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Written submission from the Chartered Institute of  
Environmental Health (CIEH) (HLTH 01) 

1. Executive summary 
 
1.1  The period of transition from existing public health arrangements to new ones which 

are not yet completely clear, is fraught with danger, especially in respect of the 
uncertainty of the arrangements for health protection. 

 
1.2  It is right for local authorities to be responsible for leading the local delivery of 

England’s new public health service. They have the democratic legitimacy and 
accountability and they are capable of the necessary strong leadership. 

 
1.3  Environmental health practitioners, who are working in all sectors and in all 

communities, are well placed to help make key contributions to the successful 
implementation of the new public health arrangements. 

 
1.4  In those parts of England with multi-tier arrangements for local government, it is 

essential that the efforts of all the councils are engaged in improving the health and 
wellbeing of their communities. 

 
1.5  The proposed ring-fenced funding for local authorities for their new public health 

responsibilities is insufficient for the purpose and at risk of being unfairly distributed. 
 
2. Recommendations 
 
2.1  It is essential that four things should happen quickly: 
 

2.1.1. Local authorities must be assured that the funding being transferred from the 
NHS for commissioning additional public health services will be adequate to 
meet local need and that the move to the fair share allocation will be through an 
agreed and fair process 

 
2.1.2. Public Health England must establish and publish its “standard offer” which 

must match, at the least, the current level of support provided to local authorities 
by the HPA and its health protection units 

 
2.1.3. A mechanism such as a Service Level Agreement should be developed and put in 

place to ensure that Directors of Public Health have a binding commitment from 
NHS organisations to respond when called on for technical support and 
planning and emergency capacity 

 
2.1.4. All local authorities should consider the nature of the current services they 

provide in the context of public health gain and how resources for the new public 
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health service, deployed alongside existing services, will be allocated and 
managed. 

 
2.2  In the absence of the above immediate actions, local authorities will not be able to plan 

for effective arrangements to keep the public safe from health threats, which by their 
nature are unpredictable and may be “unknowns”. 

 
3. Health protection arrangements in England are crumbling, just when they need to 

be strong.  
 
3.1  The transition from well-established, effective safeguarding arrangements to something 

still unclear and denuded of resources is filled with risk. We only need to recall last 
year’s E.coli outbreak in Germany and this year’s Legionnaire’s Disease outbreak in 
Edinburgh, and more recently Staffordshire, to appreciate that the stakes are high. 

 
3.2  The success of the current arrangements is built on a strong three-way partnership 

between: 
 

• Local authorities 
• Health Protection Agency 
• NHS organisations led by Directors of Public Health and their teams. 

 
3.3 Directors of Public Health and their teams are moving to local authorities. It is unclear 

if they will be able to lead or engage the same NHS response, as previously available to 
them, when they are no longer employed within the NHS. 

 
3.4  The Health Protection Agency (HPA) is being abolished, although its staff and other 

assets will form part of the new executive agency which will comprise Public Health 
England. The Department of Health has stated that the HPA’s premises (its four 
remaining laboratories and twenty five health protection units included) will be 
retained by Public Health England, although the latter’s organisational design sets out 
plans for four regional offices and 15 centres.  

 
3.5    In addition, the HPA is managing substantial budget reductions and there is no clarity 

yet about the “offer” that Public Health England will make to local authorities.  
 
3.6  Local authorities are therefore in the position of “last man standing” in the provision of 

an effective health protection service. It can be anticipated that with environmental 
health teams at its core, and reinforced by the arrival of Directors of Public Health and 
their teams, the service will hold. However, local authorities are also managing major 
budget reductions causing them to shed staff including those providing this service.  

 
3.7  In addition, the CIEH doubts that the total pot of money, out of which the new ring-

fenced grant will be paid to local authorities, will be adequate to maintain the service. 
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This we believe will be a significant cause of tension between (1) the bedding down of 
the new arrangements and (2) the consideration of wider public health improvement 
strategies. Of course local authorities should be preparing to incorporate existing and 
new commissioned services into their forward planning. 

 
4. The CIEH consistently supports the Government’s proposal for local authorities to 

lead England’s new public health service locally. 
 
4.1  The CIEH is convinced by the variety of evidence available that health inequalities are 

long-standing, are determined by a “social gradient” of health and can only be tackled 
effectively by addressing all the causes, including the social causes, in a holistic and co-
ordinated way as well as the proportionate universalism advocated in the Marmot 
Review. This is in accordance with the Government’s own views expressed in the 
documents supporting the new arrangements for the organisation of public health 
management and delivery. 

 
4.2  Similarly, it is right that local authorities should lead this new approach locally because 

of their democratic legitimacy, their public accountability and their knowledge of local 
conditions. These attributes make local authorities ideal leaders of a more determined 
population-wide effort to improve health and wellbeing and reduce health inequalities. 
Councillors will readily grasp the social injustice of differences in life expectancy and 
lives lived free of disability determined by wealth and where people live. 

 
4.3  Environmental health services in local authorities today perform a wide range of public 

health-related activities which include: air pollution control; emergency preparedness, 
resilience and response; food safety and promotion of healthy eating; supporting health 
improvement programmes such as smokefree environments, sensible drinking and 
increasing physical activity; health protection; housing conditions (in the private rented 
sector in particular); occupational safety and health; pest control; waste management 
and water safety. They often also lead on activities to address issues of climate change 
(adaptation and mitigation) and sustainability.  

 
4.4  More important than the individual services provided by environmental health teams in 

local authorities, is their ability to make things happen. They have exactly the right skills 
needed to achieve the stated aims of the new public health service: seeing the holistic 
solutions to population-wide problems; putting together appropriate partnerships and 
working collaboratively with them; engaging with relevant communities (including 
communities of SMEs); managing service delivery and monitoring and evaluating 
outcomes. 

 
4.5  Despite the Department of Health’s stated commitment to the recommendations 

contained in the Marmot Report (2010), the Government does not appear to appreciate 
the scale of what is achievable by local authorities, their communities and their partner 
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organisations in tackling the “causes of the causes” of ill-health, both the mental and 
physical aspects. 

 
4.6 What the local authority lead makes possible is the industrial-scale application of 

“prevention” being better than “cure”. This requires a multi disciplinary approach, with 
health and well being boards taking account of not just the topical headline issues but 
integrating the existing health and environmental protection functions into cohesive 
programmes which will require longer term leads-in and planning with budget 
certainty over a period of time to enable the results of such programmes to be 
evaluated. 

 
4.7 There is therefore an opportunity to create the synergy between new and existing 

programmes of work under a meaningful public health banner. Health and wellbeing 
boards must be forceful in establishing that the joint health and wellbeing strategies will 
determine the future of all relevant local services. This means local authorities, CCGs 
and the wider NHS integrating their own services, shaping the services provided by 
others and securing widespread public involvement in order to achieve the necessary 
higher gains with reduced resources.  

 
5. Environmental health practitioners have a proven track record in directing 

population-based interventions. 
 
5.1  Environmental health practitioners (EHPs) have been involved in the design and 

delivery of interventions that address the wider determinants of health for centuries. 
They have done this by working holistically in partnership with others which is one of 
their strengths.  

 
5.2  A modern-day example of this ability is their contribution to both developing the 

arrangements and securing compliance with the requirements for smokefree 
workplaces and enclosed public places. This measure has been described by a previous 
Chief Medical Officer as representing a ‘footprint in the history of public health’ and is 
now being followed by other countries around the world. EHPs worked in partnership 
with many others to achieve not just the acceptance of this public health policy but also 
the incredibly successful implementation of these measures with virtually complete 
compliance in a very short space of time. 

 
5.3  A current example of EHPs leading a large multi-agency public health programme is 

Liverpool’s Healthy Homes initiative. Liverpool’s award-winning programme is a very 
effective environmental health-led approach to improving health and wellbeing and 
reducing health inequalities in parts of the City of Liverpool where residents experience 
a range of disadvantages, including in relation to their housing conditions. Major 
activities of the programme include: 
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• Access to medical practitioners (GPs and dentists) 
• Benefit maximisation and employment access advice 
• Energy efficiency measures 
• Housing condition improvements 
• Specialist Advocates using a bespoke Single Assessment Process 

 
5.3  It is this central role within local authorities that led a former Chief Medical Officer in 

2001 to describe EHPs as the only local government professional considered to be a full-
time public health practitioner, evidenced in his description of the environmental 
health practitioner as: ‘Professionals who spend a major part, or all of their time, in 
public health practice’. It is a role that has not changed; indeed it has been enhanced by 
focussing on increased joined-up working between and within local authorities. 

 
5.4  Hence in England’s local authorities EHPs provide a unique capacity to co-ordinate this 

“upstream” public health activity in every community. It is an ability demonstrated by 
the joint Memorandum of Understanding between the CIEH and the Health Protection 
Agency in respect of health protection arrangements for responding to incidents and 
outbreaks of communicable disease and harmful pollution. 

 
5.5  EHPs are not only active in local authorities, they also work in many business settings 

where they bring the same science-based, problem-solving knowledge and skills to bear. 
This is particularly relevant for the key aspect of the Government’s approach to 
improving the nation’s health, namely the emphasis on behaviour change and 
acceptance that public health is everyone’s responsibility.  

 
5.6  Nationally, the Government is pursuing this aspect in part through its engagement with 

businesses in the Public Health Responsibility Deal. There is every reason for the new 
Health and Wellbeing Boards to pursue a similar strategy with businesses locally, for 
example in workplace wellbeing, healthier food products and warmer, safer homes. 

 
5.7  EHPs working for those businesses can contribute to the development, implementation, 

monitoring and evaluation of responsibility deal-type pledges. They already work in the 
key areas of occupational health and safety, food hygiene and nutrition and housing 
conditions in the private rented sector. 

 
5.8  EHPs in the private and public sectors are well placed to harness these approaches 

through existing structures where businesses and local authorities work together, 
including community safety partnerships and local enterprise partnerships, for 
example.  

 
5.9  Leicestershire’s “Better Business for All” is an excellent example of businesses and local 

authorities sharing local responsibility for achieving commonly agreed outcomes. That 
particular initiative has its roots in a shared desire to improve business compliance and 
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the approach taken by regulatory services and there is good reason to expect that it can 
apply equally effectively in respect of public health. 

 
6. A joined-up approach in multi-tier areas is essential. 
 
6.1  Leicestershire is an example of the one-third of England with two-tier county and 

district local government arrangements. 
 
6.2 In two-tier local government areas of England, the CIEH believes that district councils 

should have representation on, or some equally effective means of influencing, their 
county’s health and wellbeing board. In keeping with the spirit of localism it is essential 
that the district councils are engaged in determining the best arrangement for their 
involvement. This is particularly relevant at a time when a county’s total resources for 
its public services, including its public health service, will be scarce and there is such a 
pressing need for synergistic service provision. 

 
6.3  The Secretary of State has said that the challenge of co-ordinating public health services 

in two-tier local government areas will be through the health and wellbeing boards. 
This intent clearly does not take into account the wider opportunities for joining up 
public health strategies and interventions across all tiers of local government because 
the health and wellbeing boards will be, as we understand it, focussed on the 
management of commissioned services.  While it will be open to county and district 
councils to agree for there to be a number of subsidiary health and wellbeing boards in 
the county – this should not be a reason for excluding the district councils from the 
county’s health and wellbeing board. 

 
6.4  The CIEH’s evidence to date tells us that practical experience of co-operation at this 

local level is mixed. Some district councils have excellent joint working arrangements 
with their counties for public health service delivery, including representation on the 
health and wellbeing board and good channels of communication. Others have no 
direct involvement yet in their county councils’ shadow health and wellbeing boards. As 
a result, some elected members and officers in district councils express frustration that 
they do not know enough about the public health plans of their county councils. 

 
6.5  The CIEH will actively support any work to devise the most effective ways for county 

and district councils to work together in order to deliver an effective public health 
service for all their citizens. 

 
7. The funding is in danger of being too little and unfairly distributed 
 
7.1  The proposed formula for determining and distributing the new public health grant 

allocations to local authorities has been advised upon by the Advisory Committee on 
Resource Allocation (ACRA) and informally consulted upon by the Department of 
Health. 
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7.2  It is well recognised that standardised mortality ratio statistics are not closely related to 
deprivation. Yet the Public Health Outcomes Framework says we are to improve the 
health of the poorest fastest. Resources must be targeted towards deprivation, while not 
losing sight of Marmot’s “proportionate universalism”. 

 
7.3  The Department of Health has given assurances that no local authority’s ring-fenced 

grant will be lower than the current level of spending on public health services in their 
area (by primary care trusts). However, for a local authority with high levels of 
deprivation and poverty, a formula which does not explicitly distribute the grant 
funding by reference to such matters will see its ability to address health inequalities 
decline over time. 

 
7.4  In the longer term we need a formula based directly on underlying drivers of need 

including measures of deprivation, population growth, population churn, numbers of 
older people and morbidity levels. 

7.5  The CIEH believes that the forecast of £2.2 billion available for local authorities is 
insufficient by an order of magnitude of 50%. As councils establish and initiate the 
operation of their public health services they are in danger of being set up to fail. 

 
8. Conclusion 
 
8.1  The CIEH asserts that the work of environmental health as currently practiced in local 

government is a primary preventative public health improvement and health protection 
function, addressing food safety dangers, controlling the sources and tracing outbreaks 
of infectious disease, improving and enforcing safe working practices, preventing 
environmental pollution and protecting the vulnerable from the effects of poor housing 
condition.  

 
8.2  Such essential functions must be maintained and taken into account when determining 

what resources a locality has available to it to address public health need. Our concern is 
that health and wellbeing boards as currently envisaged and without, in some cases, 
adequate representation from second tier authorities, will only focus on the 
commissioning of new services and fail to take account of these existing ones.  

 
8.3  With further reductions to Council budgets to come, such existing services could 

become reduced to such a level that public health protection will suffer and with it the 
health of the population both short term and long term. By increasing representation 
on health and wellbeing boards, widening their scope and addressing the wider 
opportunities of tackling the causes of inequalities in health there is a real possibility 
that improvements to public health can be achieved. We fear however that the 
structures being created under the current arrangements will not be bold enough or 
wide enough in scope or representation to be able to succeed.   
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About the CIEH 
 
As a Chartered professional body, we set standards and accredit courses and qualifications 
for the education of our professional members and other environmental health practitioners.  
 
As a knowledge centre, we provide information, evidence and policy advice to local and 
national government, environmental and public health practitioners, industry and other 
stakeholders. We publish books and magazines, run educational events and commission 
research.  
As an awarding body, we provide qualifications, events, and trainer and candidate support 
materials on topics relevant to health, wellbeing and safety to develop workplace skills and 
best practice in volunteers, employees, business managers and business owners.  
 
As a campaigning organisation, we work to push environmental health further up the public 
agenda and to promote improvements in environmental and public health policy.  
 
We are a registered charity with over 10,500 members across England, Wales and Northern 
Ireland. 
 
 
 
August 2012 
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Written submission from the Chartered Society of Physiotherapy (HTLH 02) 

1. Summary of main points 
 
• The CSP is committed to improving public health and welcomes the opportunity to 

submit evidence and information to the Communities and Local Government Select 
Committee Inquiry.  

 
• This submission is focussed on the areas in which we feel physiotherapy can most 

effectively contribute to the debate.  We are willing to provide additional information 
or clarification and would welcome the opportunity to present oral evidence to the 
Committee. We are content for any part of this evidence to be made public or 
included in the Committee’s report. 

 
• Physiotherapists are actively engaged in improving public health through early 

intervention; primary and secondary prevention; the treatment and rehabilitation of 
chronic and long term conditions; keeping people fit to work; and promoting the 
benefits of a health lifestyle and supporting behaviour change. 

 
• Physiotherapists and other Allied Health Professionals (AHPs) work under a 

biopsychosocial model and are well placed to act as integrators of care and often help 
form the ‘bridge’ between hospital clinicians and GPs or community based health and 
social care services. This core group of professionals should be involved in the 
commissioning of public health services.  

 
• Therefore, there should be an AHP director on Public Health England. 

 
• Health and Wellbeing Boards will have a central role in ensuring public health services 

are not fragmented and work effectively across the NHS, social care, public health and 
other sectors. Physiotherapists and other AHPs should therefore be represented on 
Health and Wellbeing Boards. 

 
2.  The contribution of Physiotherapy (CSP) 
 
2.1 The CSP is the professional, educational and trade union body for the UK’s 50,000 
 chartered physiotherapists, physiotherapy students and support workers. 
 
2.2  Physiotherapists offer clinically effective and cost efficient services for patients across 

healthcare sectors and along the whole patient pathway, in the prevention and 
management of long term conditions, rehabilitation, occupational health and mental 
health. Physiotherapy enables people to move and function as well as they can, 
maximising quality of life, physical and mental health and well-being and an 
individual’s contribution to society. It puts meeting patient and population needs at 
the centre of all it does.  
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2.3  Physiotherapists help people to be mobile, active and independent, and are ideally 
positioned to provide education and counselling related to the risks associated with 
poor lifestyle choices and engaging in behavioural change interventions to support 
people to adopt and maintain a healthy lifestyle. Promoting exercise and reducing 
obesity is a key part of the work physiotherapists do within their public health role. 
The CSP is running a long-term public education campaign called ‘Move for Health’ 
to encourage people to build physical activity into their daily lives (link: 
www.csp.org.uk/moveforhealth). 

 
2.4  Physiotherapy delivers high-quality, innovative services in accessible, responsive, 
 timely ways. It is founded on an increasingly strong evidence base, an evolving 
 scope of practice, clinical leadership and person-centred professionalism. 
 
2.5  Physiotherapists use manual therapy, therapeutic exercise and rehabilitative 

approaches to restore, maintain and improve movement and function. 
Physiotherapists work with a wide range of population groups across sectors and in 
hospital, community and workplace settings. Physiotherapists facilitate early 
intervention, support self management, promote independence and help prevent 
episodes of ill health and disability developing into chronic conditions.  Physiotherapy 
supports people across a wide range of areas including musculoskeletal disorders; 
many  long-term conditions, such as stroke, MS, COPD, and Parkinson’s Disease; 
cardiac and respiratory rehabilitation; children’s disabilities; cancer; women’s health; 
continence; obesity management; mental health; and falls prevention. 

 
2.6  Physiotherapists are also experts at recognising in their patients any risk factors or 

social determinants of preventable diseases. They address these through providing 
evidence based advice and behavioural change interventions and signposting onto 
appropriate services.   

 
2.7 Physiotherapists are valuable members of multidisciplinary teams, making an 
 important contribution to primary health care through health promotion, 
 prevention, screening, triage, assessment and treatment activities.1    
 
2.8 Physiotherapists work in health promotion at public events, within hospitals and 

communities and as first contact professionals within primary care settings. 
 
2.9 Physiotherapists manage people with chronic lung diseases including asthma and 

COPD and cardiovascular disease through exercise prescription and cardio-
pulmonary rehabilitation.2  Individuals with complications from cancer surgery such 
as lymphoedema are treated by physiotherapists using physical therapy, and 

                                                      
1 College of Physical Therapists of Alberta, Alberta Physiotherapy Association and Canadian Physiotherapy 
Association 2007. Primary health care. A resource guide for physical therapists.  
2 Cambach W, Wagenaar RC, Koelman TW, van Keimpema AR, Kemper HC. The long-term effects of 
pulmonary rehabilitation in patients with asthma and chronic obstructive pulmonary disease: a research 
synthesis. Physical Medicine and Rehabilitation, 1999. 80(1) p103-111 

http://www.csp.org.uk/moveforhealth
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physiotherapists prescribe exercise therapy to improve glucose control in people with 
or at risk of developing diabetes.3    

 
2.10 Physiotherapists can provide education and counselling related to the risks associated 

with obesity, either in isolation or as adjuncts to the management of associated or 
precipitating symptoms. Specialist Bariatric physiotherapists are expert at assessing, 
planning, implementing and co-ordinating comprehensive multidisciplinary weight 
management programmes aimed at addressing weight gain, obesity, related co-
morbidities, and maximisation of human function and performance. 

2.11 Physical activity is recommended for the prevention or treatment of many 
 conditions4.  Physiotherapists can prescribe and implement therapeutic exercise at 
 an individual or group level and lead exercise and education classes for people who 
 have been diagnosed with or who are at risk of developing chronic diseases.  
 
3   The introduction of a Public Health role for Councils 
 
3.1 The CSP supports the closer integration of health and social care and the role of local 

councils in public health. However we do not believe any further structural change is 
necessary to support closer working across health and social care; or the NHS and 
local Government.  

 
3.2  Access to a greater range of health providers has been linked to the capacity to 
 build more effective self management techniques and accountability in people with 
 chronic disease.5  As the largest of the Allied Health Professions, physiotherapy has 
 a significant contribution to make to the health and well being of local communities. 
 
3.3 AHPs play an important role in integrating care at all levels, due to their involvement 

across a diverse range of health and social care pathways and their biopsychosocial 
model of practice. Physiotherapy can make a key contribution to improving public 
health, and the CSP is calling for AHPs to be routinely involved with and consulted on 
Joint Strategic Needs Assessments and local health and wellbeing strategies. This 
wider clinical involvement in strategic planning and decision making will help deliver 
better, cost effective outcomes for patients and public health. CSP would like to see 
local councils routinely seeking the advice and contribution of physiotherapists. 

 
3.4 The CSP believes there should be an AHP Director or lead role on Public Health 

England at the same level as the nurse director post already announced.  
 

                                                      
3 Yassine H, Marchetti C, Krishnan R, Vrobel T, Gonzalez F, Kirwan J. Effects of exercise and caloric 
restriction on insulin resistance and cardio metabolic risk factors in older obese adults – a randomised clinical 
trial. The Journal of Gerontology: Series A biological sciences and medical sciences, 2009. 64A(1) p90-95 
4 Armstrong T, Bauman A, Davies J. Physical activity patterns of Australian adults. Results of the 1999 National 
Physical Activity Survey. Canberra: AIHW, 2000.  
5 Dennis SM, Swar N, Griffiths R. Roland M, Hasan I , Davies GP et al. Chronic disease management in 
primary care: from evidence to policy. Medical Journal of Australia, 2008. 188 S53-7 
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4 The adequacy of preparations for the new arrangements 
 
4.1 In order for local authorities to adequately prepare for the move to local 

commissioning, a variety of healthcare professionals including physiotherapists and 
other Allied Health Professionals should be consulted regarding the complexities of 
the clinical aspects of public health including; disease and injury prevention, keeping 
people active and re-enabling people following illnesses and falls, community-based 
care and leading healthy lifestyles. With the new level of responsibility for local 
authorities, healthcare experts working with the public on a daily basis should be 
consulted to ensure the JSNA’s correctly assess the needs of local population groups, 
and that JHWS’s meet the needs identified locally.  

 
4.2 The CSP is concerned about the conflict of interest that may arise from private 

companies being awarded contracts to undertake local needs mapping and 
commissioning activities when they are also competing to provide the commissioned 
services to the NHS. There must be clear and transparent rules introduced to ensure 
that no company or individual with an interest in running public health services can 
be involved in any way in the process of commissioning or the subsequent 
performance management of contracts. 

 
4.3 The CSP recognises the importance of local authorities being able to make decisions 

based on the need of local populations. We also recognise the need for national 
monitoring and surveillance to ensure that any signals or unacceptable variations in 
care (or postcode lotteries) between geographic areas are avoided. 

 
4.4 Commissioning should be undertaken on the basis of whole pathways, rather than 

individual elements, of care. The role of physiotherapy in spanning sectors of care can 
clearly demonstrate the importance of this and the need for physiotherapists and 
other AHPs to be involved in re-designing appropriate care pathways.  

 
5 The objectives of the new arrangements and how their impact can be measured 
 
5.1  The CSP is keen to see objectives introduced and measured around improving public 

health, reducing the burden on individuals, carers and society.  
 

In particular: 
 
• Outcome indicators for the percentage of people in work with access to: 

o  advice on occupational health 
o  early intervention services. 

 
• Indicators for the percentage of children and teenagers meeting the recommended 

guidelines for physical activity. 
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• Indicators on the levels of obesity among children and teenagers. 
• An indicator on the percentage of adults meeting the Food Standards Agency’s 

“Balance of Good Health” recommendations. 
 
• Specific indicators on working conditions and work place assessments, so that levels 

of health in the working population are carefully monitored. Encouraging work place 
assessments will help with early identification of potential problems – such as 
musculoskeletal disorders. Early intervention with effective physiotherapy can prevent 
these conditions from worsening and becoming chronic. 

 
• An outcome indicator – to be shared across public health and NHS services – to 

measure the proportion of people living with chronic musculoskeletal disorders. 
 

• Outcome indicators shared across Public Health and the NHS for work sickness rates; 
acute admissions as a result of falls or fall injuries for over 65s; and health related 
quality of life for older people. 

 
6  The intended role of Health and Wellbeing Boards in coordinating the NHS, social 

care and public health at the local level 
 
6.1 The CSP believes that the proposed new Health and Wellbeing Boards will be central 

to ensuring that robust strategies are developed to deliver effective public health 
outcomes. These strategies should tackle health inequalities, ensuring all relevant local 
services are directed to collaborate to deliver long term improvements to public health 
in local communities.  

 
6.2 In order to make informed decisions, local authorities, Health and Wellbeing Boards, 

Directors of Public Health, clinical commissioning groups and other commissioners 
will need a wide range of skills and must have broad representation, and formal input 
from a range of healthcare professional including physiotherapists and other AHPs. It 
is important that this input is published and available for public scrutiny.  

 
6.3 The CSP notes that there are now three aligned frameworks: the NHS outcomes 

framework; the outcomes framework in adult social care; and the new public health 
outcomes framework. The CSP is concerned that there is a risk of a fragmented 
approach to public health, with some health inequalities “falling throught the gaps” 
between the NHS, public health, social care and other sectors. Health and Wellbeing 
Boards will be central to ensuring effective strategies are developed across all sectors 
to deliver effective public health outcomes. We therefore recommend that Allied 
Health Professionals have a role on these Boards.  

 
7. How all local authorities can promote better public health and ensure better health 

prevention with the link to sport and fitness, well-being, social care, housing and 
education 
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7.1 The education-focus physiotherapists adopt in areas such as chronic disease 
management, self-management techniques, lifestyle and physical activity guidance 
aligns well with the primary health care philosophy of consumer and community 
empowerment and personalisation. 

 
7.2  The CSP would like specific outcomes to be agreed to improve levels of physical 

activity in local populations. The CSP is concerned that approximately 27 million 
adults in the UK are not getting the recommended amount of physical activity6, and 
feel this should be a priority for public health interventions and information 
campaigns. 

 
7.3  Being overweight can put children at risk of serious health conditions and can put an 

unnecessary stress on their growing musculoskeletal system. Physiotherapists know 
that children are likely to remain overweight as adults unless they exercise regularly 
and eat well. The CSP has learnt that only one in five parents know how much time 
children need to spend exercising each day. Local authorities should take a lead in 
health and exercise promotion to up skill parents about the importance of regular 
physical activity outside of educational settings.  

 
7.4  Despite overwhelming evidence about the health benefits of regular exercise, only a 

minority of the population take the recommended amount of exercise. A public 
opinion survey7 commissioned by the CSP showed that one in five people (20%) 
exercise only once a month or less. The survey revealed confusion about how much 
exercise adults think they should be doing. Just 13 per cent know how much daily 
exercise they need. 

 
7.5  The CSP is pleased to be contributing to the work of the new ‘Physical Activity 

Network’ as part of the Public Health Responsibility Deal. We want to see local and 
national government protect and develop opportunities for people to regularly take 
low cost or free exercise. Physiotherapists are ideally placed to offer advice about 
healthy lifestyles and safe, appropriate exercise to the communities they work within. 
Local authorities should utilise the skills of physiotherapists to promote safe ways to 
exercise and stay active. 

 
8  Barriers to integration, including issues in multi-tier areas 
 
8.1 Physiotherapists will have an increasingly important role to play as the responsibility 

for public health moves to local authorities. Physiotherapists and other AHPs are well 
placed to act as integrators of care and can often  help form the ‘bridge’ for patients 
between hospital clinicians and GPs or community-based health and social care 
services. Physiotherapy is tailored to the unique social and psychological, as well as 

                                                      
6 Chartered Society of Physiotherapy (2009) Fit for the Future-How Healthy and Active are our Children.  
7 Public opinion survey conducted by Opinium Research for CSP, through an online poll of 2,084 UK adults 
between 9th and 14th April 2009. 



18 

 

biological aspects of an individual’s condition or lifestyle. This blended approach 
makes physiotherapy ideally placed to act as a link between colleagues who practice 
under a purely medical or social model. To properly integrate health and social care, 
professionals including physiotherapists, who work across acute and community care 
must be involved in the commissioning of local services.  

 
8.2  Given the important role of AHPs in integrating care, and the key contribution that 

physiotherapy can make to improving public health, the CSP feels AHP involvement 
should be mandatory in the commissioning and planning of services. This wider 
clinical involvement in strategic planning, joint strategic needs assessment 
development and decision making will help deliver better, cost effective, patient 
centred outcomes for patients and populations. 

 
9 The accountability of Directors of Public Health 
 
9.1  Directors of public health must make sure they consult with their AHP colleagues to 

ensure they understand the broad scope of the services they deliver, that these services 
are correctly commissioned and integrated and that AHPs are appropriately deployed. 

 
10 The financial arrangements underpinning local authorities’ responsibilities, 

including the ring-fencing of budgets and how the new regime can link with the 
operation of Community Budgets 

 
10.1  The ageing UK population and epidemic rise in preventable lifestyle diseases is 

placing an ever increasing financial burden on health and social care services across 
the UK. Long term strategies which improve the overall health of the population and 
prevent avoidable ill-health must be put in place and given adequate funding. 
Physiotherapy is a clinically and cost effective solution across the age-spectrum. For 
example, community-based falls prevention programmes targeting older people can 
reduce hospital admissions, saving money and keeping people independent and in 
their own homes. 

 
10.2  Being in work leads to better physical and mental health. The Black review8 identified 

the importance of early intervention and access to physiotherapy, and estimated that 
up to £100 billion a year could be saved by reducing working-age ill health.  

 
10.3  The CSP supports the alignment of service development with financial and workforce 

planning. One of the fundamental weaknesses of workforce planning in the past has 
been these two issues being considered independently. The lack of involvement of 
clinical service managers, such as physiotherapy managers, in workforce planning has 
been another weakness. We wish AHPs to have a voice on Local Education and 

                                                      
8 Dame Carol Black, National Director for Health and Work (2008) Working for a healthier tomorrow; DH: 
London 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083560 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083560
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Training Boards (LETBs) which are to be responsible for making decisions about the 
numbers of healthcare professionals being trained. The LETBs must take account of 
the workforce needs of both local government and the NHS and private sectors to 
ensure the future workforce is available to meet those needs.   

 
 
October 2012 
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Written submission from Neil Blackshaw (HLTH 03) 

Summary 
 

A. Local authorities were pioneers in dealing successfully with the serious health issues 
arising from rapid urbanisation in the 19th and 20th centuries. Whilst the context has 
changed radically their role is equally important today. 

 
B. Any consideration of the most effective role of local authorities in health should be 

set in the context of the social determinants of health model.  
 

C. Health in England is still dominated by the medical model of health. A paradigm 
shift is urgently necessary 

 
D. The social determinants model is closely aligned with the idea of sustainable 

development in identifying the links between social economic and environmental 
factors and stressing the crucial importance of equity.  

 
E. Local authorities are mandated to promote sustainable development and are in a 

strong position to influence the social determinant of health. 
 

F. The management of the built environment provides a powerful example of the 
potential of local authorities to address the determinants of health through its 
spatial planning and related powers activities, and service delivery. Local planning 
authorities have clear duties under the National Planning Policy Framework to 
understand and address health in its widest sense.  

 
G. The influence of local authorities on health is very significant but is rarely made 

explicit and health outcomes are not measured comprehensively or statistically.  
 

H. The key to progress is effective integration supported by outcome-based accounting 
but the inadequacy of current practice and the cultural, political and financial and 
professional barriers to effective collaboration and integration need to be 
acknowledged and systematically addressed. 

 
I. The real dangers of fragmentation as a result of the new structures and duties 

introduced by the Health and Social Care Act must be acknowledged and addressed 
urgently and systematically.  

 
J. Local authorities would be assisted if the various pathways to healthier outcomes 

could be identified and explained and evaluated so that impacts and value for 
money criteria could be established with confidence. The Joint Strategic Needs 
Assessment efficiently prepared should form the common evidence base for health 
interventions by Local authorities and the health and well being strategy the basis for 
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integration, collaboration, cooperation and joint outcome planning across the whole 
health and local government spectrum. Guidance on both the JSNA and HWS should 
be drafted with this inclusive and integrated approach at their heart.  
 

 
K. New metrics are needed to indentify the true costs and benefits of health related 

investment and resource allocation systems designed accordingly so that the cross –
sector accounting can be established.  

 
1. Local authorities were at the vanguard of modern public health and through 

interventions in drainage water supply housing and town planning effectively 
transformed life in cities from the early 19th century onwards. Thomas Mckeown 
argued infamously that medicine played little part in reduced mortality up to at least 
the 2nd World War.  

 
2. A pioneering contribution to that effort was made through municipal action and town 

planning. Early pioneers recognized that the layout of towns, living conditions and in 
particular poor housing were critical to health. Slum clearance and housing for the 
poor was followed by major attempts to reimagine urban places in the shape of garden 
cities and then more modernist conceptions. This legacy is still with us.  

 
3. As infectious disease burden declined so the connection between what might be called 

environmental interventions and health became less obvious and the medical model 
of health became dominant.  The foundation of the NHS continued the trend to 
medicalisation although it should not be forgotten that the founding principles of the 
NHS stated that it was a service that was “designed to secure improvement in the 
physical and mental health of the people …and the prevention of. …Illness”.  It would 
be extremely foolish to question the achievements of the NHS but nevertheless a 
constant criticism has been that it should more accurately have been called a National 
Sickness Service.  The fact remains that 96% of the NHS budget is allocated to 
treatment and 4% to preventative services. There are other criticisms too that it is 
dominated by clinical/producer considerations. 

 
4. The question of what causes disease as distinct from how one should deal with it is 

perhaps an eternal one. However the reframing of the definition of health in modern 
times began with the WHO declaration in 1948, “a complete state of physical and 
mental and social well being and not just the absence of disease or infirmity”.  In the 
80s the concept of the social determinants of health (SDH) began to gain traction 
especially through the absolutely seminal work of Dahlgren and Whitehead. This 
model although simplistic nevertheless represented a paradigm shift. It was 
instrumental in the examination into health inequalities in the UK known as the Black 
Report. The veracity of the model has never been challenged but curiously the 
implications of this way of thinking have never been fully integrated in public policy 
in the UK.  
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5. Reduced to a very simple form the SDH model states that a person’s health status is a 
function of their social economic and environmental situation. Other researchers such 
as Diderichsen have shown how the model predicts inequity in health as people are 
effectively sorted spatially and socially. Susceptibility to ill health is reflected in social 
and spatial patterning. The persistence of spatial disparity in health and its correlation 
with deprivation in the UK over the last 100 years is remarkable. (I Gregory, BMJ, 
2009). 

 
6. The SDH model highlights the role of equity. Inequity in health is the outcome of 

unequal circumstances. To the extent that these are amenable to social including 
political action then they can be described an iniquitous. Inequality is a misleading 
term in this respect as equality in health status is a unachievable outcome for obvious 
reasons of heredity, genetics, and age.  

 
7. It is very helpful to adopt a life course approach to looking at the response to changing 

circumstances. A persons circumstances, their vulnerability and self-reliance change 
markedly from pre-natal growth through perinatal and childhood through early and 
later adulthood to old age. It is well known that the pre natal environment and  
maternal living conditions affect children in profound ways that may extend 
throughout life.  

 
8. Just as the burden of disease and ill health has shifted markedly in the last 150- 200 

years so it continues to change. Questions constantly need to be asked about the 
challenge of future health. The rise of non-communicable disease in virtually all 
economies is very marked and now gives rise to some 60 % of mortality worldwide. 
This trend and that of an increasing number and proportion of elderly people will for 
instance be significant factors in the trends in ill health Other pressures such as 
climate change will no doubt result in changes in the burden of disease, perhaps in 
some places leading to increases in vector borne disease. Globalisation has been 
implicated in a greater risk of the spread on infectious disease.  

 
9. It is important to note that there is a high degree of congruity between the concept of 

sustainable development and the social determinants of health model. Both recognize 
the interrelationship between social, environmental and economic influences and 
both have the principle of equity at their heart. Sustainable development stresses the 
importance of intergenerational equity and there is no doubt that the social 
determinants of health model could helpfully be extended in that direction although 
the notion may well be considered to be implicit anyway. These linkages are 
important for local government because sustainable development is a statutory 
context for local government policies and actions.  

 
10. The English health system has been dominated by the medical model of health 

throughout the evolution of the NHS.  Resources, human and financial have followed 
this path and it was estimated recently that 96% of NHS spending was on clinical 
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inputs with 4 % dedicated to so called preventative interventions. Since 1972 the NHS 
has almost entirely employed public health professionals although a trend for joint 
appointments at the higher tier has emerged in recent years.  
 

11. Public health it could be argued has also been medicalised to an extent and is however 
highly professionalised and circumscribed. There has been a tension throughout the 
last 30 years between what might be called the structural and the behavioural 
explanations for ill health in particular the increase in non communicable disease. 
Both the Black and Acheson reports were attempts to set public health interventions 
in a rational inclusive framework largely based on the social model of health but they 
were not successful in effecting a paradigm shift.  Attempts to shift to a focus on 
places such as Health Action Zones were also ultimately unsuccessful. It could be 
argued that the failure to espouse this model wholeheartedly was the result of a 
combination of silo working and professional resistance and that it has contributed to 
the persistence in inequities. Nevertheless the trends in some key indicators have been 
positive overall with significant steady increase in life expectancy. Other indicators are 
not so encouraging and successive reports have highlighted relatively poor 
performance in English health service performance alongside world-class services.  

 
12. Up to 2010 it was the case that the English health system was very largely coextensive 

with the NHS leaving aside the small amount of private provision. Local authority’s 
role in health was restricted to the work of environmental health officers and that of 
health service provision to support services for the most vulnerable adults and elderly 
people.  

 
13. Local government in England is complex with differing arrangements across the 

country and with several layers of accountability. There are 353 councils; 33 London 
boroughs, 36 metropolitan districts, 55 unitaries and 27 County Councils forming the 
“upper-tier” and 201 district councils. County council, borough councils metropolitan 
districts and unitary authorities now constitute the upper tier, District Councils the 
lower tier and parish or neighbourhood councils at the community level. Upper tier 
authorities are divided into those that deliver all the services in a locality and counties 
that have a more limited albeit strategic role. The Health and Social Care Act 
transferred public health functions, previously within PCTs to the upper tier as a 
whole with effect from April 2013. 

