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	1.
	Welcome and Introductions

MAE welcomed attendees and introduced the meeting by outlining the informal nature of the session, aimed at discussing the 10 Year Health Plan “Fit for the Future”. No formal recommendations will be made. 

MAE noted the growing membership of the Senate Council and the presence of several new faces and reiterated her commitment to expanding the Council’s reach and inclusivity. She emphasised that the Senate Council’s strength lies in its diversity of professional backgrounds and perspectives, and she encouraged open, respectful dialogue throughout the session.

	2.
	Community: Neighbourhood Health Services Closer to You

MAE summarised the key points of the neighbourhood health section of the 10 Year Health Plan, including training more GPs, establishing neighbourhood health centres, increasing the role of community pharmacies, and shifting from minor injury units to urgent treatment centres.
Discussion:
AP questioned the feasibility of eliminating outpatient departments by 2035, noting that many outpatient services involve complex diagnostic and therapeutic procedures that cannot be easily decentralised. She cited examples such as breast cancer clinics and orthopaedic assessments, which require co-location of specialist staff and equipment. She also highlighted the inefficiencies that could arise from requiring specialists to travel between multiple community sites. CP agreed, stating that in paediatric specialist services, they need outpatient departments. 
MAE echoed these concerns, particularly in the context of the South West’s rural and coastal geography. She noted that travel times between communities can be substantial, and that the logistical burden on clinicians could undermine service efficiency and patient access.
KD highlighted that the plan’s use of the term “community” appeared to be more rhetorical than substantive. He emphasised the need to involve communities as active partners in service design and delivery, rather than treating them as passive recipients of care. He also raised concerns about digital exclusion, citing data indicating that a significant proportion of the population lacks access to up-to-date digital devices or reliable internet connectivity.
LS questioned the workforce implications, in particular, how the proposed extended hours and expanded services would be staffed. She pointed out that many allied health professionals (AHPs) are already stretched thin, and that shifting services into the community would not necessarily reduce demand in hospitals, where acutely ill patients would still require care.
JS raised the issue of same-day appointments in primary care. While acknowledging the importance of timely access, she warned that an overemphasis on urgent care could undermine continuity and the management of long-term conditions. She cited local audit data showing that the current model often leads to inappropriate use of urgent slots and increased pressure on general practice.
AL reflected on the idea of one-stop community health centres, drawing on experience in Germany where non-GP-led specialists handled diagnostics and referred complex cases to hospitals. She questioned whether the UK is moving toward a similar model with plans to close outpatient services by 2035. She also raised concerns about the fragmented use of digital health apps, calling for a unified, user-friendly platform across the South West to improve patient access and experience.
JJ noted in the chat that for NICE, primary care is one of her team’s priority areas for targeted implementation support for 2025/26. This decision aligns with the 10 Year Health Plan and the broader shift “from hospital to community”, with a focus on helping primary care teams apply NICE guidance in ways that improve care quality and outcomes for their local populations. 
NP supported the idea of improving access to mental health services, particularly through walk-in models that have proven effective in other countries. He also proposed repurposing vacant retail spaces in shopping centres as community health hubs, citing their accessibility and central location. MC mentioned in the chat that using vacant retail spaces was also used in Oxford but added that we need to be mindful of where mental health emergency departments are used to ensure that patients are not being conveyed when they need physical healthcare. Diagnostic access remains a significant concern in these cases. 
BD and PS both emphasised the importance of integrated digital systems and workforce planning based on competencies rather than job titles. BD warned against focusing solely on service structures without addressing their function, while PS advocated for the inclusion of SAS-grade doctors and basic diagnostic tools in community centres. PW advised in the chat that even with immediate action, achieving this within the proposed timeframe would be challenging.

	3.
	Digital: Power in Your Hands

The second major discussion centred on the digital ambitions of the 10-Year Plan. MAE outlined the plan’s vision for the NHS App as a central tool for patient engagement, enabling users to book appointments, access test results, manage medications, and coordinate care. The plan also calls for the creation of a single patient record and a “Health Store” of approved digital tools.

