Consultation Response One East Midlands
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Public Health
Consultation Response
Healthy Communities: a response from One East Midlands and the Third Sector Health & Social Care Network to the government’s strategy for public health ‘Healthy Lives, Healthy People’
Background
This is a response from the voluntary and community sector (VCS) in the East Midlands to the Public Health white paper and consultation documents:

· Healthy Lives, Healthy People

· Transparency in Outcomes (Proposals for a Public Health Outcomes Framework)

· Consultation on the funding and commissioning routes for public health

This response has been collated following a consultation event for the VCS held in Derby on 18 February. The event was hosted by One East Midlands and the Third Sector Health & Social Care Network and supported by Department of Health and NHS Derby City. A range of diverse organisations attended the event from the VCS, service users, carers and patients groups. See Appendix 1 for a list of delegates.
Please note that we have not provided a response to every question in the consultation documents as there was no opportunity to cover each and every question during the consultation event. The size and complexity of the consultation on the White Paper and the related consultations have made it very difficult for the VCS to respond to all aspects or with as much detail as the subject requires. In carrying out the event, we have attempted to address the most relevant issues for the VCS and this response goes some way to achieving that aim. However, it is apparent that the VCS have much more to say in response to the proposed Public Health reforms and we would strongly urge the government and DH to provide the VCS with that opportunity.
Consultation on the funding and commissioning routes for public health: Q2 part i

What mechanisms would best enable local authorities to utilise voluntary sector capacity to support health improvement plans?

It is difficult for the voluntary and community sector (VCS) to have a single coherent voice that reflects the vast diversity and capacity of organisations and groups within the VCS; and local authorities need to be mindful of this. There is a real concern that if the Department of Health makes the Health Improvement Plans too complicated then small VCS organisations that work with, support and understand specific communities will not get the opportunity to support the plans, particularly if work is done at the sub-regional level as opposed to the neighbourhood/local level.
	Key recommendation:

There needs to be a mechanism by which local authorities are able to communicate and engage in a flexible and sustained way with voluntary sector groups. Depending on the local setting, it may make sense for a local authority to utilise the VCS support organisations in that area. There also needs to be effort and resources put  into understanding the range of work that VCS organisations have the capacity to carry out in order to tap into that knowledge and understanding.
Case study 1:

In Greater Manchester a VCS service directory has been established and includes a section on Health & Social Care www.onecentralplace.org
Case study 2: 

LVSC has been commissioned by Regional Public Health Group and NHS London to develop a database of VCS organisations in London which provide public health services, for information email sandra@lvsc.org.uk


Localism may not always work in favour of stigmatised groups and may not reduce health inequalities for the most vulnerable groups. There is much concern that marginalised people and communities will become more invisible when funding is directed through local authorities. For example, work to reduce domestic violence and support those experiencing it remains hidden and often is not prioritised. 
	Key recommendation:

There needs to be clarity around scrutiny of the mechanisms of engagement and influence. The mechanisms of engagement need to be defined and the public need to be informed and educated about routes of communication and engagement. Such mechanisms must address the diversity of the communities you wish to engage with – one size does not fit all. We must learn from the patchy and inconsistent take up of involvement with the LINks as a ‘single’ mechanism for engagement on scrutiny.


VCS groups need to form collectives based on communities of interest and where there is local need, but there needs to be real commitment and action from local authorities to value the VCS as an equal partner. That is to say, small groups can join together with other similar groups to facilitate better, more effective ways of working. However, the value of small groups should not be diminished by this way of working, nor should it be seen as the only way local authorities should seek to engage with the sector.
	Key recommendation:

There needs to be a commitment from local authorities to understand what VCS groups are in their area and the work that they are doing. Local VCS support organisations (e.g. Councils for Voluntary Services) are a good first port of call for such information. The VCS needs to be involved from the early stages of development of the new structures and processes. There is reference to the VCS at an operational level (as a service provider), but the sector needs to be involved at a strategic level. There is considerable fear that disinvestment in support organisations and specialist organisations will jeopardise the ability of smaller community groups to have a ‘voice’.