 
14. A regional assembly exists uniquely in London and the Mayor has recently acquired 

health strategy functions. Elsewhere non-elected regional bodies were abolished in 
2010 although supra-local bodies persist in Greater Manchester for instance and for 
single purposes such as waste disposal. There are also 67 police or fire authorities 
(making 433 local authorities all told). 

 
15. Local authorities make a significant contribution to public services. These include 

housing provision and management, waste collection and disposal, public transport, 
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school transport highways provision and planning road safety schools provision and 
management, licensing, fire and rescue, social services, recreation, parks and open 
spaces, sports and leisure biodiversity, environmental health, building control and 
spatial planning.  

 
16. A failure to recognise and reflect the relative complexity of this structure would 

undermine the potential for effective delivery of health interventions.  It is quite clear 
for instance that the relationship between counties and districts will be crucial. Some 
counties have up to 10 Districts. The degree of collaboration or integration varies 
enormously across the country.  

 
17. It should be immediately clear that there is a high degree of congruity between the 

social determinants of health model and the functions of local government. This 
applies not only in what might be called core services – education, social services but 
it is also clear that other services are deeply implicated in the social determinants, such 
as housing, planning, transport, and economic development recreation sport and 
leisure. It follows that any serious attempt to influence the social determinants of 
health must involve local government in a substantial and comprehensive way. The 
converse however is also true that in the pursuit of policies and delivery of services 
local government should be aware of their impact on health. A failure to recognize 
this interrelationship would either limit the efficacy of interventions or may actually 
exacerbate ill health and militate against health improvement. There are indeed well 
established arguments that this is what has happened in the past through transport 
policy, housing policy, planning policy, school meals and so on.  

 
18. The question is whether the role of local authorities is to be circumscribed in similar 

ways as in the past or whether the medical hegemony can be if not broken then 
relaxed so that genuinely innovative ways can be pursued to achieve a step change in 
healthy life expectancy. Viewed through the prism of the medical model of health the 
role of local authorities might be seen as highly constrained; a marginal one that at 
best supports that of the NHS. The social determinant of health model suggests that 
the influence of local authorities on the multiple dimensions of health could if have a 
profound effect on the health of the community. Business as usual is simply not an 
acceptable option.  

 
19. From the above account it will be obvious that a great deal of the investment in public 

services that are delivered through local authorities is having a profound effect on 
health. The crucial point however is that this complex web of influences is hardly 
acknowledged. The health outcomes of much of local governments activity are rarely 
explicitly acknowledged and far less measured. The challenge of impact assessment 
should not be underestimated and the difficulties are acknowledged. These extend 
from choosing the most fruitful indicator, a set of metrics and estimating causality.  
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20. The crucial issue is therefore indentifying and tracing health impacts and of defining 
outcomes which can be used to inform policy choices. The framework needs to be 
inclusive and intelligent capturing the costs, benefits and the distributional effects. It 
is a truism that benefits do not always accrue to the agency making an investment in 
health related intervention. Investment in road safety and falls prevention for instance 
if effective results in massive savings to the NHS. Similarly the provision of attractive 
accessible sports and recreation also tends to reduce demand on the health service. 
However these are complex and in some instance two –way flows. Nevertheless it is 
important at one level to account for these costs and benefits if the true return on 
investment is to be established. Methodologies for impact assessment are well 
established.  

 
21. Another important foundation is to audit the impacts of local government 

interventions on health and to make them explicit. The case of spatial planning is 
instructive. Spatial planning is concerned with managing the relationship between 
different activities, buildings spaces and communications over time and in space. 
Local planning authorities are statutorily required, through their plans to make 
provision for housing, open space, employment, commerce and industry, sustainable 
transport, energy and social infrastructure. The congruity between the scope these 
areas of concern and the social determinants of health will be readily apparent. Spatial 
planning may be prospective, planning for the future or in the case of regeneration, 
retroactive; seeking to reconfigure areas that have become redundant or 
dysfunctional. The point has been made that inequities display a strong and persistent 
spatial dimension.  

 
22. Spatial planning has more direct and prosaic influences on health. The case was made 

some years ago for the existence of “obesogenic environments”, so –called because the 
layout, composition and access discourage physical activity. This relationship has been 
examined at both the large scale and neighbourhood scale with useful results. Physical 
activity is acknowledged to be important in weight management. NICE showed that 
certain interventions and design approached could be shown to have significant 
measureable effects on the amount and participation in physical activity. Spatial 
planning has also been linked to diet, especially from the point of view of the 
distribution and density of fast food outlets. A number of attempts have been made to 
use planning control to influence this. Spatial planning is instrumental in health 
protection, for instance through steps to improve air quality, to avoid pollution of all 
kinds and to protect against flooding and to reduce road casualties. Climate change is 
predicted to have significant albeit mixed effects on health and spatial planning is 
deeply implicated in both avoidance through reducing CO2 emissions by various 
means and mitigation through design and zoning to avoid for instance areas of 
increased risk of flooding.  Access to social infrastructure in general and health 
infrastructure in particular is influenced by spatial planning both in terms of the 
capacity of facilities and their location. This is especially true of new large-scale 
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communities such as urban extensions but is also the case in marginal situations 
where for instance reconfiguration of health services is being planned.  

 
23. In place of obesogenic environments we should be seeking sanogenic or salutogenic 

outcomes.  
 

24. The recently adopted National Planning Policy Framework  places duties on all 
planning authorities to  

 
• Pursue healthy communities 
• Understand health status and barriers to improvement 
• Align with health strategies 
• Ensure health infrastructure is adequate and accessible now and in order to 

meet future needs. 
 

25. There is thus an imperative placed on local authorities to use the planning system to 
protect health, facilitate health improvement for all and reduce inequities. There is a 
myriad of pathways in order to achieve this outcome some of which have been 
outlined above. However, current practice and emerging guidance (for instance on 
Health and Wellbeing Strategies) falls unacceptably short of what is required. 
Sustained efforts to achieve integration in this area would offer a model and 
inspiration for the whole of he local health system.  

 
 
 
October 2012 
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Written submission from Cancer Research UK (HLTH 04) 
 
Cancer Research UK is the world’s largest independent organisation dedicated to cancer 
research. In 2010/11 we spent £332 million on research. We carry out world-class research to 
improve our understanding of cancer and to find out how to prevent, diagnose and treat 
different types of the disease. Around 300,000 people are diagnosed with cancer in the UK 
every year.  And every year more than 150,000 people die from the disease.  
 
Summary 
Cancer Research UK is grateful for the opportunity to discuss the transfer of public health to 
local authorities.  We believe that the reforms provide opportunities to take a more 
comprehensive approach to public health locally. However, it is important that the division in 
responsibilities between the NHS and local authorities does not lead to fragmentation of 
cancer services.  Other key issues are:  
 

• Health and wellbeing boards (HWBs) should consider health in the wider context of 
all their existing activities.  

• HWBs should ensure that a wide range of services are used to achieve joint priorities 
and collaborate with neighbouring authorities.  

• National support should be given to help with the development of JSNAs and JHWSs.  
• CRUK is developing a range of tools to help local authorities commission services for 

the prevention and early diagnosis of cancer.   
 
Avoiding Fragmentation 
 

1. The NHS reform programme risks fragmenting some aspects of cancer services, at 
least in the short term. Integrated services, particularly in cancer are needed to ensure 
the effective delivery of services along the patient pathway. Therefore joint working 
between CCGs and local authorities should be incentivised and monitored.   
 

2. Nevertheless local authorities have an opportunity to take a comprehensive approach 
to health in their areas as they take responsibility for public health. To effectively 
deliver improvements, they should consider health within all their current activities 
and should not treat it as an isolated responsibility.  Therefore different local authority 
departments need to have specific objectives to help them contribute to their Joint 
Health and Wellbeing Strategy.  

Collaborative Working 
 

3. HWBs should also consider where local authorities should work in partnership with 
neighbouring authorities.  It is particularly important for tobacco control. 
Collaboration across local authority borders is important where neighbouring 
authorities share common problems. Joint campaigns and initiatives can prove to be 
more cost effective than working alone.  
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4. Local authorities also should utilise their position to take a leading role in getting 
wider organisations involved in developing joint strategic needs assessments (JSNAs). 
This should not be limited to clinical commissioning groups (CCGs) but should 
include clinical networks, local and national charities, and community groups.  

 
Accessing Support 
 

5. Local authorities should be able to draw from national organisation such as Public 
Health England and the NHS Commissioning Board for guidance and support. But in 
addition to this, it is important that government critically assess the available 
information that could assist health and wellbeing boards in the development of both 
JSNAs and JHWSs. A directory or guide to such resources, administered by Public 
Health England or the NHS Commissioning Board could be beneficial. 
 

6. Cancer Research UK has developed a set of tools to assist local authorities, and health 
and wellbeing boards. In particular, CR-UK hosted a Cancer Summit for health and 
wellbeing board members in Merseyside and Cheshire to help them take a strategic 
approach to cancer. Alongside this we have produced materials that can assist local 
authorities: 

 
a. Local cancer statistics by local authority area9. These provide the latest 

information on cancer outcomes in each area in an accessible format.  
b. JSNA Guidance10 . This highlights the key issues relevant for cancer and the 

datasets that could be included within a JSNA.  
c. Key messages for commissioners11. This provides guidance to both local 

authorities and CCGs on what to commission in the prevention, early 
diagnosis and treatment of cancer.   

d. JHWS Action Sheet12 for the early diagnosis of cancer. This sheet is designed 
to help health and wellbeing boards to examine their cancer priorities with 
particular reference to the early diagnosis of cancer.  
 

7. Through our engagement work we will continue to refine and develop our materials 
so that they best meet the needs of HWBs and commissioners.  We are also examining 
the possibility of working with the Local Government Association, National Cancer 
Action Team and others.  

 
October 2012 

                                                      
9For further information please contact publicaffairs@cancer.org.uk 
10 http://www.cancerresearchuk.org/cancer-
info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086483 
11 http://www.cancerresearchuk.org/cancer-
info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484 
12 http://www.cancerresearchuk.org/cancer-
info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484 

mailto:publicaffairs@cancer.org.uk
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086483
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086483
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484
http://www.cancerresearchuk.org/cancer-info/publicpolicy/workingwithgovernment/local/ssLINK/CR_086484
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Supplementary written submission from Cancer Research UK (HLTH 04a) 

Tobacco industry interference and Local Authorities 
 
Further to our submission of 4th October 2012 to the inquiry into the role of local authorities 
in health issues, it has come to our attention that the tobacco industry has submitted evidence 
to this inquiry. We are concerned that the evidence submitted by both Japan Tobacco 
International (JTI) and Imperial Tobacco is likely to encourage relationships between the 
tobacco industry and local authorities which conflicts with British obligations under the 
World Health Organisation (WHO) Framework Convention on Tobacco Control (FCTC). 
 
Smoking remains the largest preventable cause of cancer, causing one in four deaths from 
cancer and up to eight out of ten cases of lung cancer. Overall, 100,000 deaths are caused by 
tobacco each year in the UK.13 The UK has made a lot of progress,14 but one in five adults still 
smoke15 and 157,000 11–15 year olds start smoking each year.16 
 
We are concerned that the submissions made by the tobacco industry suggest that they are 
looking to establish partnerships which may not be in line with the FCTC and which could 
undermine efforts to improve health. For example, in point 5 of the response from JTI, they 
argue that ‘there is a role for discussion with companies such as JTI in the development of local 
policy on tobacco issues’. In point 39 of their submission, this issue of partnership working is 
emphasised: 
 
‘We hope that we have demonstrated in this submission that Government, agencies and other 
organisations can form productive partnerships with tobacco companies such as JTI, in many 
instances because of our expertise in tobacco-related issues. JTI sincerely hopes that in the 
interests of good and workable public policy, it will be at a minimum level to be consulted by 
government in the delivery of tobacco aspects of public health programmes in the future’. 
 
Similarly, Imperial Tobacco argues in point 4 of their submission: 
 
‘All local authorities and boards must be required to have open transparent engagement with 
all stakeholders including affected industries on any proposal affecting that sector’. 
 
The UK is one of the 175 nations that have ratified the WHO’s FCTC. The Convention’s 
guidelines say there is a “fundamental and irreconcilable conflict” between the interests of the 
tobacco industry and public health. Therefore public bodies must protect the development of 

                                                      
13 Cancer Research UK http://info.cancerresearchuk.org/healthyliving/smokingand tobacco/howdoweknow/  
14 Goddard E. (2008). General Household Survey 2006: Smoking and drinking among adults 2006. Office for 
National Statistics, Newport. 
15 Statistics on Smoking: England (2011) Health and Social Care Information Centre, Leeds 
16 Cancer Research UK. ‘5,200 classrooms of UK kids start smoking every year’. 22 February 2012. Available 
at: http://info.cancerresearchuk.org/news/archive/pressrelease/2012-02-22-15700-UK-kids-start-smoking-every-
year  

http://info.cancerresearchuk.org/healthyliving/smokingand%20tobacco/howdoweknow/
http://info.cancerresearchuk.org/news/archive/pressrelease/2012-02-22-15700-UK-kids-start-smoking-every-year
http://info.cancerresearchuk.org/news/archive/pressrelease/2012-02-22-15700-UK-kids-start-smoking-every-year
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public health policy from the vested interests of the tobacco industry by minimising 
interactions with the tobacco industry. 
 
The 3rd Conference of the Parties (COP) in November 2008 agreed guidelines for the 
implementation of Article 5.3, which applies to the ‘protection of public health policies with 
respect to tobacco control from commercial and other vested interests of the tobacco industry’. 
The aim is to assist Parties in meeting their legal obligations under Article 5.3 of the 
Convention, because the guidelines recognize that ‘the broad array of strategies and tactics 
used by the tobacco industry to interfere with the setting and implementing of tobacco control 
measures is documented by a vast body of evidence’. The guidelines recommend that parties 
should: 
 

• Raise awareness of the addictive and harmful nature of products and of tobacco 
industry interference in tobacco control policies 

• Establish measures to limit interactions with the tobacco industry to those essential 
for the regulation of the product and ensure transparency where they occur 

• Reject partnerships and non-binding agreements with the tobacco industry 
• Avoid conflicts of interest for government officials/employees 
• Require that tobacco industry information is transparent and accurate 
• As far as possible avoid activities described by the tobacco industry as “socially 

responsible”, which are done for marketing and PR purposes and fall within the FCTC 
definition of advertising, promotion and sponsorship. 

 
Local authorities have a duty to ensure that they always act in the interest of the health of 
their residents. In doing so, local authorities should abide by Article 5.3 of the WHO FCTC to 
which the UK is a signatory. They should require rules for the disclosure or registration of the 
tobacco industry entities, affiliated organisations and individuals acting on their behalf, 
including lobbyists. In doing so they can ensure that policy decisions are in their residents’ 
best interests. 
 
The Government takes these obligations “very seriously” and encourages local authorities 
article 5.3 of the FCTC.17 The NHS reforms mean local authorities are now responsible for 
smoking cessation and preventions strategies, as well as the enforcement of tobacco 
legislation locally and the prevention of smuggling. We would therefore encourage the 
Communities and Local Government Select Committee to give clear and unequivocal 
advice to local authorities to abide by Article 5.3 of the FCTC. 
 
The full report of the 3rd COP including the Article 5.3 guidelines can be found at 
http://www.who.int/gb/fctc/PDF/cop3/FCTC_COP3_DIV3-en.pdf 
 
The evidence has been summarised in the WHO Report ‘Tobacco industry interference with 
tobacco control’ (WHO, 2008) which is available at: 

                                                      
17 http://www.publications.parliament.uk/pa/Id201212/Idhansrd/text/120206-001.htm~12020066000044  

http://www.who.int/gb/fctc/PDF/cop3/FCTC_COP3_DIV3-en.pdf
http://www.publications.parliament.uk/pa/Id201212/Idhansrd/text/120206-001.htm~12020066000044
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www.who.int/tobacco/resources/publications/tob_ind_int_cover_150/en/index.html 
 
We enclose our local tobacco control policy for further information. Please don’t hesitate to 
contact me if you would like to discuss this further. 
 
 
 
February 2013 

 
 

http://www.who.int/tobacco/resources/publications/tob_ind_int_cover_150/en/index.html
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Written submission from the Royal College of Nursing (HLTH 05) 
 
1.0 Introduction 
 
1.1 With a membership of more than 410,000 registered nurses, midwives, health visitors, 

nursing students, health care assistants and nurse cadets, the Royal College of Nursing 
(RCN) is the voice of nursing across the UK and the largest professional union of 
nursing staff in the world.  RCN members work in a variety of hospital and 
community settings in the NHS and the independent sector. The RCN promotes 
patient and nursing interests on a wide range of issues by working closely with the UK 
Governments, the UK Parliaments and other national and European political 
institutions, trade unions, professional bodies and voluntary organisations.  
 

1.2 The RCN welcomes this opportunity to make a submission to the Communities and 
Local Government Select Committee inquiry into the role of local authorities in health 
issues.  
 

2.0 Executive Summary 
 
2.1 Nurses play a pivotal role at all levels of health care commissioning and provision. It is 

vital that their expertise is used by local authorities within the new system, both for 
service planning and delivery. 

 
2.2 The RCN supports localised public health planning and supports local authorities to 

have the necessary autonomy to deliver on this. 
 
2.3 During the transition period of responsibility for public health from the NHS to local 

authorities, skilled staff must be retained by local authorities. The RCN is concerned 
that many staff, and therefore their knowledge, are not being retained and are not 
moving to the new structures. 

 
2.4 NHS staff have faced much uncertainty over their future, better efforts must be made 

to ensure good communication to keep staff on side.  
 
2.5 The link between poverty and poor health outcomes must be acknowledged and taken 

into account by the public health funding allocations.  
 
2.6 Without sufficient investment in preventative care and public health interventions the 

NHS will be left to deal with the huge cost of acute care and long term conditions.  
 
2.7 The RCN supports a focus upon patient outcomes through a robust national 

outcomes framework that allows for local variations and relevant local decision 
making powers.  
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2.8 Health and wellbeing boards (HWBs) have the potential to play a very significant role 
in promoting integration of services and providing multidisciplinary oversight.  

 
2.9 Directors of Public Health (DPHs) must be appointed with sufficient focus and 

autonomy to allow them to oversee effective services for their localities. To allow them 
sufficient authority they should report to the Chief Executive. However, the RCN is 
concerned that this is not happening.  

 
2.10 Ring fenced public health budgets are to be welcomed. However, the RCN is 

concerned that in some situations public health budgets may be pooled with other 
budgets and then be subjected to cuts.  

 
3.0 The introduction of a public health role for councils 
 
3.1 Nursing staff carry out public health activities in nearly every context and at every 

level of health care provision, including public health services and health prevention. 
Nurses will, in fact, be carrying out the majority of the public health interventions that local 
authorities will be responsible for after April 201318.  

 
3.2 Nursing’s presence at almost every stage and setting of care means they are engaged 

across a whole spectrum of public health interventions. Nurses are able to view 
individuals’ needs and circumstances holistically to understand the full package of 
support and care required. Nurses reach deep into the heart of families and 
communities. They are confronted daily with the consequences of social conditions 
on the health and well-being of the communities they are caring for. The RCN 
believes that the unique perspective of nursing expertise should be fully utilised in the 
new Public Health system. 

 
3.3 The RCN supports proposals for local authorities to have sufficient autonomy to 

develop public health services designed to meet local need. We also agree in principle 
with the new responsibilities assigned to local authorities for health improvement. 

 
3.4 However, the RCN has concerns that during the period of transition staff working in 

public health have faced uncertainty about their future. Staff have faced restructuring, 
budgetary cut backs and uncertainty over transition arrangements. Every effort must 
be made to retain and develop the public health workforce and to clarify transition 
arrangements which are still outstanding to allow the public health community to 
move forwards within the new system. It is vital for the success of the transfer that 
staff are adequately engaged with and informed about the transition process.  

 
3.5 The RCN believes that in order to successfully deliver for the future public health 

needs of the country the Government must recognise the links between poverty, 
incomes and poor physical and mental health. The RCN has serious concerns that the 

                                                      
18 Healthy Lives, Healthy People: Update on Public Health Funding Annex C 
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welfare reforms currently being introduced may be counterproductive for the health 
and wellbeing of some vulnerable sectors of the population. 

 
3.6 In the RCN response to the Public Health White Paper for England, Healthy Lives, 

Healthy People, we called on the Government to recognise the links between low 
incomes (amongst both the employed and unemployed) and poor physical and mental 
health. Poverty and low living standards are powerful causes of poor health and health 
inequalities19. The impact of the financial climate is having significant implications for 
the health status of the least well off in society. The RCN has concerns that the 
currently proposed funding allocations are not adequately weighted to address the 
health inequalities of the poorest the most expedient way. 

 
3.7 Nurses recognise that until the root causes of illness and poor health behaviours are 

tackled, the NHS will constantly be required to deal with the long term health 
consequences. Strategies for reducing health inequalities will never be effective if they 
fail to address the endemic social and economic inequality in the UK.   

 
4.0 The adequacy of preparations for the new arrangements 
 
4.1 It is vital that the transfer of skills is prioritised and facilitated alongside the transfer of 

money and financial responsibility for the commissioning and delivery of public 
health services.  
 

4.2 We are still waiting for some Primary Care Trusts (PCTs) and local authorities to 
share their plans for the transition of public health services locally with trade unions.  
The transfers of public health responsibilities to local authorities is happening 
alongside wider and more complex health reforms and it is unfortunately not always 
clear how these are being managed.   

 
4.3 In order to bring some consistency and support to the process the RCN, alongside 

other relevant trade unions, has suggested setting up a Staff Commission. This Staff 
Commission would be an independent body established to provide a route to resolve 
disputes for former public health staff on issues relating to their transfer from PCTs 
into local authorities. Such a commission would take on cases that thus far have not 
been resolved through the authority’s internal grievance procedure.  

 
4.4 The objective is that the majority of issues can be resolved locally and that the Staff 

Commission will not therefore be called upon too often. The purpose of the 
Commission is to consider appeals on issues arising as a direct consequence of the 
transfer of staff from the PCT into local authorities under the Health and Social Care 
Act 2012. The RCN believes the Commission would greatly help to facilitate what is a 
complex and sometimes difficult transition.   

                                                      
19 http://www.who.int/social_determinants/thecommission/finalreport/en/index.html 

http://www.who.int/social_determinants/thecommission/finalreport/en/index.html
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5.0 The objectives of the new arrangements and how their impact can be measured 
 
5.1 Outcomes framework 
 
5.2 The success of the new arrangements should be measured by the improving health of 

individuals and the population as a whole. Therefore, the RCN supports the focus on 
patient outcomes within a national framework that allows for comparisons, bench-
marking and for local responses. This approach should help to ensure that 
populations across England are not disadvantaged through poor commissioning, poor 
delivery or inappropriate allocation of resources.  

 
5.3 The RCN supports a model of explicit overlap between the frameworks for all levels of 

health and social care. Integration of services is key to improving efficiency and 
providing better patient care and outcomes. We believe isolating segments of health 
provision will be a barrier to service ownership and will fragment services. 

 
5.4 Outcomes frameworks, although useful and important, do not always tell the whole 

story of a patient’s care. It is important to recognise that outcomes are influenced by 
issues such as staffing and skill mix, internal processes such as team work, leadership, 
safety systems, supervision and the culture of the organisations in which people work.  

 
5.5 The RCN believes that there would be value in including, within an outcome 

framework, measures that are linked to the health and wellbeing of the public health 
workforce. Such measures would include staff access to occupational health services, 
as these are now shown to have an impact on the quality of services and care delivered 
for patients.  

 
5.6 Health premium  
 
5.7 The RCN supports the work of the Advisory Committee on Resource Allocation’s 

(ACRA) expert group in considering the formula for health premium payments so 
that disadvantaged areas will see a greater incentive if they make progress. This 
recognises that they face the greatest challenge to attain an increase in outcomes. The 
RCN looks forward to the final recommendations of this expert group.   

 
5.8 However, this greater incentive will be of little assistance to those areas that fail to 

make any progress as a result of the comparative greater disadvantage of their 
populace. This can only be remedied by including a weighting of the public health 
allocation to reflect the deprivation that an area experiences. 

 
6.0 The intended role of Health and Wellbeing Boards in coordinating the NHS, social 

care and public health at the local level 
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6.1 HWBs have a duty, established in the Health and Social Care Act, to encourage 
integrated working between all health and care providers and commissioners. This 
means, for example, encouraging the use of pooled budgets, lead commissioning and 
integrated provision.  The RCN supports the boards’ purpose.   

 
6.2 Whilst supporting the role of these boards the RCN has identified a number of key 

challenges, which if not addressed, may prevent Boards being able to effectively carry 
out this duty. Furthermore, the legislation governing the boards is not prescriptive 
and their form and roles are likely to be subjected to a large degree of local variation.  

 
6.3 Nursing insight is particularly important in any efforts to integrate care pathways, 

both within health and across the care systems. Nurses understand the holistic needs 
of patients and they play a key role in anticipating service gaps. If the reforms are to 
succeed, meaningful engagement and involvement with frontline staff is vital.  Along 
with other professionals, nursing staff will need to be looked to for leadership and 
representation at all levels of decision-making in the new system. 

 
6.4 The RCN is concerned that funds have not been allocated to the Boards, leaving local 

authorities to provide resources.  This could mean they will struggle to act 
independently of the local authority, or to work in meaningful partnership with 
representatives from other organisations.  

 
6.5 Alongside the issue of funding is accountability. It is unclear to whom HWBs are 

accountable. Government states that they will be accountable to local people through 
having local councillors as members of the board who are accountable through 
election. The RCN does not believe this is adequate.  

 
6.6 Local Strategic Partnerships (LSPs) will continue to exist in some places, potentially 

causing confusion. These bodies are, not dissimilar to HWBs, composed of a range of 
representatives from local authorities, the NHS, and the voluntary, community and 
private sectors aimed at encouraging integrated approaches and joint working.  As a 
result there are overlapping membership and purpose for some HWBs and LSPs, 
which may cause confusion and duplication. 

 
6.7 Whilst their statutory existence is an important first, the strategic role and powers at 

the disposal of HWBs are, in truth, similar to those of previous arrangements. Indeed, 
the powers and influence of health and wellbeing boards, Joint Strategic Needs 
Assessments (JSNA) and Joint Health and Wellbeing Strategies (JHWS) in relation to 
Clinical Commissioning Groups (CCGs) may not be sufficiently robust in 
legislation. It remains to be seen whether health and wellbeing boards will have any 
real power in challenging commissioning decisions, or how or what action the NHS 
Commissioning Board will take in local disputes.  
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6.8 Early implementers and shadow HWBs have demonstrated many different 
approaches to their role in view of local priorities. The undefined scope of their role 
presents challenges. For instance, some boards are unclear about their role in relation 
to acute service provision whilst others see a very clear role for themselves in 
influencing hospital commissioning and play an active role in doing so.       

 
6.9 The RCN is also concerned that there are not uniform measures to evaluate the 

success and impact of HWBs. Previous partnership arrangements had clear targets 
and data sets to measure their success and impact by. HWBs will, by comparison, 
determine their own evaluation mechanisms. Some may be tangible, for example 
monitoring success against the NHS outcomes frameworks. Some may be less 
tangible, such as evaluating whether partnership arrangements are working well. Local 
variations will make it difficult to compare their achievements and apply learning 
across the country. This also increases the very real risk of increasing the postcode 
lottery in service provision.     

 
7.0 How all local authorities can promote better public health and ensure better health 

prevention with the link to sport and fitness, well-being, social care, housing and 
education 

 
7.1 The RCN is clear that whilst there are opportunities for improving services at a local 

level, services do not operate in a vacuum. Central government policy is the largest 
influence upon people’s economic and social circumstances. The links between low 
incomes, both amongst the employed and unemployed, and poor physical and mental 
health must be recognised in the development of any policy.   

 
7.2 The RCN is concerned that the budget available for prevention work is relatively 

small. The desire to show progress against outcomes framework measures will divert 
resources from preventing ill health from occurring in the first place.  

 
7.3 Local authorities will fund all prevention work out of their allocation of 42% of the 

Public Health Funding budget. However, our RCN Public Health Network 
understands that £2.2 billion, more than half of the Public Health money going to 
local authorities, has been identified as necessary spend for sexual health and 
substance misuse services, which are demand-led services. This presents real problems 
and significantly reduces the funding available to invest in prevention work on issues 
like obesity and smoking.  

 
7.4 The Public Health White Paper for England, Healthy Lives, Healthy People, clearly 

outlined the prevention agenda of increasing spend on public health issues before they 
become an issue for a population. The RCN has concerns that this agenda is being 
undermined and risks being neglected altogether if the importance of public health 
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prevention work is not adequately reflected in the prescribed functions for local 
authorities20.  

 
8.0 Barriers to integration, including issues in multi-tier areas 
 
8.1 HWBs will play a key role in facilitating integration and co-operation. However, if 

boards are too big, meaningful discussion and decision-making becomes difficult. If 
boards are too small, the views of appropriate representatives will not be heard and 
challenges will not be appropriately understood and acted on. Partnership working 
arrangements will, therefore, be tested more in larger local authority areas, with 
second tier district councils, urban and rural areas and potentially several CCGs to 
include.   

 
9.0 The accountability of Directors of Public Health 
 
9.1 Directors of Public Health (DPHs) will have a critical role in the leadership and 

management of public health services and initiatives. They must retain the authority 
and independence to advise and guide public health decisions. The RCN believes that 
Directors of Public Health should be appointed on an executive level and be 
accountable to the local authority Chief Executive. We are aware that unfortunately in 
some localities this is not the case.  

 
9.2 DPHs are to have control over ring-fenced budgets within local authorities and are to 

act as strategic leads for all public health services. Annual accounting must 
demonstrate that directors of public health have the freedom to act and implement 
their public health plans. Structures within local government must not adversely 
influence strategic plans or divert funding. 

 
9.3 The Secretary of State for Health must, by virtue of the Health and Social Care Act 

2012, have due regard to health inequalities. This will form part of the conditions of 
the grant for the ring fenced public health budget. The annual report of the DPHs 
should be underpinned by this commitment. 

 
9.4 DPHs have a professional responsibility to produce an honest and unbiased annual 

report. Correspondingly, they should have the professional independence to speak out 
on public health issues within their area.  The DPHs should be supported and 
empowered by their employing local authority to carry out all public health duties 
necessary.  

 
9.5 It is concerning that there remains a lack of clarity regarding the role of DPHs in 

relation to the medical role of responsible officer. This should be clarified as soon as 
possible whilst also underlining the principle that the role of DPHs is a role suitable 
for candidates who are not from a medical background, i.e. are not a doctor. 

                                                      
20 Healthy Lives, Healthy People: Update on Public Health Funding, Annex F 
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9.6 The RCN believes there must be parity of pay for professionals who undertake a 
particular role. DPHs should receive salary based on skills and experience rather than 
on their professional background.   

 
9.7 The RCN looks forward to the publication of guidance clarifying that the Public 

Health England, on behalf of the Secretary of State, will not authorise job descriptions 
that do not include an appropriate span of responsibility for improving and protecting 
health.  

 
10.0 The financial arrangements underpinning local authorities’ responsibilities, 

including the ring-fencing of budgets and how the new regime can link with the 
operation of Community Budgets 

 
10.1 The RCN welcomes the commitment to ring-fence public health spending. However, 

we also recognise that all public sector bodies currently have to make significant 
financial savings. To ensure the development of an effective public health service, it is 
imperative to have financial protection. The Public Health White Paper noted that 
‘existing functions in local government that contribute to public health will continue 
to be funded through the local government grant’21. The RCN is concerned that in 
reality this may not be honoured and this must be monitored. 

 
10.2 The Secretary of State for Health has set the size of the budget available to the NHS 

Commissioning Board and Public Health England, as well as the size of the ring-
fenced public health grants provided to Local Authorities.22  

 
10.3 Healthy Lives, Healthy People: Update on Public Health Funding paragraph 3.6 makes 

reference to pooling the ring-fenced public health grant with local authority funds being 
used for a similar purpose. The RCN seeks assurances that financial reporting will examine 
these pooled funds closely and seeks further details of the safeguards that will be built into 
the financial reporting system to ensure that the ring-fenced public health grant is being 
used appropriately. 

 
10.4 The RCN notes that in paragraph 3.8 of Healthy Lives, Healthy People: Update on Public 

Health Funding there is a commitment that the conditions for the public health grant 
will set out the reporting requirements that local authorities will need to adhere to, 
over and above the standard reporting requirements. We look forward to further 
details regarding the categories, the reporting arrangements and the final supporting 
guidance. We also seek a commitment that these reports will be public documents for 
full transparency within the public health system.  

October 2012 

                                                      
21 Healthy Lives, Healthy People: Our strategy for public health in England p. 58 
22 Baseline spending estimates for the new NHS and Public Health Commissioning Architecture 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132540.pdf 
 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132540.pdf
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Written submission from NHS Bristol (HLTH 06) 

1. Introduction 
This submission summarises evidence and recommendations in relation to how all local 
authorities can promote better public health and ensure better health prevention through a 
good understanding of, and attention to, population mental health. 
 
Mental health underpins everything we do and everything we are. Good mental health is a 
resource which supports our physical health, enables us to contribute to society and protects 
us against the shocks and challenges of life. 
 
Poor mental health is both a contributor to, and a consequence of, wider health inequalities. 
It is associated with increased health-risk behaviours and increased morbidity and mortality 
from physical ill-health. 
 
Local authorities already have a key role to play in creating environments which support 
positive mental health.  The move of public health into local authorities brings additional 
responsibilities for population mental health23 and suicide prevention24, and provides an 
opportunity to provide real leadership which will benefit individuals, the economy and the 
public purse. 
 
2. Some key facts 
 
2.1 1 in 4 British adults experience at least one diagnosable mental health problem in any 

one year, and 1 in 6 experience this at any given time.25 
 

2.2 Mental illness is the largest single burden of disease in the UK, with direct and 
indirect costs estimated to amount to £105 billion a year, 20% of which is direct health 
and social care cost.26 

 
2.3 Half of lifetime mental health problems have already developed by the age of 14.  The 

mental health of both parents is a factor in child development and safeguarding. 
 
2.4 Evidence suggests that effective ‘treatment’, at its best, will prevent or address only 

28% of mental health problems.  Investment is required in wider social and public 
health interventions for prevention, promotion and early intervention and in 
alignment with the strategies for children and young people’s mental health and 
wellbeing.27 

 

                                                      
23 No Health Without Mental Health, Department of Health (2011) 
24 Preventing suicide in England: A Cross government outcomes strategy to save lives 
25 The Office for National Statistics Psychiatric Morbidity report, 2001 
26 The Economic and Social Costs of Mental Health Problems 2009 / 10, Centre for Mental Health (2010) 
27  No Health Without Mental Health, the case for action: Royal College of Psychiatrists 2010 (p32) 
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2.5 Improving the mental wellbeing of the population will contribute to  improved 
physical health, reduced mortality, economic efficiencies and wider social benefits 
including better quality of life and improvements in  physical health, quality of life, 
educational achievement, economic wellbeing and reduction in crime and anti social 
behaviour.28 

 
2.6 Building healthy communities through fostering processes such as co-production29 

and investment in community assets will release social capital and support individual 
and community wellbeing30 31. 

 
3. Recommendations for local authorities 
 
3.1 Carry out Mental Well-being Impact Assessments on key policies and 

programmes. Mental Well-being Impact Assessment32 is a new resource which can 
support local authorities identify the impact of policies and programmes on mental 
well-being. 

 
3.2 Promote the 5 ways to Wellbeing33.  Developed by the New Economic    Foundation 

these are five evidence based simple actions to support individuals develop and 
maintain good mental health. These are: Connect - Be Active - Take Notice - Keep 
Learning – Give. 
 

3.3 Invest in children and families.  Ensuring a positive start in life has the potential to 
prevent between a quarter to a half of mental health problems through interventions 
in early years.  Take a Think Family approach.  Make sure that all children and young 
people services are mental health and wellbeing aware; use the Healthy Schools 
programme to support this work. 
 

3.4 With local partners, lead the local implementation of the framework for No Health 
Without Mental Health (2012). The implementation framework for the national 
mental health strategy sets out key priorities for local authorities, health and wellbeing 
boards,  CCGs,  and public health.  Local Authorities are likely to benefit from having 
an elected member and lead officer for population mental health in taking forward 
this work. 
 

                                                      
28 Commissioning for Mental Wellbeing (2010) National Mental Health Development Unit and UCLAN  
29 NEF/NESTA use the following definition of co production: ““Co-production means delivering public services in an  
equal and reciprocal relationship between professionals, people using services, their families and their  
neighbours. Where activities are co-produced in this way, both services and neighbourhoods become far more  
effective agents of change" 
30 Brugha T, Weich S Singlton N et al (2005) Primary group size, social support, gender and future mental health status I a 
prospective study of people living in private households throughout Great Britain. Psychological Medicine, 35 (5): 705 - 714 
31 Meltzer D, Fryers T AND Jenkins R (2004) Social Inequalities and the Distribution of Common Mental Health Disorders. 
32 www.apho.org.uk  HIA Gateway Mental Wellbeing Impact Assessment: a toolkit for wellbeing 
33 http://www.neweconomics.org/projects/five-ways-well-being 

http://www.apho.org.uk/
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3.5 Invest in suicide and self harm prevention. The new national suicide prevention 
strategy sets out the key areas for local action. To deliver effectively, each local 
authority needs to have a suicide prevention partnership, with sufficient leadership 
and resource to be effective. 
 

3.6 Protect and promote the wellbeing of the most vulnerable in our communities by 
tackling homelessness; improving housing; promoting meaningful occupation, 
vocational training and education, and employment. Discrimination and exclusion 
impact on mental and physical health and the most vulnerable individuals and 
communities are likely to have high levels of need. 
 

3.7 Create ‘mental healthy’ physical environments with high quality, safe, social space; 
maximise green space; support active travel, walking, cycling and public transport. 
 

4.  Some examples of evidence based interventions: 
 

• Parenting skills to reduce conduct disorders.  Group based programmes give a 
relatively quick return, showing investment costs for children with conduct disorders 
reducing to a fifth after only 18 months 13. 

 
• Prevention of conduct disorder through social and emotional learning 

programmes in schools. This intervention is estimated to return of £83.75 across 
public and voluntary sectors for every £1 invested34. 
 