Discussion:
LS noted that the current version of the app is not user-friendly and shared an example where a prescription was declined by the GP, but still appeared ready for collection in the pharmacy, highlighting the need for better system alignment. It was also noted that while digital tools can help free up time, they must not become the only route to care. Clinicians should continue to provide the same level of care regardless of how patients access services.
DR referenced a quote from a Deputy Director of Digital Strategy in NHSE “Digital first, not digital only” to emphasise the importance of digital inclusion. She also highlighted that access to features varies depending on local settings, which can lead to confusion and frustration for patients. The level of access a patient has to their health information on the NHS App should be consistent, irrespective of where you are based. 

RW responded in the chat that patient access to records varies because GPs are the legal data controllers for the records they hold, meaning that they are individually responsible for safeguarding the information, assessing risk, and ensuring that access does not cause harm, or breach confidentiality. As such, each GP or practice must use clinical judgement to decide what is appropriate to share, which can lead to variation across practices. The responsibility and liability sits with the GP and not the system.

PW noted in the chat that whilst he personally finds the NHS App useful, he has been unable to persuade his parents to use it - this will remain the case for a significant portion of the population, including those with disabilities unable to use this interface. KD added that in Paignton, around 3,000 patients recently received Covid boosters through the library, many of whom were elderly and lacked up-to-date mobile phones or any phone at all. Healthwatch Devon, Plymouth and Torbay have responded by hiring a trainee to support digital transition, recognising that these individuals are often the most frequent users of health services.

PW mentioned in the chat that at a recent scientific conference on AI raised the question as to whether patient consent is required for the use of AI on their data, particularly considering GDPR. 

BD raised concerns about the limited focus on the clinician and service provider experience within digital systems and questioned how these systems might integrate with private or commercial healthcare providers, such as local pharmacies. MAE agreed emphasising the need for coordination across various services and agencies, noting that digital tools must support seamless delivery across health and social care. 

AL highlighted the importance of ensuring that patient-facing data is accurately and efficiently uploaded by clinicians, warning that manual data entry could lead to gaps in patient records. She echoed concerns about the lack of clarity on implementation, suggesting that without proper coordination, the system may fall short of its potential. MAE added that significant digital expertise will be required within the NHS, both in technical roles and among clinicians, and acknowledged the challenges in recruiting due to competition with industry salaries. 

PW commented in the chat that if there is no coherent workforce and accommodation plan in place, then delivering this in the next 5 years will not be achievable.

MC supported these points, noting that current IT systems, particularly in children’s services, do not communicate effectively. She shared an example of prescription access issues linked to asthma reviews and GP appointment availability, illustrating how digital and access challenges are interconnected. RR emphasised the need for cross-agency collaboration and warned that digital transformation must not exacerbate existing inequalities.

The conversation continued in the chat where several participants highlighted the importance of digital inclusion and infrastructure. Suggestions included upskilling the 5 million family carers and ensuring domiciliary care workers are digitally literate to better support those they care for. BD suggested developing an “ideal” digital architecture map to guide integration and planning. While the introduction of a single sign-on system was welcomed, it was noted that the overarching platform must also be fast, user-friendly, and fit for purpose. The idea of a dedicated digital care worker role was raised, and it was suggested that libraries could play a greater role in offering digital training and support to the public. Participants also noted that while much of the necessary technology already exists, public awareness and access remain limited. There was general agreement that these ideas are sensible and long overdue, though some acknowledged the practical challenges of implementation.

The discussion concluded with a consensus that while digital tools offer significant potential, their implementation must be inclusive, interoperable, and supported by robust training for both patients and clinicians.


	4.
	Prevention: Power to Make Healthy Choices

The next thematic discussion addressed the plan’s proposals for shifting from sickness to prevention. MAE summarised key initiatives, including restrictions on advertising for vapes and junk food, expansion of free school meals, introduction of health rewards schemes, and rollout of genomic testing and cancer screening.

