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Introduction

Ed Garratt OBE, Chief Executive, NHS Suffolk
and North East Essex Integrated Care Board

Event hosts normally express the hope that people are sitting comfortably,

but today | want people to sit uncomfortably. At a recent conference | attended one of the
speakers commented that culture is defined as the behaviours that we tolerate as leaders.
What are we tolerating in Suffolk and North East Essex, either explicitly, the behaviours
that we are aware of, or implicitly, the inequalities and unfairness that we are not paying
attention to in our system?

“What is the culture that we as health and care leaders in Suffolk
and North East Essex are willing to tolerate?”

We are a respected system, thanks to all the work that the people in our system do, but
the truth is we are unsustainable, we deliver performance that we can’t and shouldn’t
tolerate. We should accept there are good things in our system, but there are so many
other challenges we need to start exploring. Today is about establishing the ‘why?’ as we
talk about outcomes and accountability.

Our accompanying data pack has been put together to stimulate your thoughts and
provoke your ideas. For example, half of our looked after children locally have a mental
health disorder, half have not been able to access an NHS dental appointment, and there is
a strong relationship between looked after status and the criminal justice system. | recently
visited a young offenders’ institution and saw that many were Black, many had been
looked after children, and many had

been drawn into county lines, because

of their vulnerabilities. We need to

think about a left shift in terms of

early intervention and prevention.

The first 2,000 days of life are vital,

being in the education system makes

a significant difference to children’s

prospects and aspirations. We also

need to shift resources, and we have

started to do that but we now need

a radical shift into community-based

integrated care. This means a shift in

culture, and today starts this process.
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Susannah Howard, Director, Suffolk and North
East Essex Integrated Care Partnership

As an Integrated Care System we come together across all sectors, and

whilst it looks like a complicated system to us, it is also a very confusing system to the
people using our services. At its heart, our system recognises that what people want a
health and care system that is genuinely ‘Can Do’ and that "Will Do’.

Our health and care system needs to be one that is safe, compassionate, inclusive, fair,
courageous, collaborative, evidence based and continuously learning, and our regulators
want to see that too. Integrated Care Systems have four purposes, bringing partner
organisations together to:

* improve outcomes in population health and healthcare;

e tackle inequalities in outcomes, experience and access;

e enhance productivity and value for money; and

e help the NHS support broader social and economic development.

In 2024 the Care Quality Commission will start its programme of reviewing integrated
care systems. Being "Well Led’ involves “an inclusive and positive culture of continuous
learning and improvement. This is based on meeting the needs of people who use services
and wider communities, and all leaders and staff share this. Leaders proactively support
staff and collaborate with partners to deliver care that is safe, integrated, person-centred
and sustainable, and to reduce inequalities.” The questions we pose today draw on these
statements to ask, ‘Are we Well Led?’

We work together as an ICS in different ways. We come together through the Integrated
Care Board, the Integrated Care Partnership Committee, Health and Wellbeing Boards,
our Alliances, our acute and community NHS collaborative, VCFSE Assembly, our Chairs
Group, Integrated Neighbourhood Teams and Primary Care Networks.

We want to build an ICS that is genuinely inclusive of every voice, and together we are
the system, and to do that we want to cultivate our ‘Can Do’ Integrated Care eco-system.
Integrated Care Partnerships are a core part of ICSs, driving their direction and priorities,
and are rooted in the needs of people, communities and places. ICPs create a space

to develop and oversee population health strategies to improve health outcomes and
experiences. ICPs will support integrated approaches and subsidiarity. And ICPs should
take an open and inclusive approach to strategy development and leadership, involving
communities and partners to utilise local data and insights. (DHSC Guidance). Today is
about creating that thriving integrated care eco-system, drawing on those principles.

“Our shared vision in the ICS is to support everyone living
in Suffolk and North East Essex to live well and provide the
care they need to stay well in their local communities.”

The data shows these are longstanding systemic issues, and we are not turning the curve
on many of the data trends. To achieve our shared vision, we need a ‘left shift’ for the
people we serve, and this means bringing together all areas of our ICS strategy, and
together focusing on Culture.
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. Start with Why? we want everyone to live well Focusing on
outcomes for people, enabling everyone in Suffolk and North
East Essex to Start Well, Be Well, Stay Well, Feel Well, Age
Well and Die Well.

(’\/\\ - Work Upstream - protect health and prevent ill health
HAT

Supporting people to live well for longer by intervening early,
preventing disease and slowing progression. Building resilience and

MATTERS TO
YOU s WHY?

W focusing on the wider determinants.

. Subsidiarity and ‘Thinking Differently Together’ \Norking
C How should we be with communities and the VCFSE sector to move care and

{+ Thinking resources to more local, community-based solutions. Subsidiarity

oo e and focusing on place and neighbourhood working. Building

VCFSE sector resilience.

. Equality and Equity Addressing both health and healthcare
inequalities for each population segment including the
CORE20PLUSS. Driving equity, and equality and diversity
for our workforce.

. An inclusive ‘Can Do’ Health and Care Culture Building a culture
of "Can Do’ of truly person-centred care, which is collaborative, built
on trust and belonging. Being Collaborative, Compassionate, Cost
effective, Courageous Community Focused and Creative.

Today’s conversation is Part 1 of 3,
starting with WHY we need to
change our culture:

1. How are we doing?

2. What is the story behind
the curve?

Part 2 will focus on HOW we
could achieve meaningful
change in our culture:

3. Who are the partners who
have a role in turning the curve?

4. What works to turn the curve?

Part 3 will focus on WHAT
we need to do:

5. What is our plan to turn the curve?
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Panel 1: Are our services safe, integrated, equitable and

compassionate

Chair: Wendy Herber, Independent Chair, Healthwatch Suffolk
Panel: Sharon Alexander, Chief Officer, CVS Tendring

Nicola Cottington, Chief Operating Officer, West Suffolk NHS
Foundation Trust

Dean Dorsett, Clinical Lead for Personalised Care NHS Suffolk and
North East Essex Integrated Care Board, and Senior Partner and GP
Principal, Burlington Primary Care

Joyce Mclntyre, Community Connector, African Families in the UK

Rebecca Pulford, Director of Nursing and Chief Nursing Information
Officer, Essex Partnership University NHS Foundation Trust

Jeptepkeny Ronoh, Consultant in Public Health Medicine,
Suffolk County Council

Wendy: This event is unusual, as we

don’t usually have open ended and

personal conversations. It is also a timely
conversation, with marginalised people being
subject to abuse, and racism on the rise. We
worry about language, using the right words
and saying the right things, but today

let's be curious, leave judgement behind

and acknowledge we are all trying to do

the best we can.

Uncomfortable Truth 1:

People in our most deprived places in Suffolk and

North East Essex have consistently poorer health
outcomes than those in more affluent areas.

Essex and Suffolk Joint Strategic Needs Assessments
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Dean: Reducing inequalities is not about our strategic direction, we already know that.
Marmot told us about that 13 years ago and since then inequalities have widened. If we
look internationally at the places which spend less than we do on health but have more
centenarians and more comfortable, dignified deaths, we know the strategic direction we
should take. When | look at the data pack for this event, | ask myself what one thing could
change it all. The research repeatedly tells us that it is to get communities involved.

“We should shift leftward into the community, the question is how
far and how fast? This takes courageous leadership.”

The differences people experience in care are not due to the intelligence of the doctors,
but whether the doctors engage communities and trust them to tell us whether we are
getting it right or not. Listening to that brutal honesty allows us to respond faster. We
might waste our learning from the crisis we had in Covid, and the crises now and to come,
if we only focus on the strategic direction. We need to move now, and fast.

Jeptepkeny: When | started my training in public health 20 years ago, | was involved
in a population health needs assessment in Clacton. | remember going to Jaywick with
environmental health officers who were working to improve the quality of housing, and
they spoke about the lack of trust between local people and public sector organisations.
Local GPs told me about high GP turnover. | saw the Surestart centres doing good work,
teaching young mothers how to cook, for example. The data then showed issues of
poverty, teenage pregnancy, lone parent families, and low educational attainment.

At that time the Wanless report had been recently published, which talked about taking a
long term view to securing our public health. Wanless highlighted that the UK had fallen
below other countries in health outcomes and outlined three scenarios for a vision for
the NHS in 20 years’ time, which would be 2022. At one extreme, ‘slow uptake’ is the
most expensive scenario where there is no change in public engagement, life expectancy
rises only minimally, people’s health is constant or deteriorates, and there is low uptake
of technology and low NHS productivity. At the other extreme, ‘fully engaged’ is the least
expensive option, with high public engagement where life expectancy increases beyond
forecasts, health improves dramatically,

people are confident in the health system

and want high quality care, the health

system is efficient and responsive and

uses technology especially in disease

prevention.

Reflecting on my experiences in Clacton
and the Wanless report, if | did the

same needs assessment today the data
shows there is still a life expectancy gap
nationally, and that gap is worse in some
areas. In Tendring the gap is just over

10 years for men and almost 8 years for
women, and it is increasing.
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Sharon: Clacton is a beautiful area,
where day trippers enjoy excellent
facilities. But it grew in Victorian times
and its houses were built for the needs of
a different era. Today these houses have
been converted into bedsits and houses of
multiple occupation with dreadful health
outcomes for residents.