There is an obligation to consult with the public. The VCS is often well placed to access communities and ‘speaks the same language’ as the communities they work with and as such can be a conduit for liaising with Health & Wellbeing Boards. The VCS need to have a transparent and accountable mechanism for communicating with and influencing Health & Wellbeing Boards. This could mean having representation on the Board and/or sub-boards as appropriate; any such representation from the VCS must have the relevant skills and knowledge and must have the mandate from the wider VCS. A mechanism is needed to achieve this to ensure that it is not only larger and well-established organisations that get involved. It is suggested that a VCS support organisation such as a Council for Voluntary Services (CVS), with a broad, generic overview of the sector could act as a ‘broker’ and facilitate the mechanism for engagement with the VCS. The VCS should decide how this mechanism is set up and there would need to be clear and accountable routes for any specialist and smaller VCS groups to participate and engage with the Board via the VCS representative.
	Key recommendation:

A central database of VCS (health and social care) provider organisations is set up and regularly updated and it is recommended that local authorities support this resource. However, smaller groups with less capacity will need to be encouraged and supported in order to be shown the benefits of being included on the database. The database would serve as a guide to VCS providers in a locality for NHS and local authority commissioners. 


There is a problem with raising awareness of services available as they are expensive to advertise and publicise. The VCS should make use of the local CVS (or equivalent) whose job it is to disseminate information. It is worth noting that most VCS support organisations are currently under threat of losing funding and as a consequence their capacity may diminish. If the role of VCS support organisations in engagement with public health is valued then urgent action must be taken now, in collaboration with local authority partners to ensure these services are not lost.

The VCS needs to be sufficiently organised and informed in order to provide a collective voice to respond to local and central government. There is a danger that there will be loss of strategic relationships and loss of expertise given the impact of spending cuts of the VCS. There is also a risk that volunteer numbers will decrease if volunteering organisations are unsustainable. Local VCS support and regional VCS support organisations like One East Midlands have an uncertain future.

Health & Wellbeing Boards

It was generally felt that Health & Wellbeing Boards must include representation from the VCS. The Boards and local authorities need to understand and listen to the VCS. The VCS would have a dual role on the Boards: as a strategic partner and to provide an alternative viewpoint (that is not local authority nor NHS nor private sector /for profit).

There is much concern that following spending cuts a lot of VCS organisations will either cease to exist or will be unable to continue parts of the work they have been delivering until recently. There are mechanisms in place for communication and engagement with networks at the sub-regional level, which feed into the regional network (Health & Social Care Network/One East Midlands). However, many of these 
networks are under threat with funding being reduced or ceasing in the coming months. There is real concern that the resources will not be there for real engagement and consultation with communities. VCS organisations need infrastructure support in order to be able to participate fully in two-way communication with the local authority in which Public Health will operate. 

	Key recommendation:

It is hoped that local authorities in the East Midlands will support existing VCS networks to ensure that the current mechanisms that work effectively are maintained and strengthened and not lost. The VCS networks will need to link successfully with Health & Wellbeing Boards. There needs to be clear connection and routes for engagement and influence. Health & Wellbeing Boards need to demonstrate how people and communities can participate in routes of engagement and VCS networks have the capacity to  support this process if they are involved in design and delivery of participation processes. Whether VCS engagement is directly on the Board or through sub-group connectivity the VCS needs to have the power to advise the main Board. There needs to be a commitment to co-development rather that consulting on previously set priorities.