Discussion:
BD and MAE raised ethical concerns about predictive genomics, particularly the psychological impact of identifying risks for conditions with no available treatment. They stressed the need for safeguards and informed consent. PW raised concerns that universal newborn genomics screening without appropriate safeguards could result in people (and their parents) being unable to travel with insurance or access insurance-based healthcare whilst living with a genetic “death sentence.” PWR agreed, adding that there are ethical consequences if not covered off, and that it is still a probabilities scenario for many conditions. 

VR noted that the plan overlooks early years and preschool interventions, which are critical for long-term health outcomes and raised concerns regarding the lack of food education in school curricula, despite efforts to reduce junk food advertising. She also highlighted that children from families just above the Universal Credit threshold often miss out on free school meals, despite being in need. LS added that current funding for school meals is insufficient to meet nutritional standards, and that packed lunches often undermine school efforts to promote healthy eating. PW cautioned against oversimplified narratives around poverty and health behaviours and argued that the plan reflects a middle-class worldview that fails to account for the lived realities of poverty. He stressed that meaningful change requires addressing systemic inequalities, including redistributing wealth.

KD noted in the chat that there is an opportunity to redirect support for social needs (e.g. poverty, debt, housing, and social isolation) towards a properly funded and integrated voluntary sector. By enabling services like advice, befriending and community support, this approach could help address the social determinants of health and reduce pressure on frontline healthcare services. 

JJ mentioned the NICE guidance on overweight and obesity management that covers prevention and management of overweight, obesity and central adiposity in children, young people, and adults. This includes recommendations on prevention in schools and nurseries (Overweight and obesity management | Guidance | NICE).

RR noted in the chat that planning in local areas will need to join up with the government strategy “Giving Every Child the Best Start in Life,” which includes establishing Best Start Family Hubs in local areas. VR agreed, emphasising the importance of improved coordination with local authority services, particularly in areas such as early help, safeguarding, and support for children and young people with special educational needs.

FB expressed concern about the decommissioning of tobacco cessation services in some regions, despite their inclusion in the plan. She also noted that many of the proposed interventions fall outside the remit of the NHS and require broader governmental action. MAE echoed this point and added that there needs to be understanding around the rational of nicotine replacement products. PWR informed the initial point of nicotine replacement was to support and enable smokers to quit, not swap from one to the other. He added that there is a stark increase in the number of children and young people taking up vaping. 

MC highlighted the persistent health inequalities faced by people with severe mental illness, who continue to experience significantly reduced life expectancy. She called for targeted interventions and better integration of mental and physical health services.

RR noted the absence of measures to address alcohol pricing, advertising, and licensing. She also criticised the plan’s lack of emphasis on physical activity and its failure to engage with the wider determinants of health, such as housing and air quality.

JS raised concerns about the expansion of weight loss medications without adequate wraparound care. She warned that this could lead to unrealistic expectations and increased pressure on primary care.

AL supported the plan’s intentions but described it as a “Christmas shopping list” lacking in coherence and cross-sector integration. She also warned that the expansion of genomic testing would place additional strain on already overstretched pathology services.

DR questioned the feasibility of the proposed health rewards scheme, noting that similar initiatives already exist but are limited in scope and impact.

	5.
	Transparency of Quality Care / The Dash Report

DR led the discussion and examination of the Dash Report, a document that had been released with relatively little public attention, but which contained significant implications for the future of patient safety, quality oversight, and the role of independent voices in the NHS. 

DR began by contextualising the report within the broader political landscape. She noted that, just days before the report’s publication, national media had circulated headlines suggesting that hundreds of NHS “quangos” were to be abolished. This announcement, which appeared in the press before any formal communication was made to affected organisations (similar to the NHS England “abolishment” announcement), caused considerable anxiety among local Healthwatch teams. Many staff members learned of the potential dissolution of their roles through the media, prompting urgent internal discussions and widespread concern.