One story illustrates the challenges. Tammy

was married, 44 years old with 2 children,

and on the surface all was good. However,

she was a victim of domestic violence and fled her home near London overnight with her
two sons and only the clothes she wore. She found a bedsit in Clacton, the family living in
one room with no cooking facilities. The local area has county lines, high unemployment
and mainly seasonal employment. Tammy has a health condition, one son has autism,
and Tammy found it hard to control her sons who were walking the streets, extremely
vulnerable. We can imagine the risks to them.

Nicola: The West of Suffolk doesn’t comparatively have the same number of areas of
deprivation. However if you are that family that is living in deprivation it doesn’t matter
that those around you are not. We need to direct resources where the greater need is, but
that doesn’t mean we leave people behind.

“If you are one family in deprivation you feel its impact and in fact it

can be more isolating because you don’t tend to have the community
groups, the support around.”

Uncomfortable Truth 2:

Black and Asian women are more than four times
more likely than white women to die in pregnancy
or childbirth, women of mixed ethnicity two times
higher and Asian women almost twice as likely.

MBRRACE

Joyce: | work with local women who use GP and hospital services and we have to
support them with the consequences of their experiences. To prepare for today | shared
with our women the data on maternal deaths among Black women, reporting that Black
women are least likely to feel they are treated with kindness, care and respect, and being
most likely to have postnatal depression and least likely to have access to care and follow
up after treatment. They shared their uncomfortable truths about their experiences:

e Unconscious bias in health that contributes to disparities in health outcomes. We see in
the community some health outcomes that are irreversible.

¢ Failure to recognise medical conditions in Black babies and their mothers.
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Lack of choice and consent around care options.

Ethnic minority women not being listened to by health professionals, their health
concerns being dismissed, being ignored and disbelieved.

Racism by caregivers, microaggressions and negative stereotypes about ethnicities,
such as Black women being strong and they don't feel pain as much as their white
counterparts. Sometimes medical records are inaccurate, their backgrounds are missed
so that affects their healthcare.

Dehumanisation and lack of physical and psychological safety, structural barriers,
culture, and lack of support for trauma due to the quality of care that they have
received in the past.

Accessibility of services and staff shortages that lead to having to wait for help.

Uncomfortable Truth 3:

In 2020, approximately 23% of deaths in the UK were
considered avoidable. Of these, 69% were preventable
and the remaining 31% were considered treatable.

Office for National Statistics

Nicola: The data is clear, and the responses in our system will be mixed. | felt a range of
emotions and wanted to find out more about the reasons behind the data. Some of the
deaths are preventable through secondary prevention and immediate care and treatment,
and then there are deaths that are part of our structural inequalities, such as the maternal
deaths data. | don’t believe that most people in health and care get up in the morning
intending to be racist or intending to give worse care than they should. The structural
inequalities in the NHS exist because we are an inequitable society, and internationally
there is bias too.

“The people experiencing inequalities aren’t ‘others’, they are ‘us’,
part of our community. Their experiences are linked to the context
around them, the bias in how systems are designed and how care is
delivered, and societal structural inequalities.”

The Marmot report in 2020 highlights that between 2009 and 2020 the expenditure per
person in local authorities in the 10% most deprived areas fell by 31% compared with
only 16% in the least deprived areas. What drives that is structural inequality.

Rebecca: Both listening and acting are really important. Recently, hearing on the news
from the mother of a child who died from sepsis and Martha’s Rule on listening to families,
the response came that implementing new structures might take longer than the set
target date. This made me angry: why should it take me so long to listen?. | watched the
Dispatches programme and felt a pressure on my chest. We must not reduce the lives and
experiences of people in physical or mental health crisis solely to assessing risk, we need

to start to believe and understand their truth. | am on a journey of passion about how we
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care and assess individuals holistically and how we look at the whole person as partners
with the people who we have the privilege to care for. We have made great strides in
some areas of healthcare, but | also believe we have become siloed in our thinking.

By opening up our thinking we can help reduce avoidable deaths, but this requires a
fundamental cultural shift.

Dean: Strategists talk about this story:

“If one fish in the aquarium becomes ill, you treat the fish. If most of
the fish are sick, you treat the water.”

The water is strategy, it is culture. If the water is pressured, or toxic, the fish become sick.
If we make things more difficult for clinicians, requiring significantly more effort with some
groups to achieve the same result as for others, clinicians tend to become unconsciously
biased, non-listening. At some point a strategic financial decision is needed about where
we invest.

“The uncomfortable truth is that in practice our leaders are making
financial decisions that in effect make inequalities worse."”

As leaders we need to hold a mirror up to ourselves, as something we are doing is
enabling the culture we have now. Do we want to change badly enough?

Uncomfortable Truth 4:

Not every patient experiences the care they should:

/g recent learning from mental health and maternity.
Care Quality Commission, Healthwatch, Channel 4 Dispatches

Joyce: Partnering with communities is essential, and there will need to be differences in
the way money should be invested in an area.

“Communities just want to be listened to, to be heard.”

Coming into our communities makes a real difference, we have seen clinicians coming into
our safe spaces, listening to our mothers, taking them seriously and making changes by
investing in the communities.

Sharon: When people experience real stress they don’t want to speak, don’t want
advice, they just want to hide in a corner. In CVST our cost of living action group identified
issues with poor housing and poor health, one teacher telling us 50% of the children in
their primary school were living in temporary accommodation. The action group dropped
leaflets in the poor housing inviting families to come for breakfast. Tammy came and as

a result the family is registered with a GP, Tammy obtained her medication, registered

her child in school, and was found a new house and furniture. The family is now stable
because of this very local community partnership.
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For many people, our system is still too complex to understand. It takes one thing going
wrong in their lives to go from being a stable family to chaos, and because they are in
poverty and under stress they are more likely to become ill.

Nicola: When staff are under stress it can be harder to actively listen, but that is not an
excuse. There are structural inequalities, but personal interactions have an impact too. A
friend with fibroids has been offered a hysterectomy but is very reluctant, as Black and
brown women are more likely to have fibroids but are also more likely to be recommended
hysterectomies very early on. | then found that Black women are twice as likely to be given
a hysterectomy as White women for benign gynaecological conditions.

“Personal interactions are important to understanding why a
person may not trust the information they are being given, and to
recognising that the information is in fact biased.”

Rebecca: If we truly want to shift left to be partners with the people we serve we need
to listen at all levels. We need to think about how we listen, learn and build partnerships
together and shift that culture.

“We need to develop a shared philosophy and push boundaries,
placing a real pressure on ourselves until everyone using our
services feels physically and psychologically safe.”

If we don't listen to people and to our workforce we won’t make the progress that we
need throughout our system.

Dean: We need to treat the perpetrator but also empower the victim. We need to go
further than simply mandatory training for our workforce, research is showing that we
need to tackle equality, diversity and inclusion by co-producing with communities what
we plan, what we do, what we study and how we act. Cultures are very diverse, and we
cannot understand every one, so we should show empathy not just sympathy, and show
compassion by asking, what am | doing wrong? We should not just say we care, but show
how we are spending, and how we are sharing power with people by involving them in
our decisions. This should be an iterative

process so we can respond rapidly to what

people tell us, and continually improve every

single day.

Joyce: Recently, we found our women
were being given advice by health
professionals on what to eat, and then
coming back to us saying this was not
culturally relevant to them. As community
ambassadors we respond quickly,

finding someone who can come into our
community space to give us tips about
eating the foods from home in a healthy
way that will benefit the baby and mother.
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Comments

Shane Gordon, Director of Strategy, Research and Innovation, East Suffolk
and North Essex NHS Foundation Trust: We are fighting against structural inequity
in funding formulas and priorities, for example NHS's primary focus being on elective care
and reactive emergency care, and less on prevention. It is hard for us as an isolated part of
a national system to deviate from that narrative.

“There are little acts of rebellion that we can muster amongst us.
I wonder if we could be more systematic in that rebellion, how
could we address inequality in the ways we report our progress,
our performance and our achievements, and in how we make our
investment decisions?”

| chair the capital investment group in ESNEFT, and my little act of rebellion is to require
each business case to tell us how it is making a difference to inequalities.

Cath Byford, Deputy Chief Executive, Norfolk and Suffolk NHS Foundation
Trust: There is a lot of evidence nationally to show people with serious mental illness

die 15-20 years sooner than people without serious mental illness, and many of those
causes of death are preventable. In O’ level English | learned from George Orwell that all
animals are equal, but some are more equal than others. Some people in our population
are treated significantly differently by services not being available, accessible and provided
equitably. People die sooner in some cases for physiological reasons, but also due to
inaccessible services, poor housing, higher risk of drug and alcohol misuse to mask
symptoms, the risk of vulnerability associated with exploitation. My uncomfortable truth is
that we have all the evidence but we are not taking accountability and responsibility as a
whole system across health, social care, voluntary sectors etc.

“What are we going to do about all the evidence we have
that demonstrates how we are failing members of our population?
When is this going to translate into a commitment to take
ownership and deal with this?"”

