both sides.™

10.4 The interviews with the CHC Secretaries revealed that they think it is
their role to inform the public on health matters but there are two
major drawbacks at pfesent to this function.

1, The AHAs do not inform the CHCs on intended policies early
enough in their formulation to permit thorough and effective
discussion.

2e The channel of communication between the public and the CHCs
‘is inadequate. The methods used to inform the public are not
good enough.

The CHC Secretaries voiced intentions of greater and improved use

of the massmedia to try to improve this weakness. Some were aware

of the importance of personal contact in passing on information.
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Some were also aware that the inaccessibility of the CHC offices

which were surveyed does not encourage the public to use the
service. The public survey revealed the ineffectiveness of the
CHCs methods of distribution of information and literature. This
raised the idea that there is not point in producing literature

if no-one is going to see it.

The interviews revealed that there was a fundamental difference of
opinion between the CHCs and the AHAs on what issues were important
enough for consultation and over the timing of the release of
information. Again the NHS Reorganisation Circular HRC(74)4 should
be quoted:

(Para.33)

"Information about plans for development of health services

and in particular about any important variations in services

affecting the public such as ...... the opening of a new

service or the closure of an existing service, should be given

freely to the CHC. It is important that the CHC should be

brought in during the formative stages of development

Proposals ..eeeas
In practice the survey indicated that the AHAs follow the letter
rather than the spirit of the law, i.e, there was nothing to
indicate an attempt on the part of the AHAs to develop the role
of the CHC as envisaged in the original circular.
The survey revealed that relatively few people feel that the public
have a say in influencing the formation of policies of their local
AHAs. However, the wvast majority'spoken to felt that it was important
that their views should be takeﬁ into account. When asked who they
would approach to express specific views on the local health service,
(see Appendix VII) apart from one Area the largest proportion said
that they would go to the AHA itself. Overall the smallest proportion
of the people said the CHC. People also expressed preferences to
approach their MP, Local Councillor or an agency such as the Citizens

Advice Bureau.

The survey indicated that the public do not see the CHC as a channel to
express views on their local health services (Appendix VII). The CHC
Secretaries accepted the opinions of the members as representative of
public opinion but they had no system of finding out whether this was
really the case. Their system of feedback is inadequate and does not
allow them to make the AHA aware of public opinion before policies are

decided upon. The Area Administrators felt that the AHAs were as
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representative a socio-economic group as any CHC. They regarded the
CHCs as another obstacle in an already cumbersome decision-making process.
The CHC Secretaries countered this by saying that their members had

an element of spontaneity and an independence of action which the AHAs

10.8 Roughly one third of the people interviewed had heard of a CHC. However,
very few had had any direct contact with a CHC. Most of the sample who
had heard of a CHC said their information had come from the massmedia
and very few through CHC literature. Again a high proportion had heard
through personal contact. The CHC Secretaries said that they were aware
of the importance of using the press and all but one are investigating
means to develop the potential of the media in reaching the public.

The figures in Appendix IX reflect the impression that the CHCs are not

effective enough in advertising their existence and assessing public needs.
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11. CONCLUSIONS

11.1 The conclusion which can be drawn from this survey in accordance with the
terms of reference, to which we are necessarily restricted, is that:
CHCs are not, at this point in time, successfully
fulfilling the role for which they were designed, either
in disseminating information to the public or accurately

representing public opinion to the AHA,

11.2 The following information, however, needs to be taken in conjunction
with our basic conclusions to formulate a more accurate assessment

of the work of the CHC.

11,3 As has already been stated it is obvious that there is within the
public a very high level of unsatisfied demand for knowledge about
health policies and associated matters affecting them. It is equally
clear that this high level of demand arises as a result of ineffective
communication of information. Consequently the CHCs are not very
successful in passing on information to the public. However, it is
also fair to say that most of the AHAs surveyed had very mixed feelings
about the real value of CHCs and that as a result the quality and
quantity of information passed on to CHCs restrict this aspect of their
work. Furthermore most AHAs fell into the pattern of just sending
Minutes and Agendas to the CHCs and because they thought that the AHA
was just as representative as the CHC this meant they were not actively
involved in many matters and were certainly not considered in the

context of working partners.