• Perinatal and infant mental health initiatives. Healthy Lives Healthy People (2010)35 
highlighted that “the health of women before, during and after pregnancy is a critical 
factor in giving children a healthy start in life and laying the groundwork for good 
health and wellbeing in later life.” 
 

• Promote Mental Health in the workplace. The promotion of mental wellbeing of 
employees can have a range of economic benefits. Economic modelling found that 
initial investment of £40,000 in such a promotion programme in a large sized 
company could potentially result in net savings of over £340,000 over a 12-month 
period. This would equate to a nine fold annual return on investment from 
productivity gains and reduced absenteeism36.  
 

• Walkabilty. Investment in walkabilty is an evidence based ‘best buy’ for local 
authorities 

 

                                                      
34 Mental health promotion and mental illness prevention; the economic case, Department of Health (2011) 
35 Healthy Lives, Healthy People – Our Strategy for Public Health in England, Department of Health (2010) 
36 No health without mental health: A cross-Government mental health outcomes strategy for people of all ages (2011) 
Supporting document – The economic case for improving efficiency and quality in mental health (p8) 
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5.  Some examples of effective action; 
 

• Liverpool’s decade of health and wellbeing.  Ten year programme focusing on 
putting health and wellbeing at the heart of culture, planning and action using the five 
ways to wellbeing, and working in partnership to make Liverpool more Equal, Well 
and Green by 2020.   http://www.2010healthandwellbeing.org.uk/index.php 
 

• Integrating and embedding mental well-being across environmental, social, 
community development and physical health initiatives in Greenwich.  See:  Public 
Mental Health and Wellbeing: the Local Perspective  NHS Confederation (2001) page 
37 available from publications@nhsconfed.com 

 
• Improving mental wellbeing and reducing health inequalities in Bristol. See:  

Public Mental Health and Wellbeing: the Local Perspective  NHS Confederation (2001) 
page 40 available from publications@nhsconfed.com 

 
• Local Authority Mental Health Champion. Dorchester County Council has a 

Councillor nominated as their Mental Health Champion who promotes mental health 
in policy and challenges stigma. 

 
6. Conclusion 
Public mental health and wellbeing can help local government respond to significant 
reductions in its finances, by preventing long-term problems and ensuring that positive 
outcomes are achieved efficiently. 
 
Investment in mental health is a ‘best buy’ for individuals, communities and the economy.  
The evidence about what works is strong.   We would encourage local authorities to avail 
themselves of this evidence, and to seek out appropriate expertise to support the development 
of mentally healthy local policy and programmes, which will lead to productive, cohesive and 
‘well’ communities. 
 
In times of economic challenge and pressure on local authority budgets, a strong public 
mental health and wellbeing programme is likely to provide low cost, added value with long 
term gains in terms of cohesive, productive and well populations. 
 
 
Authors   
Christina Gray, Associate Director of Public Health, NHS Bristol.  
Dr. Adrian James, Chair, South West Mental Health and Wellbeing Strategic Clinical 
Network. 
Louise Finnis, Health Promotion Manager – Mental Health, NHS Somerset.  
Frances Mayes, Senior Public Health Manager, NHS Swindon. 
Kate Schneider, Programme Lead, Mental Health and Wellbeing; Dementia NHS South of 
England (West). 

http://www.2010healthandwellbeing.org.uk/index.php
mailto:publications@nhsconfed.com
mailto:publications@nhsconfed.com


44 

 

Endorsed by 
The South West Mental Health Network 
The South West Mental Health Alliance 
The South West Mental Health and Wellbeing Strategic Clinical Network 
 
 
 
October 2012 



45 

 

Written submission from the Local Government Association and  
Association of Directors of Adult Social Care (HLTH 07) 

1.  The introduction of a public health role for councils 
The LGA and ADASS have consistently supported the transfer of significant public health 
responsibilities to local government.  We are convinced that the most effective use of 
resources to improve public health is to combine the public health professional workforce, 
with its specialist expertise and intelligence, with mainstream council plans and services to 
develop public health services that are locally appropriate, efficient and effective in improving 
public health outcomes.  
 
Single and upper-tier councils, through their health and wellbeing boards (HWBs) will have a 
mandatory responsibility to address health inequalities.  They can't do this if they maintain a 
narrow focus on health services, though of course improving access to health services is also 
extremely important.  We agree with Professor Sir Michael Marmot’s analysis that the crucial 
determinants of health are: “… the circumstances in which people are born, grow up, live, 
work and age, and the systems put in place to deal with illness. These circumstances are in 
turn shaped by a wider set of forces: economics, social policies, and politics.”37  
 
It is also important to remember that a key component of the public health workforce has 
remained in local government: environmental health officers and other local government staff 
play a vital role in public health and health protection through the operation of regulatory 
services. 
 
2.  The adequacy of preparations for the new arrangements 
Preparations for the transfer of public health to local government are going well in the 
majority of places.  In April 2012, the Department of Health (DH) undertook an assessment 
of the progress of transferring public health.  The overall picture was that the transition was 
well underway in almost every area.  It was also clear that some interesting and innovative 
new approaches to public health were emerging and that there is an appetite for sharing this 
information to stimulate further innovation and transformation. 
 
The LGA and the DH agreed that it would be helpful to have a further opportunity to take 
stock of progress to identify and disseminate good practice and innovation. It will also 
identify areas that would benefit from further support to ensure a smooth transition of public 
health. The stock-take is currently underway.  It is a light-touch self-assessment of progress 
undertaken by local authorities, which will be submitted at regional level. The regional core 
group receiving and collating the reports comprises a lead local authority Chief Executive, the 
LGA Principal Adviser, the Regional Director of Public Health (RDPH) and the RDPH 
Transition Lead. They will summarise the regional position and feed this into a national 
consolidated picture, to be drawn together in early November.   
 

                                                      
37 Fair Society, Healthy Lives: Strategic Review of Health Inequalities in England post 2010, published by The 
Marmot Review, London, February 2010.  
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The deadline for submitting self-assessments was 10 October. If the regional core group 
identify significant and specific barriers and risks to a successful transition in a particular 
locality, they will work closely with the local authority and health partners to ensure that 
there is a full understanding of the issues and what might be done to mitigate them.  The 
position of individual councils will not be reported to government as part of this exercise. 
 
Any issues that need to be resolved at a national level identified by the stock-take will be 
addressed by the joint local government/Department of Health transition arrangements.  
 
3.  The objectives of the new arrangements and how their impact can be measured 
From a local government perspective, there are three key objectives: 
 
• to identify and take effective action to address local public health priorities 
• to provide local accountability for health priorities, through health and wellbeing boards 

and their engagement with local communities  
• to secure lasting improvements in health and health inequalities, in order to enhance local 

health and wellbeing and to reduce the cost of preventable ill-health. 
 
We support the Government’s commitment to move away from top-down performance 
management that measures processes and outputs, towards local accountability for improved 
outcomes. The joint strategic needs assessment (JSNA) process, led by health and wellbeing 
boards and clinical commissioning groups, will be an inclusive and comprehensive process 
for identifying the local health needs and assets of the community in the short, medium and 
long-term.  The joint health and wellbeing strategy (JHWS) will draw on the evidence from 
the JSNA identify the local priorities and will, in turn inform the commissioning plans of 
clinical commissioning groups and other commissioners of health and social care services.   
 
The three national outcome frameworks for public health, the NHS and adult social care will 
also be helpful to local areas in measuring the progress in improving health. However, the 
LGA are clear that while the outcome frameworks are useful in helping to inform joint 
priorities, they should not overshadow local evidence. Forthcoming statutory guidance on 
JSNA and JHWS will need to underline the message that local priorities identified in the 
JHWS will be the key drivers of commissioning plans. 
 
4.  The intended role of Health and Wellbeing Board in coordinating the NHS, social care 
and public health at the local level 
Health and wellbeing boards will be the local leaders of the new health system. For councils, 
health and wellbeing boards are the single most important component of the new health 
landscape created by the Health and Social Care Act 2012.  They will be the engine house that 
drives a new system-wide approach to health improvement based on a shared understanding 
of health and wellbeing needs, developed through the joint strategic needs assessments, a 
shared understanding of priorities outlined in the joint heath and wellbeing strategy and 
deployment of shared resources to achieve lasting health improvements.   
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This is a radical new approach, which will need to shift partnership working and integration 
from a marginal activity to the main way of doing business. Integration and shared priorities 
have been an aspiration for health and social care for many years. It is an approach that has 
received overwhelming support from councils and their partners. Over 90 per cent of all 
single and upper-tier councils opted to join the DH ‘early implementers’ group for health and 
wellbeing boards and many are already making steady progress in: 
 
• building relationships at local level 
• engaging with their communities and stakeholders to identify local priorities 
• refreshing the JSNA process 
• developing their JHWSs 
• looking at innovative ways of commissioning integrated services that will improve quality, 

improve health and wellbeing outcomes. 
 
The LGA is delivering a comprehensive programme to support the leadership and 
development of health and wellbeing boards.  Funded by the DH as part of the overall 
National Learning Network for health and wellbeing boards, the programme focuses on the 
critical leadership role of HWBs and is aimed at equipping board members with the 
leadership behaviours, skills and knowledge to help them operate effectively in a complex 
cross-organisational environment.   
 
The programme comprises an ‘offer’ to health and wellbeing boards that includes national, 
regional and board specific activity38.   
 
Nationally – We have developed a tool for use by all HWBs that challenges them to consider 
their position now and their ambitions for the future.  It encourages board members to think 
about their role and vision, their behaviours within the partnership, governance 
arrangements and the achievement of outcomes for their communities.  The LGA working 
with key partners to develop a shared concept of system leadership to identify what good 
system leadership looks like and how boards can embed effective leadership throughout local 
health and care systems. 
 
Regionally - A programme of simulation workshops is being delivered to test how boards will 
deal with big and difficult issues.  Each board will be encouraged to produce an action plan 
identifying learning and development needs. 

 
We are also supporting HWB Chairs Networks across each region to share their experience 
and learn from and support each other.  
 

                                                      
38 More information on this offer is available at: http://www.local.gov.uk/web/guest/health/-
/journal_content/56/10171/3510973/ARTICLE-TEMPLATE 

http://www.local.gov.uk/web/guest/health/-/journal_content/56/10171/3510973/ARTICLE-TEMPLATE
http://www.local.gov.uk/web/guest/health/-/journal_content/56/10171/3510973/ARTICLE-TEMPLATE
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Locally - The LGA and ADASS are working with the NHS Leadership Academy to provide 
customised support to a small number of boards facing particular challenges, those that are 
further forward in their journey and where boards have made a specific development request.   
 
5.  How all local authorities can promote better public health and ensure better health 
prevention [sic] with the link to sport and fitness, wellbeing, social care, housing and 
education 
The LGA has consistently highlighted the important contribution of mainstream local 
government plans, services and programmes in protecting and promoting improved health 
and wellbeing.  Many local government services – housing, planning, leisure and recreation, 
children’s social care, education, adult social care, environmental services etc – are crucial in 
keeping people fit and healthy and a growing number of local authorities have wide ranging 
strategies for ‘making health everyone’s business’.  
 
The LGA and DH have jointly produced a web resource to support the transition of public 
health to local government. From Transition to Transformation in Public Health aims assist 
local authorities and public health to develop a local public health system that is designed to 
have the greatest potential for improving health, not just in councils but with all local 
partners. The focus is on transformation, showing how councils and public health are going 
beyond the practical steps of transition to develop a local vision public health, supported by 
new models for implementation.  One of the resource sheets specifically considers the role of 
local government in health improvement and includes many examples of councils who are 
taking a broad approach to health improvement39.  
 
The key messages from councils on identifying the contribution of other council services in 
improving health and wellbeing are summarised below. 
 
• All council directorates need to be involved from the beginning in systematically 

embedding public health across the council. 
• A strategic approach is needed to developing the mutual understanding of public health 

specialists, councillors and council officers and new health commissioners in CCGs about 
the potential of local government for improving health and wellbeing 

• A place-based budgeting approach to health means that the system benefits collectively, 
both in human and financial terms. 

• The Council’s self-assessment and performance management systems provide 
opportunities to incorporate public health indicators across all functions. 

• In two-tier areas, district councils can be supported in developing their contribution to 
public health, and involved in developing JSNAs and joint health and wellbeing strategies. 

                                                      
39 Resource Sheet 3: Understanding the health role of local government. From Transition to 
Transformation in Public Health, LGA, February 2012 
http://www.local.gov.uk/c/document_library/get_file?uuid=efcd26e6-7201-4990-922e-
def6630ee5e1&groupId=10171.  
 

http://www.local.gov.uk/c/document_library/get_file?uuid=efcd26e6-7201-4990-922e-def6630ee5e1&groupId=10171
http://www.local.gov.uk/c/document_library/get_file?uuid=efcd26e6-7201-4990-922e-def6630ee5e1&groupId=10171
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• The new arrangements provide significant opportunities to develop a policy on systematic 
health impact assessment of major council decisions and to embed equality and health 
equity in all council policies. 

 
However, it is fair to say that some local government services have historically had more 
awareness of their health role than others.  Adult social care, environmental health and leisure 
services have always been aware of the contribution they are able to make to improved health. 
However, other departments, such as those concerned with urban planning and housing, are 
perhaps less aware, although the situation is beginning to change. 
 
In the case of leisure services, the LGA and local councils are working with Sport England and 
others to increase the opportunities for links to be made between physical activity and health 
improvement.  Councils are the biggest public sector funders of community sport, spending 
£1.8 billion annually.  They are also uniquely placed to encourage greater connectivity locally 
between National Governing Bodies, County Sports Partnerships, voluntary sports clubs and 
schools.    
 
Many councils are keen to build on the Olympic and Paralympic legacy to encourage people 
to be more active in the long-term. After the Olympic and Paralympic Games councils 
reported to the LGA that their leisure facilities were bursting with people wanting to get 
involved in sport.   
 
In addition, the LGA works in partnership with Sport England to support leisure portfolio 
holders to lead the transformation and improve the efficiency of sports provision, including 
the positioning of sport in local commissioning conversations about public health, children 
and young people and adult social care.  
 
6.  Barriers to integration, including issues in multi-tier areas 
We do not agree with the implication of the Select Committee’s question that two-tier areas 
represent a barrier to integration.  It is clear that district councils have a vital contribution to 
play in the new public health system. We are currently working with DH to produce a further 
set of resource sheets to build on our existing web resource, From Transition to 
Transformation in Public Health and we will be publishing a resource sheet specifically on 
public health in two-tier areas in late October 2012.  The key messages from the resource 
sheet are summarised below. 
 
• District councils’ functions and relations with their communities make them vital 

partners for public health in two-tier areas. 
• Many County councils are using the health reforms as an opportunity to review their 

public health governance and operational relationships with district councils and build on 
existing partnerships. 

• We believe it is up to counties and districts to work together to decide how districts can 
contribute to public health planning and activity. In some areas they have decided that 
district councils should be represented on health and wellbeing boards (HWBs) while in 
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others they are exploring other ways of involving district councils.  HWBs and CCGs have 
a statutory duty to involve districts in developing joint strategic needs assessments 
(JSNAs), to ensure that the assessment and strategies are sensitive to variations across the 
county. 

• Districts need to find a way of cooperating among themselves to develop and present a 
‘district perspective’ and collective voice on HWBs. 

• Integration between district councils and clinical commissioning groups (CCGs) is as 
important as integration between county councils and CCGs – HWBs will need to 
consider this when carrying out their statutory role in promoting integration.  

• In many areas there is a third tier of local government. Parish and town councils have a 
role in community engagement and will need to be involved in developing joint health 
and wellbeing strategies and JSNAs. 

 
7.  How will the transfer to local government of front-line health protection role and the 
creation of Public Health England affect resilience arrangements at local level? 
All single and upper tier local authorities will have duty to ensure plans are in place to prevent 
threats to their populations and to protect the health of their populations from all hazards 
and full-scale health related emergencies. Local authorities (and directors of public health 
acting on their behalf) will have a critical role in protecting the health of their population, 
both in terms of helping to prevent threats arising and in ensuring appropriate responses if 
things do go wrong.  
 
The Emergency Preparedness Resilience and Response system is undergoing significant 
change in relation to the roles and responsibilities of individuals and organisations, including 
local authorities in respect to their new responsibilities for public health. The LGA believes 
that all key partners need to have a shared understanding of the new system, and clarity of 
roles and responsibilities within it. 
 
Local authorities already have existing duties and powers to tackle environmental hazards. 
The move of local public health functions from the NHS into local government opens up new 
opportunities for joint work with environmental health colleagues to tackle areas where there 
are potential threats, including food-borne infectious diseases and environmental hazards. 
 
8.  The accountability of Directors of Public Health 
From April 2013, directors of public health (DsPH) will be senior local government officers, 
jointly appointed by local authorities and Public Health England, acting on behalf of the 
Secretary of State for Health. They will be responsible for the professional leadership of public 
health at local level.  They are statutory members of health and wellbeing boards and will also 
be ‘accountable officers’ of their local authorities with specific statutory responsibilities.  
 
9.  Views on the public health budget 
We see a strong case for increasing investment in public health.  For example, London 
Councils said in its response to the DH consultation on Advisory Committee on Resource 
Allocation proposed distribution formula that: “It is important to get the overall quantum to 
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be spent on public health right.  There is a case to be made that this has historically been too 
low to achieve a significant and sustained positive impact on health outcomes and on health 
inequalities.  Looking forward it will be important to ensure that the total resources available 
for public health are sufficient to meet needs”.  Newcastle City Council made the same 
general point in its response and illustrated this by reference to the significant reduction in 
early mortality rates from cardiovascular disease, highlighting that this would not have been 
achieved without investment in public health measures. 
 
This kind of evidence demonstrates the value of increasing the level of public health spending 
devolved locally. There does not appear to be any comparable evidence suggesting that 
equivalent value would be derived from centrally allocated spend (estimated at £2.2bn in 
2012-13 for the NHS Commissioning Board and £620m for the Department of Health), or 
from that allocated to Public Health England (estimated at £210m for 2012-13). 
 
The LGA was able to see analysis prepared by the Association of Directors of Public Health 
examining the consequences of the distribution formula proposed in the Department of 
Health consultation.  This analysis showed that the formula as currently published was 
regressive and areas with the best health outcomes were likely to be the biggest beneficiaries 
in comparison to their current spend, with those with the worst outcomes (likely to be the 
biggest losers.  LGA officers sought to test this analysis further and found that, if the DH’s 
recommended formula were to be applied, there would only be a three per cent correlation 
between the funding allocated to an individual authority and the extent of deprivation in the 
authority.  By contrast, at current levels of spending there is a 30 per cent correlation.  This 
finding strongly suggests that some adjustment to the proposed formula is required to 
incorporate a more appropriate weighting for inequalities. 
 
Within the public health functions transferring to local government, there are two dominant 
categories of expenditure: sexual health services and drug misuse services.  Details of the latest 
available analysis are given in Chart 1 below. 
 

Chart 1 - Analysis of local public health spending 2010-11
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Officers concluded in the light of this analysis that the proposed funding requires further 
adjustment, because it clearly did not lead to an effective resourcing allocation for sexual 
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health services. The LGA Community Wellbeing Board’s response to the DH consultation 
made the following four points:  
 
• The adequacy of the funding formula cannot be assessed without reference to the 

quantum of funding.  Councils in some areas have serious and well-founded concerns 
that the future public health investment in their communities could fall well behind likely 
need.  The LGA calls for a clear commitment from the department for an increase in 
resources to a level that will maximise the value for money available from well targeted 
investment in public health.  
 

• Whilst the standardised mortality ratio (SMR) for those aged under 75 years may be a 
reasonable starting point for the construction of a needs based formula, the weighting 
suggested to help reduce inequalities must be reconsidered.  The suggested weighting does 
not appear to be based on adequate objective evidence and, as has been pointed out by the 
Association of Directors of Public Health, is regressive. 

 
• The formula requires further adjustment to provide an effective resourcing allocation for 

sexual health services.    
 
• Considerably more work is needed to establish the correct baseline level of public health 

spending.  Some local authorities have expressed concerns about the exercise to identify 
PCT baseline spending on public health, notably in relation to administration and 
support costs and in specific cases where health budgets faced more general pressures. 
 

 
 
October 2012 
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Written submission from the District Councils Network (HLTH 08) 

Executive Summary 
 

• The DCN welcomes the reintroduction of the public health function to local 
government. Local authorities have the powers, expertise and experience to promote 
better public health/health equality and ensure more effective health prevention with 
the link to sport and fitness, well-being, social care, housing and education.  

 
• The embracing and extension of the ‘prevention’ agenda motivating the reforms 

shows a welcome commitment to refocus the health agenda from the prevention of ill 
health to the treatment of its causes.  

 
• Local authority led Health & Wellbeing Boards are the logical bodies to lead on this 

new public health agenda, providing the focal point for local stakeholders to work 
together on prevention and integration of services.  

 
• The DCN is disappointed, however, at the level of attention given to district 

authorities’ role in official guidance and the lack of statutory status for district 
councils in two-tier areas. We believe that this is inconsistent with the overarching 
principles of the reforms (i.e. prevention) and does not reflect the positive and 
constructive contribution which District Councils do and will make to their success.  

 
• Despite this, the vast majority of two-tier areas are embracing the reforms and 

proactively collaborating to establish the new arrangements in their areas.  
 

• The DCN believes that funding for public health will need to be increased if there are 
to be real reductions in health inequalities.  

 
• The funding framework for the health premium must be designed so that it 

incentivises both county and district councils to make progress against the indicators, 
acknowledging the contribution of districts statutory and discretionary services and 
fairly allocating any reward-based grant. 

 
1. Introduction 
 
1.1 The District Councils’ Network (DCN) welcomes this opportunity to respond to the 

CLG committee call for evidence. The DCN is a Special Interest Group of the Local 
Government Association (LGA) representing 194 district councils in England. 

 
1.2 Given our area of expertise we will concentrate our response on the health reforms in 

two-tier areas.   
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2. The introduction of a public health role for councils & how all local authorities can 
promote better public health and ensure better health prevention with the link to 
sport and fitness, well-being, social care, housing and education 

 
2.2 Overall, we welcome the transfer of public health responsibilities to local authorities. 

The reforms go with the grain of over two decades of health reforms that have focused 
on greater collaboration between the NHS and local government, and a policy shift 
away from a narrow focus on health services towards a more holistic, multifaceted 
approach to tackling poor health.  

 
2.3 The policy principles contained within the Public Health White Paper, namely 

tackling the ‘wider determinants’ and focusing on health improvement, show a 
welcome extension of this approach. There is widespread agreement with Professor 
Marmot’s conclusions that bad health does not arise by chance and is not simply 
attributable to genetic make-up and access to medical care, important as these factors 
are. Instead, differences in health status are largely shaped by our socio-economic and 
environmental surroundings.40  To tackle rising geographical health inequalities, as 
well as detrimental health related behaviours, there is a need for a radical acceleration 
in this prevention agenda. 

 
2.4 We welcome the selection of local authorities as the agencies to lead on this agenda. 

Local government has always had a fundamental and far-reaching impact on its 
residents’ health. Through its wide-range of statutory and discretionary powers across 
housing, environmental services, leisure, planning, social care and economic 
development, the sector has the greatest local impact on the wider determinants and 
the ability to encourage healthier lifestyles, through our many and varied contacts 
with families and individuals in our communities.  

 
2.5 Through its statutory and discretionary services, local government is best placed to 

promote better public health and ensure better health prevention with a link to 
physical activity, well-being, social care, housing and education. This will be achieved 
both by focusing on how to deliver and commission these services more efficiently 
and effectively during a period of downsizing and organisational transformation, and 
by ensuring that all activities of councils are involved in systematically embedding 
public health across organisations; using the opportunities of service reconfiguration 
and the transfer of public health to continue to break down policy-silos and 
commission joined-up services.  

 
2.6 Alongside having the duty to provide many of the aforementioned services, district 

councils already have a recognised frontline public health workforce including 
Environmental Health and Housing Officers. Under the new system, officers from 
across services such as planning, community safety and leisure should increasingly be 

                                                      
40 The Marmot Review (2010) Fair Society, Healthy Lives 
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seen as part of a much broader public health workforce. This is essential to achieving a 
more integrated and effective public health system within all local authority services – 
be they county, district or parish.  

 
2.7 DCN members have long recognised their multifaceted role in health policy beyond 

their core functions. Districts have worked closely with NHS partners and county 
colleagues in delivering and commissioning a range of health initiatives aimed at 
tackling the underlying causes of poor health and encouraging behaviour change. The 
sector has both the experience and capacity to continue its role as a local needs 
identifier, priority setter, commissioner and frontline deliverer of new and existing 
public health services.  

 
3. The objectives of the new arrangements and how their impact can be measured 
 
3.1 From the specific district viewpoint, the objectives of the reforms can be summarised 

as follows:  
 

• Prevention: Shifting the focus of health policy from the ‘upstream causes’ (i.e. 
treatment of disease, symptoms or sickness) to the ‘downstream causes’ (i.e. 
socio-economic, environmental and lifestyle circumstances) 

• Localism: Devolving and localising responsibility and power over the 
promotion of health and wellbeing to those organisations charged already with 
‘local’ wellbeing. 

• Integration: Establishing a more collaborative, multi-agency approach to 
delivering health services  

• Improved Outcomes: ensuring lasting improvements to health outcomes 
rather than achieving short term targets 

 
3.2 The DCN has been a strong supporter of the government’s localism agenda and 

commitment to reduce the amount of government performance management and 
centrally dictated targets. The focus on high-level long-term outcomes, rather than 
short-term targets within the Public Health Outcomes Framework (PHOF), is 
welcomed, as is the commitment of the Chief Executive of Public Health England to 
allow HWBs to decide their own local priorities within the new national framework.41 
The indicators contained within the PHOF also demonstrate a commitment to the 
prevention agenda.  

 
3.3 We believe that it is right in two-tier areas that county councils and districts work 

closely in indentifying needs and priorities. The use of low-level quantitative and 
qualitative data in the Joint Strategic Needs Assessments (JSNAs) to inform Joint 
Health & Wellbeing Strategies (JHWSs) will be the key mechanism for achieving this.  

 

                                                      
41 The MJ, 06.09.12 



56 

 

3.4 However, during the recent consultation on the draft guidance for JSNAs and JHWSs, 
the DCN did raise its concerns that the guidance overlooked particular issues in two-
tier areas and the role of district councils, including;  

 
• A lack of specific references to districts as ‘experts’ on whose knowledge 

HWBs should draw in exercising their duties 
• The need for HWBS to actively promote and work with district authorities in 

embedding health improvement within their own district organisations 
• The need for JHWSs to promote service integration, with services located at 

district level 
• The need for the HWB duty on JSNA development to relate to ALL, not 

‘relevant’, district councils42 - all districts are relevant! 
 
3.5 Whilst a recent DCN survey of members showed that 88.8% of respondents had 

contributed to development of their local JHWS, we believe the importance of district 
council services to the future success of the reforms is so vital that there should be 
greater expectation on county councils to involve all, not just ‘relevant’ district 
councils. This would ensure that going forward the importance of district authorities 
is uniformly recognised and there are not inequalities in representation and 
involvement.  

 
4. The intended role of Health and Wellbeing Boards (HWBs) in coordinating the 

NHS, social care and public health at the local level 
 
4.1 With local authorities’ experience of coordinating multi-stakeholder partnerships, the 

sector is the logical agency to lead on this vital part of the Health & Social Care Act. 
HWBs are the most important component in refocusing the health agenda from the 
treatment of illness to the prevention of its causes. With a multi-stakeholder 
membership, HWBs can lead a system-wide approach to public health. Key to 
achieving success will be the ability of HWBs to develop and maintain effective 
partnership work, pushing it from the margins to the mainstream across stakeholders.  

 
4.2 Achieving this requires HWBs to set a strong strategic vision for local public health 

services and outcomes. Key local stakeholders need to be actively engaged in 
developing and implementing the JHWS, based on a much broader understanding of 
community health and wellbeing. It is therefore right that CCGs are statutory 
members of HWBs. This will help ensure that this key pillar of the local health service 
will buy-in to the new system and understand the need to work in partnership with 
stakeholders to tackle the causes, rather than consequences of ill health.  

 

                                                      
42 District Council Network (2012) Consultation Response to: Joint  Strategic Needs Assessments & Joint Health & 
Wellbeing Strategies – Draft Guidance 
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4.3 In two-tier areas it was disappointing that districts were not granted the same 
statutory status despite having an equal, if not more, important role in delivering a 
new approach to public health. In paragraph 2.6 we clearly outline how important 
district councils are to implementing the prevention agenda given the clear separation 
of powers in this area between county and district authorities, particularly housing, 
leisure and environmental services. It seems contradictory, therefore - given the 
prominence of the prevention agenda – that whilst CCGs have a statutory role, there 
is no obligation to involve districts beyond the production of JSNAs. It is inconsistent 
with the overarching principles of the reforms and has contributed to some 
unnecessary confusion over the role of district authorities (see section 5). 

 
4.4 Although agreeing that it would be highly impractical to have statutory representation 

for every district council on each HWB, at least one district council representative 
should have been included under Section 194 (2) of the Health & Social Care Act. This 
would have ensured that vital public health services, including housing and 
environmental services, have a statutory right to be involved in the new public health 
system avoiding any potential service fragmentation. This position has been 
supported by a number of public health specialists, including the Charted Institute of 
Housing43 and Charted Institute of Environment.44 Moreover, the Health Select 
Committee has concluded districts should have had a statutory role in the new public 
health system.45  

 
5.     Barriers to integration (including issues in multi-tier areas) & the adequacy of 

preparations for the new arrangements 
 
5.1 Two-tier areas need not present barriers to integration, given both the right statutory 

framework and proactive local partnerships amongst engaged and commitment 
stakeholders. District councils have a strong record of working with community 
partners, including county councils and the health sector, to deliver multi-stakeholder 
partnerships including Local Strategic Partnerships, Community Safety Partnerships 
and more recently Local Enterprise Partnerships.  

 
5.2 However, our research amongst our members leads us to identify two potential 

barriers to integration:  
 
5.2.1 Resistance or reluctance to full and/or sufficient district council representation 

and involvement on HWBs 
 

                                                      
43 Public Bill Committee (2010-11) Health & Social Care Bill. Memorandum submitted by the Chartered Institute 
of Housing  
44 Public Bill Committee (2010-11) Health & Social Care Bill. Memorandum submitted by the Chartered Institute 
of Environmental Health 
45 Health Committee - Twelfth Report (2011-12) Public Health, Volume One 
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5.2.2 We have stated above that, whilst welcoming the overall framework of the public 
health reforms, the lack of statutory recognition for districts has contributed to some 
unnecessary local confusion over the role of district authorities. This has in some cases 
affected the adequacy of local preparations for the new arrangements.  

 
5.2.3 Our members public health survey showed that whilst negative views amongst district 

councils on positive relationships/engagement with HWBs has reduced from 36% in 
October 2011 to 14% in September 2012, it is clear from accompanying qualitative 
data that there are localised examples of resistance and reluctance to fully represent 
and acknowledge the role of districts in local public health systems. In our October 
survey, 63% of our members felt they had specific and unique barriers in engaging and 
contributing to the development of HWBs. The primary concerns focused on;  

 
• Restricted opportunities for districts to engage in the process, reinforced by 

the lack of representation 
• The need for the incorporation of specific mechanism to enable effective and 

regular inclusion 
• Lack of communication, engagement and feedback 

 
5.2.4 Our latest research suggests that as the reforms have progressed, many of these 

problems have been addressed at a local level, allowing implementation to proceed 
unimpeded. However, issues still remain. In some county areas, there continues to be 
reluctance to have sufficient representation on boards (including voting rights) or to 
effectively communicate HWBs developments and the role of district councils locally. 
Moreover, it is clear that current levels of representation have only been reached due 
to considerable pressure being applied by local districts themselves. This has in some 
cases led to the impression that districts are not equal or valued partners, creating 
confusion over communication channels, structures and governance and delaying the 
process of engagement, despite the vast majority of counties being early implementers 
of the reforms.  

 
5.2.5 Going forward, HWBs need to be mindful of these issues to realise the long-term 

benefits of the reforms. The DCN recognises that, by its very nature, localism 
inevitably leads to a variation in local responses and has the potential to encourage 
innovative local solutions. The DoH, therefore, was right to point out that ‘local 
variations in public health call for locally tailored solutions’.46 However, the need for 
district council input must be a constant, not variable factor. Districts will continue to 
provide key services such as housing, environmental, planning and leisure services; 
these services must be integrated into the wider public health system. Inequalities in 
involvement at district level cannot afford to be tolerated if sustainable reductions in 
health inequalities are to be achieved.  

 

                                                      
46 Department of Health (2010) Healthy Lives, Healthy People  
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5.2.6 It is clear from our research that the ability of districts to overcome barriers such as 
these shows a strong reliance on what the New Local Government Network (NLGN) 
call ‘soft’ levers of power being exercised by both county and district councils (see 
diagram).47   

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
5.2.7 Whilst we believe a statutory obligation on county councils would have ensured that 

counties apply these soft powers downwards earlier and more systematically, these 
powers need to be applied proactively upwards by districts. The lack of statutory role 
does not divest the sector of its key responsibilities in the new public health system. 
Our research shows that in the majority of cases, district and county councils have 
been active in exercising soft powers, particularly in two key areas;  

 
• Districts proactive internal preparation: our research shows that 84.6% of district 

respondents have undertaken detailed work or preparation for their role within the 
new public health arrangements. Work includes building links (97.1%), evidence 
gathering (66.2%), identifying local needs & priorities (80.9%), indentifying PH 
services (57.4%), cost-departmental impact assessments (36.8%), designing local 
strategies and plans (41.2%).   

 
• Districts cooperating among themselves to develop and present a ‘district 

perspective’ and counties being receptive to this collective voice on HWBs: Our 
evidence suggests that the increase in ‘positive’ engagement between districts and 
counties is largely due to counties being gradually more receptive to district council 
views. Alongside direct district representation, sub-locality or sounding boards are 
vital to this process, allowing districts a mechanism to feed information upwards to 
HWBs representing large geographical areas. Our latest public health survey showed 
that 64.9% of respondents were in some form of sub-locality, district or multi-
stakeholder health & wellbeing partnership.  

                                                      
47 New Local Government Network (2012) Healthy Places: Councils leading on public health 
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5.2.8 Our research has identified many examples of partnership work either well established 
or beginning to develop. We have also gathered a plethora of best practice material 
from districts on their on-going public health activity and preparations with partners. 
It is vital that this work is supported by the sector; the DCN’s on-going projects will 
continue to highlight the work of districts in the new public health system. This will 
help build on the work undertaken by the LGA and DoH (both past and on-going) to 
highlight the role of district councils in the public health system.  

 
5.3 Partnership work between districts and CCGs 
 
5.3.1 Overcoming any potential barriers to integration in two-tier areas will rely heavily on 

the relationships between clinically led CCGs and local authorities.  
 
5.3.2 In two-tier areas, it will be equally important that districts, as well as county councils, 

form close working partnerships with CCGs to integrate and commission joint 
services, where appropriate. In our consultation response on the powers and duties of 
HWBs we stated our belief that HWBs should be required to specifically consider 
district and CCG integration when carrying out their statutory role in promoting 
integration.48  

 
5.3.3 Our research has shown that districts have positively engaged with the sector so far, 

with 85.5% engaging with the sector in the lead up to the transition and 84.2% 
reporting this engagement to be positive. Moreover, 82% of districts which have 
formed a sub-locality HWB had local CCG(s) as stakeholder on these boards. 
Examples of work already developing between the two sectors include forming local 
priorities and commissioning plans, managing joint assets and developing joint 
procurement plans. However, HWBs need to be aware that potential barriers do still 
remain between the sectors. Our members provided 51 additional comments on the 
potential barriers to integration at a local level, focusing on;  

 
• Lack of interest/understanding of district council role amongst CCGs 
• CCGs lack resources & capacity to engage effectively 
• Cultural differences between two sectors (i.e. CCGs very clinically focused)  
• CCG boundaries not aligned to district boundaries creating competing priorities for 

CCGs 
 
6. The financial arrangements underpinning local authorities’ responsibilities 
 
6.1 In line with other bodies including the LGA, we believe that the overall funding levels 

for public health are comparatively low compared to the overall spend on healthcare 
services in England. To achieve radical acceleration in the prevention agenda and 

                                                      
48 District Council Network (2012) Consultation Response to: Joint  Strategic Needs Assessments & Joint Health & 
Wellbeing Strategies – Draft Guidance 
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sustained reductions in health inequalities will need the policy rhetoric on system 
change to be matched by a commitment to make up for the historical short fall in 
public health funding the government recognised in the Public Health White Paper.49 
This must also be put in the context of the funding challenges facing local 
government, particularly the LGA funding projections up to 2020.50 Nonetheless, the 
dedication of a ring-fenced public health budget is a step in the right direction. 

 
6.2 The DoH has previously made it clear that they see ‘some devolution of the public 

health budget down to the second tier, without a doubt’.51 We welcome this 
acknowledgment that in two-tier areas districts are well placed to deliver and 
commission public health services within their locality. Ultimately, this will be a 
decision for local HWBs in close consultation with district authorities. However, the 
DCN believes that it is inevitable that some form of funding devolution will occur, 
given districts’ expertise in vital areas such as housing.   

 
6.3 A key part of any potential funding devolution will be related to the incentive 

payment - the health premium. When introduced from 2015, HWBs will be paid 
additional funds for progress against the PHOF indicators. In two-tier areas the 
responsibility for achieving improvements in the outcomes framework will rely 
heavily on district council services, both directly and indirectly. For instance, 
indicators on homelessness, air and noise pollution form part of districts statutory 
duties, whilst district services significantly impact on community safety, physical 
activity and housing related indicators on injuries, falls and excess winter deaths.  

 
6.4 It is our understanding that discussions are on-going at the DoH on how the health 

premium will be allocated in two-tier areas to take account of this issue. In many 
cases, especially in areas such as housing, environmental services and leisure 
provision, districts will continue to fund key public health interventions from their 
core revenue budgets. We agree strongly that this should be the case. However, the 
funding framework for the health premium must be designed so that it incentivises 
both county and district councils to make progress against the indicators, 
acknowledging the contribution of districts statutory and discretionary services whilst 
fairly allocating any reward-based grant. The DCN is committed to working closely 
with DoH, and other bodies, such as the LGA and County Councils Network, in 
agreeing a funding formula that is both fair and operationally practical.  