We won't fix it immediately, but the problems for our populations are getting worse not
better, and mental health is just one example of that.

Andy Yacoub, Chief Executive, Healthwatch Suffolk: Inequality is the biggest
and the most damaging and enduring illness that we have, for our workforce and
amongst our public.

“We need to be aware that as a system we are shutting
down the voices of people who want to be heard.”

Part 1: WHY as system leaders we need to address culture to improve outcomes




The Suffolk and North East Essex system has a very good reputation from a professional
perspective, but this is a comfort blanket. If we look under the blanket we can hear what
communities have to say, both workforce and the public. Please let us listen to them
collectively and make decisions collectively. From today, | want us to do things differently.

“We are very reliant on signposting to the voluntary and
charitable sector. In deprived areas this often means families
having to travel, they might take time off work to attend a
drop-in service, wait all morning and then not be seen.”

“Is our culture driven by templates and our targets for ourselves?
Covid taught us that we need to ask our communities how they want
to be approached and helped, we need to do the same again for the
pandemic we face now.”

“Racism is endemic in our society,
but also prejudice, preconceptions
and if you have an inability to
articulate your feelings or your
fears or your problems you are
not going to be heard, you are
immediately dismissed.”

“Could we start with how our
formal Boards and committee
meetings listen to people and
enable their voices to be heard
e.g. changing practices re who
speaks and when?”
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Panel 2: Is our health and care system

a fair and inclusive place to work?

Chair: Andrew Kelso, Medical Director, NHS Suffolk and North East Essex
Integrated Care Board

Panel: Tanvir Alam, North East Essex Alliance and BAPIO

Amina Chitembo, Chair, Suffolk and North East Essex Review and

Oversight Group, and NHS England East of England Workforce, Training and
Education

Melanie Craig, Chief Executive, Suffolk Community Foundation
Fiona Ellis OBE, Chief Executive, Survivors in Transition

Harprit Hockley, Director of Culture and Organisational Development,
Norfolk and Suffolk NHS Foundation Trust

Belinda White, Regional Manager Integrated Urgent Care, (111, Clinical
Assessment Service and Out of Hours) in Suffolk and North East Essex,
Practice Plus Group

Andrew: Today we are aiming for maximum discomfort, but from discomfort comes
better things. The uncomfortable truths we talk about are happening in plain sight. This
is important because the standard that you walk past is the standard that you accept.

If all of us can’t say we have done everything in our power to change these things,

then effectively we have walked past them. This series of events is a call to arms to stop
accepting the incredibly uncomfortable things that are happening around us.
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Uncomfortable Truth 5:

0. —~0 Ethnic minority professionals are disproportionately

‘m (i) impacted by fitness to practise referrals and

proceedings.

Social Work England, Nursing and Midwifery Council,
General Medical Council

o
m

Harprit: The reality for people who look like me is that in work, we are expected to fit
in. I have changed my accent, my dress and my hair, and lost my cultural heritage in order
to progress in my career and fit into society. We are described as minority communities
but we are the global majority. Many people in roles such as mine have had negative
experiences, and the reason is unconscious bias, though | would question whether bias

is really unconscious or whether we are just not doing our homework to understand the
communities we work alongside.

There are huge disparities in Fitness to Practice referrals between ethnic minority
communities and white communities across all health and care professions. Unconscious
bias may be a reason, but we can also argue it is simply bias and racism. When staff say ‘I
don’t understand what they are saying’ or ‘I don’t understand their accent’ or ‘their practice
in their other country is different’ it suggests people are not living up to the standards of
‘our country’. Rather than doing our homework and working alongside people we push
the problem to a professional body to review, so that it is ‘not my problem to fix'. It is an
uncomfortable truth that we put sticking plasters on these problems, creating an action
plan, holding some events, doing listening exercises, but we don’t get to the crux of the
problem. These are not new issues, we just haven't been willing to look at them.

“We need to stop trying to de-bias people, stop sending people on
training, stop the sticking plaster interventions, and instead look at
our system, our practices and our processes, and ask ourselves what

we are doing wrong and what we need to change if we are really

going to have inclusive organisations where people belong.”

Tanvir: BAPIO has been a sort of shield for physicians of Indian origin and deprived
groups for a long time. Its origins are in activism as there was inequity in the visa system
for doctors in the early 2000s. A seminal moment was the suicide of Imran Yousuf, a
young doctor who couldn’t get a job and a visa, and this galvanised the movement. Now
BAPIO is a system partner working very closely with all sectors. BAPIO has intervened in
cases in several Trusts where people have been referred to the General Medical Council
(GMC) for Fitness to Practice, and 80% of those issues have been resolved. At the last
BAPIO conference the GMC admitted they have a problem with differential attainment,
which they plan to weed out by 2031. Interestingly we have a national target to be
carbon neutral by 2030; if carbon is more important than people we are not in a good
conversation space.

14
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A great deal of differential attainment is due to communication, crossed wires and cultural
differences. We are all different but embracing those differences is not everyone’s cup of
tea. The greatest area of concern in this country is someone saying they have concerns
about you. People said that about me early in my career, | was sent on a linguistics course,
but my language scores showed | am an expert user of English so there was no need.
There are wider systemic issues here. The number one reason for referrals is differences in
communication and perception.

“Rather than working antagonistically we must work together in
synergy to accept each other’s differences.”

The overseas workforce will be 50% of the workforce in the next 10 years but
representation in management leadership spaces is only 17%, so there is a big gap. In

75 years of the NHS there has always been a glass ceiling. When | came to Clacton and
took over a surgery assessed to ‘require improvement’ a leader in the CCG asked me to
‘humble” myself; if there is a block right from the entry point of your work, how can you
progress that conversation further? Being a brown man with a beard, you are profiled as a
‘towel-head’ first, so as well as the colour of your skin you have to overcome that too. First
people see you, then they speak to you, and only if they like what they hear will you have
an opportunity to get to the next level.

“The NHS is standing on the shoulders of its international workforce.”

This is uncomfortable but it is the reality for the overseas workforce and has been for a
very long time.

Harprit: The overseas workforce has, does, and will always make up a large proportion
of our workforce. But the NHS gets it wrong. | ask organisations to put themselves in the
situation where you go abroad to pull staff from organisations that are also struggling
with their own healthcare workforce, you bring them here and separate them from their
families and their friends, you have no affordable housing for them, you pay them at

the lowest possible scale not taking into account their previous experience, and you put
them in a stressful environment with no support, teams who don’t want them and have
prejudices and racism against them. That's what we are doing.
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Amina: How many of the people here today, when they walked in, looked for somebody
who looked like us? And not just in this room, but in every room we walk into? Imagine
somebody who has just come into your organisation and who is expected to leave their
true selves outside to be like everybody else. As Black people we have to work twice as
hard, and colourism is a further factor, as the lighter your skin the more life chances you
will have. Our colleagues, line managers and leaders do not understand our cultures and
the ways we express ourselves. We are judged on the way we speak, how we express
ourselves using our hands, and when we speak up people see that as a problem.

“We look more at how somebody is going to perform, how they look
or how they come into the organisation, not so much in terms of
understanding them and where they are coming from.”

Melanie: To illustrate some of the challenges for the international workforce, | saw at
a foodbank in Suffolk that also supplies furniture that most of that furniture is taken by
overseas nurses working in the local trust. | was shocked that when the NHS should be
supporting its international workforce, that workforce is instead relying on donations.

It is not only about finding people who look like me but also people who are feeling like
me, who are my feelings important to? During the disciplinaries and fitness to practice,
disputes and behaviours, what is also going on for that person? Are we spending enough
time thinking about how people are feeling? The world is not a fair and inclusive place to
work and the issues we are talking about today are reflected in all parts of society. Look
outside the bubble of health and care, and spend time looking at different sectors such as
education and business too.

Uncomfortable Truth 6:

The 9,000 VCFSE sector organisations in Suffolk and
North East Essex employ around 16,000 staff. The

399 effects of the pandemic and the cost of living crisis
have left smaller charities particularly vulnerable.

NCVO, The Charity Commission

Melanie: | am a relative novice in this world, but the voluntary sector are small
organisations that have developed in response to a crisis, a passion, and issue or a
need, and they are very different from each other. In the last few years there has
been a perfect storm.

“There is significantly increased demand for certain needs due to
societal changes... There has been a massive shrinkage in public
sector funding both to those services and in the public sector offer so
that many of those services are trying to respond to the shrinkage in
what has previously been available.”
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Around 50% of voluntary sector funds

come from public donations, but during

the pandemic years people were unable

to fundraise so they dug deep into their

reserves; now there is not much left and

public donations have not recovered since

that time. We had an overwhelming flood

of money from the public sector in response

to Covid and then the cost of living, and

organisations became reliant on that to

respond to the increased demand, but

almost overnight this is now drying up and

organisations are worrying about how to pay their staff. The voluntary sector and statutory
clinicians see people’s everyday lives, but if you are not a clinician you do not have that
privilege. | think now, that if only | knew when | worked in the NHS what | know now,
what might | have done differently?