11.4 Generally CHC Secretaries felt that they had achieved a great deal via
such activities as Psychiatric and Geriatric Working Parties and
indicated that they wished to participate in Health Care Planning Teams.
However, it is clear that this is not in keeping with the intended functions
of the CHC as detailed in Health Circular HRC(74)4 and to this extent the
team considered that the CHCs were confused as to their role and this
represented an attempt to perhaps 'jump on the management bandwagon'.

This diversion of the energies of the CHC was also remarked upon by

Area Administrators.

11,5 It was also apparent that the public's demand for knowledge is not
being satisfied because the CHCs are ineffective in utilising the media
to transmit information. However, some of the CHC Secretaries indicated
that they are aware of this deficience and in future they would make use

of professional P.R. officers and hopefully create a bigger impact on



the public by taking 'shop front' offices in busy thoroughfares.

It was significant to note that CHC offices at the time of the survey
were typically difficult to find. CHC Secretaries on the whole thought
that television was the most effective means of 'getting the message

across' together with extensive coverage in local newspapers.

11.6 The team considered that it was essential that CHCs reviewed their
means of informing the public of the current issues in their local Health
Service because the percentage of persons who read CHC literature (which
was published and distributed profusely) was minimal in every Area

surveyed.

11.7 Individual CHC Secretaries felt that only when a significant, and
contentious, issue arose would they be able to generate interest amongst
the general public. Therefore it appears that many CHCs have adopted
what may appear to be a compromise attitude in that they tend to promote
mainly the ideas of certain 'active' segments of the community. The team
felt that in doing so the CHCs were not meeting their obligation in

representing the general 'public interest'. (HRC(74)4)

11.8 Nevertheless the team recognised that criticism of the composition of the
membership of the CHCs, of sometimes being drawn from restricted socio-econom:
groupings, was secondary to the problem of establishing an effective
machinery for contacting the public and ensuring 'feedback'. It is
important that the secretary has an alternative and authorative source
of information regarding public opinion to that of the more active though
numerically small members of his CHC. Further to this the team would
strongly emphasise that the initiative ought perhaps to be from the CHC
Secretaries themselves and instead of relying on the public coming forward
to them, they ought to make the best possible use of any opportunity for
exploiting the local media in trying to reach the public. Thus the flow
of communication from the CHCs to the public will become a two way process
avoiding a situation whereby vociferous {(and well organised) minorities

manipulate situations to further their own aims and objectives.

11.9 This is not to ignore the view, which has been drawn to our attention,
that CHCs as.public bodies are a recent innovation and that other
organisations have taken as long as ten or fifteen years to make
appreciable impact on the public consciousness. Further, as a
representative body we found CHCs possessed a refréshing independence
and spontaneity and were perhaps generally more active than other bodies

established to protect the consumers interests.



APPENDIX I

INTERVIEW OF ADMINISTRATOR QUESTION SHEET

1.

2,

How much contact do Officers/Members of the A.H.A. have with the
Secretary/Members of the C.H.C.?

Do you give out standard information (i.e. reports and minutes) to the C.H.C.
regularly?

Do you provide other information only on request?
On what issues would you normally consult with the C.H.Cs?

Do you think that the C.H.C. accurately and effectively informs the public
of Health Authority decisions/policies?

Do you think that the C.H.C. has a legitimate role to play in representing
consumer interests to the Health Authority?

What role do you think they should play? b

Are C.II.Cs. effective in representing the views of the public.



APPENDIX II

C.H.C. SECRETARY INTERVIEW: QUKESTION SHEET

1.

2.

3.

9.

10,

11.

12,

13.

14.

15.

16.

17.

How represcntative of the public do you think the C.H.C. is?

llow often does your C.H.C. meet?

Do you have extra-ordinary meetings on any issues of local importance or
urgency?

How good is the attendance of your members?

How committed are your members to the aims and functions of the C.H.C.?
Have you a press briefing session?

What kind of information do you give the public? Is it only routine or
do you make an effort to give them up to date information, e.g. on changes

in local strategic plan or health education etc.?

What distribution methods do you use?

" What is the catchment area?

What sort of information do you give A.H.As,?

What information does the A.H.A. give the C.H.C.?

What sort of relationship do you have with the Area officers?

How regularly do the A.H.A. consult the C.H.C. on non-routine matters?
Do you feel that you can influence A.H.A. policies?