 
 
 
October 2012 

                                                      
49 Department of Health (2010) Healthy Lives, Healthy People 
50 Local Government Association (2012) Funding outlook for councils from 2010/11 to 2019/20: Preliminary 
modelling 
51 Health Committee - Twelfth Report (2011-12) Public Health, Volume Two (Public Health Minister Oral 
Evidence) 
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Written submission from Professor Gabriel Scally (HLTH 09) 

Summary 
 
Improvement in the health of the population is one of the key tasks of civil society and it is 
appropriate that it is again going to be the task of local government in England. There are 
however serious concerns about the circumstances surrounding the transfer of some public 
health responsibilities from the NHS to local government. None of these are insuperable but 
unless they are recognized and dealt with it is unlikely that the transfer will be a success and, 
at worst, it may mark a deterioration in some aspects of public health. 
 
Source of Submission 
 
Professor Gabriel Scally is a senior public health physician who was, until March 2012, a 
Regional Director of Public health in England. As the longest serving RDPH in the almost 40 
year history of the post he is well placed to comment upon the current changes. Professor 
Scally’s current post is Director of the WHO Collaborating Centre for Healthy Urban 
Environments t the University of the West of England. He has published widely on public 
health and, along with Sir Liam Donaldson, is joint author of the standard textbook 
‘Donaldsons’ Essential Public health’. 
 
Comments on the key points identified in the call for submissions 
 
• the introduction of a public health role for councils 
 
The return of public health responsibility to local authorities is to be welcomed. There is a 
necessity for local authorities to examine their entire operation in respect of the duty to 
improve health. For example; the vast majority of local authority pension funds have 
significant holdings in tobacco companies.  This will shortly be in conflict with the new duty. 
The new responsibilities will useful compliment current responsibilities such as 
environmental health, transport and planning. 
 
• the adequacy of preparations for the new arrangements 
 
The preparations have been handled adequately given the uncertainties surrounding the 
structure and organisation of public health services.  
 
• the objectives of the new arrangements and how their impact can be measured 
 
Given the split in responsibilities it is difficult to see how progress will be measured. There are 
substantial gaps in available data and the incorporation of the previously independent 
Regional Public Health Observatories and Cancer Registries into Public Health England 
(which is part of the Department of Health) does not provide reassurance that data and 
support around information will be forthcoming and free of central government interference. 
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• the intended role of Health and Wellbeing Boards in coordinating the NHS, social 
care and public health at the local level 
 
The remit of Health and Wellbeing Boards that has been consulted upon recently by the 
Department of health is very disappointing in that it concentrates on the commissioning of 
services. This will have the effect of concentration attention on the Social Care / NHS 
interface and lead to the relative neglect of health improvement and the importance of action 
on the wider determinants of health.  
 
• how all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and education 
 
At the centre of the answer to this question should be the Director of Public Health and his or 
her team of public health specialists. They should have a broad remit in regard to the full 
range of determinants of health in local areas and form effective partnerships dealing with 
major public health issues such as alcohol, tobacco, obesity, air pollution etc. It will be 
important that they are not seen as a peripheral component of local authority functioning and 
placed in a subservient role to other Directors within the management structure. 
 
• barriers to integration, including issues in multi-tier areas 
 
District Councils have important public health roles, such as environmental health, and 
should be full partners in broad based public health programmes. 
 
• how the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level; 
 
There remains considerable and unacceptable uncertainty about the health protection 
function and failure to clarify arrangements may place local populations at considerable risk 
in the event of a major health protection issue occurring. 
 
• the accountability of Directors of Public Health 
 
There has been a failure to learn from history, and Directors of Public Health are not placed 
appropriately in many local authorities. In some places the public health function has been 
seen as a minor concern because of its limited budget and the highly trained staff as a threat 
to other professional groups. This bodes ill for the future expertise upon which local 
authorities will be able to call.  
 
• the financial arrangements underpinning local authorities’ responsibilities, including 
the ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
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The split of services and budgets between the NHS National Commissioning Board and local 
authorities may turn out to be disastrous for some important public health services and 
responsibilities. The areas of concern include screening, immunisation, health protection and 
sexual health. There are further genuine concerns about the allocation formula that is 
proposed for allocations to local authorities. If this is not handled properly the effects on 
services available to local people may be very severe. 
 
 
October 2012 
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Written submission from the Centre for Public Scrutiny (HLTH 10) 

This submission draws on our thinking about transparent, inclusive and accountable health 
services and health improvement; our work on the health reforms to date; our experience of 
developing policy and supporting successful practical programmes; and our work with local 
councils and partners to help implement the reforms locally. 
 
About the Centre for Public Scrutiny (CfPS) 
 
CfPS (an independent charity) is the leading national organisation for ideas, thinking and the 
application and development of policy and practice to promote transparent, inclusive and 
accountable public services. We support individuals, organisations and communities to put 
our principles into practice in the design, delivery and monitoring of public services in ways 
that build knowledge, skills and trust so that effective solutions are identified together by 
decision-makers, practitioners and people who use services. 
We work across government (for example with the Department of Health, Communities and 
Local Government, Home Office, Department of Work and Pensions), with the Local 
Government Association and with stakeholders across primary and acute care (for example 
with the NHS Confederation, NHS Alliance, Foundation Trust Network, Care Quality 
Commission, Independent Reconfiguration Panel). We have supported councils and NHS 
bodies individually and collectively through our comprehensive published guidance, events 
and network of expert advisers.   
CfPS believes that public services should be transparent, inclusive and accountable. In the 
context of improving health these principles should be 
applied to ensure that commissioners and providers of 
healthcare understand and respond to the needs and 
aspirations of local people for their health and care.  
 
Why transparency, involvement and accountability are 
important 
Organisations building a culture based on these principles are 
more likely to demonstrate themselves as credible to people 
who use services and communities. Putting these principles at 
the heart of their new role in health will help councils 
demonstrate credibility. Four mutually reinforcing principles, 
leading to improved public services, need to be embedded at 
every level:  

 
• Providing constructive ‘critical friend’ challenge.  
• Amplifying the voices and concerns of the public. 
• Led by independent people who take responsibility for their role. 
• Driving improvement in public services. 
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CfPS submission 
 
The Committee may be aware of our policy paper ‘Accountability Works’ (2010) and our 
practical framework for action ‘Accountability Works for You’ (2011)52. These set out the case 
for stronger local accountability, arguing for joined up approaches that link people together 
and encourage the development of co-production i.e. professionals, the public and their 
representatives finding solutions to problems together. The need to improve outcomes at a 
time of economic and demographic challenge makes this an imperative and our 
‘Accountability Works for You’ framework is helping public organisations take forward these 
ideas in their areas in very tangible ways. The Committee may wish to endorse our principles 
– the idea that ‘culture and values’ are more important than ‘structures and processes’ - when 
it is considering its report about councils’ role in health.    
 
We welcome the new role for councils in health, although we recognise that councils have 
always had a significant influence on people’s health. We believe that councils can be the 
catalyst for re-defining relationships and behaviours between: 
 
  Professionals, patients and carers (e.g. through shared decision-making). 
  Commissioners and providers (e.g. through shifting the balance of power and    
     capacity to change the status quo). 
      Commissioners, providers and communities (e.g. through involvement and  
   influence). 
 Commissioners, providers and councillors (e.g. through political leadership and  
    scrutiny). 
 
We welcome the creation of health and wellbeing boards, the strengthening of joint strategic 
needs assessments (JSNAs) and the introduction of joint health and wellbeing strategies 
(JHWSs). We recognise that a ‘one size fits all’ approach has not always been appropriate in 
the past and that local clinicians have not always felt the freedom to adapt national 
frameworks to local circumstances. In this context we think that councils, with partners on 
health and wellbeing boards, will need to be clear about how they can work with the NHS 
Commissioning Board to ensure joint strategic needs assessments reflect what local people 
say are prevalent risks to health and joint health and well-being strategies focus resources on 
local priorities. 
 
We think that the best JSNAs and JHWSs will go beyond health and social care services, for 
example covering housing, education, skills and business growth. Councils should make sure 
that the knowledge and skills represented by Directors of Public Health add value across the 
whole spectrum of council activity.  
 
We do not believe that improving health is something restricted to ‘top tier’ councils. There is 
a role for district councils in two tier areas, both through their operational functions (for 
example, housing, leisure, environment and planning) and their scrutiny arrangements. 
                                                      
52 http://www.cfps.org.uk/accountability-works 
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We think that council scrutiny can help secure credible JSNAs, JHWSs, influence 
commissioning plans and integrated services and keep in touch with the experiences of 
people who use services. A model for how this might work in two-tier areas is shown below: 
 

 
 
Freedom from central control means that local accountability needs strengthening so that 
local people have confidence that commissioners and providers are focused on safe services 
that provide good quality and value. Communities need confidence that public services are 
focused on sustainable long term improvement not short term financial gain. Councillors – 
with their unique democratic mandate to speak up for people about everything that happens 
in an area - should be at the heart of this new approach. A greater focus on improving health 
and reducing inequalities will also provide a real opportunity to ensure that councillors can 
enhance their relationship with their electorate, strengthening their role in challenging 
services provided by many different partners, and effecting real change on behalf of the 
residents of their patch – community leadership. 
 
The Centre has been running a successful Health Scrutiny Programme since health scrutiny 
powers were introduced following the 2001 Act. In 2009 we began supporting local councils 
to use scrutiny functions to focus on health inequalities. This work has proven that council 
scrutiny has a key public health role; bringing a different perspective and adding value to the 
work of NHS professionals. Health scrutiny has been effective at improving health services 
and the experience of people who use them. It has also been effective at involving the public 
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in its work. However in order to do this is has relied on two complementary roles: ‘overview’ 
and ‘scrutiny’. 
 

o Overview: a strategic view of the risks faced by communities and their health and 
social care needs – for example arrangements made by commissioners and 
providers to understand risks and needs, set priorities for investment in integrated 
services to mitigate risks and meet needs and assess the value of outcomes from 
those investments. This role helps council health scrutiny functions to add value 
to joint strategic needs assessments and joint health and well-being strategies.  

 
o Scrutiny: operational aspects of planning and delivering health and social care 

services, focused on the experience of people who use services – for example, 
shared decision making in individual treatment and care, collective involvement 
in decisions about reconfiguration of services, outcomes for particular groups of 
people who use particular services. This role helps council health scrutiny 
functions to add value to service improvement.  

 
Building on the theme of councillors as ‘guardians’ of people and places, it is important to be 
clear about how they can use processes for challenge and accountability to provide assurance 
for local people that their needs and aspirations are understood, that services are being 
planned and delivered around their long term needs and that public agencies understand 
(and are working together to mitigate) risks to the resilience and prosperity of communities. 
 
It is important to be clear that we are not arguing for retained bureaucracy or simply to retain 
the status quo. Public sector reform demands a fresh look at how councillors review and 
challenge services on behalf of, but increasing alongside, local people. First of all, the language 
of ‘accountability’, ‘scrutiny’ or ‘challenge’ can give a misleading impression of what these 
functions can achieve. For example, ’holding to account’ is not always about reacting to 
decisions that have been made, it is much more than this – it is about influencing every part 
of the business cycle, as illustrated in this diagram:  
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Every aspect of review and challenge is important (a useful set of tools), we think councillors 
can add more value if they operate predominantly at the top levels of the diagram (focusing 
on outcomes and future strategy) rather than at the bottom levels (focusing on process and 
performance). 
 
Overview and scrutiny: a powerful public health tool 
 
Through our work we have identified a role for council scrutiny in developing a strong JSNA 
and the JHWS that flows from it.  Our publication ‘Peeling the onion’ – learning, tips and 
tools from the Health Inequalities Scrutiny Programme53 - described in detail how local 
authorities and in particular the scrutiny function could be used to improve health and 
reduce inequalities.  The publication followed the journey of 10 ‘Scrutiny Development Areas’ 
and how they refined the scrutiny process to add real value to the work of the NHS and 
improve outcomes for local people.   
 
This work demonstrated that there is also a vital role for council scrutiny in ensuring that 
commissioned services meet need and improve health outcomes for local people. It is evident 
that the role of scrutiny can enhance the development of robust JSNAs and JHWSs – this role 
needs to be emphasised further. Council scrutiny can: 
 
Be pro-active 
 
Our work has highlighted a pro-active role for scrutiny – not just moving in when things go 
wrong - helping members of health and well-being boards to understand the issues that 
communities face and suggest solutions by looking through a different lens to help to: 
 
                                                      
53 http://politiquessociales.net/IMG/pdf/CfPSPeelingonionfin_1_1_.pdf 
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o Develop local understanding – of the area, the data and the people – helping with the 
development of the joint strategic needs assessment. 

o Engage the community – the right people at the right time in the right place – getting 
to understand the local picture to build an effective health and wellbeing strategy. 

o Improve partnership working, ownership and leadership of health and wellbeing. 
 
Help to maintain a focus on improving outcomes 
 
Our work has demonstrated that scrutiny can play an active role in a renewed focus on 
outcomes and ensuring that health is improved.  Moving from scrutiny of organisations to 
looking at care pathways and outcomes can help to ensure that the actions of the Health and 
Wellbeing Board and clinical commissioning groups impact positively on the community in 
an integrated system of care. 
 
We have demonstrated the valuable role of scrutiny within the health and social care system, 
making it an effective public health tool to tackle health inequalities.  Our success in this area 
led to the Centre developing a new model of scrutiny (our publication – Tipping the scales54) 
that measured the impact of the review and of the recommendations that came from it.  We 
worked with a Senior Fellow of the Institute of Health Equity (who was heavily involved in 
the Marmot Review that was published in 2010), and local councils to develop this approach.  
The model has been welcomed by the Department of Health and is currently being used to 
support the Inclusion Health agenda – tackling inequalities for the most vulnerable in our 
society. 
 
Contribute to a wider system of health and social care 
 
Our most recent publication -  ‘Local Healthwatch, health and wellbeing boards, council 
health scrutiny – roles relationships and adding value55’ focused on the contrasting and 
complementary roles within this triangular relationship and how they would work together to 
ensure that their skills and capacity are fully utilised.  For example, scrutiny can review topical 
issues or help to identify gaps in provision, making recommendations to the Health and 
Well-being Boards for inclusion within the JSNA and JHWS. 
 
Councils can get added value through council scrutiny, local Healthwatch and Health and 
Wellbeing Boards working together with the goal of improving outcomes.  
Conclusions 
 
We welcome the recognition that healthcare and social care services need to be more closely 
aligned. It makes sense to remove barriers to integration of services. The ‘power of general 
competence’ is a major step forward in freeing councils to work with others. It needs to be as 
easy for others to work with councils. What is important is that current and future freedoms 
are transparent and accountable and that new barriers to integration are not created. 

                                                      
54 http://www.cfps.org.uk/publications?item=7137&offset=0 
55 http://cfps.org.uk/domains/cfps.org.uk/local/media/downloads/L12_693_CFPS_Healthwatch_and_Scrutiny_final_for_web.pdf 
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It is often at organisational boundaries that people’s experiences of services break down. The 
role for councils to co-ordinate healthcare, social care and health improvement is welcomed. 
The development of ‘community budgets’ could be an opportunity for councils to focus 
public expenditure where it is needed, with the potential to help join up health and social care 
services by removing organisational and professional boundaries. Freeing up the way in 
which funding is allocated and greater flexibilities for genuinely pooled resources (both 
personnel and budgets) will help with this.  
 
More flexibility to target resources where need is greatest may mean reshaping services in 
order to invest in new, preventative and early intervention strategies. This would be a major 
cultural shift - health improvement will increasingly be achieved by mainstream services 
rather than hospital-based services. Early and ongoing transparent engagement and 
communication with people, patients and service users and staff would be crucial to ensure 
that they can influence these changes, through direct involvement and through effective and 
independent scrutiny.  
 
 
 
October 2012 
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Written submission from Sanofi Pasteur MSD (HLTH 11) 

Introduction 
 
Sanofi Pasteur MSD is the only European company dedicated exclusively to vaccines.  The 
company’s heritage stems from the work of vaccine pioneers such as Louis Pasteur and 
Marcel Mérieux of the late 19th century and innovators of the modern-era, Jonas Salk and 
Maurice Hilleman.  Through its mission to develop and manufacture efficacious and well 
tolerated vaccines, Sanofi Pasteur MSD is committed to helping to improve individual and 
public health.  Our wide vaccine range helps protect people against 20 infectious diseases.  
Today Sanofi Pasteur MSD is a major supplier to the NHS for the childhood vaccination 
programme, the seasonal flu vaccination campaign and travel vaccines. 
 
The Communities and Local Government Select Committee has called for submissions to 
inform their inquiry on the future role of English local authorities with regard to health 
issues.  The recommendations contained in this report are submitted on behalf of Sanofi 
Pasteur MSD, and have been informed by discussions held with Directors of Public Health 
and local councillors representing both urban and rural areas in England.  The focus of this 
submission is specifically on immunisation and public health. 
 
Key Recommendations 
 
The recommendations are being made during a period of major transition, both for the NHS 
and local government, as the public health functions transfer and become the responsibility of 
local government.  
 
 Strong leadership at both local and national level is important to ensure that 

immunisation remains a priority and uptake levels are maintained and improved in 
the new system. 

 
 A standardised approach to data collection will be required across all local authorities.  

It will be important to ensure that robust systems are in place to ensure consistent, 
accurate and appropriate collection and sharing of data between local authorities and 
GPs.  

 
 Appropriate systems should be established to ensure the monitoring of immunisation 

in schools.  This should include notification to children’s GPs that attend schools that 
have opted out of the school nurse services, to ensure that the GP can provide the 
appropriate vaccinations.  Currently, GPs are often unaware that children have not 
received HPV and the Td/IPV booster within the school setting.  

 
 Clear lines of accountability should be established to ensure there is responsibility for 

maintaining vaccination uptake rates. 
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 Systematic sharing of best practice is needed which allows demographically similar 
places to understand common barriers and challenges and to share solutions. 

 
 All agencies involved in the delivery of vaccination programmes should have a duty to 

cooperate with local authorities and the NHS Commissioning Board. 
 
1.0 Background 
 
The UK has one of the best vaccination programmes in the world.  It is important that this is 
maintained and is not jeopardised by the NHS reforms and the transfer of responsibility for 
adolescent vaccination programmes, namely Human Papillomavirus (HPV) and Td/IPV, to 
local authorities. 
 
There is still significant uncertainty resulting from the new structure and details regarding 
responsibility and accountability for the delivery of immunisation services.  There is a risk 
that by placing public health responsibility within local government, health issues may 
become politicised and national recommendations such as those for immunisation 
programmes may be rejected, overlooked or neglected in exchange for a focus on politically 
more advantageous issues.  
 
Responsibility for sexual health will fall under the remit of local authorities.  For some 
councillors this may be a challenging and contentious issue and will therefore be difficult to 
reconcile with the public health needs of the local population.  For example, HPV is a sexually 
transmitted disease which causes a range of diseases, including cervical cancer.  There is a 
risk, that a local political decision to stop HPV immunisation programmes in schools is taken 
on the grounds of personal, political or religious beliefs and/or influence from strong local 
interest groups. 
 
The role of Directors of Public Health (DsPH) covers the entire local population and impacts 
on the majority of local government functions.  From an immunisation perspective, it is 
important that the role is one of independent leadership and is not subsumed into other 
functions such as Adult and Social Care as immunisation also covers children and young 
people (0-19 years). 
 
1.1 RECOMMENDATION: Strong leadership at both local and national level is important 
to ensure that immunisation remains a priority and uptake levels are maintained and 
improved in the new system. 
 
2.0 The adequacy of preparations for the new arrangements 
 
Data collection and sharing is an integral component of effective immunisation programmes 
and management of communicable disease.  Data collection systems need to be addressed as 
there are fundamental IT issues regarding inoperability and data standardisation.  Areas 
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collect data in different ways, which can create difficulty for data comparison between 
authorities.  In addition, there is lack of clarity regarding responsibility for data collection.  
Local authorities will be required to collect data in relation to immunisation, but as they do 
not have prior experience of immunisation data collection, there is a real possibility that data 
will not be properly collected and will not be collated to the standard currently delivered by 
the Health Protection Agency (HPA).  This may impact on immunisation uptake rates, 
specifically in hard to reach groups and may contribute to increasing inequalities within the 
authority. 
 
2.1 RECOMMENDATION: A standardised approach to data collection will be required 
across all local authorities.  It will be important to ensure that robust systems are in place 
to ensure consistent, accurate and appropriate collection and sharing of data between 
local authorities and GPs.  
 
3.0 How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 
 
It is important that local authorities ensure that public health and education services are 
monitored and integrated.  The introduction of free schools and academies, which fall outside 
the control of local authorities, has resulted in public health services, including immunisation 
programmes, not being provided to children in some of these schools, leaving cohorts of 
children unvaccinated. 
 
In addition to the children in these schools not receiving the vaccinations they would usually 
expect to receive in a school setting, often this information is not communicated to the child’s 
GP.  It is essential to ensure that sharing of schools vaccination information is optimised both 
geographically and between responsible organisations.  All schools vaccinations should be 
recorded with the appropriate primary care organisation, primarily the child’s GP.  Currently, 
this is not always shared, resulting in incomplete records.  Coverage data for adolescent 
vaccination programmes, with the exception of the HPV primary cohort, is poor.  Unless 
monitoring systems are able to derive accurate denominator and numerator estimates for 
populations at a local level, monitoring of the UK’s adolescent vaccination programme is 
unlikely to generate accurate cover data.  
 
3.1 RECOMMENDATION: Appropriate systems should be established to ensure the 
monitoring of immunisation in schools.  This should include notification to children’s 
GPs that attend schools that have opted out of the school nurse services, to ensure that the 
GP can provide the appropriate vaccinations.  Currently, GPs are often unaware that 
children have not received HPV and the Td/IPV booster within the school setting.  
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4.0 The accountability of Directors of Public Health 
 
The renewed focus on the role of Directors of Public Health (DsPH) is to be welcomed as they 
are critical to ensuring high local uptake of vaccination programmes.  However, there are 
concerns regarding the relationship between DsPH and the Local Area Teams (LATs) and 
local authorities.  DsPH will be reliant on their advice being accepted by the LATs and local 
authorities, but they will not have any levers or mechanisms to ensure that the public health 
advice they provide is acted upon.  DsPH might become just ‘one voice amongst many’ trying 
to influence the LATs.  Without formal levers within local authorities, the ability of the DsPH 
to influence local decisions in their area may be solely reliant on personality and ability to 
build strong relationships. 
 
There is currently confusion over accountability and the role of DsPH, as it still remains 
unclear who will be responsible for immunisation uptake in the new system.   Were 
immunisation rates in an area to fall in the past, PCTs would be held to account by Ministers, 
but it is clear that the Secretary of State for Health does not foresee the same level of 
ministerial oversight under the new arrangements.  Without the Secretary of State for Health 
being ultimately responsible for falling standards, or uptake rates, there are concerns over 
how LATs will be held to account for their commissioning decisions.  
 
4.1 RECOMMENDATION: Clear lines of accountability should be established to ensure 
there is responsibility for maintaining vaccination uptake rates. 
 
5.0 Barriers to integration, including issues in multi-tier areas 
 
To ensure immunisation programmes are delivered successfully there needs to be a clearly 
identified lead who will be responsible for immunisation across the various providers.  
Currently, one barrier to integration is the number of service providers in the new system and 
the commissioning complexities which may result in fragmentation of service delivery.  The 
NHS Commissioning Board will commission services from a broad range of organisations, 
which in turn will be commissioned to provide other services by the local authority.  It is 
therefore possible that organisations may commission services in silos, rather than in 
collaboration with other organisations and departments within authorities. 
 
It is recognised that there are also strong cultural differences between health professionals 
and their local authority colleagues, which may impact on integration.  It requires resource 
commitment and planning to support effective integration between the cultures.  The 
development of national guidelines and sharing of best practice for local adaptation could 
help facilitate joint working and ameliorate cultural differences.  
 
5.1 RECOMMENDATION: Systematic sharing of best practice is needed which allows 
demographically similar places to understand common barriers and challenges and to 
share solutions. 
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5.2 RECOMMENDATION: All agencies involved in the delivery of vaccination 
programmes should have a duty to cooperate with local authorities and the NHS 
Commissioning Board. 
 
 
October 2012 



77 

 

Written submission from UK Healthy Cities Network (HLTH 12) 

EXECUTIVE SUMMARY  
 
This response provides feedback from members of the UK Healthy Cities Network 
(UKHCN). It is important to point out that Healthy City Co-ordinators are all senior posts 
(the majority at director level) and represent a mix of roles and professions across both 
Health and Local Government – thus presenting an experienced, expert voice and providing a 
coherent and well-informed response. The Network also draws on a rich history of trail-
blazing values-based work within the UK and across Europe. Network cities and towns are 
committed to embedding health and health equity in all local policies, to improving the 
health of their populations and to developing a strong collective voice for Public Health (PH).  
 
Key themes include: 
 

• The role of the Healthy Cities Movement and the UKHCN in supporting the 
transition. 

• Roles and responsibilities in relation to the transition into Local Authorities (LA) and 
the need for clear governance as PH moves into a democratic institution governed by 
party politics – also highlighting the complexity of delivery in multi-tier authorities. 

• The opportunity that Health and Wellbeing Boards (HWBs) present to develop better 
integrated working in local neighbourhoods and communities to address health 
inequalities and the wider determinants of health.  

• The need to consider organisational and operational management challenges and 
workforce integration issues. 

• The importance of maintaining an independent PH voice, particularly in relation to 
politically -sensitive issues. 

• The value of adopting an assets-based approach and the importance of engaging 
partners, in particular the voluntary, community and faith sectors. 

• The need for clarity around financial arrangements, co-production and pooled/shared 
budgets. 

 
The response also provides references and hyperlinks to some key texts and includes a 
number of recommendations.  
 
UK HEALTHY CITIES NETWORK 
 
1. The unique role of Healthy Cities and the National Network 

 
1.1. The UKHCN is part of a global movement for PH and sustainable development with 

over 25 years’ experience of developing creative solutions to old and new challenges – 
engaging LAs and their partners in health development through a process of political 
commitment, institutional change, capacity-building, partnership-based planning 
and innovative projects. The movement has been led and supported by the World 
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Health Organization (WHO), but the Network also draws on a rich history of trail-
blazing values-based work within the UK and seeks to be at the leading edge in 
anticipating and responding to current and future demands facing our cities and 
towns. One of around 20 national Healthy Cities networks across Europe accredited 
by WHO, the UKHCN was established in 2011 with funding from the Department of 
Health for England and the PH Agency for Northern Ireland – and is co-ordinated by 
the Healthy Settings Unit at the University of Central Lancashire. It currently has 19 
member cities and towns (and is engaged with another 19 interested in exploring 
membership), with the Healthy City Co-ordinators representing a mix of 
roles/professions across both Health and Local Government. 
 

1.2. Our vision is to develop a creative, supportive and motivating network for UK cities 
and towns that are tackling health inequalities and striving to put health 
improvement and health equity at the core of all local policies. Within this, our aims 
are to: 

 
• enhance learning and build capacity through sharing ideas, experience and best 

practice 
• widen participation in the Healthy Cities movement and support member towns 

and cities to develop and test innovative approaches to emerging PH issues 
• become a strong collective voice for health, wellbeing, equity and sustainable 

development – informing and influencing local, regional, country and national 
policy. 

 
1.3. The UKHCN is well placed to support the transfer of PH functions to LAs. Healthy 

Cities is a global movement that has a long history of engaging LAs and their partners 
in health development through a process of political commitment, institutional 
change, capacity-building, partnership-based planning and innovative projects.  
 

1.4. The Network provides access to expert knowledge and experience from across the UK 
and Europe including focused activity through subgroups (including: Politicians, 
Community Development, Planning, and Academic).  

 
1.5. Over 20 years and through many changes in political and public health systems, 

Healthy Cities has been steadfast in its focus on political leadership and partnership 
working to tackle the social determinants of health and health inequality. These 
values have stood the test of time and are as crucial now as they were when first 
proposed. The UKHCN offers a real opportunity to embed these values still further 
and support a local and national movement towards putting health and health equity 
into all policies 

 
1.6. The five core domains outlined in the PH outcomes framework sit comfortably with 

the principles and activities of the Network providing the architecture and expertise 
to support delivery at a local and national level.  
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1.7. The UK Healthy Cities and the National Network provide an established structure to 
support the development and delivery of the European Policy Framework Health 
2020. Phase VI of the WHO European Healthy Cities Network will focus on the key 
priorities outlined in Health 2020 and there will be a structured transition from Phase 
V. This also provides the mechanism to better connect policy at a national and 
European level and provides the legitimacy and opportunity to inform and influence 
governance for health. 

 
RECOMMENDATIONS FOR ACTION  
 
2. The introduction of a Public Health role for councils  

 
2.1. The UKHCN welcomes a strengthened role for councils in improving health and 

wellbeing. However, we feel it is important to acknowledge that councils have always 
had a key role in tackling PH issues such as health inequalities and the wider 
determinants of health – and that there is an important opportunity to harness 
existing expertise in the system.  The UKHCN already has an enormous wealth of 
experience in delivering PH outcomes within LAs – the transition of PH specialists to 
local government is not the beginning of the journey, just the next step.   
 

2.2. We would particularly caution against ‘reinventing the wheel’ and would draw the 
Committee’s attention to existing guides for example the WHO Healthy Cities 
publication Addressing the social determinants of health: the urban dimension and 
the role of local government which focusses on the social determinants of health in 
the urban context and explores the role of local government in nurturing 
psychosocial wellbeing and resilience at both individual and population levels. 

 
2.3. The UKHCN recommends that councils exploit existing expertise and experience to 

support the transition and offer the Network as a vehicle for doing this.   
 

3. The adequacy of preparations for the new arrangements 
 
3.1. Due to the timescales there is a real danger of losing PH staff in the transition. 

Existing PH teams within PCTs have historically been understaffed and as a result of 
the merger of teams and recent recruitment freezes, teams are already operating at a 
greatly reduced capacity. The system stands to lose additional staff as local structures 
emerge and service cuts become a reality. This will result in a loss of knowledge and 
expertise, which has been generated in part through NHS expenditure (e.g. through 
skilling up staff through Masters in Public Health and other associated training 
programs). 
 

3.2. There will be a number of operational challenges, for example the costs of the physical 
movement of staff and the impact on organisational infrastructures (e.g. IT). In 
addition to this, many institutions are cutting costs and introducing large, open-plan 

http://www.euro.who.int/__data/assets/pdf_file/0005/166136/UrbanDimensions.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/166136/UrbanDimensions.pdf
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office areas and ‘hot desking’ which can have a negative impact on an individual’s 
health and wellbeing at work. 

 
3.3. In relation to workforce development, we welcome the PH workforce Strategy. 

However, it is our view that the Strategy fails to understand either the role of local 
government and the context that PH will have within this, or the breadth of current 
PH work within local government. This highlights the need for a clearly-defined PH 
professional body that encompasses the whole profession, (the Faculty of PH focuses 
only on consultant level PH) 

 
3.4. Further consideration needs to be given to the role of managers of PH in a LA 

structure where staff are spread through departments not managed by the DPH but 
by Executive Directors or Directors. There needs to be clarity and a common purpose 
underpinned by core values and principles. We would especially commend the WHO 
values and principles (equity, solidarity, sustainability, empowerment, intersectoral 
collaboration, community development and participatory governance, which have 
influenced PH and Health Promotion Specialists for several decades in the UK – not 
just those in Healthy Cities. The core themes and priorities in the European Policy 
Framework Health 2020 offer a useful framework; these will form the core of Phase 
VI of the European Healthy Cities Network.  

 
3.5. The UKHCN provides a core PH function, drawing expertise from a multi-sectoral 

and multi-professional knowledge and skills base. 
 

4. The objectives of the new arrangements and how their impact can be measured 
 
4.1. We would caution against using short-term ‘performance’ targets to measure impact 

as these are unhelpful in addressing the complexity of PH issues. Much of the current 
DH thinking seems to translate ‘action’ around wellbeing and health into the 
commissioning and provision of services.  LAs have other methods of working that 
can improve wellbeing and health (e.g. spatial planning, use of regulation) which 
have the potential to affect whole populations in a more sustainable way and over 
longer timescales.  
 

4.2. The UKHCN is currently exploring the potential for developing a set of indicators 
that would address the gap by measuring things that aren’t measured at the moment 
(e.g. social capital, networking, resilience). We would welcome a partnership 
approach to this work.  

 
4.3. The UKHCN cautions against a linear cause-effect approach to setting objectives 

and measuring impact and recommends that councils and other 
organisations/networks across England work with us to develop a set of indicators 
which will build upon and enhance existing performance frameworks.   
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5. The intended role of Health and Wellbeing Boards in coordinating the NHS, social 
care and Public Health  at the local level 
 
5.1. The UKHCN recognises and welcomes the opportunity that HWBs present to develop 

better integrated working in local neighbourhoods and communities to address 
health inequalities and the wider determinants of health through partnership 
working. However, we are concerned that the demands of commissioning health and 
social care have the potential to swamp HWBs’ consideration of other services 
impacting on health (e.g. land use, planning, housing, green space, transport, 
sustainability, climate change, resource depletion).  
 

5.2. The UKHCN recommends that each Health and Wellbeing Board should have a 
health inequalities champion.  

 
5.3. The UKHCN considers that HWBs should be about governance for health, not just 

the governance of health (services) and refers the Committee to the WHO 
publication  “Governance for health in the 21st  Century”.   

 
5.4. Local government is a democratic institution governed by party politics - and it is 

important to recognise that staff moving from the NHS will often not have 
experienced working in a politically-led environment.  Local transition plans must 
support staff in developing a vision for local councillors and officers to develop an 
understanding about what PH can provide, and to develop skills for working in a 
politically-led environment. 

 
5.5. There will be particular challenges for two-tier authorities where HWBs and their 

responsibilities sit at the upper tier. In many instances PH, social care and education 
will be at county-level, while planning, housing, parks and green space and 
environmental health are at district-level.  

 
5.6. Therefore, robust local ‘governance for health’ structures will need to be put in place. 

Improving leadership and participatory governance for health is a key strategic 
objective of the European Policy Framework Health 2020. We would recommend the 
establishment of Health and Wellbeing partnerships at a district level and consider 
making these co-terminus with CCGs. This would present the opportunity to 
establish a set of key priorities, roles and responsibilities at each tier and provide a 
two-way flow of information.  It would also support co-production and create 
additional capacity by allowing HWBs to draw on expertise from Health and 
Wellbeing partnerships and vice versa. 

 
5.7. As local authorities are democratic politically-led institutions, two-tier authorities will 

have to balance issues of power and control in relation to political party 
representation and involvement. There is also a danger in relation to continuity of 
service for HWBs, particularly in the cycle of election when membership of boards 

http://www.euro.who.int/__data/assets/pdf_file/0019/171334/RC62BD01-Governance-for-Health-Web.pdf
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could change radically. Within this context, it will be challenging for  DsPH to 
produce truly independent reports that may reflect negatively on local 
administrations. 

 
5.8. The UKHCN recommends that annual PH reports should be generated independent 

of political influence and that attention should be given to ensuring cross-party 
representation on HWBs.  

 
5.9. HWBs will have a duty to support commissioning through CCGs and District 

Councils and it is essential that there is integration across PH and LA teams to ensure 
synergy and consistent support. It will be important that staff have a robust 
knowledge of and responsibility for clearly-defined geographies and that flow of 
information happens in a coherent way.  

 
5.10. Joint Strategic Needs Assessments (JSNAs) and Health and Wellbeing 

Strategies (HWS) need to address wider issues in the context of local government. 
For example;  

 
• One of the Marmot objectives is to create and develop healthy and sustainable 

places and communities. The Localism Act 2011 introduced community-led 
neighbourhood development plans. An important function for JSNAs will be 
to supply the necessary small-area data providing evidence on local health 
issues to inform and support local communities to integrate health into their 
neighbourhood planning work. 

• The National Policy and Planning Framework sets out 12 core land-use 
planning principles that should underpin both plan-making and decision-
taking. One of them is to: "take account of and support local strategies to 
improve health, social and cultural wellbeing for all, and deliver sufficient 
community and cultural facilities and services to meet local needs".  The HWS is 
clearly one of these local strategies that planners need to take account of, and 
HWBs need to be aware of this when drawing them up.  
 

5.11. The UKHCN recommends the committee refers to the document “Reuniting 
health with planning – healthier  homes, healthier communities” .  
 

5.12. In looking at future health needs, both JSNAs and HWSs must address local 
health implications of climate change, including their responsibilities under Climate 
Change Act 2008, and other global environmental challenges such as peak oil and 
loss of biodiversity. 

 
5.13. Some members of the UKHCN are already examining how an assets-based 

approach can be integrated into JSNA. UKHCN supports this move and refers the 
Committee to Assets in Action: illustrating asset-based approaches for health 
improvement  a publication by the Glasgow Centre for Population Health.  

http://www.tcpa.org.uk/pages/reuniting-health-with-planning-healthier-homes-healthier-communities.html
http://www.tcpa.org.uk/pages/reuniting-health-with-planning-healthier-homes-healthier-communities.html
http://www.gcph.co.uk/assets/0000/3549/0071_assets_in_action_report_web_low_res.pdf
http://www.gcph.co.uk/assets/0000/3549/0071_assets_in_action_report_web_low_res.pdf
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6. How all LAs can promote better PH and ensure better health prevention with the 
link to sport and fitness, well-being, social care, housing and education 
6.1. A key issue in the transition of PH into LAs is the importance of ensuring that there 

are mechanisms to engage with the voluntary, community and faith sector. The 
sector plays a huge part in the local economy and in delivering services but often has 
to fight for its place around the table each time changes take place. It should be 
possible to harness existing community engagement mechanisms across Health and 
Local Government and build the required relationships, but it will be complex. The 
CCGs will have an outward-facing role and the National Commissioning Board will 
have local officers. The sector must have a clear opportunity to engage with the 
HWBs, HealthWatch and the JSNA process. 

 
6.2. An asset- based approach can enhance the creation of resilient communities and 

supportive environments. This is a developing area for LAs and is one of the four 
priorities in the European policy Framework Health 2020. Empowering local people, 
consumers and patients is critical for improving health outcomes, health system 
performance and patient satisfaction. 

 
7. Barriers to integration, including issues in multi-tier areas 

 
7.1. Issues raised in section 5.4 will be even more of a challenge in two-tier areas where 

HWBs, PH social care and education are at the county level, whilst planning, 
housing, parks and green space and environmental health are at the district.  

 
7.2. It must be remembered that local government is a democratic institution governed by 

party politics.  For PH this presents a new set of challenges; 
 

• Many PH issues could be deemed to be politically sensitive (e.g. fluoridation of 
water supplies, which may have a sound evidence base but would not be 
wholly supported by members of the public). 