It has been very difficult for small organisations, whether they are voluntary sector,
whether they are small businesses, to recover after Covid because the way of working has
changed enormously. In terms of digitalisation, organisations do not have the kit and an
IT team on tap. Now there is a greater maturity in using technology that has left a lot of
smaller organisations behind and struggling to operate in this world.

Fiona: Funding in the VCFSE is an uncomfortable truth that we have become used to.

“The statutory sector is shirking its responsibilities, failing human
beings who are being dumped into the voluntary sector without
sufficient funding, to deal with more complex issues than we have
ever dealt with before.”

As an example, pre-Covid on average we offered people 15 therapy sessions, now we
offer on average 23 sessions. This is a measure of the complexity arriving on our doorstep.
Many are survivors that the statutory sector do not want to deal with as they cannot
resolve their problems themselves, and often these people are then forgotten about. Many
are expected to have the resilience to self-refer, the statutory sector will not spend even a
few minutes filling in the referral form to ensure people get to where they need to be.

In the voluntary sector we must never apologise for our passion, as it is what will lead to
change. We must work together, and the statutory sector must start to listen in a different
way than before. People in the VCFSE are accused of being loud, and it has taken years
for me to become more articulate. When | did shout, people put their shutters down, but
people shout because they are not being listened to. We do not apply a trauma informed
lens, we don’t recognise people are traumatised, and we re-traumatise them by making
them repeat their story or sending them to another organisation and not doing the things
on their behalf that we could easily do.

“The way that we listen has to change.”
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Amina: | set up a charity in the past, bridging the gap between mainstream services and
local minority communities. The charity sector then changed and became very competitive,
we had to compete for the little funding we had against bigger charities, and this became
unsustainable.

“Smaller organisations that would make really big differences
would rarely get funding because the funding would go to the big

s

organisations, or ‘preferred providers’”.

Our overseas staff need the right social support, without it there are impacts on their
workplace and on patient care.

Uncomfortable Truth 7:

98% of NHS staff report they have experienced
incivility in the workplace: the NHS is described as

having “poor leadership behaviours, discrimination,
bullying, blame culture and responsibility avoidance”.

NHS England, General Sir Gordon Messenger and Dame Linda Pollard

Belinda: Practice Plus Group employs 5,500 people providing some secondary care
services, as well as healthcare in prisons where as you can imagine our staff experience
a lot of abuse. In Suffolk and North East Essex we operate NHS 111, an out of hours GP
service and our Clinical Assessment Service.

We need a major piece of work on what we walk past and what becomes normal for our
teams. For example, a huge amount of abuse that our staff experience in our call centres
is based on their accent. Staff tolerate verbal and sometimes physical abuse because they
care about their patients so much. They say they understand why the person is like that,
recognising they are uncomfortable, in pain, frustrated.

“As leaders we have to say that abuse is not acceptable, and
we need to encourage our staff to speak up.”

Our Clinical Assessment Service is telephone- and video-based support, dealing with
30,000 patients a month in Suffolk and North East Essex. We are losing dental nurses

as they are on the receiving end of verbal abuse every day from frustrated patients who
cannot get access to a dental service, in pain and sometimes threatening self-harm or
suicide. We never thought we would be training dental nurses in how to deal with abuse
and providing wrap-around support. The uncomfortable truth is that patients are in that
extreme state, and that staff are leaving as they did not expect this extent of verbal abuse
when they entered their careers.
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Recruitment is a challenge, but also retention. Answering the phone on 111 is a living
wage level job as it is a non-clinical role, many of our staff come into the role with great
intentions to make a difference but it is relentless work, and having to listen to patients’
abuse and frustrations makes it very difficult.

Tanvir: | am a clinical consultant for out-of-hours in Norfolk and Waveney, working in
parallel with the 111 service. The amount of vitriol that the call-handlers face is tremendous.
By the time the patient speaks to the doctor they have already been asked their problems
twice, and they are at fever pitch in their disappointment with the service, so you have to
apologise. The patient then asks which country you are from, and you have to reassure
them sufficiently so that you can start to address their medical problem. Dental issues are a
significant issue, as the GMC does not allow GPs to prescribe antibiotics for dental matters;
in the out-of-hours service we prescribe them and have to explain this is on humanitarian
grounds, but the patient feels we are doing them a favour and talking down to them. The
call handlers have to follow prescriptive pathways which don't always lead to the right
outcome for the patient.

Harprit: Nationally across the NHS, from a workforce of 1.3 million, 15-20% of our staff
have experienced physical assault from patients or service users. The rates are higher in the
ambulance and mental health services, and staff can experience multiple incidents each year
including being punched, broken bones, lost teeth, or chemicals sprayed in their face. There is
significant under-reporting as incidents are seen as just part of the job. We place the onus on
staff to manage these situations, telling them to be more resilient, or to have more training.

“We have to be able to work together, for us to understand the

impact we are having on our communities but also the impact our
communities are having on us, because if we don’t resolve this
we are not going to have a workforce left.”

Younger people have very different expectations from their employers and for their work, so
we have to get this right for the next generation.

Melanie: In the last few years emotions have been up and down across the country. We
had clapping and valuing the NHS, a feeling of flexibility and freedom, volunteering for the
greater good, and just being there for each other as we didn’t know if we had a future. Now
the level of anger and outrage in the UK is at an all-time high, with people not acting for
others and community groups losing their army of volunteers. This is important as a fifth of
voluntary sector organisations work in the field of social care, many very small organisations
dealing with very complex needs, and if they close this will be very concerning.

Uncomfortable Truth 8:

Nearly a third of female NHS surgeons have been
sexually assaulted by a colleague over the past
five years.

University of Exeter, University of Surrey and the Working Party on
Sexual Misconduct in Surgery
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Fiona: To prepare for this discussion | spoke to some survivors of sexual assault in the
workplace. Firstly, they said, we are not allowed to talk about it, and when we do, nothing
is done. Secondly, they said, | don't feel safe going to work psychologically, physically,
sexually. Thirdly, they said it was almost an expectation that it would happen at some
point. This is just not good enough.

“We are so slow to respond to this issue. Why has it been necessary
for the NHS to launch a sexual safety charter, in 2023?"

And this charter has only happened on the back of a damning research report. Kneejerk
responses have got to stop. When sexual offences happen in the workplace the person who
experiences them can seldom move from the environment in which this took place. Lots of
people who survive abuse in the home can remove themselves from their abuser, but many
survivors of sexual violence in the workplace have to see the person or people who abused
them, or the people who didn’t listen to them, or the people who further traumatised them,
every single day. We make it very difficult for them not to be in that environment.

| do not think we treat sexual violence in the workplace in the context of the law, we
process it in the context of HR, or the optics of our organisation’s reputation to the

rest of the world. These offences often start as unchallenged infringements of people’s
personal space, and quite often they progress into an overt criminal activity which is never
addressed through the law.

“We have got to start looking at sexual offences in the

workplace as infringements of the law.”

Tanvir: | am a former surgeon, and that world is unfortunately a male bastion with the
women there often seen as trophies. The conversations in the changing room are about
cricket and sex. There is a big cultural problem, and so many talented female surgeons
have chosen alternative career paths because of this, which is a loss to the system forever.
We need a sense of urgency. The Royal Colleges have accepted their culpability in this but
we need to see action. Someone, somewhere is probably being abused as we speak, and
that is the ultimate tragedy.

Comments

Ruth Bushaway, Medical Director,
Suffolk GP Federation: Our organisation
carried out a review to find out how we

can be more inclusive. We had some good
results, but some staff feel ‘othered’, and
staff felt leaders are detached and don't
listen. This means that they don’t speak to
me in the way they could, and | don't hear
their truths. | can only change what is in my
sphere of influence, but | won’'t be stopping.
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Tracey Williams-Macklin, Director of Practice Partnerships, University of
Essex: We have seen larger numbers of ethnic minority students being referred to fitness
to practice, and the majority of those come from practice placements. We also have a
widening gap in attainment between white and ethnic minority students. | want to invite
the system to think about that early career experience and to think creatively about what
experiences we offer students, including non-traditional placements in the community.

Daniel Spooner, Deputy Chief Nurse, West Suffolk NHS Foundation Trust:
53% of our nurses at Band 5 are from ethnic minority background, that reduces to 5% at
Band 7, and 2% at Band 8 and above. There have been so many programmes in the past
about lifting up ethnic minority staff, giving them opportunities to understand where they
fit in leadership roles, but the people recruiting them need more education.

“The term unconscious bias is used in our vernacular all the time now
but white privilege isn’t, and it should be... It's about understanding
the experiences of BAME staff to understand your own biases...
Now I have had my eyes opened to that | am seeing it regularly.”

Godwin Daudu, Engagement Officer, Community 360: \What we are
talking about today is change, and change is always uncomfortable. Truth makes us
uncomfortable too. When an organisation presents itself, it tells its mindset.

“If we have a situation where we have become comfortable
with the fact that being black, brown and female isn‘t good
enough for leadership, that represents the mindset of the
organisation, and that needs to change.”