Do you feel that the C.H.C. is a really effective public voice or a shadow
AII{-A.?

Do you think that there is anything that the C.H.C. has done that could not
have been done by a group from within the Authority (officers, member or both?)?

.Have you any other means of testing public opinion other than via the members
‘of the C.H.C. (who may have vested interests, e.g. voluntary groups), e.g. by

survey, public meetings etc.?




1.

2,

Se

6.

7.

9.

APPENDIX ITI

SURVEY QUESTIONNAIRE

Do . you know anything about the present or future policies of your
local Health Authority?

Would you like to know more about the present and future policies of
your local Health Authority?

Where do you obtain your information on the health service in your area?
a) TV
b) Radio
c) Newspapers
d) Health Authority .
8) CHC litsrature
f) Other - please specify

Do you think that your local Health Authority takes account of the publics!
views in forming its policies?

Do you think that your local Health Authority should take account of the
publics' views in forming its policies?

If you bad any views or opinions to express about the Health Service in
your area, who would you approach?

a) mp

b) Council

c) Local Hsalth Authority
d) CHC

@) Other - please specify
Do you know that a body called the CHC exists?

If so through what means:

a) TV

b) Radio

¢) Nswspapers

d) Local Health Authority
8) CHC leaflets

f) Other - plesass specify

Have you ever contacted or been contacted by the CHC?



L

“.WHY ®8y3 Jo
mmaoﬂﬁnm 8IN3Ny pue jussead syj

u:cnm “daouw mow| 03 e}TIT pThom

YHY
843 Jo esToTTod sanyny Jo

ucmmnnu 843 3noge sbBpermowy sey

A1 XION3ddy

!

%02

| e

-

%2Z |

.t\mN .

gL

- 00T



89TJJ0 uUoTIjewIoyul Teajuen
880TINIBS TEBIOO0S

neeang eaTnpyY SuBzT3T)
j0B3U00 TeuosJded °*e°*T

%91

BLE

AN

%y
%6
H$EL
%98
%89

%eZ

a8y30

8IN3BI8YTT JHD
A37a0U3ny yjesy
Jededsme

oTpey

Nl

T uorysend Jo ebejusoaso e se pesseadxe Buieq sjpnses - eh

iesle anok UT 80TAIBS Y3[EBY BY3} UD UOT4BUIOJUT IN0A utejqo nok op easyp

A XION3ddvY



serortod Butwioy usym smatn ! :
189TIqNd 8Yy3 Jo juncooce eyey |
PTNOYs YHY 843 3eyy enefreg |

mm%uaﬂoam:ﬁsnom:msamamﬂ> _
, 189TTgNd 8y3 Jo junoooe _
' sexe} YHY ey3 3eyy eneTren

IN XION3ddy

J\ouﬂv =

——

e

%Tb

— 05

S elall



\ | . AN\ TOHL Y
Gea L SO ey oot 21on00D) dW
y LB === ¥ ~f I
V21 iviie2 e |Y Igiolg|v|(s|[a]|9 |v «lole]vl|[a]2]9 ¥
%h
L %? s g
A %R @ ) _
%! %o “lob %9!
%t
T, YS!
L J
AR
obwh

]

0LOF
DNOMK
AR %77
&F&
%8% %85
ITN XION33dV _e\urm

dyoeoadde nok prnom oym *esae anoA utr eafnIes Y3TeeH
ey3 qnoge ssexdxe03 smaTn Aue pey nok J4I




9HI 8y3 -
psjo0BjUCD Jo .ﬁmuumu.c.cu useq Iens eney

r

838TX8 JHJ ey3 3ey3 mouy “
@iy !

[}

IIIA XION3ddv

R et
I
I
I
I
|
!
I

% 8%

_—_— = = = —

R e

0\0 =5

_——

ofSZ

_—— - = -y

AT e————

-— e — - e -

- - —

O\OMm.

~ Q1

L o7

-~ 0%

- on



APPENDIX IX

Q8 expressed as a percentage of Q7 being Avsrages of A,8,C,D,

a)
b)
c)
d)
8)
f)

~

TV

Radio
Newspapers
Local HA

CHC Lsaflets

Other

36%
6%
24%
4%
6%
24%

personal contact

work

doctor

councillor

voluntary services or
don't know