The Dash Report itself, authored by Penny Dash, Chair of NHS England, made nine key recommendations. These included rebuilding the Care Quality Commission (CQC) with a clearer remit, confirming the role of the Health Services Safety Investigations Body (HSSIB), and transferring the responsibilities of the Patient Safety Commissioner to the Medicines and Healthcare products Regulatory Agency (MHRA). However, the most contentious recommendation was the proposal to “bring together” local Healthwatch bodies and the engagement functions of Integrated Care Boards (ICBs). This was interpreted by many as a move to abolish or absorb Healthwatch into NHS structures, thereby removing its independence.

DR expressed deep concern about the implications of this recommendation. She argued that Healthwatch plays a vital role in representing the voices of patients and the public, particularly those from marginalised or underrepresented communities. She questioned how this function could be preserved if Healthwatch were to be subsumed into the very organisations it is meant to scrutinise. She also highlighted the potential loss of statutory protections and the erosion of trust that could result from such a move.

Discussion:
KD reinforced these concerns. He described the emotional toll on staff who were informed of the potential changes with little warning. He emphasised that Healthwatch is not a bureaucratic body but a grassroots organisation that engages directly with communities, often through volunteers and patient participation groups. He warned that the proposed changes could result in the first time in fifty years that there would be no independent patient voice in the NHS.

GG added to the discussion by linking the potential loss of Healthwatch to broader concerns about whistleblowing and staff safety. He noted that the Freedom to Speak Up Guardian programme, which provides support for NHS staff raising concerns, was also under threat. GG warned of a “perfect storm” in which both patient and staff voices could be silenced, leading to a dangerous lack of accountability.

MAE acknowledged these concerns and reaffirmed her commitment to maintaining a Citizens Assembly as part of the Senate Council’s structure. She stressed the importance of preserving independent scrutiny and public engagement, particularly in the context of significant service changes expected later in the year.

RR queried whether the Health Overview and Scrutiny Committees (HOSCs), which provide democratic oversight of health services at the local authority level, were also at risk. She noted that while early drafts of the 10-Year Plan had suggested their abolition, the final version appeared to have softened this stance, instead stating that the government would “work with the Local Government Association to consider democratic oversight.”

BD offered a systems-level perspective, questioning whether the NHS had clearly defined the risks it was trying to mitigate through these structural changes. He suggested that without a clear understanding of these risks, the reforms could result in unintended consequences and diminished public trust.

NP acknowledged that Healthwatch has sometimes been perceived as lacking influence. However, he argued that this moment of change could be an opportunity to strengthen the independent voice, rather than eliminate it. He proposed that the Senate Council and Citizens Assembly could play a proactive role in advising ICBs on how to embed meaningful public engagement in the new system.

The discussion concluded with a shared sense of urgency and a commitment to preserving the principles of transparency, accountability, and public voice. MAE thanked DR for her presentation and all contributors for their thoughtful and passionate responses.

	6.
	NHS Workforce: Fit for the Future

The final discussion of the session focused on workforce planning and education, a theme that had surfaced repeatedly throughout the meeting. MAE introduced this section by summarising the workforce-related proposals in the 10-Year Plan. These included the introduction of new employment standards and contracts by 2026, the expansion of training posts and apprenticeships, the integration of artificial intelligence (AI) into clinical practice, and the establishment of a new College of Executive and Clinical Leadership.

Geoff Smith, Regional Postgraduate Dean, was invited to provide expert commentary. He began by acknowledging that some elements of the plan were highly politicised, particularly the emphasis on prioritising UK medical graduates and reducing international recruitment. He noted that these proposals must be understood in the context of ongoing tensions between the Department of Health and junior doctors, including recent industrial action and the publication of the Leng Review. 