This is a huge opportunity for us to be blunt, blunt in the faces of the people that make
the changes and make the policies. One of the reasons | joined the voluntary sector was
that | was tired of standing on the terraces throwing stones at the players on the field
of play. I want to be on the field of play and tussle with the players so that we can bring
about the change that we need. We should no longer accept being comfortable.

Cath Byford, Deputy Chief Executive, Norfolk and Suffolk NHS
Foundation Trust: In mental health we have normalised abuse towards our staff,
whether its racist abuse, gender-based, physical and verbal violence. Why would
someone report an incident if we don’t act as a result? We ought to consider where

we can opportunities for convictions for physical and verbal abuse, so that people have
support and feel safe to report, and comfortable that they will be believed and it will be
acted upon.

“Some of our colleagues in all sectors are talked down to and
minimised because they don’t have the right accent or the right
academic qualifications. They feel less valued and that what they
bring doesn’t have the same level of meaning... We contribute
to the perpetuation of that and it’s not fair.”
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Moira McGrath, Director of Commissioning Adult Social Care, Essex
County Council: We have a high proportion of ethnic minority staff, managers

and owners in our social care providers, and understanding their experiences is really
important. After one racist incident where our response was not the right one, we have
been on a journey and are learning that we need to be actively anti-discriminatory.

Andy Yacoub, Chief Executive, Healthwatch Suffolk: \We have been talking
about how staff do not report incidents as they fear being marked and don‘t want to put
their heads above the parapet. Don’t hide behind data and don't be fooled by the data.

Jeptepkeny Ronoh, Consultant in Public Health Medicine, Suffolk County
Council: A lot of people won't have the agency to speak out because the stakes are
really high, you need to pass your exams, and your visa depends on your job. We need
to get comfortable to have these conversations and hear that lived experience more. We
need to start early, even in schools with our children, talking about our history.

“My father arrived in the UK in “We are very reliant on the well
1969, as a qualified doctor; later trained overseas workforce. How
practiced as a GP. His experiences do we proactively support their
are those of Tanvir's - why are inclusion so we all fit together and
they the same, 54 years on?!” it's not about fitting in?"

“How do we embed co-design and continuous development
of both services and workforce practices so they are not just
delivering for middle class white people?”

“If we see someone fall over in
public, we offer to help. Why do
we ignore sexual offences in the

workplace? How can we bring

about normalisation of
a challenge?”

“We need to reduce the burden of
expectation on professionals from
certain groups to take the lead in
changing culture and recognise
the trauma this can cause.”
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Panel 3: Are we continuously learning and improving
based on evidence and experience?

Chair: Shane Gordon, Director of Strategy, Research and Innovation, East Suffolk
and North Essex NHS Foundation Trust

Panel: Zoé Billingham CBE, Chair, Norfolk and Suffolk NHS Foundation Trust

Godwin Daudu, Community Builder/Engagement Officer, Community360
and Community Ambassador, African Families in the UK

Anthony Douglas CBE, Chair, Suffolk Safeguarding Partnership
lan Turner, The Partnership in Care Ltd and Chair, National Care Association

Richard Watson, Deputy Chief Executive and Director of Strategy and
Transformation, NHS Suffolk and North East Essex Integrated Care Board

Shane: This is a challenging
conversation and | am conscious
| am the third white middle
class chair. | am passionate
about reducing inequalities,
fairness and justice.

Uncomfortable Truth 9:

The many inequalities in clinical research include who
does research, subjects recruited and type of research.

British Medical Journal

Caroline: The first point to consider is what we mean by research. Using the term

in its broadest context, this is not just about clinical research but gathering all the
research evidence base across our population, including public health, our voluntary and
community sector, and Healthwatch. Our patients are the foundation of research, so we
need to be as inclusive as possible to bring diversity into our research. There are barriers
to being involved in research for people with different socio-economic backgrounds and
different populations. How can we support people to be more involved in the continuum
of taking research into innovation and then into practice?
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Research does not always take place where the highest burden of disease is. For example
there is a high elderly population locally, lots of rural and coastal communities, but a lot of
research might be centred around teaching hospitals and universities, so we need to ask if
those communities can be fully involved in that research.

We are not involving our diverse populations and therefore there are questions about the
validity of that research and how we interpret results, and then apply them in health and
care practice.

“Data isn't neutral, and science is always political...
and that is something we could explore further.”

Research needs to be accessible but also meaningful for communities, so what types
of research do they want? And it is not just about participating in research it is also
understanding the impact research can have on them and their communities going
forward so they can see its relevance.

Godwin: The uncomfortable truth is that we are not getting it right. The research sector
is still uncomfortable with engaging with marginalised communities, for fear of what they
are going to say or what the reception will be, or if it is going to be too much hard work.
Researchers are buried in jargon and those big words that tend to alienate people who are
not within the industry.

“There is a history of people from marginalised communities being
used as guinea pigs, and that story still permeates today so people

from minority ethnic communities are very, very sceptical.”

Information needs to change for them to become involved, and be targeted to the specific
communities to understand the benefits for their community and for them.

lan: Until around five years ago there was no real research into the social care provider
sector. It is challenging as the sector is very diverse organisationally and geographically.
There are now some universities where there is specific research being carried out for
example into a minimum dataset, and links between staffing levels and quality measures.
What is not happening is the sector coming together and deciding what we want. There
is potential benefit in becoming involved

local universities in the education process,

for example clinical placements, and we

have done this in the past with individual

partners, but we have not done it as a

system.

One main barrier to involving the social
care sector is that it is not easy to do,
excuses are made not to approach
particular providers or areas, but the
default should be that we are going to do
it unless there is a reason not to.
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Uncomfortable Truth 10:

We don‘t know anywhere near enough about the

people who die in our care and why.

Grant Thornton, The Learning Social Worker

Zoe: For my own organisation the uncomfortable truth which has been rightly exposed

is that we don’t learn enough from incidents and from deaths in mental health. It is
shocking that we don’t know basic information on why people are dying early in our
communities, and in particular those people who had been in contact with mental health
services in the last six months, and the circumstances. Even more appalling is not even
being clear on the numbers of people who have died early. It has been a moment of great
reflection for our organisation and our system.

“We have lost sight of the fact, in large organisations, that we are
dealing with people. These are human beings, this ‘data’... these
numbers of mortality, as we have described it, are our brothers and
sisters, our daughters and sons, and our nephews and nieces.”

We have dealt with mortality as a statistical administrative process rather than a
humanitarian understanding of a person’s life, how they came to live that life and

how they came to die in the circumstances in which they did. Let’s stop hiding behind
numbers and data analysis and start looking at individuals as human beings to change
the life chances of people and narrow the shameful inequality of life expectancy for those
experiencing mental illness.

Richard: | think one uncomfortable truth is that we do know quite a lot about why
people are dying in our communities earlier than they should be. There is a huge gap in
life expectancy and our communities are shouting out to us about the things we need to
do to change that.

“Are we truly listening to those difficult truths that we need to hear?
A lot of what we need to do will be hard to do, but if we are going to
make a difference, we are going to have to do something different.”

We need to do more to truly listen to people with lived experience. We have signed up to
co-production, and we use that word a lot, but are we demonstrating that every day in
what we do? For myself | can say, probably not. We are still very reactive to crises and the
latest ask from NHS England, like the CORE20PLUS5, and whilst this is important there
are wider things we should also be doing. Some of this will take a long time to do but we
must start now.
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Uncomfortable Truth 11:

Patient safety incidents are experienced
disproportionately by marginalised patient groups

exacerbating health inequalities and biases embedded
in the healthcare system, its workforce, and practice.

British Medical Journal

Anthony: Child deaths are always tragic, and almost always very young children. The
learning in the last ten years has been strong both on the causes of deaths and prevention.
We have deaths, for example, where parents co-sleep when they are under the influence
of alcohol or drugs. However, the work of public health messaging and evidence-led work
with families is beginning to make a difference.

Many of our cases show incredibly poor information sharing, even after 50 years of
reviews and research evidence. This is so basic, and yet people are dying because the
right information was not shared with the right person at the right time. One example is
a woman in her late 80s who died of sepsis-related complications in a care home right in
front of staff and visiting professionals. Even though the smell was strong no one smelled
her, and no one saw her dying. Multiple professionals came and did their bit on a part of
her, but nobody saw the whole person.

Another two examples are a child and an elderly man who look their own lives and in
both cases family members who had crucial information weren’t included. Since involving
family members more in our partnership we have realised the limitations of professional
assessment. What is often taken as fact is often well short of the reality of someone’s
lived experience or even their clinical condition. Holding family meetings adds 20% to our
understanding of the person. And bringing Martha’s Rule in will be an important step.

“We have too much of a hierarchy still in the NHS... too much of
a medical model, too much of a top down culture, social care too
battered by everything and everyone.”

To exercise professional curiosity and to share
information when demand is rising, you are
carrying out complex work and you are often
covering for someone else, you have to be in a
stable team. Yet we are probably at our weakest
point in terms of the percentage of new staff,
where the job is running away from their ability
to do it. Our learning from research has been
incredible in issues such as the impact of domestic
abuse on children, and coercive control. But

it is now very complex for the workforce and
impossible with the resources available.
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Uncomfortable Truth 12:

We have been trying to integrate health and social
care for decades.