Case study:

One East Midlands/Third Sector Health & Social Care Network is working with NHS Derby City and NHS East Midlands to explore the most appropriate model of engagement with the VCS. At present there are several possible models being considered and the Interim Director of Public Health is working closely with the Third Sector Network to establish a preferred model. For further information contact rachelquinn@one-em.org.uk


Health & Wellbeing Boards should ideally have both market development and community consultation strategies in place as part of their remit. From a market development perspective the nature of health inequalities across the region are well documented. The nature and structure of the sustainable services that are required to reduce inequalities are not as well known. It would be naïve to think that new service provision will develop by chance without a concerted market development effort. There is a place here for the role of social enterprise and entrepreneurial thinking for creative solutions – Health & Wellbeing Boards should be looking to stimulate this as part of the new ‘bottom-up’ approaches.
How communities are currently consulted in the commissioning process is quite ‘opaque’ at best. In order to make any meaningful progress there needs to be a communication strategy that outlines when and how consultation will take place. The process should be flexible enough to allow communities to shape preferred methods of consultation.

There needs to be closer ties with local business communities to explore other aspects of public health, for example, where sickness levels may be due to social circumstances and other non-medical factors.

GP Consortia

GP practices have patient panels, but many are not active or effective. These could be an ideal route for patients to engage, but they need direction and support in order to organise. There needs to be local practice-based panels. It is not clear what the relationship will be 
between GPs and the Health & Wellbeing Boards. GPs should be represented on Health & Wellbeing Boards.

	Key recommendation:

There is a gap of understanding between GPs and the VCS. There needs to be training and resources to reduce this gap as GPs need to understand their area and communities. The Health & Wellbeing Boards should offer joint training with GPs and VCS partners. There needs to be further clarity on the role of HealthWatch around scrutiny of local health provision.


It is notable that Derby LINks has built up good links with practice-based GP consortia. This may be easier to achieve in Derby City, as it is a compact area, but is harder in Derbyshire County, which has a much bigger geographical area looking out towards Manchester, Sheffield etc.

GP Commissioning

GPs are focused on treating a patient presenting with a medical condition and as such may be relatively unaware of a range of social factors affecting wider determinants, which impact on the health and wellbeing of communities. The medical model looks at individuals as customers with supply needs rather than looking at an individual in a holistic way and considering the wider determinants which affect a person’s health and wellbeing needs. Many GPs will need training in order to understand the wider determinants of health in order to treat people in an outcomes-focused way rather than a purely medical model.
	Key recommendation:

Many VCS organisations have a track record of providing independent advice and guidance. Local authorities and GP consortia need to utilise those VCS organisations that are often best able to offer support packages and services that provide holistic packages for patients.


There is a fear that some professionals from PCTs will move to the commissioning bodies whilst maintaining their same views and prejudices, and that although the system is changing the people involved will not.
The Health & Wellbeing Boards will have statutory powers and GP consortia will have to take into regard what it says. However, there is concern that many VCS organisations have very little contact with GPs and relationships need to be established and fostered.

There is some concern that mental health will move towards a medical model with GPs in charge of commissioning. GP consortia need to understand the skills and reach of the VCS and be encouraged to capitalise on VCS skills and work collaboratively with the VCS. 

GPs need a conduit to communicate effectively with the VCS. GPs are time pressured and need a gateway or ‘one-stop-shop’ to access the diversity of the sector. There needs to be an agreed set of principles on how the VCS will work with GPs to feed into referral routes and monitor quality. In future it is looking much more likely that GPs will use the Any Willing Provider (AWP) model – whereby providers need to get on an approved provider list and wait for referrals from GPs. This has overlaps with the personalisation agenda and as such will place more pressure on the VCS to actively market services. GPs need to be able to 
deliver the ‘no decision about me, without me’ promise and need to be aware of the full offer of services from the VCS. 

The Any Willing Provider model and personalisation agenda are both predicated on the need for market diversification and it is recommended that Health & Wellbeing Boards explore the possibilities to take a consistent approach to integrate similar models of service provision.
	Key recommendation:

There needs to be support made available for micro and small VCS providers groups. There is currently capacity within the VCS to help smaller groups with bid applications but other support like evaluation follow-up is still needed. Local authorities and the VCS need to build strength and resilience into the communities themselves as gaps are forming in these as a result of cuts in grants and funding. Small pots of funding that only tick one box for GPs are still very important as they enable small groups to undertake work that is flexible, innovative and very good value for money often with a high impact. There needs to be a more creative approach to how outcomes are measured and reported. There needs to be a development of mutual understanding so that VCS providers are able to identify key indicators of impact from a GP perspective (medical model) and GPs understand the key indicators of success that the VCS recognise (social model) such as social capital.