GS then turned to the substantive challenges of workforce transformation. He argued that the NHS must move beyond simply increasing headcount and instead focus on developing a workforce that is equipped to deliver care in new ways. This includes embedding digital literacy and AI competencies across all professions, not just doctors and nurses. He emphasised that while new entrants to the workforce can be trained accordingly, the majority of current staff will require upskilling and support to adapt to these changes. 

He also highlighted the need to shift education and training out of hospitals and into community settings. If the future of care lies in neighbourhood health centres and integrated community teams, then training must reflect this reality. GS called for curricula that are aligned with population health needs and local service models, rather than being based on traditional hospital-centric paradigms. 

Discussion:
VS welcomed more medical places and nursing apprenticeships in principle but has some concerns considering the documents states: “While, by 2035, there will be fewer staff than projected in the 2023 Long-Term Workforce Plan".

GG stressed the importance of retention. He argued that training more staff is futile if the NHS cannot retain them. He cited the high attrition rates among junior doctors and the growing preference for non-training roles or overseas employment. He also raised concerns about the role of physician associates and the need for clear boundaries and appropriate regulation.
CS added that the current training system is inflexible and often excludes those who miss key entry points. She also raised the issue of the ageing workforce, particularly among consultants who may wish to continue working but are unable to manage the demands of on-call duties.

RR reminded the group that many NHS staff are commissioned by local authorities to deliver public health services. She urged that these staff be included in workforce planning, particularly those working in sexual health, substance misuse, school nursing, and health visiting.

NP questioned whether current managers are equipped to conduct meaningful appraisals and support staff development. He also warned against a risk-averse culture that stifles innovation and creativity.

JS echoed concerns about the ageing nursing workforce, particularly in primary care. She noted that many experienced nurses are nearing retirement and that there is a lack of clear pathways for nurse associates and other emerging roles. She also questioned the narrow focus on nurse consultants, suggesting that other AHPs could also take on advanced roles. LS echoed in the chat that proposed changes to training should include the entire workforce and not be limited to doctors and nurses. She then suggested that more focus needs to be on who employers are aiming apprenticeships at, and proposed offering them to local students who would otherwise not go to university and likely to remain in the area. GG agreed in principle but emphasised that medical standards would need to remain robust and unchanged if undertaken via an apprenticeship. 

MK offered a systems-level critique, arguing that workforce planning must be based on a thorough review of clinical pathways. He proposed a bottom-up approach that identifies value-adding steps, determines which can be automated, and then defines the skills required for the remaining tasks. He also called for greater attention to culture and staff wellbeing, warning that process improvements alone will not deliver sustainable change.

A further discussion was had in the chat regarding the implications for on-call duties for consultants over the age of 60, referencing RCP-BSG guidance which recommends that consultants should opt into on-calls only if they wish to. It was noted that while this could support local negotiations, practical challenges remain around covering shifts. The conversation also touched on the need for strengths-based appraisal processes and relational approaches to support culture change. Furthermore, concerns were raised about the impact of rotational training on regions like the South West, with calls for locally focused workforce plans that reduce reliance on external recruitment. The importance of multiprofessional team training and the role of digital literacy among domiciliary care workers and carers were also highlighted.

MAE thanked Geoff and all contributors for a rich and wide-ranging discussion. She noted that the forthcoming 10-Year Workforce Plan, expected in the autumn, would provide an opportunity to revisit these issues in greater depth.


	
	AOB

PW asked where the review of service change in the NHS process sits and asked how it affects the Clinical Senate. MAE responded that we do not currently know, but each of the regional senates are working to ensure that NHSE recognise the valuable contribution Senates make to service change. The Clinical Senate is part of the statutory process so the law would need to be changed to remove its role. 

MAE confirmed that the next Senate Council meeting would take place on Thursday 25 September 2025 and would focus specifically on the implementation of neighbourhood health services in the South West. She also reiterated her commitment to maintaining the Citizens Assembly and ensuring that public and clinical voices continue to shape the region’s health strategy.