The Nuffield Trust

lan: Social care providers are very interested in better integration of services. We have
never made it happen for a variety of reasons. There is a lack of data from care providers
as it has never been captured in the past, and we only started doing this in the pandemic.
We haven’t got a mechanism for different parts of the system to communicate with
providers, and we are locked out of resources and secure ways to communicate, so we
want to see something more generic and more effective. We also need to know which
services are available and where, and when to refer, to ensure the system works in a more
integrated way. We would not make inappropriate referrals and we would get the right
response. In one recent example where we didn’t get a mental health response, we ended
up in the Emergency Department for 36 hours.

Richard: There is much room for improvement in integration, understanding what we
mean by the term, and why we are doing it. People tell us they want to live better, more
fulfilled lives, and that they want to get support in a way that’s accessible to them and
makes sense to them. If we are going to really tackle inequalities, we need to do more
joining up of how we operate. But it still feels after so many years that our systems and
processes are too complex, even for us to navigate let alone any of our communities.

“We are still too often guilty of designing our services around
ourselves, not necessarily thinking about the end service user.”
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We still have a long way to go on personalising services, which is incredibly difficult
particularly with a finite resource. What brought that home to me was being a local
councillor in Tottenham, an incredibly vibrant and diverse area of London with brilliant
community spirit, but also incredible challenges. At my regular constituency surgeries
people would come with a presenting need, but behind that was a multiplicity of other
factors such as domestic violence, poor accommodation, education and jobs; and as a
councillor I was trying to navigate the complexity of the public sector to get the right help
for them. | do not think in healthcare we have really recognised the importance of local
councillors as our eyes and ears on the ground and our ambassadors.

“We still don’t do enough of understanding each other’s
worlds, even in this room. And because we are all madly
busy and there is so much pressure upon us, we often
neglect relationships and putting ourselves in each other’s
shoes around how we should operate differently.”

We can put frameworks and systems in place, but we have still got to come back to
relationships and seeing beyond people’s presenting needs.

Anthony: In terms of learning from experiences, we often try one thing after another with
no real memory of what has already happened. | think we try but we are far less successful
than some jurisdictions, for example Scandinavia. However there are pockets of integration
in the UK that are some of the best in the world. One example is psychiatrists whose
approach is ‘let's do what we can’ rather than multi-agency referral forms, eligibility criteria
and thresholds, and restricted access, which leads people to blaming the system. They are
taking individual responsibility, drawing on their values, and involving families. They are not
under any greater pressure than those who have erected barriers, it actually takes a lot of
effort to maintain barriers. The approach that ‘a problem for one is a problem for all’, good
triage and joint working enables them to get a lot more basic care to a lot more people.

Zoe: My overriding uncomfortable truth is that we can define the problems that we want
to solve to achieve and the outcomes that we want to see; we know that prevention is
always the best approach; we strive to connect with and walk alongside our patients,
carers and staff with co-production at the heart of everything we do; we know that
treating the whole person, locally, through wrap-around care is the only way forward;

we believe in ‘one front door’; and we want to tear down institutional barriers; but
crucially we have all known this for a generation. Too often these issues which require
interrelationships across organisations, involving understanding different people with
different perspectives and backgrounds we put in a ‘too difficult box'.

“We need to get hold of the ‘too difficult box’ and pull all the issues
out of it, burn the box and start again with renewed vigour.”

Godwin: Part of the process of learning is listening. When people talk about their lived
experience, believe them. If a patient says they are in pain, believe them. More often than
not, there is an excuse for poor service to marginalised communities, ‘you are imagining
this’ or ‘that’s not how it is happening’. We speak to community leaders on a daily basis
and their community members are telling us that's how it is.
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“People never forget how you have made them feel.”

Most marginalised communities are not asking for special treatment, they are asking for
equitable service. The sad thing is that you are at your most vulnerable when you are
going to healthcare services. One of the signature things about marginalised communities
is that we are not very confident in challenging authority, so we take it on the chin, and
that goes on for a very, very long time. One of the people | worked with did not want

to engage with the NHS at all because of how he was treated, no one talked to him

and there was no connection between his GP and social services, so we supported him

to make that happen. | went back to see him and wrote that unless things changed

something worse would happen; a couple of weeks ago he was found deceased at home.

Marginalised communities and people who appear to be vulnerable just want to be
believed, they want to be listened to. We hear that nobody comes to work to be
prejudiced, but we all come to work with our stereotypes and those things influence the
kind of service we give to people. Also, people in vulnerable situations require continuity,
they talk about their very personal experiences and don’t want to keep repeating that to
every new person.

“Acts of rebellion are going to be the only way forward.”

“My hospital pays people for
patient involvement, but not
involvement in research. For
people in low paid work
with small amounts of time
it is harder for them to access
research participation.”

“Everyone thrives, if they
work/volunteer/study in an
inclusive, accessible and learning
environment/culture; how well
do we know our own
environments/cultures?”

“Are we really using things like the LeDeR [learning from deaths
of people with learning disabilities and autism] process to understand
what we can do to stop people with Learning Disabilities dying on average
20-25 years younger than wider population? LeDeR themes show a lack
of education/awareness for staff, poor communication between
organisations, patients, families/carers not being listened to.”

“Data should be a catalyst to “How to engender trust in
provoke further questions and clinical research processes
trigger us to delve into the among groups who may be
human stories and experiences underrepresented as a result
to understand the story and of mistrust caused by historical
what to do.” unethical practices?”
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Reflections Panel: WHY and WHERE do we need to

address culture in our health and care system?
What would be evidence of progress?

Chair: Ed Garratt, Chef Executive, NHS Suffolk and North East Essex Integrated
Care Board

Panel: Kirsten Alderson, Chef Executive, Suffolk Family Carers, and Chair, Suffolk
and North East Essex VCFSE Assembly

Ganesh Baliah, Chief Allied Health Professional, Programme Director and
Strategic Equality, Diversity and Inclusion Lead, NHS Suffolk and North East
Essex Integrated Care Board

Amanda Cherry, Chair of Trustees, Healthwatch Essex
Clir James Reeder, Suffolk County Council
Daniel Spooner, Deputy Chief Nurse, West Suffolk NHS Foundation Trust

Amanda Takavarasha, Principal Social Worker and Quality Assurance and
Practice Development Lead, Suffolk County Council

Andy Yacoub, Chief Executive, Healthwatch Suffolk

Ed: Listening today has been
uncomfortable, but it has been
refreshing to have an honest debate.
We have talked about the systemic
rebellion that is needed, and the
courage we need to challenge the
established order and do things
differently. We need to look at our
system’s culture and the effect on our
communities. Compassion involves
actively leaning into difficult and painful
issues to make a difference, being not
just “Can Do’ but ‘Will Do’. We need to
shift left, thinking about how fast and
how far, and we need to tackle a

range of issues that we have talked
about today.
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Daniel: My reflection is that all the
things we have discussed today are not
new, they have been in our culture and
in our system a long time. It is great to
come together and gives me faith that as
a system we are engaged in this process.
We need some forgiveness for ourselves
in how we have participated in these
inequalities, but we need to do more.
We need to think more about people
being human beings, both patients and
colleagues, and to understand their
experiences.

“Data is important, it guides the conversation, but the
real power comes from people’s stories.”

Ganesh: The ability to bring your authentic self to work resonated with me. Why is it
that we don’t allow colleagues to feel comfortable, and what can we do to create the
right culture? In education, why are we not role modelling at undergraduate and support
worker level, thinking about population health so that when they qualify and start
working that is at the forefront of their minds?

“The system and structures are set up for us to be under pressure
so we have a limited time with our patients... we have this high
turnaround and short appointment times, we are not sitting
down and thinking there is a person in front of us and having
that ability to listen to them.”

As a system we have a lot of opportunities to work with different partners, | am excited
about opportunities to work with universities to support students as they are our future
workforce. It is also about listening, we have the opportunity to improve not just our
ambition but also how we operate in co-production and communication.

James: It is about communities taking ownership in community health. We do a lot of
listening, and we need to continue to listen, but we also then do something with it. Often
at the top of organisations the right culture is in place, but we don’t manage people in the
right way to develop that culture throughout. We are given the responsibility but not the
authority to make the change, so let our people make decisions and get on with it.

“It’s all about cooperation through communication not confrontation.”
We need to evolve the system and that means people working together. Together we

must be given that opportunity to do things together, we know what needs to be done
and how to do it. It takes courage to say we are going to do it and do it in the right way.
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Kirsten: we have talked today about humanity.

“There is a lot that aligns us and makes us very similar, but actually
we are all individuals and have our individual points of view. You
wouldn’t know my point of view unless you asked me.”

At the moment, for all sorts of reasons, we are losing time, we don’t ask people and
listen to what they need. My voluntary sector organisation listens to the family carers
who ring us, we collate that information and each month look at it, and they are telling
us that they feel people aren't listening anymore. Some of our calls are from health and
care professionals who are family carers, they are struggling to navigate the system

as it is so complex.