Joint Strategic Needs Assessments
	Key recommendation:

Public Health must be tied in with the JSNA from the outset and have a prevention and early intervention agenda. The VCS could and should be engaged in the gathering of Needs Assessments. One suggestion is to create a group (perhaps a sub-group of the Health & Wellbeing Board) to collate information on an on-going basis through an existing database. VCS groups could then send in information on a yearly basis.
Case study 1:

In Derby City the VCS support organisation Community Action Derby has a database, which is used to collate responses from VCS groups in the City and in turn this data is shared with Public Health.
Case study 2:

Themed consultations can take place through existing VCS networks specialising in JSNA areas of interest; in Nottingham the Voluntary Homeless Forum recently held a consultation on the Nottingham City JSNA homelessness chapter.


There is a discrepancy between what the community wants from local authorities and what is needed. There is also a difference in response between asking the general public and asking organisations working in the local community. After JSNA data is gathered, there needs to be consideration of how to involve local people in the allocation of resources. There also needs to be more voices from the public and the VCS informing the JSNA.
Consultation on the funding and commissioning routes for public health: Q2 part ii

What can be done to ensure the widest possible range of providers are supported to play a full part in providing health and wellbeing services and minimise barriers to such involvement?

Small VCS organisations are not always good at gathering and presenting marketing information and may never be in a position to do so. Local authorities and other statutory agencies needs to be realistic and proportionate in what information they request and to consider other ways for VCS groups to meet commissioning/funding criteria. If there is truly a desire for innovative and creative services then there needs to be proportionality in the tendering processes required of micro-providers and small charities and social enterprises. Local authorities will need to provide some support and sharing of risk if a new market is to include a diverse range of providers from the VCS.
	Case study 1:

Voluntary groups in Nottingham and Nottinghamshire now have a free online resource to help back up their funding applications. Nottingham City Council has created the resource in partnership with local voluntary organisations www.nottinghaminsight.org.uk/voluntarysector


Government and the statutory sector need to understand that the VCS is not sustained solely by unpaid volunteering. There are costs associated with recruiting, training and the on-going support of volunteers.
Some work needs to be done to foster better understanding between the statutory sector and the VCS. There needs to be a basic level of shared understanding of each others’ roles and responsibilities in order to reduce misconceptions and to promote collaboration.
	Key recommendation:

It is clear that commissioners who have previously worked with (in) the VCS have a different approach to commissioning, which includes an appreciation of the VCS as an equal and valued partner. It is recommended that an induction plan is developed for new commissioners, which outlines the diversity and capacity of the VCS. The training will need to unpack the different organisational cultures, structures, networks and motivational drivers for both the VCS and the statutory sector. 


GP consortia

It is evident that some groups of people do not access their GPs and so ‘fall through the net’. VCS organisations have historically formed to address the needs of people whose needs are not met in the current mainstream structures; often the most vulnerable in society and often those with the greatest health problems.
Language barriers can present a problem; jargon and too much information, delivered in one format only can be elitist and confusing. There needs to be a commitment to using ‘plain English’.
	Key recommendation:

Having a forum that VCS groups can feed into for consultation and community engagement is important. A range of mechanisms are needed for different levels and sizes of organisations. Grants, service level agreements and contracts should be mixed and flexible in order to work with a full range of organisations. Larger VCS organisations can offer training and smaller groups should be able to compete for contracts to provide services.


The VCS needs to get better at relating to the statutory sector in order to influence policy and strategy without losing its core values. Partnerships need to be resourced and supported if they are to be effective. There should not be a culture of pushing organisations together into partnership to meet the needs of the commissioners. It is recommended that where appropriate commissioners simplify the commissioning process, use clear and transparent application, monitoring and evaluation processes.