• Ensuring representation of vulnerable and minority groups (e.g. lesbian gay 
bisexual and transgender, traveller groups, asylum seekers/refugees, 
offenders). These groups often have significant health needs but are not the 
voting majority. 

• It may prove challenging to direct limited resources/funding towards the most 
cost-effective and evidence-informed interventions in order to achieve the 
greatest health outcomes – as interventions relating to local high profile 
‘emotional’ causes may capture the attention of and gain great support from 
the public and elected members.  Related to this, there may be local 
perceptions that interventions or services not available locally are available 
elsewhere (e.g. IVF ). Ultimately this relates to the fundamental and 
inescapable challenge in health and social care of having to make choices in 
the prioritisation of services and interventions in the face of limited and finite 
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resources. There is great potential for these issues to be driven by media 
coverage and both overt and covert marketing by commercial interests.  

• Moral and value-based PH issues (e.g. prison healthcare, substance misuse 
services, lesbian gay bisexual and transgender services, teenage pregnancy 
services) may be contentious.  
 

8. The financial arrangements underpinning LA responsibilities, including the ring-
fencing of budgets and how the new regime can link with the operation of Community 
Budgets 

 
8.1. We would highlight that ring-fenced monies are only ‘part’ of a strategic approach to 

improving wellbeing and health.  Funding for lifestyle interventions is important but 
can distract from thinking about health improvement more broadly.  LAs should 
ensure that all their budgets are geared towards achieving multiple benefits including 
health outcomes. For example, the use of transport budgets for encouraging and 
supporting physical activity through active travel rather than promoting further car 
dependency; housing budgets to deliver good quality living environments – ‘healthy’ 
homes with sufficient space, warm, secure and dry and support independent living; 
procurement of meals for schools and residential homes that promote healthy living.  

 
 
 
October 2012 
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Written submission from Imperial Tobacco (HLTH 13) 

Comments from Imperial Tobacco a FTSE 25 company based in Bristol and employing over 
1,600 people in the UK and collects about £5.8 billion for the Exchequer in duties and other 
taxes. 
 

1. Under “adequacy of preparations” we are concerned about the hasty manner the 
Health and Well Being Boards are being put together.  This process seems to lack 
transparency.   It is vital to ensure all necessary stakeholders are represented and that 
their membership is not biased by involvement of activists with their own specific 
agendas. 
 

2. Policies formulated at local level should be required to be supported by impact 
assessments including clear specific measures that will be achieved by a specified date.  
The Boards and Local authorities must then be held accountable for ensuring these 
measures are checked at the required time and for any non achievement of measures.  
Policies, controls and regulations without impact assessments should not be 
permitted.  This should help avoid unintended consequences. 

 
3. There needs to be an overview of controls and actions as different policies on a 

product or concept in different localities across England would make life difficult for 
the ordinary citizen.  The Government has been trying to stop the post code lottery on 
health-care, this process must not result in a new post code lottery. 

 
4. All local authorities and boards must be required to have open transparent 

engagement with all stakeholders including affected industries on any proposal 
affecting that sector. 

 
5. Illicit tobacco is a major problem across England so these measures need to enhance 

current cooperation between the industry, HMRC, and local enforcement to help 
minimise and eradicate this illegal product. 

 
 
 
October 2012 
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Written submission from Kent County Council (HLTH 14) 

1. Executive Summary 
 

1.1. Kent County Council has a well developed role in health issues, whether focussed on 
delivering public health outcomes to prevent ill health or narrow health inequalities, 
or delivering integrated health and social care services.  We have embraced the 
challenges presented to us in the Health and Social Care Act and are taking a radical 
approach to Clinical engagement in our Health and Wellbeing Boards, by 
establishing Health and Wellbeing Board sub committees based on Clinical 
Commissioning Group (CCG) boundaries.  But we believe more can be done, 
including developing an integrated commissioning approach that encompasses both 
tiers of local government and that more can be done to shift resources from the acute 
sector to the community and that local government has a key role to play in this. 

 
2. Background Information  
 

2.1. Kent has the largest population of all of the English counties, with just over 1.46 
million people.  There is a wide range of health needs across the county reflecting its 
large and diverse population.  Life expectancy is higher than the England average, 
with men living for 79.1 years and women living for 82.7 years.  However, life 
expectancy is significantly lower in deprived areas; life expectancy for a man in a 
deprived area is 70.9 years and for a woman 78.2 years.   

 
2.2. Over the past 10 years Kent’s population has grown faster than the national average, 

increasing by 7.8% between 2000 and 2010, above the average both for the South East 
(6.7%) and for England (6.1%).  Kent’s population is forecast to increase by a further 
10.9% between 2010 and 2026. 

 
2.3. Overall the age profile of Kent residents is similar to that of England.  However, Kent 

does have a greater proportion of young people aged 5-19 years and of people aged 
45+ years than the England average. Kent has an ageing population. Forecasts show 
that the number of 65+ year olds is forecast to increase by 43.4% between 2010 and 
2026.  16.5% of Kent’s population live with a limiting long term illness; this will 
increase as the population ages, placing significant pressures on housing, health and 
social care services. 

 
2.4. Kent is the largest two tier authority area to have to implement the Health and Social 

Care Act 2012; some of the provisions within the Act are not designed for this scale 
and Kent County Council faces unique challenges to engaging successfully in the 
health agenda.  Within Kent there are 12 District Councils, 7 emerging Clinical 
Commissioning Groups (CCGs); 4 acute hospital trusts and complicated patient 
flows across some of its borders. One of the key issues is the lack of co-terminosity 
within Kent (only one CCG is coterminous with a District Authority boundary).  In 
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addition, the health economy also encompasses the neighbouring authority of 
Medway, adding an additional level of complexity.  Kent has worked proactively with 
its partners in health, to ensure that the opportunities afforded through the Health 
and Social Care Act 2012 are maximised in order that the health of the population 
improves. 

 
3. The adequacy of preparations for the new arrangements   

 
3.1. The new arrangements suit unitary councils very well. In upper tier local authorities 

there are a number of difficulties to overcome in order for the arrangements to be 
effective. Constructing a robust framework to ensure all the new relationships that 
will be necessary between county and districts and CCGs is a detailed, involved and 
time-consuming process.  
 

3.2. In the earlier stages of the transition, local politicians in Dover and Kent, alongside 
Charlie Elphicke MP, established the Kent Health Commission to ensure Kent, and 
in particular the district of Dover, saw the maximum benefit from the shift to 
clinically led commissioning.  The Kent Health Commission’s report was launched 
by the former Secretary of State for Health, Andrew Lansley, in July 2012, and we 
have undertaken to continue to work closely with GPs, clinical leaders and local 
government in this way to act as a critical challenge to the new arrangements and in 
particular, ensure that we see a shift in activity away from the acute sector to the 
community sector. 
 

3.3. Taken as a whole, the preparations for the new arrangements locally have been well 
organised, with a joint NHS and Local Government Board established (the Strategic 
Oversight Board) to provide an over view of activity and direction.  However, more 
recently there seems to be less timely decision making particularly from the Centre. 
The issue of transferring public health budgets is probably the most pressing area of 
uncertainty. However, this is largely administrative and organisational.  Work 
addressing culture and opportunity for radical change has been less evident and 
effective. 

 
3.4. From the children services perspective over the past year, new and receiving 

organisations have been working in shadow form in preparation for the new 
arrangements. A governance structure is in place in relation to Children and Young 
People’s (C&YP) services. The Health and Well-being (H&WB) Board has been in 
place for some time as has the Children and Young People’s Joint Commissioning 
Board (C&YPJCB) with subgroups for the latter. It is through these that 
arrangements have progressed. Child Health and Maternity Commissioning groups 
with Local Authority members are now in place. However, the team is concerned that 
there is not yet a shared understanding of governance arrangements across the wider 
landscape and this poses a risk to the effective implementation of the new 
arrangements.   
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3.5. A crucial outstanding issue relates to Information Governance and the ability to share 
non-patient specific information between the NHS and local authorities. Whilst Kent 
has engaged at both a national level (Caldicott review) and locally in various work 
streams to address information exchange, as well as welcoming the opportunities the 
private sector offers (Patients Know Best).  If this is not resolved, the effective 
delivery of transformative services between social care, public health and health will 
be critically compromised. 

 
4. The objectives of the new arrangements and how their impact can be measured 

 
4.1. The objective seems to be a measured and steady transition and so far this has been 

reasonably successful. There has been less of a sense of real devolution of control and 
CCGs may not be feeling as empowered to make fundamental changes as intended in 
the spirit of the legislation.  Initial opportunities for radical shift to GP led 
commissioning risk being lost as former NHS structures reassert themselves in newly 
named organisations. The absence of a transparent risk and benefit sharing 
framework as a possible platform for dealing with shifting resources from secondary 
to primary care/community, as advocated by the NHS Future Forum has it attendant 
difficulties compared with 6.3 below. 
 

4.2. We will continue to see an emphasis on investing in community services; any impact 
will be measured by how we can evidence avoidance of admission and early discharge 
from hospital. 

 
4.3. Much will also depend on the effectiveness of the various outcomes frameworks and 

whether they work as intended to complement each other. The other real test of the 
new arrangements is whether they support and encourage the development of new 
and effective relationships between the component parts, especially with the CCGs 
that bring the only really new element into the process, to deliver better outcomes for 
patients and the public. This will be difficult to measure but should be reflected in 
better patient outcomes. 

 
5. The intended role of Health and Wellbeing boards in coordinating the NHS, social 

care and public health at the local level 
 

5.1. The H&WB Board has the potential to be a very powerful agent for change. The JSNA 
and H&WB Strategy offer new tools that can make a real difference to how the 
system understands the services and resources available to deliver health, social care 
and public health. However, in large authorities, especially two tier areas, the Board 
will need to be constructed and supported to discharge its role or it will be swamped 
by the amount of business it is required to conduct.  
 

5.2. Kent was one of only three local authorities nationally to have both an upper tier and 
lower tier (Dover District Council) local authority as an early implementer of Health 
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and Wellbeing Boards. Kent took the decision to work proactively with Dover and it’s 
CCG to ensure that any developing board architecture supported the delivery of the 
Health and Social Care Act provisions.    

 
5.3. There was a strong commitment by KCC Cabinet Members to the development of the 

Kent H&WB Board infrastructure and developing relationships with GPs, from an 
early stage (autumn 2010).  The Cabinet lead for Health Reform, Roger Gough, 
played a key role in the development of H&WB Board and now chairs the Board. 
 

5.4. The provisions for Health and Wellbeing Boards in the Health and Social Care Act do 
not give any formal role or responsibilities to District Councils.  However, Kent 
County Council recognised the important role of District Councils in the agenda and 
is engaging proactively with them in developing the Health and Wellbeing Board.  
Kent has taken the unique step, amongst two tier authority areas, of developing a 
formal sub architecture based along CCG boundaries to support the upper tier 
Health and Wellbeing Board.  These CCG level Health and Wellbeing Boards will be 
constituted as formal sub committees of the upper tier HWB (in accordance with the 
Local Government Act 1972 and the up and coming secondary regulations of the 
Health and Social Care Act 2012). 

 
5.5. Whilst the upper tier authority will retain the legal duty to establish a Health and 

Wellbeing Board; that the CCG level sub committees will need to focus on a number 
of key areas to add value.  These areas are: 

 
5.5.1. CCG level Integrated Commissioning Strategy and Plan 
5.5.2. Ensure effective Local Engagement 
5.5.3. Local monitoring of outcomes 

 
5.6. Kent is also developing an integrated commissioning process to be used in each CCG 

area, which, for the first time brings together both tiers of local government (KCC 
and District Councils) with health to develop integrated commissioning strategies 
and plans.  This is the first time that District Councils have been included in joint 
commissioning arrangements, reflecting the more holistic approach to health and 
wellbeing that the JSNA and JHWS have identified.   
 

5.7. By establishing this approach to commissioning, Kent is using the opportunities to 
encourage integration to be reflected at both commissioner and provider level.  The 
commissioning strategies produced in this way will then be signed off by the upper 
tier Kent Health and Wellbeing Board. 

 
5.8. The HWB Board will need to move from promoting and securing engagement to 

focus more on its core purpose.  It has a commissioning oversight role, but it is not a 
commissioning board.  The HWB will need to balance its relationship with 
arrangements for scrutiny. 
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6. Barriers to integration, including issues in their multi-tier areas 
 

6.1. The key barriers can be summarised as follows: 
 

6.1.1. The need for each organisation to understand the structures and roles and 
responsibilities across the commissioning landscape and the associated complex 
governance structure. 

6.1.2. Achieving the correct balance of district level versus county level 
commissioning to ensure local needs are met and efficiencies can be identified 
across the patch. 

6.1.3. Ensuring strong public health involvement in local planning is maintained at 
both district and county level. 

6.1.4. The complexity of Health and number of individual organisations that make 
up the local health economy, and the need to engage appropriately with Hospital 
Trusts 

6.1.5. Understanding the financial complexities between organisations 
6.1.6. NHS Trusts need to achieve Foundation Trust status leading to an inward 

looking approach by them. 
6.1.7. CCGs are “young” organisations, which need time to mature and develop their 

own culture of commissioning and partnership engagement.   
6.1.8. Kent is a peninsular area, this has a significant impact in attracting new 

entrants to the market place, restricting the ability to integrate services or 
develop new models of delivery. 

6.1.9. Information Governance 
6.1.10. Multiple outcome frameworks 

 
7. The financial arrangements underpinning local authorities’ responsibilities, including 

the ring fencing of budgets and how the new regime can link with the operation of 
Community Budgets 

 
7.1. This is a complex issue which provides commissioners with challenges in the current 

economic climate when budgets are squeezed.  Ring fencing is not as common as it 
used to be and thereby lies one of the challenges in relation to pooled budgets and 
joint commissioning.  The transfer of budgets should be defined within a 
commissioning framework which is monitored by H&WB Boards to ensure that 
budgets for public health initiatives are protected and the prevention and early 
intervention programmes are maintained and extended. 

 
7.2. There remains a lack of effective mechanisms to help with shifting resources from 

acute to the community.  Kent County Council’s Bold Steps for Kent document states 
that it aims to see a shift in resources from acute to community. 

 
7.3. Following the Cabinet reshuffle there are major concerns over the public health 

budget and its protection from other financial pressures in the health system. In the 
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South East the inadequacy of the likely Public Health budget has already been the 
subject of correspondence with the Secretary of State as the region fares very badly in 
comparison to others. The ability of the new system to link to Community Budgets is 
yet to be ascertained.  

 
8. Public Health - The introduction of a public health role for councils 
 

8.1. The transfer of Public Health responsibilities to Local Authorities is widely welcomed, 
subject to sufficient resources being allocated to Councils to fulfil their roles. Local 
Authorities have far greater influence over the wider determinants of health than the 
NHS and this should lead to better co-ordination of resources across the spectrum of 
Local Authority functions at both tiers. 
 

8.2. Kent has had a jointly appointed Director of Public Health for a number of years and 
a long history of partnership working between Local Government and Public Health.  
This has been reflected at a local level by the development of Health Inequalities 
Partnerships (Health and Wellbeing Partnerships) at district level over the last 6 
years.  District Councils have also taken the opportunity to actively engage in Public 
Health services. 

 
8.3. Kent County Council is enthusiastic about its new responsibilities; it has put in place a 

clear transition plan to ensure effective transition of staff and has a Cabinet lead for 
Public Health. 

 
8.4. The critical element that needs to be resolved urgently is the allocation of adequate 

public health budgets to fulfil the new responsibilities for local authorities from April 
2013.  

 
8.5. From a children’s services perspective a number of concerns have been raised, and in 

particular there will be challenges around interfaces and areas which require synergy 
e.g. Health Visiting and School Nursing.  However, the changes provide the 
opportunity for more collaborative working on children’s preventative services and 
potentially better information and improved trend analysis to inform the JSNA 
which will result in better commissioning.     

 
9. How all local authorities can promote better public health prevention with the link to 

sport and fitness, well-being, social care, housing and education 
 

9.1. This is not seen as new activity within Kent.  Local Authorities in both tiers have a 
long history of health promotion and prevention, ranging from the House project 
and ActivMobs run by Kent County Council, through to significant number of joint 
activities with District Councils.   
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9.2. This is being further enhanced in the new integrated commissioning arrangements, 
which sees a clear role for housing alongside services that promote health and 
wellbeing (e.g. sport and fitness).  The first fully integrated commissioning strategy in 
development in the South Kent Coast CCG area has prevention as a key aim of the 
strategy. 

 
9.3. This is an area where Local authorities will potentially have better outcomes because 

of their links and ability to influence at a local level e.g. District Councils, Borough 
Councils.  Closer strategic alignment of Public Health with other Local Authority 
areas such as Social Care, Education and Housing could lead to the implementation 
of more innovative solutions.  Measuring outcomes could potentially be more 
problematic across a number of diverse resources so more in-depth analysis may be 
required in the planning stages to ensure the appropriate metrics are developed and 
monitored. 

 
9.4. Kent County Council has adopted the Marmot report and recommendations and has 

based a comprehensive approach to health inequalities upon them, including a 
Health Inequalities Action Plan. This is important because it emphasises the social 
model of public health, rather than the medical model, which will incorporate the 
contributions of all the elements referred to as well as many others. It also promotes 
the involvement of the district councils and the voluntary sector. 

 
10. The accountability of Directors of Public Health 
 

10.1. Public health - The accountability of the Director of Public Health (DPH) to 
their Local Authority will improve joint working and promote the necessary 
partnership working. The professional responsibilities of the Directors, including 
professional leadership of public health, also need to be recognised and facilitated to 
ensure that the best possible impartial professional advice is available to policy 
makers. The role of the DPH within the H&WB Board is crucial and needs to develop 
as H&WB Boards become more established.  
 

11. Any Other Comments 
 

11.1. Kent County Council has embraced the opportunities of the Health and Social 
Care Act 2012.  It has used them to build on a significant history of joint working, 
and has also taken the opportunity to challenge the system as it develops to ensure 
that activity is shifted from the acute sector to delivery in the community.  It 
continues to be concerned at the complexity inherent in the system and the central 
control that is still exerted over the NHS locally.  It is also concerned that the focus on 
clinically led commissioning will be lost as structures establish themselves.  The scale 
of the problem is being met by an ambitious approach by Kent, as evidenced by our 
proactive approach to Health and Wellbeing Board development, the transition  of 
Public Health, and our willingness to challenge and engage all local partners in health 
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and care provision as seen in the work of the Kent Health Commission.  We welcome 
the opportunity to engage with the Communities and Local Government Committee 
to discuss our approach on the future role of Local government in health.  

 
 
 
October 2012 
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Written submission from the Chief Fire Officers' Association (CFOA) (HLTH 15) 

The Chief Fire Officers Association (CFOA) is a professional membership association and a 
registered charity. CFOA members are drawn from all UK Fire & Rescue Services (FRSs) 
representing the senior executives and managers of the Service. Through the work of its 
members the Association supports the Fire and Rescue Services of the UK in its aspiration to 
protect the communities they serve and to continue to improve the overall performance of 
the fire sector. CFOA provides professional and technical advice to inform national fire 
policy. 
 
This submission is made in response to invitation from the Communities and Local 
Government Committee for submissions from interested parties on the future role of English 
local authorities in health issues.  This response is submitted on behalf of Peter Dartford, 
CFOA Vice President Elect, following consultation with the CFOA Prevention, Protection 
and Road Safety Directorate. 
 
The submission has followed the areas set out in call for evidence, and is divided into sections 
below. 
 

1. The introduction of a public health role for councils 
We believe that it is imperative that local authorities pursue greater partnership working in 
order to avoid the duplication of effort, to make financial savings and to reach as many people 
in the community as possible. 
 
Through Integrated Risk Management Plans (IRMPs), Fire and Rescue Services (FRSs) have 
be meeting targets based on the needs of and risks specific to the local community. As a result 
of working this way for over ten years, the FRS has used their position as a trusted public 
brand to identify, access and build relationships with the most vulnerable members of the 
community. The FRS would welcome the opportunity to expand their already successful 
prevention work and play a key role in the delivering health benefits alongside other public 
services.  
 

2. The adequacy of preparations for the new arrangements 
As the FRS are already successful in delivering community safety messages, CFOA believes 
that they should have been represented and considered as a key delivery body throughout the 
development of these new arrangements. Through the expansion of prevention work and a 
number of local initiatives, the FRS is already contributing to the wider health improvement 
agenda.  
 
CFOA would like to see the work of all public services that contribute to reducing health 
issues better recognised and given a greater role in preparing for these arrangements. 
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3. The objectives of the new arrangements and how their impact can be measured 
The FRS have proved the success of preventative work; in the last 30 years, fires and fire 
deaths have reduced by more than half and have remained stable since 2007. Looking at these 
statistics, the argument for preventative action is strengthened further. CFOA has long 
believed that prevention is not only better than cure, but it is also cheaper than cure and 
encourages other public, private and community sector organisations to take the same 
approach to health issues. 
 
There are two ways in which the FRS can assist: 
 

1. Sharing learning and outcomes from the delivery of community safety work 
 

2. Through joint working and funding, expanding their current local community work 
to include the delivery of the health objectives as agreed with the local partnerships. 
 

CFOA encourages local authorities to learn from the experience of the FRS and focus on the 
proposed outcomes (how many fewer deaths would occur as a result of activity) rather than 
concentrating on the inputs and outputs . 
 
CFOA would also encourage local authorities to explore the current work of the FRS and 
consider the possibilities of the FRS delivering a broader range of prevention activities.  
 

4. The intended role of Health and Wellbeing Boards in coordinating the NHS, social 
care and public health at the local level 

The Chief Fire Officers Association is keen to be involved and to understand how the new 
arrangements will be incorporated into existing public sector partnerships?  We know that 
poor housing conditions usually result in poor health outcomes for those individuals living in 
them.  In order to improve health, there is a need for improvement in all of the areas that 
affect  health outcomes. 
 
Identifying the root cause of issues will help in the long term, this will only be achieved if all 
partners are involved in dealing with these root causes and lessons are learnt from success 
elsewhere.  
 

5. How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 

To promote better public health, local authorities would benefit from engaging with those in 
the public, community, voluntary and private sectors already delivering such objectives or 
have the potential to do so.  
 
The FRS is already engaged with communities across the country in each of the areas 
mentioned above. Whilst there is a brief description highlighted below, further details have 
been attached as Appendix 1. 
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The work of the FRS to protect the communities they serve has been recognised by Professor 
Sir Michael Marmot who commented that ‘The fire services do what every stakeholder 
involved in reducing health inequalities should do: engage directly with the community, work 
to provide them with the opportunities they need to live a healthy life and focus on 
prevention.’ 
 
The health and fitness of both operational firefighters and support staff is an important issue 
for CFOA and the FRS. The knowledge of fitness professionals working in the service and the 
enthusiasm on the part of staff would be a great asset for local authorities looking to engage 
the public. 
 
Through local initiatives, such as the examples provided from South Yorkshire Fire and 
Rescue Service, the FRS can not only provide home fire safety advice, but also helps young, 
vulnerable people in the local community to lead a healthier, safer lifestyle by teaching them 
food hygiene and how to prepare and cook healthy nutritional meals on a budget.  
 
CFOA has also set up and encouraged FRSs across the country to sign up to a Dementia 
Pledge as part of the Prime Minister’s Challenge on Dementia.  
 
The examples from Staffordshire Fire and Rescue Service show how the knowledge, support 
and commitment of the FRS and the excellent Home Fire Risk Checks can reach the most 
vulnerable in society and work with other agencies to ensure the most appropriate action and 
care is provided. 
 
The FRS has long had a key role in the education of young people, whether through school 
visits, the Fire Service Youth Training Association or inclusion programmes which engage 
with young firesetters and support troubled young people. As a trusted and respected 
emergency service, the FRS is ideally placed to deliver a wider range of education packages 
covering a range of health issues such as obesity, teenage pregnancy and drugs awareness.  
 
CFOA’s role as a National Citizen Scheme (NCS) champion and the funding recently 
received to deliver a range of Supporting Inclusion programmes across a number of socially 
deprived areas will also offer a further channel for education and engagement.  
 

6. Barriers to integration, including issues in multi-tier areas 
CFOA realises that one of the main barriers to multi-agency working, is the sharing of data 
and intelligence which needs to be more easily shared. Using experience from current work 
on multi-agency working in operational situations, FRSs are in a good position to recognise 
and remove any barriers currently in place by providing apolitical leadership. 
 

7. How the transfer to local authorities of the front-line health protection role and 
the creation of Public Health England will affect resilience arrangements at the 
local level;  
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This is an area where CFOA believes that a great deal of emphasis needs to be placed, to 
ensure that those who will be responsible for resilience within the new health service 
structures are properly engaged with the full range of local responder agencies and make a full 
contribution to Local Resilience Forums.  
 

8. The accountability of Directors of Public Health 
CFOA believe that the Directors of Public Health should be accountable to the wider 
partnership for engaging the widest range of partners with the ability to contribute to the 
delivery of improvements in health outcomes.    
 

9. The financial arrangements underpinning local authorities’ responsibilities, 
including the ring-fencing of budgets and how the new regime can link with the 
operation of Community Budgets. 

CFOA urges local authorities top consider the root cause of the health issues which, if not 
addressed, will lead to increased costs in the future.  
 
Before financial arrangements are settled, CFOA recommends that authorities consider 
putting funding arrangements in place to address the wider social issues which impact on the 
most costly health problems. As stated above, CFOA firmly believes that prevention is better 
than cure and that investment in health promotion and addressing the lifestyle choices that 
result in poor health now will result in much less demand for expensive interventions by the 
health service and other agencies in years to come.  
 
 
October 2012 



98 

 

Written submission from Age UK (HLTH 16) 

From 1 April 2013 large local councils will assume responsibilities for public health, and 
Health and Wellbeing Boards will be established to help encourage integrated working and 
joint strategies on health and wellbeing. The House of Commons Communities and Local 
Government Committee has invited submissions from interested parties on the future role of 
English local authorities in health issues. 

 
Key points and recommendations 
 

• Local authorities will need to work towards producing accurate and representative 
joint strategic needs assessments that emphasise and support active ageing and 
participation for older people. 

• Achieving integrated services is vital and must run alongside addressing long-
standing issues such as social care reform and working cultures. 

• Local authorities will also need to ensure their roles as commissioners and 
providers of care do not act as a barrier to joined-up work, for example by 
delaying discharge from hospital. 

• Local authorities must have a robust approach to equality, particularly with 
regards to age, a protected characteristic for goods and services since October 
2012. 

• Approaches to public health must never exclude older age groups or be victim to 
attitudes that see later life as a period of decline rather than activity. 

• Local authorities must undertake their new and existing duties with full support 
for shared decision-making and a rigorous approach to community involvement. 
 

1. Introduction 
 

1.1.  As the majority users of both NHS and social care services, older people have a huge 
stake in the performance of local authorities, particularly as authorities take on 
greater responsibilities in relation to public health. Delivering, and supporting, a 
better later life are fundamental purposes of public health. Improving the lives of 
older people must be central to the work of local authorities. 
 

1.2. The need to achieve wide-ranging change to the NHS, social care and public health is 
well understood. Delivering coordinated and joined-up care; better service-user 
experience; age equal services; and long-needed reform of social care must be key 
priorities for national and local government. 

 
1.3. We believe that local authorities’ new duties with regards to health can make a 

significant contribution to delivering these aims. This response sets out how we 
believe local authorities should respond to these changes.  
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2. Health and Wellbeing Boards 
 

2.1. In principle, we believe that Health and Wellbeing boards have a very real potential 
to be transformative. At the very least, the duties of the Health and Wellbeing Boards 
will ensure that leaders in health and social care, along with other key stakeholders, 
will be meeting and discussing where before many have not previously cooperated. 
  

2.2. However, while integration of health and social care will be an important component 
of their work, Health and Wellbeing Boards must place an equal emphasis on needs 
assessment and take a broad view of local services and the living environment, 
including housing needs and public spaces. 

 
2.3. A key part of their work will be producing accurate and representative joint strategic 

needs assessments (JSNAs). Local Age UKs have told us that there has traditionally 
been an over-emphasis on health conditions and dementia when addressing older 
people’s needs in JSNAs. While extremely important, this does little to influence 
policy to support active ageing and participation and those aspects of later life that 
are meaningful to older people.  

 
2.4. Such an emphasis risks, as has happened in the past, concentrating on addressing 

health and support needs rather than helping to maintain as active a life as possible. 
There are serious deficits in the level of health and social care available to older 
people and we would expect Health and Wellbeing Boards to prioritise work to fill 
these gaps. However, to be truly transformative they must incorporate four stages of 
activity for people of all ages: public health; prevention; meeting acute need; and 
managing long-term wellbeing.  

 
2.5. With these stages in mind, it is disappointing that housing does not have a formal 

position in Boards’ membership and that the role of primary care remains unclear. 
 

2.6. We have seen some initial work from Health and Wellbeing Boards that is very 
encouraging in terms of delivering change in line with the principles of proactive 
support and prevention. Cultivating an environment in which good practice is 
shared and performance compared across local authority  borders will be extremely 
important. For example, local Age UKs have been involved in “age-proofing” JSNAs. 
We would encourage the Department of Health and the Department for 
Communities and Local Government to help widen involvement of public and 
community groups in this way by promoting best practice examples and by 
incorporating such activity into assessments of equality duties.  

 
3. Integration 
 

3.1. Local authorities have a responsibility for delivering and overseeing coordinated and 
joined-up services. Many aspects of the healthcare reforms give local authorities, and 
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Health and Wellbeing Boards in particular, a central role in achieving integration. 
This is a huge task and will need to be sustained as a priority for health, social care 
and communities policy – not just as a stated aspiration  but as a future operating 
principle for the NHS and local authorities. 
 

3.2. There are a number of immediate high-level challenges that will need to be 
overcome to achieve this: 

 
3.2.1. a fair funding settlement for social care reform; 
3.2.2. working principles and approaches that cross health and social care (social 

care uses a rights-based approach addressing individual, long-term outcomes 
whereas healthcare is based on need at a particular point in time); 

3.2.3. differences in the professional ethos of health and social care professionals and 
leaders; and 

3.2.4. transition points between services and agencies (and maintaining clarity 
around what is social care, and therefore means-tested, and healthcare which is 
free at the point of use). 
 

3.3. We believe such barriers remain a fundamental block to achieving long-lasting 
change to the delivery of joined-up care. Structural and administrative approaches - 
such as pooled budgets; multidisciplinary teams; care coordinators - often dominate 
the debate on integration. Such approaches can have a role in delivering integrated 
care, but local authorities, alongside any targeted work on integration will need to 
build in long-term change to tackle the challenges set out above. 
 

3.4. Local authorities, as a service provider and commissioner, will need to be better at 
setting appropriate outcomes and measuring these effectively. Older people can 
often be assessed with lower-level outcomes in mind when compared with other age-
groups. For example, neglecting to account for a desire to maintain social 
relationships; a desire to work or volunteer; and wider personal fulfilment. Where 
local authorities have a role in defining how services are planned and delivered, they 
must define and work towards outcomes that are meaningful to older people and 
that fully align with their healthcare needs.  

 
 

3.5. Local authorities will also need to ensure their approach as a commissioner of care 
does not act as a barrier to joined-up work. We receive reports that social care 
providers actively prevent discharge from hospitals because social care packages are 
not ready or they deliberately delay setting packages up to help spread their costs. 
Some health professionals have told us this has got worse since the recent spending 
cuts. Local authorities’ responsibilities to promote health and wellbeing must stop 
this happening. 
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4. Health inequalities 
 

4.1. With widening health responsibilities, local authorities must have a robust approach 
to equality. Age was only added as a protected characteristic for goods and services 
in 2010 and implemented in October 2012. We are not yet confident that public 
bodies are fully aware of the requirements within the public sector equality duty with 
respect of age. 
 

4.2. An initial analysis by Age UK has shown that awareness of the Equality Act 2010 
with regards to age is mixed and the use of the public sector equality duty (PSED) is 
variable. There is evidence in some areas of the benefits of the PSED in planning, 
which we believe will help not only to promote equal outcomes but also reduce the 
risks of decisions being challenged later. Local authorities must accelerate their 
efforts to respond to age as a protected characteristic for goods and services. 

 
4.3. In light of this, we are extremely disappointed by the guidance published by the 

Government Equalities Office (GEO)56. We believe it sends out a counter-productive 
message on the new provisions of the Equality Act and risks undermining the 
principles of objective justification, for example by using what could be described as 
stereotypes to explain a “legitimate aim”. Age as a new, and potentially 
misunderstood, protected characteristic could struggle in light of their approach.  

 
4.4. We would also recommend that local authorities make an assessment of access to 

essential services such as primary care for residential care and nursing home 
residents. Evidence from the British Geriatrics Society, for example, suggests that 
access to healthcare in particular is restricted for this group of people. 

  
5. Public health 
 

5.1. Age UK welcomes the transfer of public health to local authorities as it presents an 
opportunity to address the complex needs of older people in the round. We believe 
that local authorities are in an ideal position to drive the creation of healthy 
neighbourhoods and community spaces that support a healthy and active lifestyle. 
 

5.2. Participants in Age UK research defined a healthy lifestyle as: 
 

5.2.1. a positive frame of mind 
5.2.2. a balanced diet 
5.2.3. keeping active 
5.2.4. mental stimulation 
5.2.5. social contact. 

 
                                                      
56 For example, Equality Act 2010 Banning Age Discrimination In Services: An overview for service providers 
and customers, GEO, 2012 
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5.3. Traditionally, public health initiatives have focused on similar outcomes but often 
focused on younger age groups. Meeting the needs of younger age groups is 
absolutely right and is essential for improving long-term population health. 
However, such approaches should never exclude older age groups or be victim to 
attitudes that see later life as a period of decline rather than activity. This may need 
to be re-emphasised with local authorities which have increasingly sought to address 
only critical needs through social care assessments. A wider health role will mean re-
calibrating authorities’ approach to ensure an equal focus on prevention and 
managing a wider spectrum of needs. 
 

5.4. We support the ring-fencing of public health funding. However, past experience 
suggests that activities that are not strictly relevant to a particular budget are 
included to address a shortfall elsewhere. This could be justified, and to some extent 
encouraged, in supporting innovative and broad approaches to public health. 
However, we would expect the use of budgets to be carefully monitored. 

 
5.5. This is also why it will be important to measure outcomes appropriately. For 

example, not only aiming to reduce X number of smokers but seeking to measure 
levels of participation in society. 

 
6. Patient and public engagement 
 

6.1. The Health and Social Care Act was prefaced by the principle of achieving “no 
decision about me without me”, to which many in the voluntary sector have sought 
to supplement with “no decision about us with us”. As will be the expectation for 
healthcare, so must local authorities undertake their new and existing duties with full 
support for shared decision-making and a rigorous approach to community 
involvement.  
 

6.2. Local Age UKs have reported a number of barriers in helping to achieve a robust 
understanding of local needs when working with local authorities: 

 
6.2.1. Sustaining relationships with key staff in the local authority can be 

 challenging, for example because of changes in personnel and/or 
 responsibilities. 

6.2.2. The use of jargon and complex data can exclude people without special 
 knowledge or expertise. 

6.2.3. Pressures on time and cost as well as difficulties attending regular  meetings 
act to exclude smaller local groups from participating in, for example, JSNAs. 
Often those groups represent some of the most marginalised people. 
 

6.3. There are some simple measures which should be incorporated into local authorities’ 
approach to local engagement. For example, financial support to help people to 
attend meetings or host local engagement events must be encouraged, particularly as 
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funding for this activity is at risk of being deprioritised as part of wider cuts to local 
authority budgets. The cost is relatively small but developing an effective 
infrastructure for consultation (e.g. support for older people’s forums) could help to 
rationalise any spending. At the very least, this kind of engagement must be valued 
by leaders in local authorities and not simply seen as an administrative milestone. 
 

6.4. Some local Age UKs have already raised concerns about restricted opportunities to 
engage with the new bodies. For example, in some areas, Local Healthwatch is seen 
as the only realistic route to engage with Health and Wellbeing Boards. As patient 
and public champion, Local Healthwatch has an important role in supporting 
community engagement. However, local authorities must not be allowed to believe 
that Local Healthwatch are the sole conduit for working with the public.  

 
6.5. Finally, to support effective engagement, local authorities must support access to and 

the use of data. Age UKs own experience is that important population data, for 
example, is extremely hard to get and not always accurate (and subject to change 
after publication). Local authorities must have an open approach to data and 
maintain the consistency and integrity of the information they hold. 

 
 
 
 
 
October 2012 
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Written submission from Diabetes UK (HLTH 17) 
 
Diabetes UK is the leading UK charity that cares for, connects with and campaigns on behalf 
of all people affected by and at risk of diabetes. 
 
• We help people manage their diabetes effectively by providing information, advice and 
support. 
• We campaign with people with diabetes and with health care professionals to improve the 
quality of care across the UK’s health services. 
• We fund pioneering research into care, cure and prevention for all types of diabetes. 
• We campaign to stem the rising tide of diabetes. 
 
1. About diabetes  
1.1 Diabetes has become one of the biggest health challenges of our time, with 3.7 million 
people57 living with diabetes in the UK and 7 million people at high risk of developing Type 2 
diabetes.  Numbers are rising rapidly with 140,000 new diagnoses each year and it is 
estimated that over 5 million people in the UK will have diabetes by 202558.  Around three 
people are diagnosed with diabetes every 10 minutes in the UK59 .The prevalence of diabetes 
is nearly 4 times higher than the prevalence of all cancers combined and is still rising60.  
 
1.2 Diabetes is serious. If left untreated or poorly managed, it can lead to heart disease, stroke, 
amputation, blindness, and kidney failure.  
 
1.3 Prevention, risk assessment and early diagnosis are key to:  

- Reducing the number of those at risk of Type 2 diabetes  
- Ensuring that people at risk of Type 2 diabetes can receive timely advice and 

interventions to prevent onset  
- Ensuring that people who have Type 2 diabetes can be diagnosed earlier and before 

they have developed serious complications, such as cardiovascular disease (CVD). 
 

1.4 The key to prevention of Type 2 diabetes and CVD is to reduce obesity in the population, 
increase levels of physical activity and to raise awareness of the risk factors for Type 2 
diabetes.   
 