Andy: If you are surrounded by ‘yes’ people who tell you what you want to hear, you are
not grounded and you are not hearing what you need to hear. Find people who will tell
you what you need to hear and add them to your team. If you don’t have a diverse group
close to you, you won't hear what we heard today. Hear from them on a daily basis to
make the changes we need.

One of the reasons to change our system culture is that there is no one single culture.
There are so many different cultures from the sole traders who provide home care all the
way to the largest employers in the East of England; and the larger organisations have
multiple different cultures. We need to address corrosive organisational cultures and we
can only do it together.

“One of the reasons why we are not addressing [culture]
properly now is we don‘t have any accountability. We need some
kind of accountability, and we need to bring in all sectors in
order to make that effective.”

Amanda Takavarasha: | am heartened to see the level of commitment around the
room and it is clear that everyone is equally engaged.

“Historically the burden for driving forward change, the responsibility
of that, has tended to lie with people who are also affected by those
issues... and it is important to fight against that rhetoric.”

It Is not enough for me as a Black woman to be part of a supportive organisation that
has given me opportunities, makes me feel welcome and that | belong, when wider
society reflects something different. It is about listening to people, humanising people,
and realising that people are the experts in their own situations. People are best placed
to understand their own needs in the context of their own lived experience, identity and
culture. We need to ask ourselves, are we sensitive to people’s diverse and

intersectional needs?
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We also need to humanise our workforce. We have talked about international recruitment,
| feel there is a level of commodification that comes with us bringing people from abroad.
It almost feels like we are doing them a favour, but it should be a reciprocal arrangement
of mutual benefit. International recruitment is important and valuable to us, but we must
think hard enough about people’s experiences here and how we support them.

Amanda Cherry: | found today challenging, alarming, and | felt a degree of shame
that this is where we are in 2023. But | am enormously encouraged by the knowledge,
experience and willingness to collaborate of the people here and those we work with.

The way forward is to listen to and value lived experience, and at Healthwatch that is our
raison d’etre, we have a wealth of knowledge and experience and ambassadors across the
service who are willing to share their experiences. Recently we have had to send an open
letter as we were appalled by some of the ways our ambassadors had been disbelieved,
de-valued and not being given time when sharing their very personal, often traumatic
stories to help everybody else.

“If you are serious about making change, listen to and believe what
you are being told.”

We share a lot of information locally and nationally about people’s experiences, our frustration
is demonstrating the change. Who is holding ICBs and local authorities to account?

“As a system we should be “We have a very tired workforce,
self-critical about the activities we cannot continue to rely on
we do that add value, and those their goodwill, they need a
that don’t add value.” work life balance.”

“This conference was a very audacious attempt at tackling the decades
of inequality that have plagued Health and Social services. These WHY,
HOW, and WHO conferences have triggered the mindset that finally
acknowledges past poor service and is prepared to be uncomfortable
to achieve the much-needed change. I salute you and am grateful
to be included in this process.”

“l was really heartened to see the
level of honesty and transparency
during the sessions. It felt like
a very safe space. To build on
this will be really important
and I can feel the commitment
in really tackling some of these
longstanding issues.”

“The discomfort/anger | feel
today, is a physical/emotional
pain. The painkiller we all need
is action, we have to take it now,
and for the long term.”
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Summary of our learning

The uncomfortable truth is that long-standing inequalities persist in health and care.
Causal factors include:

We know the right thing to do, but we still don’t do it

* We say we want to tackle health and societal inequalities, but we still tolerate
prejudice, stereotyping, discrimination and abuse.

* We have not moved far enough or fast enough together to achieve meaningful
improvements in health outcomes.

e We fail to learn fully from past failings and recommendations from inquiries,
investigations and reviews.

* We fail to ensure our evidence and research is inclusive and representative of the
populations we serve.

e We don’t adequately support those people, organisations and communities who are
trying to tackle inequalities in very difficult circumstances.

We don’t take the time to understand inequalities and poor experiences

e We don't actively and consistently listen to, believe and seek to understand the very
personal, traumatic experiences that people take time and effort share with us.

e We don't put ourselves in other people’s shoes, we dismiss their views and minimise
their experiences.

* We have forgotten that the people we serve, and the people who work in our
system, are human beings with rights, needs and wishes.

* We don’t think enough about how what we do, and how we do it, makes
people feel.

We don’t do enough to create and value a diverse workforce

e We allow too many ethnic minority staff and students to fail, through no fault of
their own.

* We do not promote people who we perceive are different from us.

* We place the burden of tackling workforce inequalities on the very people
impacted by them.

* We exploit our overseas staff to meet our own organisational needs, failing to
consider their needs and their ambitions.

* We do not value enough the diverse experiences, perspectives and ideas among
our workforce.
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We don’t take responsibility for our action and inaction

We have failed to tackle long-standing inequalities, instead allowing
them to worsen.

We have failed to keep our workforce physically and psychologically safe.

We fail to work together to ensure when things go wrong that the same thing never
happens again.

We don’t involve and empower people and communities consistently in
co-production, decision-making, and oversight of what we do.

We cannot fully demonstrate to people how what they have told us has
made a difference.

We need to come together to take effective collective
action against injustice.

We can tackle uncomfortable truths only by accepting:

We do not know best: despite our efforts at engagement, we have not
shown sufficient humility, listening, respecting, believing and responding to
what people tell us.

We have not been committed enough: despite good intentions, we do
not show through our actions that we really want equity and social justice for our
communities and our workforce.

We have not done enough: despite our strategies and our programmes, we
have not invested enough time and effort, or targeted resources in the right ways to
meet the needs of our communities and our workforce.

We have not been accountable: despite all our power and influence, we have
allowed inequalities to widen.

‘What we do now echoes in eternity.’

‘Questions for our next event,

Part 2 of Uncomfortable Truths: HOW?
HOW much of our reality have we really accepted?
HOW successful have we been so far at tackling injustice?
HOW good are we at taking responsibility?

HOW can we change our underlying attitudes?
HOW do we start doing the right thing?

Part 1: WHY as system leaders we need to address culture to improve outcomes




Appendix: Our panel chairs and members

Tanvir Alam, North East Essex Alliance and BAPIO

After gaining a Bachelor’s degree(MBBS) and a Master’s Degree (M.S. in

Orthopaedics) in India, Tanvir worked in the Middle East before moving to

the UK working in Orthopaedics, Neurosurgery and Accident & Emergency.

He moved into General Practice and has worked in Primary care, Urgent care and Mental
health. He is the Clinical Director for Clacton Primary Care Network, a GP partner at East
Lynne Medical Centre, Clinical Consultant for iC24 (Level 8 — 111/CAS) and a Lead GP for
Southern Hill Hospital (acute mental health services). He is Chairman of the GP Training
Forum, providing free teaching to GP registrars where there is a significantly lower pass
rate for BAME and International Medical Graduates.

Sharon Alexander, Chief Officer, CVS Tendring

Sharon began her career as a detective in the Merseyside Police, later

working at ECC's Adult Community Learning and as a Youth Officer

before joining Tendring CVS as the Chief Officer in 1990. Sharon has been
instrumental in creating and launching several charities, she led the mergers

of several charities, and has been a charity trustee. Sharon chairs the Tendring Together
VCFSE Strategic Partnership, and is a director of Together for Essex, a consortium of
CVS Chief Officers. Sharon is a member of the ICP and the VCFSE Assembly, and a
board member of the NEE Alliance. Sharon is currently a NAVCA assessor for the Local
Infrastructure Quality Accreditation.

Caroline Angus, Head of Innovation, NHS Suffolk and North East
Essex Integrated Care Board and Health Innovation East

Caroline has a background in academia, local authority and the NHS,

leading transformational change programmes to create a culture of

innovation readiness and collaboration across the system. Her ambition is to
accelerate the prioritisation, development and uptake of innovation that addresses
the needs of the NHS and partner organisations, based on input from patients,
staff and key stakeholders.
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Zoé Billingham CBE, Chair, Norfolk and Suffolk NHS Foundation Trust

Zoé has spent much of her career inspecting public services to promote

improvement, including in Her Majesty’s Inspector of Constabulary

and Fire and Rescue Services. She is a lawyer by background and has

worked in Whitehall and local government. Zoé has a wealth of experience

in supporting public sector organisations to improve, and is committed to making a
difference in our communities. Her work on domestic abuse and violence against women
and girls has challenged the police and their partners to do better, and she has advocated
for better care and access to services for people with mental ill health.

Amina Chitembo, Culture Transformation Lead, Suffolk and
North East Essex ICS, and Regional EDI Lead for Education and
International Recruitment, NHS England

Amina is part of the regional Equality, Diversity, and Inclusion Team in NHS
England East of England Team, currently working with Suffolk and North

East Essex ICS on antiracism and related priorities. Amina’s background is

within Workforce Culture Transformation and organisational Development. She
holds a PhD in Leadership and Organisational Studies, specialising in internationally
recruited staff’s career progression.

Nicola Cottington, Chief Operating Officer, West Suffolk NHS
Foundation Trust

Nicola has worked for 25 years in the NHS across a wide range of services

including prison healthcare, walk-in centre, community healthcare and

acute hospitals. She is a registered nurse with a clinical background in sexual

health. Nicola is passionate about the transformational impact of coaching for leaders,
undertaking an advanced diploma in vertical development coaching. She also runs
the cancer survivors’ book club and volunteers at Broomfield Hospital breast
reconstruction awareness evenings.