Proposals for a Public Health Outcomes Framework: Q3

How can we ensure that the Outcomes Framework and the health premium are designed to ensure they contribute fully to health inequality reduction and advancing equality?

· Show outcomes that are positive and simple to understand

· Outcomes should relate to prevention work

· Outcomes should be linked together to demonstrate a holistic approach wherever possible

· Outcomes should be flexible and reflect other interventions whether positive or negative

· VCS need the opportunity to show how its contribution to the outcomes has had a positive impact

· All significant contribution to an outcome need to be recorded as several interventions are often needed to produce an overall outcome.
Proposals for a Public Health Outcomes Framework: Q5

Do you agree with the overall framework and domains?

	Key recommendation:
VCS work cross-cuts all of the proposed domains and wellbeing and therefore VCS voice needs to be an integral part of the strategic decision-making structure. The five domains are clinically-focused and it is not clear where wellbeing is placed. It is suggested that wellbeing should be a separate domain.


The National Framework must link to other service delivery goals particularly where other partners are collaborating to address need e.g. drug and alcohol abuse, domestic violence, warm and comfortable homes etc. Any local frameworks need to be linked to the national framework. Wellbeing outcomes require a reasonable time frame to measure and demonstrate results - one year is too short – the minimum suggested is five years. Outcomes must be realistic for the local population and ranked in a way that takes into account priorities and value for money. It should be possible to compare outcomes with similar localities and scrutiny should be encouraged. The emphasis should not only be on what is easy to measure or what is currently being measured.
In order to measure what outcomes VCS providers are able to achieve, performance management systems are required that are rigorous but appropriate to the setting and resources in use. It is essential that the VCS have the capacity to capture and share and know where and how that data is used. Confidence in the data captured nationally and its analysis is critical.
Health Premium
	Key recommendation:
It is suggested that any Health Premium resulting from a reduction in health inequalities should be made available to achieve other local outcomes and should not be ring-fenced for ‘more of the same’ or as a bonus for delivery partners. The VCS has been a key partner in the delivery of health inequality related targets in the past but historically has not received a share of reward grant; and health premium should be targeted at ensuring that good outcomes are maintained and the VCS is not excluded from this funding in the future.


Health Inequalities

There was a general consensus that bringing Public Health into the local authority domain could be really positive if it heralds real joined up planning and delivery of health and social care services for communities and individuals.
	Key recommendation:

It is recommended that someone within the local authority should have a statutory duty to address Health Inequalities as part of the Public Health role; this is absent from the white paper. In addition, there needs to be an inspection system or quality assurance and indicators by which standards achieved can be measured.


The issue of giving people choice and their personal responsibilities is key in the White Paper. The issue is whether people, when given information and choice, are able to make the ‘right’ choices regarding their health. Information campaigns are not evidence based. It is hard to demonstrate the impact of Public Health campaigns. There is rarely one solution that meets every person’s needs; motivation, economic and social circumstances all effect the choices people make. It is necessary to look at people in terms of key life transitions. Education determines much of a person’s life so there needs to be energy and resources put into education on this as part of a long term strategy. There needs to be investment in education from birth onwards.
	Key recommendations:

As people get more affluent they move out of an area and others move in so figures need to look at individual migration patterns as well as the  health inequality statistics of a geographic area otherwise health inequality gaps will not be accurately recorded. Public Health needs to track individuals to see what effect migration patterns have on health inequalities.


Public Health England
	Key recommendation:

The White Paper suggests that Public Health England (PHE) will have a national commissioning role rather than a regulating role. We welcome clarity on the role, functions and duties of PHE. There needs to be a regulating body/mechanism looking at health inequalities and able to bring penalties if aims to reduce the health inequalities gap are not achieved.