1.5 Obesity is the most potent risk factor for Type 2 diabetes and accounts for 80-85 per cent 
of the overall risk of developing Type 2 diabetes61. The latest health survey for England shows 

                                                      
57 2.9m are diagnosed and 850,000 estimated undiagnosed 
58 Figures based on AHPO diabetes prevalence model http://bit.ly/aphodiabetes. The AHPO model estimates that by 2025 
there will be 4,189,229 people with diabetes in England 
59 This figure was worked out using the diagnosed figure from the 2009 Quality and outcomes framework with figures from 
the 2010 Quality and outcomes framework 
60 QOF prevalence data 2006-2010 – derived from QOF diabetes prevalence (2010) and APHO Diabetes prevalence Model 
estimate for diagnosed and undiagnosed cases of diabetes in 2010 http://www.yhpho.org.uk/default.aspx?RID=81090  
61 Hauner H (2010). Obesity and diabetes, in Holt RIG, Cockram CS, Flyvbjerg A et al (ed.) Textbook of diabetes, 4th edition. 
Oxford: Wiley-Blackwell 

http://bit.ly/aphodiabetes
http://www.yhpho.org.uk/default.aspx?RID=81090
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that 62 per cent of adults are overweight or obese and 30 per cent of children are overweight 
or obese. 21 per cent of all adults and children are obese62. If no action is taken it has been 
predicted that 60 per cent of men, 50 per cent of women and 25 per cent of children would be 
obese by 203063.  The Department of Health’s strategy on obesity64 sets out good practice in 
tackling obesity at a national and local level.   
 
1.6 From April 2013 local authorities have the lead role in developing and implementing 
strategies to tackle obesity. They can do this through: 

- Commissioning a range of interventions to promote weight management for 
individuals 

- Prevention strategies which involve local transport, catering providers in schools and 
other local authority premises, leisure and recreation providers. 
 

1.7 NICE has produced public health guidance on the prevention of Type 2 diabetes65 which 
should be fully implemented through action at a national level to promote healthier diets and 
increase physical activity, and through NHS and local authority commissioning and delivery 
plans.   
 
2. Early diagnosis and identification 
 
Early diagnosis and identification of those at high risk of Type 2 diabetes 
2.1 About 850,000 people with Type 2 diabetes remain undiagnosed66. By the time they are 
diagnosed 50 per cent of people with Type 2 diabetes show signs of complications such as 
CVD, retinopathy or neuropathy67.  Complications may begin five to six years before 
diagnosis and the actual onset of diabetes may be ten years or more before diagnosis68. 
 
2.2 Evidence shows that 60 per cent of people at high risk will not go on to develop Type 2 
diabetes if it is detected early and they are given lifestyle interventions69.  Up to seven million 
people are at high risk of developing Type 2 diabetes.  Currently, only 75 per cent of the 
expected cases of diabetes are detected in England and the gap between actual and expected 
rates is closing at a very slow rate70.  Before people develop Type 2 diabetes they almost always 
have pre-diabetes71.  Around 15 per cent of the population have pre-diabetes and so are at 
high risk of developing Type 2 diabetes.  
                                                      
62 http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles-related-surveys/health-survey-for-england  
63 http://www.bis.gov.uk/foresight/our-work/projects/published-projects/tackling-obesities  
64 Healthy Lives, Healthy People: A call to action on obesity in England, DH October 2011 
65 Preventing type 2 diabetes: population and community-level interventions in high risk groups and the general population 
66 Figure based on data from AHPO diabetes prevalence model figures http://bit.ly/aphodiabetes and the QOF 2010 figures 
http://bit.ly/prevalence 2010 
67 UKPDS Group: UK Prospective Diabetes Study VIII: study design, progress and performance. Diabetologia (1991) 34; 877–
90 
68 Harris MI, Klein R, Welborn TA et al (1992). Onset of NIDDM occurs at least 4-7 years before clinical diagnosis. Diabetes 
Care 15 (7); 815–819 
69 State of Diabetes Care report, Diabetes UK 2009 
70 APHO and QOF data, 2011 
71 Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose 
Regulation (IGR)  

http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles-related-surveys/health-survey-for-england
http://www.bis.gov.uk/foresight/our-work/projects/published-projects/tackling-obesities
http://bit.ly/prevalence
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NHS Health Checks  
2.3 NICE draft guidance72 sets out best practice relating to risk assessment and early diagnosis 
of Type 2 diabetes. This states that identification of people with Type 2 diabetes, and of 
people at risk of Type 2 diabetes, is most effectively done as part of other healthcare 
examinations such as screening for cardiovascular risk factors through NHS Health Checks.   
 
2.4  It is estimated that up to 19,000 cases of diabetes could be detected early each year (127 
cases per PCT) through NHS Health Checks, producing a gross saving of £1m a year over 4 
years73.  In addition, up to 9,700 cases of Type 2 diabetes could be prevented each year (64 per 
PCT) through non-diabetic hyperglycaemia detection (pre-diabetes74) producing a gross 
saving of £40m a year over 4 years75.  Overall NHS Health Checks could produce a gross 
saving of £132m a year over 10 years (averted strokes, averted MIs, Type 2 diabetes prevented 
and detected early, CHD detected early), equivalent to more than 40 per cent of the cost of 
the programme76. 
 
2.5 The NHS Health Checks programme was introduced in April 2009 for people aged 40 – 
74 years.  15 million people are eligible to be offered a check every 5 years.  The programme 
aims to reduce health inequalities (including socio-economic and ethnic inequalities) that 
result from Type 2 diabetes (and other conditions)77.  From April 2013 the responsibility for 
commissioning NHS Health Checks will transfer to local authorities. It will be a mandated 
service. 
 
Concerns about poor and patchy implementation of the NHS Health Checks Programme 
2.6 PCTs currently report the percentage of people eligible for the NHS Health Check 
programme who are offered an NHS Health Check and the numbers of people eligible for the 
programme who have received an NHS Health Check78.  The same indicator is included in 
the public health outcomes framework79 which will be used to assess the performance of local 
authorities (after April 2013) in promoting public health.  This data has been collected and 
published by the Department of Health in 2011/12 for the first time.  
 
2.7 Despite widespread political support for the NHS Health Check programme, and a strong 
policy focus in the Department of Health, implementation so far has been patchy and, in 

                                                      
72 Preventing Type 2 diabetes: risk identification and interventions for high-risk for individuals, NICE Public Health Draft 
Guidance, Nov 2011 
73, NHS Diabetes and Kidney Care, The NHS Health Check Programme Evidence base 
http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx 16th November 2011 
74 Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose 
Regulation (IGR)  
75 NHS Diabetes and Kidney Care, The NHS Health Check Programme Evidence base 
http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx 16th November 2011 
76 NHS Diabetes and Kidney Care The NHS Health Check Programme Evidence base 
http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx 16th November 2011 
77 http://www.healthcheck.nhs.uk/Default.aspx  
78 Technical Guidance for the 2012/13 Operating Framework, Department of Health, 22nd Dec 2011 
79 Improving outcomes and supporting transparency. A public health outcomes framework for England  2013 -2016  
Department of Health Jan 2012 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132358  

http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx
http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx
http://www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx
http://www.healthcheck.nhs.uk/Default.aspx
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132358
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many places, poor. A survey last year80 found that, in the third year of the phased 
implementation (2011–12), only 36 PCTs had actually set the Department of Health 
suggested target of offering 18 per cent of the eligible population an NHS Health Check. Only 
three quarters (77 per cent) of NHS Health Checks expected to be offered in 2011–12 were 
offered and only half (51.6 per cent) of NHS Health Checks offered have been taken up81. 
Diabetes UK is concerned that this means less than 40 per cent of those who could benefit 
from an NHS Health Check received one in 2011–12. This is low compared with the uptake of 
breast cancer screening (77 per cent) and cervical cancer screening (78 per cent)82.  
 
2.8 There is also a wide variation across England in the rate of implementation. A ‘postcode 
lottery’ effect has been described due to the freedom that PCTs have in the funding and 
design of their local NHS Health Check programme83. In 2011–12, some PCTs offered an 
NHS Health Check to over 25 per cent of the eligible population, but others have offered less 
than 2 per cent (range 0 per cent to 91 per cent)84. They were expected to set a target to offer 
18 per cent in the year. Some PCTs failed to offer a single person an NHS Heath Check in 
2011–12. See www.diabetes.org.uk/lets-get-it-right? for the full data. 
 
2.9 The number of checks delivered is also very low with only 50% of the offers being 
taken up and resulting in NHS Health Checks being done85.   
 
2.10 There is also a wide variation across England in the rate of implementation - a “postcode 
lottery effect” has been described due to the freedom that PCTs have in the funding and 
design of their local Health Checks Programme86.   
 
2.11 Diabetes UK is concerned that when the responsibility for commissioning NHS Health 
Checks is transferred to local authorities there is a risk of wider variation and fragmentation 
of the programme.   
 

                                                      
80 Heart UK. (December 2011). Cholesterol and a Healthier Nation: Shared Responsibility for Better Public Health 
www.heartuk.org.uk  
81 Department of Health NHS Health Check. (2 June 2012). Number of eligible people that have been offered and received 
NHS Health Check www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/ 
Integratedperfomancemeasuresmonitoring/DH_129481    
82 Breast Screening Programme England. (2009–10). www.ic.nhs.uk/statistics-and-data-
collections/screening/breastscreening/breast-screening-programme-england-2009-10 
Cervical Screening Programme England. (2010-11). www.cancerscreening.nhs.uk/cervical/statistics.html  
83 Graley et al. (2011). Postcode Lotteries in Public Health – The NHS Health Check programme in North West London. BMC 
Public Health 11:738 
84 Graley et al. (2011). Postcode Lotteries in Public Health – The NHS Health Check programme in North West London. BMC 
Public Health 11:738 
85 Department of Health NHS Health Checks, 15th February 2012, Number of eligible people that have been offered and 
received NHS Health Checks 
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/Integratedperfomancemeasur
esmonitoring/DH_129481 
86 Graley et al; Postcode lotteries in public health – The NHS Health Checks Programme in North West London. BMC Public 
Health 2011 11:738 

http://www.diabetes.org.uk/lets-get-it-right
http://www.heartuk.org.uk/
http://www.cancerscreening.nhs.uk/cervical/statistics.html
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/Integratedperfomancemeasuresmonitoring/DH_129481
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/Integratedperfomancemeasuresmonitoring/DH_129481
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2.12 In addition, Diabetes UK has concerns that currently the intensive lifestyle interventions 
recommended by NICE for people at high risk of Type 2 diabetes, and which are essential to 
achieve the aspirations of the NHS Health Check programme in preventing cases of Type 2 
diabetes, are not being commissioned comprehensively.  Local authorities will need to 
address this issue if the NHS Health Check programme is to be effective.  
 
3 Raising awareness of risk factors  
 
3.1 There is also a need to raise awareness locally of: 

• the risk factors of Type 2 diabetes 
• the importance of seeking a risk assessment  
• the benefits of early diagnosis.  

 
3.2 This can be done locally as part of the NHS Health Checks Programme and other local 
campaigns.  
 
4. What needs to happen  
 
4.1 The NHS Health Check programme has the potential to make a huge impact on the 
prevention and diagnosis of Type 2 diabetes. It is essential that the programme is fully 
implemented and sustained: 
 
4.1.2 Local authorities should be fully funded from 2013 to commission the NHS Health 
Check programme  and follow up interventions. 
 
4.1.3 Local authorities should ensure delivery of the NHS Health Check programme. 
 
4.1.4 Local authorities should ensure that effective mechanisms exist to refer those found to 
have diabetes to appropriate healthcare and to refer those at high risk to effective lifestyle 
change programmes. 
 
4.1.5 Local Authorities should raise awareness of the benefits of an NHS Health Check and 
people’s rights to a free Check. 
4.1.6 An NHS Health Check should be equally accessible to everyone who is eligible. There 
should be targeted action to reduce geographical variation and effective action to ensure those 
in high risk groups receive an NHS Health Check. 
 
4.1.7 NICE Public Health Guidance on Preventing Type 2 Diabetes: Risk Identification and 
Interventions for Individuals at High Risk should be fully implemented. 
 
4.1.8 Those commissioning the NHS Health Check programme should collaborate with local 
and national  community risk assessment programmes and awareness raising campaigns to 
increase reach, in particular across those groups the NHS traditionally fails to reach, eg 
through Diabetes UK roadshows.  
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4.1.9 There should be effective signposting to organisations providing information and advice 
to support people to adopt healthier lifestyles and reduce their risk of Type 2 diabetes (and 
other conditions). 
 
4.2 Joint strategic needs assessments (JSNAs) should include a focus on diabetes prevalence, 
quality of service and outcomes in order to ensure: 
4.2.1  Integrated and high quality care and treatment for people with Type 1 and Type 2 
diabetes and effective management of complications. 
4.2.2  Access to care planning, education and support, including psychological support, to 
ensure people with diabetes can effectively self manage their condition to prevent 
complications.  
 
NOTES  
 
Diabetes mellitus is a condition in which the amount of glucose (sugar) in the blood is too 
high because the body cannot use it properly. There are two main types of diabetes.  
 
Type 1 diabetes develops if the body cannot produce any insulin. Insulin is a hormone which 
helps the glucose to enter the cells where it is used as fuel by the body. Type 1 diabetes is the 
least common of the two main types and accounts for around 10 per cent of all people with 
diabetes.  
 
Type 2 diabetes develops when the body can still make some insulin, but not enough, or when 
the insulin that is produced does not work properly (known as insulin resistance). In most 
cases this is linked with being overweight. This type of diabetes usually appears in people over 
the age of 40, though in South Asian people, it often appears after the age of 25. However, 
recently, more children are being diagnosed with the condition, some as young as seven. Type 
2 diabetes is the more common of the two main types and accounts for around 90 per cent of 
people with diabetes.  
 
 
October 2012 
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Written submission from the King’s Fund (HLTH 18) 

The King’s Fund is an independent charity working to improve health and health care in 
England. We help to shape policy and practice through research and analysis; develop 
individuals, teams and organisations; promote understanding of the health and social care 
system; and bring people together to learn, share knowledge and debate. Our vision is that the 
best possible care is available to all. 
 
Introduction 

1. The Health and Social Care Act (2012) fundamentally alters the relationship between 
local government and the NHS. Responsibility for considerable public health and 
health improvement functions will be transferred from the NHS to local government, 
giving local authorities new responsibilities in relation to specific health functions. 
Local authorities will be required to appoint Directors of Public Health, in partnership 
with the Secretary of State. Health and wellbeing boards have been created in upper 
tier and unitary authorities to improve integrated working across local health, social 
and wellbeing services, using tools such as joint strategic needs assessment, pooled 
budgets and joint commissioning to improve co-ordination of service planning and 
delivery. The health and wellbeing boards will also have new responsibilities to 
develop a local health and wellbeing strategy.  
 

2. We are fundamentally optimistic about these changes, and have followed the 
development of health and wellbeing boards and the transfer of public health 
functions with interest. The research we have completed in these areas provides the 
basis for this evidence submission.  

 
Health and wellbeing boards 
 
The intended role of health and wellbeing boards in co-ordinating the NHS, social care 
and public health at the local level 
 

3. Our report into the development of health and wellbeing boards (Humphries et al 
2012) highlighted the following: 
 
a) The creation of health and wellbeing boards is one aspect of the NHS reforms that 

enjoys overwhelming support. The boards offer new and exciting opportunities to 
join up local services, create new partnerships with GPs, and deliver greater 
democratic accountability. 

b) Boards need to be clear about what they want to achieve. We found potential 
tensions between their role in overseeing commissioning and in promoting 
integration across public health, local government, the local NHS and the third 
sector. 

c) Despite the rhetoric of localism, many shadow boards are concerned that national 
policy imperatives will over-ride locally agreed priorities and are uncertain about 
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the extent to which they can influence decisions of the NHS Commissioning 
Board. Roles and responsibilities of all new bodies need to be defined much more 
clearly. 

d) Although some shadow boards are taking an imaginative approach to engaging 
with stakeholders, the exclusion of providers could undermine integrated 
working. Local authorities should look afresh at ways of working with local 
partners rather than re-badging previous partnership arrangements. 

e) Our view is that the creation of health and wellbeing boards will not automatically 
remove many of the barriers to effective joined-up care. For boards to succeed, a 
stronger national framework for integrated care is needed with a single outcomes 
framework to promote joint accountability. 

f) The discretion given to local authorities in setting up boards means that different 
approaches will emerge, and some will be more effective than others. Capturing 
and sharing lessons learned from shadow boards will be vital to avoid simply 
adding a further layer of unacceptable variation to the system. 

g) Our findings suggest that the biggest challenge facing the new boards is whether 
they can deliver strong, credible and shared leadership across local organisational 
boundaries. Unprecedented financial pressures, rising demand, and complex 
organisational change will severely test their political leadership. Board members 
need time and resources to develop their skills and relationships with other 
stakeholders. 

 
4. Health and wellbeing boards have great potential to bring together local agencies to 

work in integrated ways. However, it is important to remember that these 
partnerships are new, and they will need time to develop into successful strategic 
bodies. An assessment will also be needed on whether boards have the levers they 
need to fulfil their principal roles effectively.  
 

Barriers to integration, including issues in multi-tier areas 
 

5. Legal powers for joint commissioning and pooled budgets have existed for some time 
but few local authorities have used them. There are many examples of poorly executed 
commissioning in health and social care, and the current skills gap in commissioning 
remains a challenge for many local areas as the reforms begin to be implemented (The 
King’s Fund 2011a). Different commissioning cycles also exist for local authorities and 
the NHS – they will need to be reconciled where possible, to enable health and 
wellbeing boards to drive joint commissioning forward. 
 

6. The use of pooled budgets is another means of aligning resources, but currently these 
represent less than 5 per cent of total NHS and social care expenditure (Audit 
Commission 2009a). However, adult social care commissioning actually contributes 
around 25 per cent of its budget towards these joint arrangements, whereas the NHS 
invests a lot less. The imbalance in investment between social care and health in joint 
commissioning presents a bigger challenge than the overall total investment is small.  
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7. There are lessons for health and wellbeing boards from the history of local partnership 
arrangements.  Joint consultative committees and joint care planning teams, and, 
more recently, local strategic partnerships have achieved mixed results in delivering 
jointly planned services. A recent review of the experience of local strategic 
partnerships also offers some relevant insights for health and wellbeing boards, 
namely that: 

 
a) important lessons can be learned from other local strategic partnerships despite 

their unique features 
b) they must seek to influence partners’ mainstream spending and activity despite 

not having control of the resources 
c) there is a need to develop strong cultures to achieve shared goals 
d) in multi-tier areas, there are greater challenges for these partnerships 

arrangements than for those in single tiers; despite the fact that they are voluntary, 
unincorporated associations, they must recognise their strategic, executive and 
operational roles (Audit Commission 2009b). 

 
8. Scotland’s community health partnerships, which were established to integrate health 

and social care services and to shift provision from acute care into the community, 
have also recently been hindered by persistent siloed management of resources, staff 
and information (Audit Scotland 2011). 
 

9. More broadly, our joint report with the Nuffield Trust published in January this year 
outlined a number of priorities for action and barriers to developing integrated care at 
a national level (Goodwin et al 2012). Little progress has been made in addressing 
these and there is a risk that momentum is lost during the transition as the 
government’s reforms are implemented and that integrated care is not given sufficient 
priority. The Social Care White Paper outlined a number of proposals that will form 
the basis of an integrated care delivery plan due to be published by the Department in 
the coming months. This provides an opportunity to generate momentum – it should 
be the catalyst in moving integrated care from a subject for policy debate to making it 
happen at scale and pace across the country. 
 

10. Health and wellbeing boards will need to explore a range of ways to develop a more 
integrated approach to commissioning and the use of resources across organisational 
boundaries. The Committee should consider whether boards will have all of the 
levers and support they need to pursue integration effectively, in light of the evidence 
from previous arrangements about challenges in integrating resources across 
organisations. 
 

 
Public health 
 
The introduction of a public health role for councils 
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11. The transfer of greater responsibility for public health to local authorities provides an 

opportunity to improve the co-ordination of public health with other local services.  
The closer proximity of health improvement teams to other local authority teams and 
effective relationships between them will be key to delivering good public health 
outcomes in addressing the wider determinants of health (The King’s Fund 2011b). 
 

12. However, it is important to realise that the NHS will continue to play a huge role in 
public health (only around £2 billion of roughly £5 billion funding for public health 
will be in the hands of local authorities, the rest will lie with the NHS through the 
NHS Commissioning Board and Public Health England).  It is of paramount 
importance that existing and future services that rely on collaboration between local 
authorities and the NHS (such as sexual health services) are not fragmented by the 
move to local government.  
 

13. The move must also not isolate the skills and expertise that a large number of public 
health specialists have in clinical care and clinical service design. The support and 
intelligence that public health teams can offer to both clinical commissioning groups 
and local authorities will need to be carefully managed and resourced if it is to deliver 
the intended benefits. The right balance needs to be struck between ensuring that 
clinical commissioning groups don’t over-rely on public health teams to deal with 
public health issues and health inequalities, and making sure that clinical 
commissioning groups don’t break away from local public health teams and duplicate 
their own public health functions internally, or fail to collaborate with their local 
authority partners.  
 

14. While it is important that clinical commissioning groups benefit from the expertise of 
public health teams in local authorities, they should not become dependent on them. 
Clinical commissioning groups should be discouraged from seeing public health 
simply as a bought-in service, rather than as a core part of their own population 
responsibilities. Monitoring the development of these local relationships will be 
important, to ensure that those responsible for public health and the NHS 
collaborate and share responsibilities proportionately. 
 

The financial arrangements underpinning local authorities’ responsibilities 
 

15. Ring-fencing the public health budget should be a decision taken after the system has 
been designed, not taken beforehand as it seems to have been done.  Ring-fencing is 
most appropriate in a system that requires for specific services to be delivered; a 
system more focussed on outcomes, strong accountability and innovation is more 
suited to non-ring-fencing. The rhetoric around public health reform, and certainly 
the role of local authorities has been focused on the latter.  Over time, the ring-fencing 
debate will need to be revisited.     
 



114 

 

16. The Department has not to our knowledge made any estimate of how much in total 
should be spent on public health. However, it has prescribed some mandatory 
functions to the sector. Arguably, there should be a bottom up assessment of how 
much a specified service should cost and it should then be resourced accordingly. 
There is no guarantee that the existing overall pot of £2 billion is adequate to deliver 
the specific services required and broader responsibilities designated to public health. 
 

17. The Department has however decided to allocate funds through a ‘needs formula’ 
based on each area’s standardised mortality rate in the under 75s.  In the long term, 
such an approach is reasonable in terms of fairness based on the national distribution 
of need – although there will inevitably lots of debate about the specific measure 
chosen, and how different levels of standardised mortality rates relate to different 
levels of funding.    
 

18. However, in the short term, the critical decision is how fast to move towards the new 
arrangements.  Funds are not currently allocated according to where the formula 
suggests they should be, because PCTs have previously made their own decisions 
about resourcing public health via larger NHS budgets.  Moving to the formula 
quickly could lead to areas that have invested in public health in the past receiving less 
than they have had previously, and those who have under-invested receiving windfall 
gains, which would clearly be unfair.  On the other hand, not moving to the formula 
quickly is also unfair from a different perspective, ie, the distribution of needs in the 
overall population. Getting this balance right will not be easy, particularly given there 
is no increase expected in overall public health budgets.  
 

19. Finally, the evidence of securing better outcomes and value for money from the Total 
Place initiative was relatively underdeveloped, but did show promising improvements 
for local populations (Humphries and Gregory 2010). The continued focus on place-
based service planning and delivery through the community budgets pilots offers a 
real opportunity to use money more flexibly across services to improve outcomes for 
patients and populations.  
 

20. The government needs to be much clearer on how much funding is required for 
public health in total.  At the moment, there is no sign it has undertaken such an 
assessment.  Without this, even if it manages to design a perfect allocation formula 
for distributing that total to local authorities, there is no guarantee they will be able 
to deliver the appropriate services to fulfil their responsibilities. 
 

21. Public health should be a central partner in driving forward place-based initiatives, 
as it should help focus attention across local services on health prevention and health 
inequalities. However, there will be significant challenges facing areas as they 
develop these approaches, not least because it will require significant cultural change 
in ways of working to break down current organisational boundaries. 
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How the impact of the new arrangements can be measured 
 

22. We welcomed the development of the public health outcomes framework. This has 
bought much needed clarity on the outcomes that the public health system is expected 
to deliver. However, there is much less clarity on where the accountability for meeting 
these public health outcomes lies in the new system. Whilst there are plans for sector-
led improvement, accountability for poor performance - for instance on high level 
outcomes such as life expectancy - remains worryingly weak, and constitutes one of 
the greatest risks to the success of the reforms.  
 

23. In addition, a lot of emphasis is being placed on the power of the incentive payment 
for good outcomes (to be introduced in 2015-16), which will reward for progress 
against specific public health indicators to drive success. However, there appears to be 
very little consideration of what system will be in place to penalise poor performance 
and/or failure in the delivery of these indicators.  
 

24. Public Health England will need to be transparent about the consequences of poor 
performance against public health indicators. 
 

25. The Department has also recently consulted on the arrangements for local authority 
scrutiny in improving the process of reconfigurations of local health services. The 
Department has taken on board the recommendations from our briefing on 
reconfiguring hospital services (Imison 2011), to ensure local authorities take account 
of financial issues when considering reconfiguration plans, and for the timescales for 
local decision-making to be regulated.  
 

26. The consultation also proposed that the full council of the local authority had to 
approve referrals to the Secretary of State. However, the use of a separate local health 
scrutiny function within local authorities allows for necessary impartiality in the 
decision-making process. Forcing collective decision-making between the full council 
and the scrutiny committee is unlikely to be helpful – if anything it is likely to 
disempower both groups.   
 

27. Further, the proposal for the NHS Commissioning Board to act as an intermediary 
body for referrals about some service reconfigurations before they reach the Secretary 
of State poses conflicts of interest that we think should be avoided. The Board will 
have more than likely approved reconfiguration plans with clinical commissioning 
groups before these plans are escalated. It is therefore unlikely that they will be able to 
remain impartial in their decision to refer plans to the Secretary of State. 
 

28. There is an alternative role the clinical senates and clinical networks, as hosted by the 
NHS Commissioning Board, could fulfil that could add significant value to the 
overview and scrutiny process. Local authorities need technical skills, support and 
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capacity in order to perform their overview and scrutiny functions well, rather than 
simply as an exercise in the process (The Kings Fund 2012).  
 

29. To improve on what is currently in place, a system of peer arrangements should be 
established and overseen by the clinical networks and senates, in which the overview 
and scrutiny committee of a local authority in one area dealing with a particular 
issue provides advice and support to another. This would mirror the arrangements 
for services such as cancer, where peer networks have made notable gains in 
improving the quality of cancer services. The proposal to refer reconfiguration plans 
for approval from the full council should also be dropped, to avoid disempowering 
both groups. 

 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 

 
30. The existence of the public health outcomes framework will help local authorities take 

a strategic look across their responsibilities. However, our recent report on multiple 
behaviours (Buck and Frosini 2012) suggested that the government has to date 
primarily tackled unhealthy behaviours in silos (ie, producing separate strategies for 
obesity, smoking and alcohol that do not link to each other or to policies on health 
inequalities). We believe this is necessary but not sufficient in light of the findings in 
our report that unhealthy health behaviours co-occur and cluster in population 
groups, particularly in the most disadvantaged populations. 
 

31. Whilst there have been real improvements in public health in recent times, this has 
not been shared equally in the population, and inequalities in health behaviours have 
therefore widened.  For example, we found that in 2003 people with the lowest levels 
of formal education were three times more likely to not adhere to government 
guidelines on all four chief unhealthy behaviours (smoking, alcohol, diet and physical 
activity); by 2008 they were five times more likely to not adhere to the guidelines.   
 

32. Behaviour change policy and practice need to be approached in a more integrated 
and focused manner with a core objective on reducing inequality that is based on 
individuals’ experience of joint unhealthy behaviours, not simply on separate 
campaigns on each behaviour.  Local authorities, with their greater knowledge of 
local communities - and their greater control over some of the economic and social 
conditions that shape behaviours - should be in a better position to do this than the 
NHS. This will be a key test for them as they take on their responsibilities. 

 
 
October 2012 
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Written submission from the Department of Health and the 
Department for Communities and Local Government (HLTH 19) 

Introduction 
 
1. The Government welcomes the Committee’s inquiry into the future role of English local 

authorities in health. This memorandum outlines the Government’s vision and objectives 
for local authorities’ role in the new health system. 

 
2. The Health and Social Care Act 201287 (‘the Act’), gives local government two critical new 

roles in relation to health in England. Firstly, local government will lead on local public 
health, and secondly, they will have a strengthened leadership role in relation to the wider 
local health and care system, through health and wellbeing boards. 

 
3. The 2010 White Paper Healthy Lives, Healthy People88 set an ambitious vision for public 

health in the 21st century, aiming for a nation living longer, healthier lives, and to narrow 
inequalities in health between rich and poor. 

 
4. One size-fits-all solutions are not effective when public health challenges vary from one 

neighbourhood to the next. A new approach is needed that empowers individuals to make 
healthy choices and gives communities the tools to address their own, particular needs, 
putting local communities at the heart of public health.  

 
5. The Act aims to achieve this. In April 2013, unitary and upper tier authorities take 

responsibility for vital public health activity, ranging from cancer prevention and tackling 
obesity to drug misuse and sexual health services. 

 
6. Bringing public health into local government allows services to be planned and delivered 

through the full range of their business in the context of determinants of health like 
poverty, education, housing, employment and pollution. The aim is that local councils 
look for opportunities to focus their efforts on positive health outcomes for the 
population and reducing inequalities.  

 
7. The Act also requires health and wellbeing boards to be established in every unitary and 

upper tier local authority area. Health and wellbeing boards will take an overview of 
health and care services, and they will guide action to promote population health and 
wellbeing. This strengthened leadership role for local authorities, working with the NHS 
and local communities, is intended both to improve outcomes and increase accountability 
and democratic involvement in health.  

8. The White Paper Caring for our future: reforming care and support, published in July 
2012, underlines local authorities’ role in promoting health and wellbeing. It aims to 
change the focus of care and support to promote people’s independence, connections and 

                                                      
87 http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted 
88http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_121941 
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wellbeing, for example through councils’ housing functions, and transform people’s 
experience of care and support. It will put people in control and ensure that services 
respond to what they want. The draft Care and Support Bill 89 includes a duty on local 
authorities to commission and provide preventive services.   

 
A public health role for councils and Public Health England 
 
9. Local responsibility for public health will mean the transfer of commissioning and 

delivery away from Primary Care Trusts (PCTs) and Strategic Health Authorities (SHAs) 
to local authorities. By April 2012 each of the 31 PCT clusters and their local authorities 
agreed comprehensive plans for a robust transition to the new public health system. These 
plans were reviewed by SHA Clusters in May 2012, with support from local government 
and all were making good progress. 

 
10. Support for the transition of public health to local government has been developed by the 

Department of Health and Local Government Association (LGA). This includes case 
studies from local authorities90 who are already leading the way on public health.  

 
11. Responsibility for public health in England involves a new emphasis on the role of the 

Directors of Public Health (DsPH) in the discharge of local authorities’ public health 
duties and a reorganised public health workforce. A new executive agency of the 
Department of Health, Public Health England (PHE), will be the authoritative national 
voice and expert service provider for public health in England. It will support the efforts 
of local authorities. 

 
12. PHE will provide strategic leadership and vision for the protection and improvement of 

the nation’s health in partnership with local government. PHE will carry out these duties 
in partnership with the wider health and care and public health system and with key 
delivery partners including local government and the NHS.  

 
13. The rationale for a national public health agency is to bring together for the first time the 

full range of public health expertise. PHE’s three key functions will be: 
 

• delivering services, including specialist public health services, evidence and 
intelligence services, working in support of local government; 

• leading for public health, by encouraging transparency and accountability across 
the system; and 

• developing the public health workforce. 
 
14. In July 2012 Duncan Selbie was appointed as PHE’s chief executive Designate. Mr Selbie 

is leading the work to establish PHE. He is in the process of appointing his top team and 
ensuring the transfer of staff to PHE. Mr Selbie is working with Local Government and 

                                                      
89 http://www.dh.gov.uk/health/2012/07/careandsupportbill/ 
90 http://www.local.gov.uk/web/guest/media-centre/-/journal_content/56/10171/3374673/NEWS-TEMPLATE 
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other colleagues to develop the vision for PHE and to ensure it can effectively support the 
delivery of improved public health outcomes. The Secretary of State for Health also 
appointed Dr David Heymann, currently chair of the Health Protection Agency, as acting 
chair of PHE, to provide further assurance of operational independence. 

 
15. Local authorities already have a frontline role in health protection through their statutory 

functions around notifiable diseases and through their environmental health officer 
workforce (in district and single tier councils). This will not change in the new system, 
although there will clearly be opportunities for a more coherent and aligned approach to 
health protection. 

 
16. PHE will incorporate the functions of the Health Protection Agency (HPA), and thus will 

be responsible for front line health protection via its local centres which will support their 
local authorities. The Public health in local government and health protection factsheets91 
along with the Local Health Resilience Partnerships (LHRP) resource pack92 describe the 
future Emergency Preparedness, Response and Resilience (EPRR) roles of local 
government. Work is currently underway to provide assurance that everyone understands 
the role of the LHRP and how they as individuals and organisations contribute to the 
whole system of EPRR in planning and in response. The new structures and organisations 
will work through partnerships of the 39 Local Resilience Forums (LRF), each with a lead 
DPH from within the LRF area who will coordinate the public health input into planning 
for, and testing of, responses to emergencies across the LRF area.  

 
17. New incidents are most likely to emerge from reports to PHE or to local authorities 

through environmental health officers (as is the case with the HPA currently).  
 
18. Initial responses will be led by the DsPH, with PHE, in close collaboration with the NHS 

lead. Both PHE and environmental health staff have statutory powers and responsibilities 
in responding to health protection incidents and emergencies. 

 
19. The NHS Commissioning Board (NHS CB) and Clinical Commissioning Groups (CCGs) 

will commission health care, including specific public health services, such as to the 
military, prisons and immunisation. The NHS CB will also commission public health 
services within the GP contract and where the Secretary of State delegates some of his/her 
responsibilities (via the Section 7A agreement). 

 
Directors of Public Health 
 
20. To discharge their public health responsibilities and deliver real improvements, the DsPH 

need an overview and influence on the local authorities’ wider activities. Local 
arrangements are for local decisions, but the Government is clear that there should be 
direct accountability between the DsPH and the local authority chief executive (or other 

                                                      
91 http://healthandcare.dh.gov.uk/public-health-system/ 
92 http://www.dh.gov.uk/health/2012/07/resilience-partnerships/ 

http://mediacentre.dh.gov.uk/2012/07/26/david-heymann-acting-chair-public-health-england
http://mediacentre.dh.gov.uk/2012/07/26/david-heymann-acting-chair-public-health-england
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head of paid service) for the exercise of the local authority’s public health responsibilities, 
and direct access to elected members. By June approximately 85% of areas had proposed 
reporting arrangements that are consistent with these expectations. The remaining 15% of 
areas had yet to agree their model. 

 
21. The DsPH, if a medical or dental health professional, will also be accountable to their 

respective professional regulating bodies as a doctor, nurse or dentist. 
 
22. DsPH will be statutory members of health and wellbeing boards. 
 
The role of Health and wellbeing boards 
 
23. Health and wellbeing boards will be the forum for local authorities, the NHS, local 

Healthwatch, communities and wider partners, to share system leadership of both health 
and care services and population health. 

 
24. The Act mandates the statutory minimum membership for health and wellbeing boards 

to include at least one local elected member, a CCG representative, the local directors of 
adult social services, public health and children’s services, and a representative from the 
local Healthwatch organisation. The NHS CB must also participate when invited to do so. 

 
25. They will develop a joint understanding of local needs through Joint Strategic Needs 

Assessments (JSNAs); a shared set of priorities and a strategy to address these in Joint 
Health and Wellbeing Strategies (JHWSs). JSNAs and JHWSs will form the basis of NHS 
and local authorities’ own commissioning plans, across health, social care, public health 
and children’s services. The Government recently concluded a short public consultation 
on draft statutory guidance on JSNAs and JHWSs. A formal response to this consultation 
will be published by the end of the year. 

 
26. Health and wellbeing boards will have duties to encourage integrated working between 

commissioners of services across health, social care, public health and children’s services. 
This complements duties on CCGs and the NHS CB to promote integration. They will 
consider how the collective resources of the NHS and local government can combine to 
improve outcomes, for example through Community Budgets.   

 
27. By involving local councillors and representatives of people using services through local 

Healthwatch, and through wider engagement with local communities, health and 
wellbeing boards will strengthen local democratic legitimacy of health services and 
increase the influence of local people. 

 
28. Healthwatch and Healthwatch England will be the new consumer champion for both 

health and social care, and Local Healthwatch will feed local people’s views and concerns 
about local health and social care services into the system.   
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29. Local Government’s health scrutiny arrangements will continue to be an important route 
for accountability to local communities. The Government recently closed it consultation 
on the proposed future arrangements which reflect the changes brought about by the Act, 
including the importance of effective partnerships between local government and the 
NHS. The responses to this consultation are currently being analysed ahead of the 
Government’s response in the Autumn. 

 
Preparations for health and wellbeing boards  
  
30. ‘Shadow’ boards are established or being established in every local area, with work 

underway on refreshing JSNAs and developing preparatory JHWSs to help ensure they 
are in place in time to underpin 2013-14 commissioning plans.  

 
31. The Government’s approach to implementation of health and wellbeing boards 

recognises that accountability for setting up boards is local – with the approach 
depending on local circumstances and priorities.   

 
32. The Department of Health, with partners including the LGA, NHS Institute and NHS 

Confederation, has developed a National Learning Network which: 
 

• brings together health and wellbeing boards to share learning about how they can be 
most effective – rather than issuing central guidance; and 

• supports the collaborative leadership and relationships that will be crucial to the 
boards’ success. 

 
33. We are also working with the LGA to provide support to local authorities to help them 

prepare for local Healthwatch.   
 
Barriers to integration  
 
34. The report of the NHS Future Forum on integration summarised the barriers and 

enablers to integration, as ‘culture, incentives, regulation and relationships’. Both the 
Future Forum and the recent Health Select Committee Inquiry93 highlighted the 
importance of the role that health and wellbeing boards will play as a ‘crucible’ for 
integration in each local area. 

 
35. The Care and Support White Paper commits us to taking integration further across health 

and social care, involving wider services such as housing. 
 
36. In the next year the Government will publish a framework, co-produced with partners 

across the new health and care system (patients, people who use services and carers), that 

                                                      
93 http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-
committee/inquiries/parliament-2010/social-care1/ 
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will support the removal of barriers to making evidence-based integrated care and 
support the norm over the next five years. 