Melanie Craig, Chief Executive, Suffolk Community Foundation

Most of Melanie’s working life has been dedicated to roles in the NHS

both nationally and across East Anglia holding board level and senior

leadership positions. In September 2022, Melanie joined Suffolk Community
Foundation, which is part of a worldwide network of organisations dedicated to
supporting local communities, enabling her to fulfil her passion for social justice.
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Godwin Daudu, Community Builder/Engagement Officer,
Community360 and Community Ambassador, African Families in
the UK

Godwin came from Nigeria in 1991 and studied at what is now London

Metropolitan University. He had a 26-year senior management career in

Hospitality. His philosophy of excellent customer care and building an effective

team is being successfully transferred to his current roles as a community ambassador,
builder, and advocate for the most vulnerable and marginalised in society. He speaks up
for the unheard, engages on their behalf, brings cultural competence into service delivery,
celebrates diversity and works relentlessly towards a more inclusive society.

Dean Dorsett, Clinical Lead for Personalised Care NHS Suffolk and
North East Essex Integrated Care Board, and Senior Partner and GP
Principal, Burlington Primary Care

Dean was born in Dominica, he attended Oxford University and qualified

from St George’s Medical School in 2000. He has experience in A&E, as a

forensic medical examiner and 10+ years as a family physician, he is a Fellow of the Royal
College of General Practitioners, and trains and mentors non-GP practitioners. Dean is the
lpswich and East Suffolk Alliance Clinical Lead for Personalised Care, Health Inequalities
and Prevention. He has sat as the RCGP East of England Regional Clinical Lead for Person
Centred Care and is a Core20PLUS5 NHS England Health Inequalities Champion.

Anthony Douglas CBE, Chair, Suffolk Safeguarding Partnership
Anthony has been the independent Chair of the Suffolk Safeguarding
Partnership since 2019. Prior to this he was Chief Executive of Cafcass

from 2004-19. He now works across the UK and internationally on system

leadership and rapid improvement programmes. His current portfolio includes
developing and writing the National Practice Framework for the Welsh Government,
working for the Foreign Office in jurisdictions requesting support with social care and for
the Irish Government to develop their first national Children’s Guardian Service.

Fiona Ellis OBE, Chief Executive, Survivors in Transition

As the co-founder and CEO of Survivors in Transition, Fiona has developed
and implemented innovative interventions providing support, healing,

and empowerment to survivors of sexual violence, supporting over 1000

survivors per year. Fiona has raised public awareness about the importance

of addressing trauma across systems, and championed trauma informed training and
practice. Her advocacy and national representation have increased understanding of the
need for comprehensive evidence-based support systems, improved commissioning and
recognition of the specialist VCFSE sector and better criminal justice processes. She is a
visiting fellow and PhD student at the University of Suffolk, and was awarded an OBE in
the Kings first New Years Honours, 2023.
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Shane Gordon, Director of Strategy, Research and Innovation, East
Suffolk and North Essex NHS Foundation Trust (Chair, panel 3)

A GP by background, Shane is passionate about improving services,
quality and patient experience. Shane has been chief executive of an
NHS commissioning organisation, and associate medical director for the
East of England NHS, leading local and large-scale service change. He is a founding
council member of the East of England Clinical Senate. Shane’s recent strategic initiatives
include leadership in the merger to create his current Trust, creating the largest elective
orthopaedic centre in England, launching the first Community Diagnostic Centre in the
East of England and creating a centre of excellence in robotic- assisted surgery.

O

Wendy Herber, Independent Chair, Healthwatch Suffolk
(Chair, Panel 1)

After studying Philosophy and Sociology, Wendy spent a number of
years working with the Civil Service, Ernst & Young and KPMG. She has
spent the last twenty years in the VCFSE, working with frontline charities,
volunteer and local VCS infrastructure organisations and local funders. She is passionate
about enabling the public, VCFSE and statutory sectors to work more effectively together
and was a member of the ICS Board for a number of years. She is now a member of the
Suffolk and North East Essex ICS Chairs group and Suffolk Health and Wellbeing board.

O

Harprit Hockley, Director of Culture and Organisational
Development, Norfolk and Suffolk NHS Foundation Trust

Harprit started a career in communications and engagement in the private
sector, joining the NHS in 2009. She was an integral part of the national
team responsible for tackling violence, bullying and harassment towards
NHS staff, and at the NHS East of England team she created the regional anti-racism
strategy. In 2023 Harprit joined Norfolk and Suffolk NHS Foundation Trust as Director of
Culture and OD to create positive working cultures and improve belonging and inclusion.
She was named one of the most influential HR practitioners by HR Magazine in 2021; in
the top 50 leaders creating the workplace of tomorrow by People Management Insight;
and as one of the top 50 Black, Asian and Minority Ethnic people in health in the HSJ’s
rising stars in 2022.

O

Andrew Kelso, Medical Director, NHS Suffolk and North East Essex
Integrated Care Board (Chair, Panel 2)

Growing up in Dunblane, he studied at the University of Edinburgh
and completed postgraduate training in the same city. He undertook
postgraduate research in Experimental Epilepsy, later working as a
consultant at Basildon Hospital. He worked for Barts Health from 2012 until May 2022.
With a strong commitment towards improving health inequalities and staff wellbeing,

he is driven to improve health by developing responsive and safe health services at scale
that will deliver the highest quality healthcare to the most people and give colleagues and
patients the agency to achieve this.

O
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Joyce Mcintyre, Community Connector, African Families in the UK,
and RAMA

Joyce’s childhood experience in Kenya has allowed her to understand

the trauma that many women experience and has inspired her to make a
practical difference in the life of her sisters. She is passionate about tackling
inequality issues within Maternity care and the wider healthcare system by partnering with
healthcare professionals and related agencies for dialogue and to co-produce events that
create a safe space for discussion and education. She works with vulnerable women of
ethnic minority backgrounds in order to empower them to speak up about the issues and
inequalities that affect them and their families as well as overcoming past trauma.

O

Rebecca Pulford, Director of Nursing and Chief Nursing Information
Officer, Essex Partnership University NHS Foundation Trust

Rebecca recently joined EPUT, an integrated mental health and
community Trust following a 30 year career working in the Acute sector.
Her move was driven by an increasing realisation that the strength of a
collaborative community beyond the walls of Health providers can support individuals

to thrive within their circumstances; and the desire to integrate our care for the physical
and mental health of people to maximise outcomes, whether that is to support a physical
illness or a mental health illness. Her role as Director of Nursing combined with the digital
portfolio gives Rebecca a unique position to drive those aspirations forward.

O

Jeptepkeny Ronoh, Consultant in Public Health Medicine, and
Assistant Director, Public Health, Suffolk County Council

Jep qualified as a medical doctor from the University of Nairobi in 1997
and practiced in Kenya for 3 years before moving to the UK in 2001 for
post graduate training in Public Health. In the early stages of my public
health career, she was part of the Initiative for Maternal Mortality Programme Assessment
(IMMPACT), a global research initiative, undertaking research aimed at promoting better
health for mothers to be and reducing maternal mortality in low- and middle-income
countries. Jep is passionate about making a difference in people’s lives, particularly for the
most vulnerable and disadvantaged in her community.

O

lan Turner, The Partnership in Care Ltd and Chair, National Care
Association

lan read Pure and Applied Mathematics at Newcastle University before
joining International Computers Ltd (now part of Fujitsu) in the early
1970's. He worked as a programmer, then within operating system support,
marketing, project management, and sales management. In 1984 he opened his first
Nursing Home, he now operates six Homes across East Anglia offering Nursing and
Residential Care to older people, and those living with dementia. lan has chaired the
Registered Nursing Home Association for the past ten years.

O
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Richard Watson, Deputy Chief Executive and Director of Strategy
and Transformation, NHS Suffolk and North East Essex Integrated
Care Board

As well as his role at NHS Suffolk and North East Essex Integrated Care

Board, Richard is also a Trustee at Anglia Ruskin University Students Union

and a Visiting Fellow at the Integrated Care Academy at the University of Suffolk.

He has worked across the NHS and local government in a variety of roles and has been an
elected local councillor and cabinet member within a London borough where he led on
community safety, leisure and libraries. He is passionate about improving outcomes and
managing complex change in partnership with other stakeholders.

Belinda White, Regional Manager Integrated Urgent Care,
(111, Clinical Assessment Service and Out of Hours) in Suffolk
and North East Essex, Practice Plus Group

Belinda is a positive and enthusiastic Senior Leader with a successful track

record in the delivery of publicly funded Healthcare Services, collaborations

and partnership working are key areas of strength, including in the past ten years NHS
England, the Integrated Care Board, CQC, DWP and ESFA. Belinda cares deeply about
equity of access to Healthcare for all and creating safe inclusive workplaces, she is a
member of PPG EDI Steering Group and Secretary to the Female Leaders Group.
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Further details for the Suffolk and North East Essex Integrated
Care Strategy is available at: www.sneeics.org.uk
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