There is an opportunity for Health services to get involved in all stages and areas of life including education and employment, and in all sectors. Society currently has distinct areas of expertise that are not joined up. All sectors need to think holistically and bring about a culture change of working together, which is still a relatively recent approach for government and the statutory sector.
The statutory sector needs to know how to engage with the varied groups and organisations in the VCS, especially as there is very little consistency in the relationship between nationwide and grassroots VCS groups.
Public departments need to form partnerships with each other before they can start working effectively with the VCS and some ideological and structural changes may need to take place for this to be able to happen.
If a bottom-up society is truly created, the VCS will be instrumental in ensuring that individuals and communities are listened to and the Big Society agenda should be a mandate for this. Central/local government need to work with the VCS to grasp this opportunity to revolutionise services. The VCS will need to be a partner at the strategic planning level and have a strong collectivised voice in order to have strength and influence.
Healthy Choices
It is often difficult for young people to make healthy lifestyle choices especially when the cost of activities, lack of availability or lack of appropriate local facilities are an issue. The provision of services and support for young people is vital to enabling a healthy, balanced lifestyle and reduce the risk of exposure to drugs, alcohol, sedentary lifestyles or high-risk sexual behaviour.  

Decision-making boards should listen to service users and people who are affected by complex issues and situations, which go beyond the Public Health consultation’s recommended subsidised healthy leisure activities. Safety and child protection issues will also need to be addressed; with a focus on rounded, preventative and inclusive activities to develop healthy choices from an early age.
The VCS could work together to form social enterprises to set up low cost and appealing leisure activities (involving parents and carers) that are stimulating. There may be specific challenges for rural areas where it is often harder to provide low cost activities and transport. There needs to be a similar focus on encouraging adults as well, including people with disabilities and unidentified illnesses, to take part in healthy activities.
How should Health & Wellbeing Boards address health inequalities?
LINks and HealthWatch need to inform and influence Health & Wellbeing Boards as they are intended to be the voice of the patient and the public and should be able to map a pathway from individuals up to the Boards.
Health & Wellbeing Boards must work strategically with partners involved in delivering affordable homes, reducing crime and providing advice and information. One of the successful outcomes of Local/Multi Area Agreements was to focus on crosscutting issues best tackled by partnership working.
The Health & Wellbeing Boards need to work with HealthWatch to ensure the public gets a voice and that individuals are able to engage with Health & Wellbeing Boards. Public consultations are needed and it is the government’s responsibility overall to ensure clear mechanisms for consultation, however Health & Wellbeing Boards can be used as a key body to take Health into local communities.
	Key recommendation:

Health & Wellbeing Boards and HealthWatch must work with VCS organisations. Working together Health & Wellbeing Boards, HealthWatch and local VCS need to tap into current work and existing networks and forums in order to use the reach and skills available. It is important that links are made not only with specific health and social care groups but with a much wider range of community groups that are not explicitly health-related because they will still be able to act as a mechanism for individuals and communities to engage with and influence the Public Health agenda.


One East Midlands
One East Midlands is a regional voluntary and community sector infrastructure organisations for the East Midlands.  We work to ensure that the voluntary and community sector is actively engaged with key regional bodies and other partners, from across the public, statutory, business and social enterprise sectors. We bring together organisations that support voluntary and community groups across the region to influence and shape policy, improve services and provide a point of contact at a regional level.
Author(s)

Name 

Hannah Luck

Organisation 
One East Midlands
Type
 

Voluntary and Community Sector infrastructure
Email

 hannahluck@one-em.org.uk
Telephone 
0115 934 9535
Appendix 1 – Delegate List
	Hazel
	Ainsworth
	Natural England