 
37. As set out in the White Paper, the draft Care and Support Bill also sets out a duty on local 

authorities to promote the integration of services, along similar lines to the duty on the 
local NHS already enacted by the 2012 Act. In addition, the draft Bill will provide for 
further duties of co-operation which encourage local partners to work together to 
improve the wellbeing of local people. This includes new duties to be placed on adult 
social care and housing departments to work together.  

 
38. Upper-tier and unitary local authorities are best placed to take on health improvement 

functions. There is a clear parallel between public health and adult social care and 
children’s services where leadership lies at the upper tier level. District councils will also 
play a critical role, both in contributing their knowledge of local needs to JSNAs, and in 
contributing to delivery of JHWSs and improved public health, including through 
housing and environmental health functions. It is for local areas to determine their own 
arrangements for how best to do this. 

 
Funding 
 
39. From 2013-14 upper-tier and unitary local authorities will be allocated ring-fenced public 

health grants to improve the health and wellbeing of local populations. Baseline spending 
estimates for each local authority published in February 2012 estimated that in 2012-13 
around £5.2 billion will be spent on the future responsibilities of the public health system, 
including £2.2 billion on services that will be the responsibility of local authorities.   

 
40. The Advisory Committee on Resource Allocation (ACRA), an independent expert 

committee that has overseen the formula used to allocate NHS resources for many years, 
is developing a formula for the allocation of resources to local authorities for public 
health. ACRA’s interim recommendations were published on 14 June 201294 and included 
an update on the health premium and the proposed conditions on the public health ring-
fenced grant. This includes provision for pooling of the ring-fenced public health budget, 
including as part of a Community Budget.   

 
41. Final allocations for 2013-14 will be announced by the end of the year.  A new health 

premium incentive will reward improvements in health outcomes, and incentivise action 
to reduce health inequalities. Disadvantaged areas will see a greater incentive, recognising 
that they face the greatest challenges. 

 
42. Local government is continuing to respond to the challenge of demonstrating better value 

for money by implementing slimmer management structures and sharing management 
resources where appropriate. Planning holistic, integrated services will also enable 

                                                      
94 http://www.dh.gov.uk/health/2012/06/ph-funding-la/ 
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prevention, early intervention and greater efficiency and effectiveness across care 
pathways.  

 
43. From April 2013, Government will be introducing a business rates retention scheme to 

put a strong financial incentive for economic growth at the heart of the local government 
funding system. 

  
44. The Government intends to roll in a number of currently separate grant funding streams, 

including the Early Intervention Grant and the Health Learning Disability and Health 
Reform Grant through the new business rates retention system. This process will help to 
maximise the size of the local share, thereby increasing the financial incentive for local 
authorities to drive forward economic growth.  It also provides greater local flexibility and 
freedom for local authorities to make decisions and manage budgets efficiently.  

 
45. The Government will also set up a new care and support housing fund, providing up to 

£300 million of capital funding over 5 years from 2013/14. This will support local 
authorities to plan for a range of accommodation options to meet the needs of their local 
population. 

 
Measurement of impact 
 
46. Health and wellbeing boards will set objectives based on the priorities identified through 

JSNAs and JHWSs. JHWSs should contain transparent measures that local people can 
recognise and understand, against which progress can be assessed.  

 
47. The Public Health Outcomes Framework95, NHS Outcomes Framework96 and Adult 

Social Care Outcomes Frameworks97, to be updated this autumn, set the national context 
for the new arrangements. The PH outcomes framework focuses on the most important 
things we want to do to improve and protect the nation’s health and wellbeing and 
improve the health of the poorest fastest. The framework will be used as a tool for local 
transparency and accountability, providing a means for benchmarking local progress 
within each authority and across authorities, and driving sector-led improvement. By 
April 2013, the Government will also publish an atlas of variation in wellbeing98 to help 
local authorities identify areas for improvement. 

 
48. In our response to the NHS Future Forum report on integration, we committed to 

develop a measure of patient experience of integrated care for use in the Outcomes 
Frameworks.  

                                                      
95 http://www.dh.gov.uk/health/2012/01/public-health-outcomes/ 
96 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131700 
97 http://www.dh.gov.uk/health/2012/03/adult-social-care-outcomes-framework/ 
98 Caring for our future: reforming care and support, Department of Health, July 2012 - 
http://www.dh.gov.uk/health/2012/07/careandsupportwhitepaper/ 
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49. As with other local services, councils will primarily be accountable to their electorates. 
The Government expects that the principles of sector-led improvement will apply across 
local government’s new role in relation to health, including public health, local 
Healthwatch and health and wellbeing boards. PHE will also be able to offer advice and 
support.  

 
Conclusion: Next steps in transition to the new system 
 
50. Earlier this year, the DH and LGA agreed a joint working statement as the basis of further 

work to assess readiness and prepare for local governments’ roles in the new system run 
up to April 2013, with local government increasingly taking the lead. 

  
51. A further stocktake of progress on the transfer of public health functions, led by local 

government, will happen in October 2012, enabling: 
• each locality to take stock and inform LGA/DH of remaining barriers and risks; 
• localities to reflect on approaches taken elsewhere; and 
• an overview of progress and remaining issues at national level. 

 
52. The October stocktake will establish an understanding of which localities, if any, are 

facing significant and specific risks and barriers. This will form the basis for tailored 
support and mitigation plans. There should be few of these, but where they are necessary 
they should be the subject of intensified, tailored, support and monitoring. 

 
53. As part of the National Learning Network for health and wellbeing boards, the LGA and 

partners have produced a tool for boards to assess their own progress99. Boards are 
accessing bespoke leadership support at local level from the LGA and NHS Leadership 
Academy100. 

 
54. The Government believes that preparations are on track for local governments’ role in the 

new health and care system.  Accountability for delivery will ultimately, and rightly, be at 
local level, arrangements are in place to assess progress, and to provide support where 
needed.   

 
 
 
October 2012 

                                                      
99 http://www.local.gov.uk/c/document_library/get_file?uuid=4d27e893-87a8-4be8-af16-
42d2e69ca90f&groupId=10171 
100 http://www.local.gov.uk/web/guest/health/-/journal_content/56/10171/3510973/ARTICLE-TEMPLATE 
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Written submission from the UK Faculty of Public Health (HLTH 20) 
 
About the UK Faculty of Public Health 
 
The Faculty of Public Health (FPH) is the standard setting body for specialists in public 
health in the UK. FPH is the professional home for more than 3,000 professionals working in 
public health. Our members come from a range of professional backgrounds (including 
clinical, academic and policy) and are employed in a variety of settings, usually working at a 
strategic or specialist level.  
 
FPH is a joint faculty of the three Royal Colleges of Public Health Physicians of the United 
Kingdom (London, Edinburgh and Glasgow).  In addition, FPH advocates on key public 
health issues and provides practical information and guidance for public health professionals, 
aiming to advance the health of the population through three key areas of work: health 
promotion, health protection and healthcare improvement. 
 
The introduction of a public health role for councils 
 
The Government’s policy of ‘empowerment of local communities’ offers great potential for 
health improvement through embedding public health expertise in local authorities, 
opportunities to work across the full range of Council and local authority issues and 
determinants of health such as housing, education and planning; and increase the focus on 
population health. It is critical that this new public health role addresses the following key 
challenges: 
 

• Ensuring clear lines of accountability and communication for protecting and 
improving the health of the local population – and that statutory guidance is followed  

• Enabling the public health workforce to challenge powerful interests whose actions 
risk the health of the population 

• Providing clarity as to how professional standards will be maintained for staff who 
will undertake the public health functions that are moving out of the NHS system  

• Fully recognising the health service domain of public health and creating explicit 
mechanisms for public health input and advice to the commissioning and provision of 
healthcare services 

• Addressing the fragmentation of the public health workforce, limiting opportunities 
to share scarce skills, maintain and develop capacity and assure competence  

• Ensuring that the HPA is not inhibited in its trading activities, resulting in a loss of 
funding for key members of staff, ultimately affecting its ability to the deliver high 
quality services 

• Ensuring that ring-fencing of the public health budget does not result in its 
redistribution for activities other than fulfilling Public Health outcomes, and that the 
funding formula reduces inequalities  

• Ensuring safe, equitable and appropriate health and health services at a time when the 
traditional levers for strategic oversight are being removed 
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• Ensuring that the potential loss of public health staff during the transition period is 
mitigated 

• Ensuring that the terms and conditions of public health teams in local authorities 
reflect their health background – and maintain an equivalence to NHS T&Cs 

• FPH continues to believe that Public Health England is an SHA within the NHS - 
Executive agencies, whilst being semi-independent are constitutionally part of their 
parent body 

• SHAs however are independent bodies with greater assurance of freedom from 
political interference 

• PHE as an SHA enables further development of academic collaboration with service 
public health for teaching and research  

• This will also encourage local authorities as strong venues for public health specialists 
and practitioners 

 
The adequacy of preparations for the new arrangements 
 

• The order of these reforms has left the public health workforce in limbo for over two 
years.  

• The organisations that currently employ public health specialists (Strategic Health 
Authorities, Primary Care Trusts, the Health Protection Agency, Public Health 
Observatories) have had their budgets cut prior to their being disbanded 

• Many of those working in public health are still uncertain as to where they will be 
employed in April 2013 – or even, indeed, whether they will be employed at all 

• The position is variable. In some areas, county councils seem well prepared, whereas 
in others – especially metropolitan councils and across London, there are still 
substantial problems. 

• These include problems with regard to staff transferring contracts or contracts being 
terminated by primary care trusts; information governance, practical considerations 
including accommodation and IT; and due diligence 

 
The objectives of the new arrangements and how their impact can be measured 
 

• In the short term, it will be important to demonstrate that safe systems are in place. In 
the medium term, evidence of local authority health policies in practice will be 
required, and in the longer term it will be important to be able to measure 
achievements and outcomes 

• It is important that local areas are given autonomy to allocate their resources 
according to local priorities, whilst recognising the tension between the localism 
agenda and the need for national priorities to be resourced and addressed 

• We would support the idea of there being both core indicators and locally decided 
indicators which would be selected from a national basket  
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• As described, the outcomes framework suggests that there will be national collation of 
data and evidence to support reporting against these indicators and measure local 
authority performance  

• Experience from previous approaches has illustrated that performance reporting 
places a significant burden on local areas in the collection and extraction of data. 

• It is essential, therefore, that the local Director of Public Health has adequate public 
health specialist support at a local level to support this delivery.  

• If the outcomes framework is to be deliverable, the DPH must be able to hold 
commissioning bodies to account independently for their performance in relation to a 
particular population in order to ensure delivery  

• The Director of Public Health annual report is an provides an important means to 
measure the impact of the new arrangements against their objectives 

 
The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 
 
The Health and Wellbeing Board – General Principles 
 

• HWBB should not become ‘talking shops’, but be able to robustly hold to account 
stakeholders and enable the NHS and local government to make real improvements to 
health and wellbeing  

• Potential political tensions between their overseeing commissioning and promoting 
integration across public health, local government, local NHS and the third sector 
need consideration 

• Potential political tensions between their overseeing commissioning and promoting 
integration across public health, local government, local NHS and the third sector 
need consideration 

• National policy imperatives must balance with local priorities, via co-production and 
dialogue  

• National policy Imperatives must be in accordance with agreed  findings from the 
JSNA 

• Roles, responsibilities and membership need clear definition to ensure the Board is 
robust  

• Stronger national framework for integrated care with a single outcomes framework 
needed across health, social care and public health  

• Lessons and best practice from shadow Boards, supporting local determination of 
arrangements to best meet the requirements of local conditions must be considered 

• Must deliver strong, credible and shared leadership across local organisational 
boundaries  

• Where services are not meeting needs the Board should be able to challenge and hold 
to account, and take a broad and holistic view of determinants of health  

• Essential that duties underpinning JSNAs/JHWSs undertaken by CCGs and local 
authorities via HWBBs are robust 
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• It is important to give HWBBs maximum freedom to determine the context of JSNA 
and JHWS 

 
Health and Wellbeing Boards, JSNA and JHWS – Addressing Health Inequalities 
 

• The JSNA and JHWS will need a strong focus on inequalities across the social gradient 
(proportionate universalism) in addition to the needs of disadvantaged and vulnerable 
groups 

• JSNA are the key to addressing inequalities 
• Health and wellbeing boards will need to consider their organisation’s Equality Duties  
• JSNAs can address the health needs of specific disadvantaged groups with protected 

characteristics if this is the agreed priority of the HWBB 
• Each agency has a statutory responsibility to address these needs, and Local HWBBs 

should be able to determine the HWBB priorities they need to address 
• The major inequalities in health faced by HWBBs are economic and social rather than 

inequalities solely related to the protected characteristics 
• The HWBBs responsibility to take an overview of the social as well as health care 

needs of the local community living in the board area must not be overlooked 
• The JSNA/JHWS guidance must make consistent reference to health inequalities 
• The recommendations from Fair Society Healthy Lives need to be embedded in the 

JHW 
• Equal weight should be give to physical and mental health and wellbeing – parity of 

esteem between mental and physical health is vital 
• It will be important for boards to have mechanisms to monitor their own outcomes 

and measure the effectiveness and impact of JHWSs (see the HWB self assessment 
tool) 

 
Health and Wellbeing Boards, JSNA and JHWS – Integration, Autonomy and Leadership 

 
• The DPHs independent annual report should be emphasised strongly – this key 

resource for identifying local priorities should underpin the JSNA 
• Successful HWBB members will behave supportively and collaboratively, and have 

capacity to challenge one other where they find that one or other partners is not 
committing its resources towards agreed joint priorities, programmes and care 
pathways 

• Strong HWBBs will also be vocal and successful lobbyists of central government 
• Public health will benefit from DsPH as leaders within the HWBB and within local 

authorities 
• Whilst CCGs and LAs have joint and equal responsibility for the development and 

delivery of the JSNA and JHWB strategy, the DPH is best placed to lead on the JSNA 
and JHWS on behalf of the HWBB 

• This follows from their role delivering public health advice to the local authority on 
needs and policy and in delivering the core offer of PH advice to the CCG 
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• JSNAs should result in a shared understanding locally between all partners not just 
local authorities and the NHS; but also other public sector bodies, voluntary and 
private sectors 

• They will set out communities’ needs but also community assets, and where there are 
inequalities in outcomes and access to services, as well as identify the causes of 
inequalities 

• JSNAs/JHWSs should be owned jointly by all members of health and wellbeing boards 
• They should involve ongoing dialogue with communities, to ensure their needs, assets 

and experiences are understood, and that priorities reflect what matters most to them 
 
Barriers to integration, including issues in multi-tier areas 
 
Health and Wellbeing Boards – A Mechanism for Integration 
 

• Health and Wellbeing Boards provide a useful mechanism for integration 
• CCGs, the NHSCB and local authorities’ commissioning plans must be informed by 

JSNAs/JHWSs 
• Where plans are not in line with JSNAs and JHWSs, CCGs, the NHSCB and local 

authorities must be able to explain why 
• Agreeing a JHWS must involve a two-way dialogue that allows for challenge by local 

commissioners where they feel the JSNA and JHWS have been ill thought through 
• Local authorities should be held to account for the public health funding that will be 

disbursed to them by PHE and made explicitly accountable for the delivery of an 
agenda through commissioning, policy and management that addresses the social 
determinants of health 

• Health and wellbeing boards will need to engage partners, stakeholder and 
communities in different ways than in the past, and communities themselves will need 
to proactively take part 

• Engagement should be continuous, recognising that JSNAs/JHWSs go beyond health 
and care 

• Evidence from multiple sources will be needed, including input and views from the 
community 

• HWBB members need to provide collective leadership, with members working 
together to jointly agree upon needs and priorities, as well as translating the priorities 
into action 

• Individual board members will need to influence their own organisations, as well as 
others across the health and care economy and wider existing partnership arena.  

 
Upper Tier and District Councils 

 
• The JSNA/JHWS are the equal and joint duty of LAs and CCGs, through the HWBB 
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• LAs in this context are top tier, but much of the local government spend which is 
equally or more relevant to population health, is by district councils in two tier 
authorities 

• There is no statutory requirement for them to be involved or even have a place on the 
HWBB 

• There must be explicit requirements for their active engagement, as they will have a 
crucial role in promoting public health 

 
The NHS Commissioning Board and Integration 
 
• The NHSCB commands a considerable expenditure in local areas and is required to 

have a place on the HWBB – this is essential 
• The NHS Commissioning Board is the major public health budget holder and needs 

to be held to account as any other Health and Wellbeing Board partner 
• The NHSCB, as Commissioner of pharmacists, GPs, opticians, dentists has major 

front line role 
• The NHSCB‘s responsibilities complement but do not duplicate those of CCGs and it 

is unreasonable to expect CCGs to have a comprehensive understanding of the 
specialised services that the NHSCB commissions and which all local populations 
need 

• The NHSCB commissions primary care and might reasonably be expected to offer an 
informed view on the quality of that care delivered locally and the appropriate 
response to unmet need 

• It follows that the NHSCB should be party to every single JHWS in England, to agree 
to them, and to be held to account by them 

 
The Outcomes Frameworks and Integration 

 
• The draft JSNA / JHWS guidance, which states that the three Outcomes Frameworks 

should help form priorities, but shouldn’t overshadow local evidence 
• They may prove problematic in practice, given that, for example, health services will 

be required to take account of the NHSCB mandate, likely to draw heavily upon the 
NHS Framework, and the funding available to local authorities is likely to be 
determined to an extent by their response to the PH outcomes framework 

 
Other Sectors 

 
• Drug and alcohol services and ‘homeless’ charities are surprising omissions from the 

list of organisations Health and Wellbeing Boards need to work closely with 
• Early years providers and parenting coordinators should also be mentioned since 

these have a key role in life course health promotion 
• The potential role of universities should be acknowledged in JSNA/JHWS guidance  
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How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 
 

• There must be clarity over who, within the various local agencies involved, has lead 
responsibility for ensuring the response to an emergency/outbreak is effective and 
appropriate 

• There should be local responsibility with the DPH, beyond ensuring that plans are in 
place 

• The picture at local level for this response is fragmented, with responsibility across it, 
the NHS and PHE - This fragmentation places public safety at great risk 

• It is imperative there is a clear delineation of responsibilities for health protection at 
the local, sub-national and national levels, including those of the LA, DPH, NHS and 
PHE local outposts  

• The Act does not articulate lines of responsibility or accountabilities for co-ordinated 
action 

• This lack of clarity at local level on who is operationally responsible for ensuring that 
an effective response is put in place at the local level will result in delay and confusion 

• Grave risk that emergencies, outbreaks and epidemic situations, will not be properly 
managed or responded to, may escalate, and the public – and economies – will be 
come to serious harm 

• Under the Act, local government takes on a substantial share of the responsibility for 
public health, alongside PHE, across the three pillars of public health 

• It follows that a primary leadership role and central port for emergency preparedness 
and for ensuring effective management of the local response should rest with the local 
authority 

• PHE needs a clear leadership and coordination role when emergencies cross local 
boundaries 

• The relationship between local hubs of PHE and the DsPH needs clarification 
• FPH is concerned that the current proposals do not address the need to establish and 

maintain an effective health protection workforce at the front line (i.e. local authority 
level) 

• FPH is concerned that the other functions of PHE will be overlooked and poorly 
resourced as PHE becomes in all but name the national functions of the Health 
Protection Agency (HPA) 

 
The accountability of Directors of Public Health  
 
To provide effective strategic leadership for public health, the DPH must be able to influence 
all aspects of the work of the local authority and the local health economy. The public must 
also be confident that the DPH is able to provide informed, independent professional advice.  
 

• The DPH must be the local strategic leader and Chief Officer for health and wellbeing 
within the local authority, trained and registered with broad range of PH expertise 
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• This ensures that those responsible for providing vital advice of a technical nature are 
appropriately qualified to do so and that the public can be assured of that competence 

• The DPH must be a Chief Officer of the LA 
• The DPH must have direct access to the Council, Cabinet, elected members and 

Board, and direct accountability to the head of the organisation (CEO, Mayor or 
equivalent) 

• The DPH must have day to day responsibly for management of the ring-fenced PH 
grant; be a statutory member of the HWBB; and have lead responsibility for planning 
and leading the local response to outbreak and emergency situations 

• The DPH must be subject to statutory guidance on their responsibilities, in line with 
that for Directors of Children’s Services and Directors of Adult Services 

• The DPH must be able to produce a robust and truly independent annual report on 
the current health and future health needs of their population (and how well they are 
being met) 

• The DPH (and all consultant level posts) must be jointly appointed by the LA and 
PHE through a statutory appointments process (or equivalent consistent with FPH 
standards).  

• The Secretary of State should have a veto over the termination of employment of the 
DPH  

• Forthcoming statutory guidance must reflect good practice 
• Must be able to promote opportunities for action across the whole “life course”, 

working together with local authority colleagues such as the Director of Children’s 
Services and the Director of Adult Social Services, and with NHS colleagues 

• FPH is concerned by reports some local authorities wish to have their DPH report to, 
for example, the Director of Adult Social Services, not giving the DPH the required 
status to be effective 

• FPH is concerned to hear of examples where the AAC process is not being followed 
correctly 

• The DPH must have the ability to work with all executive members across all 
functions of the council – considering the wider determinants of health including 
“place” as well as “people” 

 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
 
The Proposed Public Health Funding Formula 
 

• FPH is concerned by the way the proposed public health funding formula 
redistributes funding from areas whose residents have the worst health to areas where 
residents have better health 

• The formula uses as an indicator the standardised mortality ratio for those aged under 
75  
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• This allows the existing allocation to remain in areas where it is now higher than this 
minimum 

• This minimum allocation will have the effect of levelling up those areas giving too 
little priority to public health, rather than rewarding those areas taking action to 
reduce health inequalities 

• If the proposed formula is used to redistribute the existing pot it will reward the lower 
spending less deprived and increase inequalities 

• It is a core public health value that inequalities in health should be reduced 
 
For a detailed overview of FPH’s analysis of the proposed public health funding Formula, 
please refer to FPH’s response to the engagement process on ‘Healthy Lives, Healthy People: 
Update on Public Health Funding’, which you can find at the following link: 
http://tinyurl.com/9aabcz3  
 
The ring-fenced budget 
 

• The “ring-fence” needs to be protected at a local level as well as at a national level 
• It is important there exists robust and external monitoring of the ring-fenced budget, 

in particular for those situations where the Director of Public Health should be able to 
give an independent view (but this may not be possible) 

• Additionally, Public Health England and the relevant CCG should have a role in 
monitoring the integrity of the ring-fence  

• Clarity is needed over what services will be funded from the public health budget and 
how these monies will be routed from the DH to service providers 

• Clarity is also needed about how decisions need to be made to redistribute the ring-
fenced budget – who needs to be involved?  

• This is vital in assessing the adequacy of the budget in relation to the infrastructure it 
is required to support and the services it is intended to deliver 

• The DPH should have final control over these monies and be accountable for their use 
and have a right of veto over a cabinet decision 

 
For future consideration 
 

• FPH believes that as the formula is refined, weighting should consider reflecting those 
aspects of public health spend which reflect younger people 

• This could include child poverty, preparation for school age and adolescent years 
• FPH underscores the relevance of a marker for mental health and wellbeing 

need/provision 
 
The Health Premium 

• Payment of the premium will be based on historical activity so it is difficult to see how 
it will support innovation and development in public health approaches 

http://tinyurl.com/9aabcz3
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• To be effective, it must be directed not at simply supporting good health status in 
areas where health is already good, but at a true reduction in health inequalities 

• It must reflect the number of people whose health has been improved, as well as the 
extent of the improvement 

• It is hard to envisage how it might account for population migration since emigrants 
are often replaced by a poorer and unhealthier population it could be that a local 
authority consistently doing excellent work goes unrewarded, while an already 
affluent neighbour reaps the financial benefits 

 
 
October 2012 
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Supplementary written submission from the UK Faculty of Public Health (HLTH 20a) 

Protecting the population from infectious disease outbreaks, natural disasters or 
environmental hazards is a critical public health function. 
 
An effective response to any outbreak or hazardous event is dependent upon: accurate and 
timely information; a robust and effective response plan appropriate to the context and the 
available resources; and a timely coordinated response, guided by the plan, from all relevant 
agencies. 

 
Strong and effective leadership is vital to a successful outcome. Under the present 
arrangements in England, local leadership under such circumstances is normally provided by 
the local Director of Public Health.    
 
It is now unclear, however, where this leadership will lie in the new system. Guidance from 
the Department of Health issued on 31 August 2012 states clearly that: 
 

“the DH does not expect local authorities to produce a single all-encompassing 'health 
protection' plan for an area, but rather to ensure that partners have effective plans in 
place. This includes commissioning plans aimed at prevention of infectious diseases, as 
well as joint approaches for responding to incidents and outbreaks agreed locally with 
partners." 
 

However, the draft statutory instrument recently laid before parliament – The Local 
Authorities (Public Health Functions and Entry to Premises by Local Healthwatch 
Representatives) Regulations 2012 – appears to translate this into a purely advisory role, with 
no requirement for organisations to accept or act on the advice provided: 
 

“8.—(1) Each local authority shall provide information and advice to every responsible 
person and relevant body within, or which exercises functions in relation to, the 
authority’s area, with a view to promoting the preparation of appropriate local health 
protection arrangements (“health protection arrangements”), or the participation in such 
arrangements, by that person or body.”  

 
This lack of clarity presents a significant risk to the health of the population. 
 
The Communities and Local Government Committee is conducting an important inquiry 
into local public health arrangements. Would the Committee consider exploring with 
witnesses whether the Government intends the local Director of Public Health to have a 
leadership role in local outbreaks and similar health related emergencies? If so whether this is 
to be supported by regulation and expressed clearly in guidance? If not, where will the 
leadership role lie and what will be its basis in law?    
 

http://www.dh.gov.uk/health/2012/08/health-protection-guidance/
http://www.legislation.gov.uk/ukdsi/2012/9780111531679/pdfs/ukdsi_9780111531679_en.pdf
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The Department of Health may argue that that there exists no legal authority for the Local 
Authority, through the Director of Public Health, to ensure that health protection plans are in 
place, and rather that the Director of Public Health may escalate concerns where they arise to 
Public Health England (exercising the Secretary of State’s duty to health protection).   
 
However, we feel it vital that as a minimum the Director of Public Health should have 
responsibility for ensuring plans are in place, and that the existing guidance stands and is 
reflected within the forthcoming Regulations. Our strong advice would be that the guidance 
should also be strengthened to give the Director of Public Health a coordinating role for the 
implementation of local health protection plans. In emergency situations, the ability to act 
immediately is of critical importance to increasing the opportunity for a successful outcome. 
Escalation to Public Health England risks unnecessary delays in responding to emergencies 
and puts the public at risk. 
 
 
January 2013 
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Written submission from the Royal Town Planning Institute (HLTH 21) 

Introduction 
The Royal Town Planning Institute (RTPI) is pleased to respond to the call for written 
evidence to the Communities and Local Government Committee on the future role of English 
local authorities in health issues. The RTPI is the largest professional institute for planners in 
Europe, representing some 23,000 spatial planners. The Institute seeks to advance the science 
and art of spatial planning for the benefit of the public. As well as promoting spatial planning, 
the RTPI develops and shapes policy affecting the built environment, works to raise 
professional standards and supports members through continuous education, training and 
development. 
 
The RTPI has been engaged in building links across the planning and health disciplines since 
1991 when we held our first conference on the role of spatial planning in the delivery of 
public health objectives.  
 
Executive Summary 

• Health improvements will not be achieved by improvements in just one part of the 
system alone, and a whole-system approach to health issues must be adopted.  

• A holistic approach to measuring improvements in health issues needs to be 
introduced across local and national government. 

• Vital that strategies prepared by health and wellbeing boards are fully taken into 
account into the commissioning plans of clinical commissioning groups. 

• Good planning for health services with community involvement can help improve 
mental health and wellbeing of members of that community, and help to promote 
community cohesion, which will in turn help to reduce crime rates. 

• Health services, when planned into town and district centres, will act as a springboard 
for the wider economic regeneration of an area. 

 
The introduction of a public health role for councils 
1. The RTPI broadly supports the return of the public health role to local government, as it 

has a powerful influence on the drivers of health such as spatial planning and transport.  It 
is vital that the opportunity for local authorities to develop new relationships with GPs, 
dentist and other primary care professionals be fully grasped in order for integrated 
working to flourish. 
 

2. In order to maximise the benefits arising from the transfer of public health, there is a need 
to ensure that other departments involved in shaping the wider determinants of health, 
such as planning and transport authorities, are given training on how to build up an 
effective dialogue with health and wellbeing boards. Sandwell’s health and wellbeing 
board, which has been in place since June 2011, has structured its Joint Health and 
Wellbeing Strategy (JHWS) according to the six policy objectives of the Marmot 
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Review101, including integrating public health, planning, transport, housing and 
environmental services. Sandwell’s approach is a positive step to addressing the 
Department of Health’s own concerns that ‘the ways that the NHS works with other 
services is often an issue that needs improvement to prevent hard-to-reach groups falling 
through the gaps. Partnership working with other public services should be seen as a core 
part of what the NHS does, not an optional extra.’102  

 
3. This is also an issue which is seen as one of the key recommendations in the UCL-Lancet 

Commission’s report ‘Shaping Cities for Health: complexity and the planning of urban 
environments in the 21st Century’103, which states that progress in alleviating public health 
will need to be achieved through involving ‘practitioners and communities in active 
dialogue and mutual learning’.  

 
4. There is also a need to ensure that public health professionals moving into local 

authorities are sensitive to the existing and ongoing work supportive of public health 
which many professions there such as environmental health and spatial planning are 
already doing. Local planning authorities are bound by the National Planning Policy 
Framework to ‘take account of and support local strategies to improve health, social and 
cultural wellbeing for all, and deliver sufficient community and cultural facilities and 
services to meet local needs’ when formulating their Local Plans. 

 
5. Integrating healthcare services with planning for town and district centre areas can lead to 

the promotion of health and wellbeing for the whole community. This would echo the 
Marmot Review’s call to fully integrate healthcare policy with transport, housing and 
environmental policy. The review states further that ‘strategies that only rely on 
intervention in one part of the system will be insufficient to make the necessary 
difference.’ Public Health England has called for further integration within authorities, 
saying in the Outcomes Framework for 2013-16 that ‘Local authorities with their partners, 
including the police and criminal justice system, schools, employers, and the business and 
voluntary sectors, will all have a significant role to play in improving performance.’104 

 
6. It is important that future service delivery is located so as to take account of wider 

considerations for the local population in order for there to be wide utilisation of services, 
and The Healthy Urban Development Unit (HUDU), based in London has stated, the 
‘provision and access to good public services… has a direct positive effect on human 

                                                      
101 UCL Institute of Health Equity (2010) Fair Society Healthy Lives: A strategic review of health inequalities in 
England post-2010 UCL: London 
102 Department of Health (2012) A Draft Mandate to the NHS Commissioning Board (Online) Available at: 
http://www.dh.gov.uk/health/files/2012/07/A-draft-mandate-to-the-NHS-Commissioning-Board.pdf Department 
of Health: London 
103 UCL-Lancet Commission on Health Cities (2012) Shaping Cities for health: complexity and the planning of 
urban environments in the 21st century UCL: London 
104 Department of Health (2011) The NHS Outcomes Framework 2012-13 (Online) Available at: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131723.pdf 
Department of Health: London 

http://www.dh.gov.uk/health/files/2012/07/A-draft-mandate-to-the-NHS-Commissioning-Board.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131723.pdf
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health.’105 Their review of health service location goes further to say that the most 
vulnerable will be the most adversely affected if services aren’t planned within reach of 
good transport links: ‘For those with mobility problems including the elderly localised 
access to public services is vitally important, public services located far away can cause 
significant problems not only in terms of accessing vital services but also preventing 
opportunities for daily social interaction which could contribute to isolation and 
depression.’106  

 
The adequacy of preparations for the new arrangements 
7. The different versions of guidance from the Department of Health and Public Health 

England for the various new bodies that will be introduced from April 2013 is currently in 
various states of completion, and the Institute has been a little concerned that 
representations on drafts are having little impact on the final outcomes. There is a lack of 
recognition of the interlocking elements between the new bodies in the draft guidance, in 
particular how Clinical Commissioning Groups (CCGs) will work to deliver the JHWS 
prepared by the local authorities’ Health and Wellbeing Boards. The Draft Mandate for 
the NHS Commissioning Board does recognise that there is a statutory duty upon CCGs 
to take into account the strategies planned by health and wellbeing boards, but doesn’t 
prescribe any advice on how to do this successfully, or examples of good practice 
currently being undertaken involving the work of shadow health and wellbeing boards 
leading up to April 2013. 
 

8. There is no mention in either versions of the draft guidance to Foundation Trust 
hospitals. This seems puzzling going forward as the Department of Health has stated that 
it hopes all NHS trusts will achieve foundation status by 2014107, and it is necessary to 
include them into any guidance for future commissioning plans.  

 
The objectives of the new arrangements and how their impact can be measured 
9. The RTPI believes that a holistic approach to measuring performance should be 

introduced, encompassing aspects of improvement across society, brought about through 
improvements in the provision of public health. Improvements in public health will lead 
to wider improvements in areas such as economic recovery for an area, increased 
employment, and reduced crime rates. The latter has been recognised by the Department 
of Health, who have noted that ‘good cooperation between health services, the criminal 
justice system, and policing organisations can help reduce the risk of crime and 
reoffending.’108 There is a recognition that the direct involvement of health services in 
improvements in these areas would be difficult to measure, however, and there would 
need to be more investigation into how this would work.  

                                                      
105 Healthy Urban Development Unit (2009) Watch out for Health: a checklist for assessing the health impact of 
planning proposals (Online) Available at: 
http://www.healthyurbandevelopment.nhs.uk/documents/integrating_health/HUDU_Watch_Out_For_Health.pd
f The King’s Fund: London 
106 Ibid. 
107 http://www.publications.parliament.uk/pa/cm201012/cmselect/cmpubacc/1566/1566.pdf 
108 Department of Health (2012) A Draft Mandate to the NHS Commissioning Board  

http://www.healthyurbandevelopment.nhs.uk/documents/integrating_health/HUDU_Watch_Out_For_Health.pdf
http://www.healthyurbandevelopment.nhs.uk/documents/integrating_health/HUDU_Watch_Out_For_Health.pdf
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10. The two sets of draft guidance for the new national bodies involved in the delivery of 

Public Health in England, the NHS Outcomes Framework published by Public Health 
England109 and the draft mandate of the NHS Commissioning Board110, are in many ways 
pulling in different directions. This confusion from higher level guidance will not help 
local authorities in the preparation of their own strategies, as they are on one hand bound 
to improving public health via the guidance prescribed from Public Health England, and 
in other respects they will be looking to meet the outcomes recommended in the draft 
mandate of the NHS Commissioning Board, in order to maintain a good relationship 
with CCGs. 

 
The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 
11. It is vital that health and wellbeing boards are truly effective in shaping the wider 

determinants of health, and in promoting other services that impact on public health (e.g. 
land use planning, housing, green space and transport) and are not seen as a secondary 
body to CCGs who are commissioning services. In the draft guidance on Joint Strategic 
Needs Assessments (JSNAs) and JHWSs published in the summer for consultation by the 
Department of Health, it is prescribed that ‘it would be good practice for local authorities 
and the NHS Commissioning Board to also involve health and wellbeing boards when 
developing their plans for commissioning to make sure each plan is informed by the JHWS.’  
However, as previously stated in this response the draft mandate of the national NHS 
Commissioning Board doesn’t prescribe any advice for CCGs on how to do this 
successfully, or examples of good practice currently being undertaken involving the work 
of shadow health and wellbeing boards leading up to April 2013. 

 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 
12. We recommend that local regard to the provision of healthcare services needs to be 

viewed as shaping outcomes beyond what is seen to be traditional improvements in 
health.. The integration of public services into what have traditionally been seen as our 
retail centres would have overwhelmingly positive effects across different areas, as has 
been suggested throughout this response. The government has taken steps in the past year 
or so to support regeneration of town centres, most notably through the Portas Review111 
into the future of Britain’s high streets. However, this analysis was heavily based in the 
retail aspects of high streets, and neglected the role that sectors such as public services can 
play in the regeneration of our high streets. This is seen as a missed opportunity, as in 
some of our most deprived communities the public sector is the main investor in 
infrastructure – highlighting further the role that local councils’ could play in the wider 

                                                      
109 Department of Health (2011) The NHS Outcomes Framework 2012-13 (Online) Available at: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131723.pdf  
110Department of Health (2012) Draft Mandate to the NHS Commissioning Board 
111 Department for Business, Innovation and Skills (2011) The Portas Review: An independent review into the 
future of our high streets BIS: London 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131723.pdf
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regeneration of areas through healthcare services, as it is within the strategies and 
commissioning plans prepared by local government that healthcare services will be 
planned and prioritised. The review also neglects emerging good practice such as 
Bromsgrove-based social enterprise EPIC (Empowering People in Communities) which 
has already begun to revitalise a run-down shopping parade as a by-product of its work in 
public health.  
 

13. Health services can act as a springboard for wider economic regeneration of an area. 
Encouraging health services to relocate to town and district centres within communities is 
a positive step as these areas are in most cases already served by good transport links. A 
user of health services would take the opportunity to spend money in the town centre, 
whilst in the area to visit the health services, helping to improve the local economy. For 
regeneration to flourish, experimentation will be required, and a willing on the part of 
local authorities to take risks – such as promoting a change in the hours which certain 
services will open from during the day to evening and weekends, in order to provide for a 
wider range of consumers who would otherwise not be able to access services, due to the 
hours of the working day. 

 
14. There is wider evidence to suggest that good planning for public services with wider 

community involvement has positive effects on mental health and wellbeing of 
individuals, as well as promoting community cohesion. This will not be limited to 
primary healthcare services, noted by HUDU who have advised that ‘opportunities for the 
community to participate in the planning of such services [healthcare and other public 
services] has the potential not only for positive effects on mental health and wellbeing but 
also can lead to greater community cohesion.’ Whilst these are outcomes which are 
difficult to quantify, the Department for Communities and Local Government has stated 
that the most positive estimate for crime reduction in the UK due to increased 
community cohesion stands at £530 million112.  