	Lynn
	Allison
	Amber Valley CVS

	Joan
	Anthony
	The United Charities of Abel Collin

	Clare
	Ashton
	Clifton Heath & Wellbeing Action Group

	Phillip
	Binding
	Changing Minds

	Jane
	Birch
	Ashbourne Community Transport

	Mark
	Blaney
	Community Action Derby

	Vicky
	Booth
	Department of Health

	David
	Brown
	North West Pensioners Association

	Paddy
	Buckley
	Alfretons Party in the Park

	Ross
	Burnage
	Volunteer Centre Buxton

	Ann
	Burnham
	Clay Cross 50+

	Steph
	Carter
	Rethink

	Sandra
	Casey
	One East Midlands

	Kathleen
	Cawdell
	Community Action Derby

	Donna
	Chadwick
	Ashfield District Council

	Karen
	Chamberlain
	Voluntary Action Charnwood

	Claire
	Chapman
	One East Midlands

	Alison
	Clark
	University of Nottingham 

	Sarah
	Collis
	Self Help Nottingham

	Susan
	Cowlinshaw
	 

	Ruth
	Consterdine
	Home-Start

	Steven
	Corbett
	University of Lincoln

	Marie
	Cowie
	Department of Health

	Brenda
	Davies
	Community Concern Erewash

	Grace
	Okusanya
	Northamptonshire LINk

	Emma
	Easton
	Regional Voices

	Edwina
	Edwards
	 

	Pete
	Edwards
	Erewash Voluntary Action CVS

	Margaret
	Ekah
	Derby ABEC Network

	Jacky
	Elliott
	OCN East Midlands

	Sarah
	Ferneyhough
	Lincolnshire Sports Partnership

	Barry
	Fippard
	Lincolnshire LINk

	Celia
	Fisher
	LASS

	Peter
	Frakes
	Clay Cross 50+

	Bridget
	Gibson
	Northamptonshire LINk

	Keith
	Glossop
	Dronfield 50+ Forum

	Richard
	Gott
	Play England

	Mark
	Grant
	Communities in Partnership

	Jenny
	Hand
	Leicestershire AIDS Support Services

	Richard
	Hazledine
	Nottingham CVS

	Graham
	Hinds
	Rural Action Derbyshire

	Chris 
	Holmes
	Disability Derbyshire C.I.L.

	Alexandra
	Hurst
	Links

	Mahroof
	Hussain
	Derby City Council

	Sharron
	James
	RETHINK

	Richard
	Jordan
	Derby Diocese (Church of England)

	Robert
	Karajic
	British Red Cross

	Maria
	King
	HLG

	Leann
	Leverton
	One East Midlands

	Hannah
	Luck
	One East Midlands

	Sue
	Marx
	AgeUK

	Kirit
	Mistry
	Derby & Derbyshire Race and Equality Commission

	Sandra
	Orford
	DAAS

	Carolyn
	Perry
	Rushcliffe CVS

	Dennis
	Phillips
	Green Health Enterprise

	Rachel
	Quinn
	One East Midlands

	Laurence
	Quirk
	Gedling CVS

	Rashpal
	Rai
	Wellbeing Works

	Emma
	Richardson
	Carers Federation

	Chris
	Rowlston
	Mansfield DC

	Hazel
	Simpson
	Family Action Derby

	Micheal
	Smith
	Leicester LINk

	Andrew
	Stewart
	British Red Cross

	Philomena
	Temple
	Rethink

	Kevin
	Tennant
	Nottinghamshire County Council

	Ann
	Theobald
	Women's Work (Derbyshire) Ltd

	Claire
	Thornber
	3D

	David
	Timcke
	NDVA

	Nicola
	Wade
	Action for Blind People

	David
	Walker
	Department of Health

	Larry
	Waller
	Barnardo's

	Derek
	Ward
	NHS Derby City

	Mandy
	Wardle
	Department of Health

	Jacqui
	Willis
	NDVA

	Lesley
	Wilson
	Trident Reach The People Charity

	Pam
	Wood
	South Derbyshire CVS

	Eleanor
	Youdell
	Double Impact

















7 Mansfield Road Nottingham NG1 3FB

T: 0115 934 8471 F: 0115 934 8498 E: office@one-em.org.uk www.oneeastmidlands.org.uk

Charity no: 1094733   Limited company no: 4342574