 
Barriers to integration, including issues in multi-tier areas 
15. The public health function is being assigned to principal authorities (ie county councils 

and unitary authorities).  Whilst much guidance (eg the public health draft guidance 
released in May 2012 for consultation by the National Institute for Clinical Excellence on 
obesity113) refers to the advantages that local authority involvement in public health will 
confer almost invariably NICE/DoH guidance fails to distinguish between country 
councils and district councils, and seems to presuppose that all local authorities are 
unitary.  This is a serious failing since in two tier areas it is district councils which provide 
some of the vital roles which are determinants of health such as spatial planning, 
environmental health and recreation, are fully brought into the public health process.  We 
are aware that this could potentially provide quite a challenge in a county with a large 

                                                      
112 Department of Communities and Local Government (2009) The Economic Case for Cohesion DCLG: 
London 
113 National Institute for Clinical Excellence (2012) Public health draft guidance – Obesity: working with local 
communities (Online) Available at: http://www.nice.org.uk/nicemedia/live/12109/59116/59116.pdf NICE: 
London 
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number of districts.  There are however parallel processes which can be used as well as 
membership of health and wellbeing boards. 
 

16. Under the Localism Act, local planning authorities are required to cooperate on strategic 
planning matters with each other and a number of other bodies including “Primary Care 
Trusts (PCTs).”  We would assume that PCTs’ obligations here will be transferred to 
either HWBs or principal authorities, although we are not clear about this. Be that as it 
may, since cross boundary cooperation between district councils is expected to be 
occurring within county areas at least for planning purposes, it would make sense to use 
the same channels to foster cooperation for public health purposes, rather than 
reinventing the institutional wheel.  This would also ensure that the strong 
interconnections between public health and planning were properly addressed in two-tier 
areas. 

 
17. A similar issue effectively arises in unitary council areas where the unitary councils are 

small and what is termed “underbounded”.  These are councils where the council 
boundary is frequently crossed by people on the way to work or recreation and the 
council is really part of a wider functional area.  In this case we would recommend that 
adjoining HWBs may also need to be cooperating with each other, and using again 
existing channels to do this would be helpful. 

 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 
No evidence submitted 
 
The accountability of Directors of Public Health 
No evidence submitted 
 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
No evidence submitted 
 
Recommendations for Action 
The Institute would like to make two recommendations for action, arising from the 
memorandum: 
 
18. Guidance prescribed by the national bodies for health needs to successfully distinguish 

between the different authorities at a local level. At the moment, all guidance seems to 
presuppose that all local authorities are unitary, a failing in two tier areas when many vital 
services which impact upon the wider determinants of health, such as planning and 
environmental health are taken at the district level. 
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19. Guidance needs to be given to promote how CCGs and health and wellbeing boards will 
work together to effectively meet the challenges of public health in their areas. Whilst 
recognised that there is a statutory duty upon CCGs to take into account the strategies 
planned by health and wellbeing boards, no advice is prescribed from the Department of 
Health on how to do this successfully, or examples of good practice currently being 
undertaken involving the work of shadow health and wellbeing boards leading up to April 
2013. The draft guidance on JSNAs and JHWSs states that the NHS Commissioning 
Board can ‘take action if the [commissioning] plan doesn’t take into account the JHWS’114 
what action that can be taken is not laid out. 

 
 
October 2012 

                                                      
114 Department of Health (2012) Joint Strategic Needs Assessments and Joint Health and Wellbeing Strategies – 
draft guidance (Online) Available at: https://www.wp.dh.gov.uk/publications/files/2012/07/Joint-Strategic-
Needs-Assessment-and-Joint-Health-and-Wellbeing-Strategy-draft-guidance-a-consultation.pdf Department of 
Health: London 

https://www.wp.dh.gov.uk/publications/files/2012/07/Joint-Strategic-Needs-Assessment-and-Joint-Health-and-Wellbeing-Strategy-draft-guidance-a-consultation.pdf
https://www.wp.dh.gov.uk/publications/files/2012/07/Joint-Strategic-Needs-Assessment-and-Joint-Health-and-Wellbeing-Strategy-draft-guidance-a-consultation.pdf
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Written submission from Westminster City Council (HLTH 22) 

Executive Summary 
 

• We strongly support the re-introduction of a public health role for councils.  
 

• We have concerns about the adequacy and timing of HR guidance provided by the 
Department of Health to local authorities and PCTs. 

 
• We welcome the flexibility local authorities have had to determine public health 

objectives for themselves and hope that the public health grant conditions, and the 
health premium, will not undermine this localised approach. 
 

•  We welcome the introduction of Health and Wellbeing Boards and the opportunities 
they provide to align local partners around a common goal and to add value to the 
work of the council. 
 

• Westminster City Council has made significant progress in identifying specific actions 
that we will undertake to deliver better health outcomes for our residents, workers and 
visitors. Examples of our work in relation to worklessness, oral health and fostering 
independence are outlined in the evidence below. 

 
• We would welcome the Committee’s consideration of how Public Health England can 

be supported to ensure that local diversity is fully considered in a national 
immunisation and screening programme. 

 
Introduction 
 
1. Westminster City Council welcomes the intention of the Communities and Local 

Government Select Committee to undertake an inquiry into the future role of local 
authorities in health issues and provides this written submission for their consideration. 
 

2. Westminster City Council is a truly unique place which plays a pivotal role in London and 
the UK economically, culturally and administratively. Although we are a small city, we 
have a vastly diverse and, highly transient population with extreme contrasts of wealth. 
We also play host to a high number of visitors daily many of whom will spend more of 
their day in Westminster than they do in their residential home. This makes Westminster 
a demanding place to deliver services, and we will need to fully consider these unique 
characteristics when delivering against our new public health responsibilities. 

 
3. We welcome this chance to provide our thoughts on the future role of local authorities in 

public health to the Communities and Local Government Select Committee and look 
forward to considering the conclusions you draw from all the evidence submitted. 
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The introduction of a public health role for councils 
 
4. Westminster City Council strongly supports the re-introduction of a public health role for 

councils. Local Government has a long history of achievements in promoting and 
protecting public health, particularly in Victorian times. It is easy to forget that up until 
1974, local government still had a large role in promoting public health. We believe that 
councils have a strong role to play and can put health and wellbeing outcomes at the heart 
of everything we do. 

 
5. Councils are best placed to understand our local areas and how the local environment 

may be improving, or deteriorating, the health of our residents and visitors and we have 
the levers to shape this environment to deliver improved health outcomes. We also have 
extensive experience of building relationships with our residents and service users to work 
with them to solve local issues. This will be invaluable in designing innovative solutions to 
more entrenched public health problems. However, this will only happen if local 
authorities are properly supported. The inclusion of a Director of Public Health and other 
public health specialists will provide the expert advice that is required, but local 
authorities will also need stable and sufficient financial support. 

 
The adequacy of preparations for the new arrangements 

 
6. Westminster City Council is making good progress in most areas towards preparing for 

the new arrangements. We have put in place a Public Health Transition Board which is 
managing the process for Westminster. However, Westminster City Council has concerns 
about the lack of clarity over HR arrangements and the speed of change nationally. 

 
HR Arrangements 
 
7. We are concerned about the length of time it has taken the Department of Health to 

provide local authorities and PCTs with guidance on the HR arrangements for the 
transition of public health functions, and the lack of clarity in the final guidance received. 
 

8. Final guidance was received by councils in August 2012. We believe that this guidance 
should have been made available at an earlier date to ease the transition process for both 
the PCT and the local authority and to ensure that they were able to finalise HR structures 
and transfers in a timely fashion. 

 
9. From the guidance provided it remains unclear whether, and in what circumstances, 

TUPE will apply. As a result, local authorities have been forced to seek legal counsel to 
provide clarity over this issue. This is an additional cost to councils at a time when we are 
under increasing pressure to find financial savings. It also delays our ability to implement 
HR changes, as certainty on the guidance is required before we can begin to consider 
transferring staff between organisations.  
 



147 

 

10. Westminster City Council recommends that the CLG Select Committee should 
consider the adequacy and timing of HR guidance provided by the Department of 
Health to local authorities and PCTs and should consider whether organisations 
should be provided with additional funding to cover the cost of obtaining legal advice 
to clarify this guidance. 

 
National changes 
 
11. We believe that there could have been greater co-ordination at the national level to ensure 

that the setting-up of the NHS Commissioning Board and Public Health England were 
more aligned. The NHS Commissioning Board, possibly because it has been created using 
existing NHS knowledge and expertise has been set up much more quickly that Public 
Health England. This has made it difficult for transferring staff from the PCTs to both the 
NHS Commissioning Board and Public Health England. Due to the differences in 
readiness of the NHS Commissioning Board and Public Health England, PCTs may need 
to make staff transfer to these organisations on two different timetables.  
 

12. The Public Health England process will need to speed up if it is to avoid risking the lost of 
expertise particularly in relation to immunisation and screening. These are very 
important areas of work which would have a very quick, direct and potentially large 
impact if slowed, or interrupted by the transfer of staff to Public Health England.  

 
13. Westminster City Council would urge the Committee to consider the potential impact 

on immunisation and screening from the slow process of setting up Public Health 
England and what could be done to minimise this. 

 
The objectives of the new arrangements and how their impact can be measured 
 
14. Westminster City Council does not believe that central government has put forward clear 

objectives for the transition of public health functions to local authorities. This has 
provided space for local authorities to determine local objectives which fit with their local 
needs. This is particularly important for Westminster City Council which has unique 
public health issues due to its high transient population and its large number of visitors 
and commuters. The Local Government Association has been helpful in providing a steer 
for local authorities in identifying local objectives. 
 

15. Where the lack of national clarity may be problematic is balancing the local approaches to 
public health with the Department of Health’s approach to measuring the impact of the 
new arrangements.  It will be important that any grant conditions which accompany the 
public health grant are flexible enough to take account of locally-led public health 
objectives. It is also important that the health premium element of the public health 
funding provides a similar level of flexibility so that local authorities are not penalised on 
focussing public health funding on issues of local, but not necessarily national, 
significance. 
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16. An additional level of complexity for Westminster, and other inner-city boroughs, is our 
responsibility for a much wider population than just our resident population. We receive 
around 750,000 visitors a day to Westminster (three times our resident population), many 
of whom work in Westminster and may spend more time here than they do in their 
residential boroughs.  

 
 

17. Westminster City Council would urge the committee to scrutinise the development of 
the public health grant conditions, and the health premium, to ensure that they do not 
undermine the local approach that councils may wish to take to public health.  

 
The intended role of the Health and Wellbeing in coordinating the NHS, social care and 
public health at the local level 

 
18. Westminster City Council welcomes the introduction of Health and Wellbeing Boards. 

They provide a real opportunity to align accountability, governance and oversight 
structures within the NHS, social care, public health and councils behind one cohesive 
strategy. In Westminster, our board is already playing an invaluable role in joining 
together these individual organisations to focus on delivering Health and Wellbeing 
outcomes for the people of Westminster at the same time as focusing particularly on the 
needs of our most vulnerable residents and service users. 
 

19. We believe that Health and Wellbeing Boards have the potential to add value to the work 
and responsibility of councils across a wide range of areas including housing, planning, 
licensing, environmental health, public health, skills and employment. We would urge the 
Government to recognise that this added value will not appear overnight, the Health and 
Wellbeing Boards will need time to mature. While Westminster recognises and welcomes 
that a sizeable amount of funding has been invested in the development of Health and 
Wellbeing Boards, we do question whether the Government could have taken a more 
staged approach to their funding, with a slower but well spaced flow of money. 

 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 
 
20. Westminster City Council has had a good working relationship with the Inner North 

West London Primary Care Trust which has allowed us to make links between health 
prevention and these areas already. For example Westminster City Council has been 
working for a number of years with the Inner North West London PCT to build better 
links between health prevention and housing policy. This is a particularly difficult area for 
us a council because we have a lack of space in which to build new social housing.  
 

21. We relish the opportunity to build on these relationships to maximise the opportunities 
arising from the transfer of public health functions to the local authority. We have been 
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actively developing implementation plans to sit underneath the Health & Wellbeing 
Strategy which set out the actions we will take as a council to improve the health 
outcomes of our residents, workers and visitors. We have outlined examples of this below: 

 
Worklessness 

 
22. Employment is one of the most evidence based determinants to a person’s health and 

well-being. Worklessness is associated with poorer physical and mental wellbeing and 
impacts on other determinants of health including income, secure housing and the overall 
wellbeing of families and communities. 
 

23. Our Health and Wellbeing Strategy will help people to successfully return to work and 
retain work by supporting people with health conditions/disabilities and promoting 
quality work and health and well-being in the workplace. The Health and Wellbeing 
Board will use their leverage with contractors to generate employment opportunities for 
local residents, focussing on intermediate employment for long term unemployed 
residents with health conditions and disabilities. Intermediate employment provides a 
stepping stone to more mainstream work and connecting to pathways for residents 
leaving hospital or with long term periods without work. 

 
Oral Health 
 

24. There are high levels of poor oral health and oral health inequalities in Westminster 
particularly among children and specific vulnerable groups among adults, Oral health is 
widely linked to poorer overall health but is an area that can often be overlooked. We will 
work to raise awareness of the risks to oral health and support individuals and families to 
make healthy choices through a combination of universal approaches and approaches 
targeting those in most need. For example, in relation to children we are developing a 
paediatric care pathway for dentistry and work is also underway to develop and share 
consistent messages across health professionals working with children around diet and 
oral health. 
 
 
Fostering recovery and independence following hospitalisation  

 
25. Many people, with the right support early after discharge from hospital, are able to regain 

their independence. For some however, often due to a lack of access to the right care at 
the right time, the extent of the damage can lead to long term dependence on a number of 
services and social isolation, increasing the cost to health and care services. This is a 
particular priority for Westminster as we have twice the national average of older people 
who live on their own. We are working to integrate social care re-ablement services with 
NHS community rehabilitation and rapid response services. This will provide a single 
point of access for residents using the service. It will also enable us to provide an 
integrated, co-ordinated and personalised level of service and care with each individual 
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using the service having a personalised rehabilitation plan. This will help us support 
people to stay independent for longer. 

 
26. We hope that the examples of practical action we have offered will be of help to the 

Committee in understanding the important role local authorities will be able to play 
in delivering better health outcomes.  

 
Barriers to integration, including issues in multi-tier areas. 
 
27. It is important that the Government recognise that although there will be some quick 

wins, it will take time for local authorities to fully realise the opportunities that this move 
could bring. For example, while there is evidence to show the improved health outcomes 
that can be delivered through “quality work”, we do not have strong enough links between 
health and businesses locally to deliver these outcomes quickly. It will take time to 
develop these relationships and “sell” the advantages of these health benefits to businesses. 
This will be the same for other areas as well, including education and health in schools. 
 

28. Due to the diverse nature of London boroughs, we believe that a large proportion of 
public health work would benefit from happening at a relatively local level. Westminster 
City Council is part of a tri-borough arrangement with Hammersmith & Fulham and 
Kensington & Chelsea, and in some cases, particularly when contracting services we may 
wish to co-ordinate our provision across the three boroughs. We are fortunate, as tri-
borough arrangements are already working across services, particularly adult social care 
and children’s services. This provides experience that we can draw on to approach tri-
borough arrangements in relation to public health.  

 
29. We can see the benefit to undertaking some specific projects at a London-wide level, 

especially on issues where the Mayor of London has a greater influence such as 
embedding better health outcomes within a London wide transport strategy.  

 
30. We have some concern that local authorities could become too overly focussed on their 

commissioning role in relation to public health and on health & wellbeing and less 
focussed on front-line health protection. They may also have not properly considered 
their important role in providing policy and research support to help shape their Clinical 
Commissioning Group(s) commissioning strategy. 

 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 

 
31. The creation of Public Health England has dragged behind other changes including the 

creation of the NHS Commissioning Board. The Public Health England process needs to 
speed up to avoid the loss of talent, particularly from people involved in immunisation 
and screening. Westminster has had to do a lot in previous years to improve the uptake of 
immunisation and screening services, mainly due to the diverse nature of its residents and 
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service users. Much of this work will be transferred to Public Health England. It is 
imperative that immunisation and screening do not lose momentum as this could have a 
big impact very quickly. We also urge Public Health England to think carefully about how 
they will take account of local diversity and issues to ensure that uptake of immunisation 
and screening services continues to grow in marginal communities. 

 
32. Westminster City Council would welcome the Committee’s consideration of how 

Public Health England can be supported to ensure that local diversity is fully 
considered in a national immunisation and screening programme. 
 

The accountability of Directors of Public Health 
 
33. With the transfer of public health responsibilities to the local authority, there will need to 

be a period of adjustment in which public health officials acclimatise the different 
governance structures of local authorities and the new dynamic of clear political 
leadership within an organisation. A balance will need to be struck between maintaining 
the independence of public health officials, whilst ensuring that the political leadership of 
the council is not constricted. 
 

34. It is also important that local authorities take time to consider and understand the role of 
the Director of Public Health. Supporting the Clinical Commissioning Groups will be a 
significant part of the Director of Public Health’s role, around 40% of their total time. 
This role will include providing technical advice to the CCG but will also include a role in 
shaping the public health focus within the decision-making processes of the CCG 

 
35. Local authorities must position public health carefully within their organisation. At 

Westminster City Council, we are likely to create a separate public health department 
rather than subsuming it within an existing department such as Adult Social Care, with 
the Director of Public Health having a clear and direct line of accountability straight to 
the Chief Executive of the council. This governance structure is replicated in the political 
leadership of the council, where we have a Cabinet Member responsible for public health 
separate to adult social care. 

 
36. We very much welcome the move by the Government to accept recommendations on the 

registration of public health professionals. This will ensure that when local authorities 
employ public health specialists they can be assured that the specialists are qualified and 
are maintaining their competency 

 
37. The Committee may wish to consider the differing approaches that local authorities 

may take in relation to positioning public health within their organisation and the 
potential benefits and risks of these approaches. 
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The financial arrangements underpinning local authorities’ responsibilities, including the 
ring fencing of budgets and how the regime can link with the operation of Community 
Budgets 

 
38. We have concerns about the financial arrangements that will underpin our new 

responsibilities. The interim allocation formula constructed by the Advisory Committee 
on Resource Allocation (ACRA), which went out to consultation over the summer, is 
based upon a Standardised Mortality Ratio for those aged under 75 years. This fails to 
recognise other key drivers of public health need, particularly the unique characteristics of 
urban areas like Central London including the high demand for sexual health services, 
drug and alcohol services and our large non-resident populations  
 

39. Indicative modelling from London Councils indicates that the current formula would see 
a reduction in funding within the Westminster area of around 57%. This would have a 
severe impact on our ability to deliver good public health outcomes including restricting 
our ability to undertake preventative policies and projects which could reduce future NHS 
and local authority costs. 
 

40. We welcome the Government’s recent move to provide a limited amount of transition 
funding to local area. It should be recognised however, that the amount offered does not 
genuinely reflect the cost of transition for the PCT or the local authority.  

 
41. As a council, we are excited about the opportunities that the Community Budgets pilot 

offers us across a range of areas, not least in integrating health and adult social care. 
However, it has been challenging to set up community budgets pilots before being given 
detail of the grant conditions. 

 
42. Westminster City Council would urge the Committee to consider the potential impact 

of the interim public health funding formula on the resources available to inner-city 
areas to deliver their public health responsibilities. 

 
 
 
October 2012 
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Written submission from Japan Tobacco International (HLTH 23) 

Introduction 
 
1. Japan Tobacco International (JTI) is part of the Japan Tobacco Group of Companies, a 

leading international tobacco product manufacturer. 
 

2. While we feel it would be inappropriate for JTI to comment generally on the transfer of 
public health responsibilities and budgets to local government, we note that local 
government does not have power to make regulations in relation to tobacco control.  

 
3. It is unclear, at this stage, whether top tier local authorities will assume responsibility 

for tobacco policies and programmes as part of their public health remit. JTI considers 
that there are very real dangers of an inconsistent approach to tobacco-related issues at 
a local level. This may occur in a variety of areas (different policies on the promotion or 
enforcement of bans on smoking in different types of public places or the provision of 
local health services relating to smokers). 

 
4. Variance in the approach of local authorities towards tobacco-related issues would be 

strongly inadvisable, inevitably leading to confusion and confrontation amongst the 
public and potentially situations where local approaches may undermine national 
programmes. Given the importance of evidence-based solutions, the complexity of the 
regulatory framework for tobacco and the need for complex - and resource intensive - 
impact assessment, JTI would strongly advocate that whilst being respectful of the 
authority granted to local government by Parliament, national guidelines and advice are 
set out on tobacco issues to encourage local government to act within an agreed 
framework. 

 
5. Notwithstanding the above, JTI would like to take this opportunity to demonstrate that 

worthwhile and genuine partnerships can be formed with tobacco companies despite 
the perceptions that exist, and that there is a role for discussions with companies such 
as JTI in the development of local policy on tobacco issues. 

 
About JTI 

 
6. JTI has its UK headquarters in Weybridge, Surrey, and has a long-standing, significant 

presence in the UK market. Its UK cigarette brand portfolio includes Benson & Hedges, 
Silk Cut, Mayfair and Sterling, as well as a number of other tobacco products including 
roll-your-own tobacco (RYO), also known as hand-rolled tobacco (such as Amber 
Leaf), cigars (such as Hamlet) and pipe tobacco (such as Condor). JTI manufactures 
product for the UK market at sites in the UK (in Northern Ireland) and outside it (for 
example, in Germany). In the UK alone, JTI employs over 1,800 people. Further, JTI 
has made significant duty and tax payments to the UK Exchequer. In 2011, JTI made 
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payments of over £3.6 billion in tobacco product duty. In total, JTI paid over £4.6 
billion in tax in 2011. 
 

JTI as a legitimate stakeholder 
 
7. JTI's view is clear: tobacco products carry risks to health. Appropriate and 

proportionate regulation of the tobacco sector is both necessary and right. JTI believes 
that: 
• minors should not smoke, and should not be able to obtain tobacco products. It is 

central to our Code of Conduct, our marketing practices, our operational policies 
and the way JTI does business; and 
 

• adult smokers should be appropriately informed about the health risks of smoking 
before they make the decision to smoke. 

 
8. JTI actively seeks dialogue with governmental authorities around the world regarding 

policies that may impact on tobacco issues with the aim of ensuring, so far as possible, 
that proposals meet public policy goals while respecting the rights of all stakeholders. 
 

The FCTC and the exclusion of tobacco companies 
 

9. In February 2005, an international treaty promoted by the World Health Organization 
(WHO), the Framework Convention on Tobacco Control (FCTC), came into force. To 
date, 176 Parties have ratified the Convention, including the United Kingdom. The 
FCTC requires countries to adopt a comprehensive range of tobacco control measures 
such as banning tobacco advertising and promotion, the introduction of health 
warnings on tobacco packaging and combating illicit and counterfeit trade in tobacco 
products. 
 

10. Article 5.3 of the FCTC provides: 
 
“In setting and implementing their public health policies with respect to tobacco control, 
Parties shall act to protect these policies from commercial and other vested interests of the 
tobacco industry in accordance with national law.” 
 
A supporting text (WHA Resolution 54.18) urged the WHO and its Member States: 
 
“To be alert to any efforts by the tobacco industry to continue its subversive practices and 
to assure the integrity of the health policy development in any WHO meeting and in 
national governments.” 
 

11. JTI understands that tobacco products carry risks to health and thus believes that 
appropriate and proportionate regulation of the industry is both necessary and right. 
The adoption of Article 5.3 provides an opportunity to improve the transparency, 
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inclusivity and integrity of the tobacco regulatory process generally. JTI believes that 
legislative legitimacy, effectiveness and good regulation flow from processes that 
encompass transparency and participation. 
 

12. Not only are the benefits of stakeholder consultation widely recognised, restricting JTI’s 
participation in achieving public policy objectives will ultimately damage the 
effectiveness and legitimacy of tobacco policy.   

 
13. JTI continues to believe that some dialogue, however restricted, can lead to the 

development of better public policy in relation to tobacco. JTI has not had a meeting 
with its primary UK government department - the Department for Health - for many 
years and we contend that as a result many opportunities have been missed to pursue 
the Department’s objectives more effectively and mistakes that could have been avoided 
have resulted in poor policy formation and implementation. 

 
Making our partnerships work 
 
14. The below given examples demonstrate the successful partnerships that authorities and 

third-parties are able to have with JTI. 
 
Anti-Illicit Trade 
 

15. JTI is committed to the fight against illicit trade in tobacco and has a number of 
compliance programmes targeted at contraband, all intended to ensure our products 
only reach consumers through legal retail trade channels in their intended market. 
 

16. JTI provides support to law enforcement in several jurisdictions, and has signed 
Memoranda of Understanding (MoU) in over 30 countries. Through JTI’s EU 
agreement, we are committed to providing 400 million USD over a 15-year period to 
fight illicit trade in the European Union.  

 
17. JTI has always offered its full cooperation in the battle against smuggling, and 

participated in a number of public and industry programmes aimed at preventing all 
types of contraband. HM Revenue & Customs (HMRC), for instance, has 
acknowledged the success of MoUs regarding government-industry cooperation and 
noted that “the MOUs set out a framework which has resulted in the incidence of UK 
manufactured cigarettes being smuggled into the UK falling markedly.” 

 
18. JTI is a member of the joint Working Group with HMRC (and other tobacco 

manufacturers), which seeks to improve our understanding of the illicit market, identify 
intelligence gaps and share insight into consumer behaviour. Our Anti-Illicit Trade 
Operations team also provide information and witness statements to local authorities 
seeking to understand and prosecute those involved in the illicit trade.  
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19. JTI and other tobacco companies occasionally meet with both Ministers and officials 
from HM Treasury and HMRC to discuss the taxation of tobacco products and issues 
related to tackling the illicit trade. 

 
20. Illicit trade in tobacco products is an issue that needs to be addressed through 

constructive partnership between the industry, governments and public authorities. It is 
inconsistent that the UK government is happy to work in partnership in one area (that 
raised £12.1 billion in tobacco tax in 2011) but not in others.  

 
Youth access prevention and No ID No Sale 
 

21. Retail access prevention programmes have proven to be effective in limiting minors’ 
access to cigarettes. 90% of retailers surveyed after the introduction of ‘CitizenCard’, the 
Government-approved proof-of-age scheme, believed there to have been a reduction in 
under-age sales; 95% were more confident in asking for ID as a result of the campaign. 
JTI supports this programme and over 2 million CitizenCards have now been issued. 
Studies exist which suggest that sales staff who fail to ask for ID are 173 times more 
likely to sell tobacco to minors. This highlights the importance of encouraging and 
supporting retailers to ask for ID. 

 
22. CitizenCard also operate the ‘No ID, No Sale’ campaign which was launched in January 

2004 to promote and publicise all government-approved proof-of-age schemes. Around 
250,000 ‘No ID, No Sale’ information packs, which include age display posters and 
guidance on how to respond when faced with customers who are unable to provide 
proof of age, have been distributed to retailers. 

 
23. Minors should not smoke. It is illegal to sell tobacco products to minors. Therefore, 

certain people seeking to purchase tobacco products should expect to be asked to prove 
their age, and should expect that retailers will accept only the correct ID. JTI suggests 
that HM Government takes steps to support such efforts to further build upon their 
success. 

 
24. The ‘No ID, No Sale’ campaign also aims to help retailers record attempted underage 

purchases in a refusals register. Every time a retailer refuses to serve someone with an 
age-restricted product it is suggested that a brief description of the incident and the 
attempted purchaser is recorded in a register. In the ‘three strikes and out’ environment 
currently in force, the register enables a retailer to demonstrate to Trading Standards 
Officers (TSOs) the extent to which they have refused attempts at purchase by minors. 

 
Litter 
 

25. We believe that the increase in smoking-related litter was an understandable 
consequence of the UK-wide ban on smoking in public places, as smokers have been 
driven outside to smoke with limited facilities to safely extinguish a lighted cigarette. 
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26. In light of this, legislative authorities should acknowledge that regulation can 

sometimes have a negative impact and/or unanticipated consequences; it is important 
that full consideration is given to these from the outset before introducing any new 
policies, or new approaches to regulation or enforcement.   

27. JTI takes very seriously the need to encourage smokers to dispose of their litter in a way 
that does not impact negatively on the surrounding environment. We expect smokers, 
like all members of the public, to accept their responsibilities to keep our environment 
clean by disposing of all litter carefully and responsibly. 

 
28. The best way to prevent smoking-related litter is through changing people’s behaviour 

by educating, encouraging personal responsibility and providing solutions for adults 
who choose to smoke. It is clear that more needs to be done - by local authorities, 
businesses and hospitality venues - to ensure that smokers are provided with the means 
to dispose of their cigarette butts responsibly. On its part, JTI produces ‘Stub-Tidies’, 
which are portable, reusable pocket ashtrays for distribution to smokers free-of-charge.   

 
29. We continue to investigate ways in which JTI might be able to support a pilot litter bin 

project, whereby we would provide support for cigarette litter bins within a local 
authority. We intend to measure the impact of such a pilot project and if effective, 
would seek to roll the initiative out in other areas. 

 
30. JTI has also worked to form anti-litter partnerships with local authorities and 

businesses in England and Northern Ireland, and with Keep Britain Tidy and the 
Campaign to Protect Rural England (CPRE), in order to address the problems 
associated with litter.    

 
31. In 2010, JTI sat as a member of the Litter Challenge Group, along with the UK 

Department for Environment, Food and Rural Affairs (DEFRA), Keep Britain Tidy, 
CPRE and other business organisations. The group was formed in order to develop a 
nationwide anti-litter campaign, ‘Love Where You Live’, which was launched in 2011.   

 
32. JTI is now working with Liverpool Business Improvement District and East Gallions 

Housing Association as part of the Love Where You Live campaign. The details of these 
projects are currently being finalised.  

 
33. In addition, in June 2011, JTI formed a partnership with Ballymena Town Centre 

Development Ltd, which has led to the distribution of pocket ashtrays free-of-charge to 
members of the public through tobacconists and the licensed trade over a number of 
weeks. We have also provided other local authorities in Northern Ireland with pocket 
ashtrays as part of their local anti-litter initiatives. 

 
34. In conclusion, we believe the most effective way of addressing tobacco litter is to 

communicate responsible smoker behaviour through practicable and sustainable 
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solutions. If the problems relating to litter are to be tackled head-on in an effective way, 
a partnership approach is essential. This means Government, local authorities, NGOs 
and businesses, including JTI, must each recognise that they have an important role to 
play in the fight against litter. 

 
Corporate philanthropy 
 

35. Corporate philanthropy is how we describe our choice to contribute to the societies in 
which we do business, in a way that is meaningful, considered, voluntary, and outside of 
our commercial operations. We work on many different levels, with small charities as 
well as globally renowned institutions. We apply a common set of values to decide 
which charities and cultural institutions we work with. And we view them as partners, 
rather than simply beneficiaries. 
 

36. Our goal is to help people who are less-advantaged to improve their quality of life, and 
to promote the Arts. 
 

37. JTI realises its goal of corporate philanthropy through more than 120 partnerships 
around the world. We support adults and older people in more than 40 countries. This 
includes, for example, computer literacy programs in Canada and Korea, programs for 
those marginalized by society in Tanzania, an adult literacy scheme in Holland, 
neighbourly aid in Poland, and residential programs in the Czech Republic. 
 

38. Some UK facts: In 2011, 29,410 people saw their quality of life improve as a result of 
our charitable donations; 22% of our employees regularly donate to charity through 
payroll giving and JTI matches these donations by up to £100 per month; 19 of the 
organisations we support have been able to spend more time helping their clients; and, 
in 2011, 541 employee volunteer hours have been donated during work time. We focus 
on long-term partnerships to make a significant and sustainable difference. Working 
with these partners we have achieved the following: 
 
• Our support has made a difference to over 45,000 of the most vulnerable and at-

risk older people in Northern Ireland through an information and advice 
helpline and 1:1 specialist support. Our funding also created over 1,000 places on 
a free concert ticket and transport scheme for older people living alone. 
 

• More than 3,000 people with disabilities are participating in 15 Discover IT 
Centres across the UK, an innovative programme supported by JTI. Participants 
use computers to develop their skills and interests, pursue further education 
opportunities and increase their confidence. 

 
• Nearly 1 million people have seen an exhibition and nearly 100,000 have 

attended a concert supported by JTI. 
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• JTI’s employee-led Community Care Committees support local charities close to 
our factory and offices. There is a committee in each of JTI’s UK locations. 

 
• Over 300 homeless people have secured employment through JTI’s support of 

educational and personal development training. The estimated monetary benefit 
to society of one homeless person on benefits moving into employment is 
£16,773 (Oxford Economics, October 2009). 

 
• We have helped nearly 300 very frail and isolated older people across the UK 

find friendship through the creation of over 30 friendship groups. 600 older 
veterans enjoy a Christmas lunch with JTI’s support. 

 
• Our support helps promote and celebrate modern contemporary Japanese art 

through the JTI Acquisition Fund. We’ve enabled our cultural partner to 
increase its collection of Japanese graphic art and collect works by leading 
modern and contemporary Japanese artists. 

 
Importance of a partnership approach  
 
39. We hope that we have demonstrated in this submission that Government, agencies and 

other organisations can form productive partnerships with tobacco companies such as 
JTI, in many instances because of our expertise in tobacco-related issues. JTI sincerely 
hopes that in the interests of good and workable public policy, it will at a minimum 
level be consulted by government in the delivery of tobacco aspects of public health 
programmes in the future. 

 
 
October 2012 
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Written submission from Celesio UK (HLTH 24) 

1. Summary 
 

1.1. We welcome the opportunity to submit written evidence to this inquiry by the 
Communities and Local Government Committee into local authority involvement in 
health.  
 

1.2. Celesio UK believes more than ever, that there is a strong economic as well as practical 
case for directing more services into pharmacy that, particularly in the current fiscal 
environment simply cannot be ignored or underestimated.  
 

1.3. As experts in delivering successful public health initiatives and engagement through 
providing choice, increased access and innovative social marketing campaigns, we are 
keen to work in partnership with Health and Wellbeing Boards and Directors of 
Public Health to ensure optimisation of the readymade public health network that is 
community pharmacy.  Ideally placed at the heart of communities we have the 
experience and expertise to make a significant contribution to this agenda.   

 
1.4. To be effectively regarded as part of the infrastructure pharmacists must as a priority 

gain access to patient healthcare records to enhance patient care. The record should 
work across health and social care to support integration.  

 
1.5. National commissioning frameworks and tariffs for core services, such as public 

health and minor ailments should be developed to prevent duplication at local level 
and provide consistency in quality and outcomes. 

 
2. About Celesio UK 
 

2.1 Celesio UK is a leading provider of integrated healthcare services to the NHS 
specialising in medicines, pharmaceutical care and primary care patient services. 

 
2.2 Our vision is a healthier world where more people can live life to the fullest and our 

mission is to effectively, efficiently and passionately deliver innovative healthcare 
services that equip and inspire more positive lives. 
 

2.3 The Group comprises Lloydspharmacy, AAH Pharmaceuticals, Evolution Homecare, 
Wilkinsons Healthcare, Dr Thom and Betterlife.  Whilst other companies provide 
some of these services to the NHS, Celesio UK is unique in our ability to offer the 
NHS an integrated package of medicine and patient care related services which 
stretch from the manufacturers of medicines through to individual patients at 
community pharmacies, in hospitals or at home. 
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3. Improving integrated working  
 

3.1 It is clear in the current economic climate that a reduction in duplication and the 
utilisation of the most appropriate resources are crucial to the sustainability of public 
services moving forward. 
 

3.2 Integration can go much further than across health and social care boundaries and 
‘place’ based solutions have had success in pilot areas across the country. 
 

3.3 In working across a multi disciplined field such as health and social care it is 
important that contracts and incentives are aligned so that collaboration is 
encouraged and that the most appropriate and cost effective resource is utilised.  
Mutual definitions of success for providers will encourage cooperation where 
integration is required. 
 

3.4 It is also important to understand that pharmaceutical care needs go beyond the 
dispensing of medicines: in order to achieve improved outcomes for patients and 
avoid costly and preventable secondary care episodes it is vital patients get the support 
they need to take their medicines as directed. 

 
4.   Functions of health and wellbeing boards 

 
4.1 To ensure that everyone is given an equal opportunity to access public health services, 

a robust Joint Health and Wellbeing Strategy (JHWS), Joint Strategic Needs 
Assessment (JSNA) associated with Pharmaceutical Needs Assessment (PNA) needs 
to be in place.   
 

4.2 Health and Wellbeing Boards (HWBs) should be absolutely clear on the development 
of the JSNA from public involvement, to assessment of current and future needs of the 
community.  The retention of a core data set in developing JSNAs is essential in 
ensuring that the needs of communities are properly assessed and comparisons can be 
made nationally. 
 

4.3 The community pharmacy contract lies with the National Commissioning Board, 
however local enhanced services (part of the contract) and the method by which 
market entry and exit for community pharmacy be determined, through (PNAs) lies 
with Health and Wellbeing Boards (HWBs).  
 

4.4 We recognised that HWBs may have little or no experience of community pharmacy.  
Therefore we encourage them to effectively engage with community pharmacy 
contractors through Local Pharmaceutical Committees and Local Professional 
Networks to better understand the importance of robust PNA development whilst 
also ensuring that it is an effective document in informing commissioning decisions.  
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4.5 It is the Department of Health’s view that health and wellbeing boards should be able 
to decide their own timing cycles for JSNAs and JHWSs in line with their local 
circumstances rather than guidance being given on this; and this view was supported 
during the structured engagement process. 
 

4.6 It is important is that the Boards publish a clear timetable which sets out when and 
how strategies, plans and assessments will be carried out and how JSNAs, JHWSs and 
Pharmaceutical Needs Assessments (PNAs) relate to and feed into each other.  
  

4.7 Regular reviews should be in place to ensure relevance; we would suggest an annual 
sense check.  
 

4.8 If the JSNAs and JHWSs work as intended, they will provide valuable tools for 
identifying and meeting local health and wellbeing needs.  It would, however, be 
helpful to clarify how JSNAs and JHWSs will fit with Pharmaceutical Needs 
Assessments (PNAs): clearly assessing the pharmaceutical care needs of patients in 
local communities is a core element in any healthcare and wellbeing strategy or 
delivery plan.  
 

4.9 Previous guidance relating to PNAs has stated that they should be integrated into the 
JSNA process. It would be helpful to make that explicit in future guidance. 
 

4.10It would also be helpful if the guidance for those developing JSNAs and JHWSs set 
out certain local health providers whom they must consult in developing the strategies 
and plans. That should include local community pharmacy.  

 
4.11 It is of note and concern that when the SHAs last published their health strategies 

over half made no reference whatsoever to community pharmacy. A health care 
strategy which does not include community pharmacy is not credible. 

 
4.12 With Clinical Commissioning Group boundaries not being constrained by 

geographical or local authority boundaries, health and wellbeing boards may be 
required to work collaboratively with neighbouring authorities – therefore it is clear 
that standardised data sets agreed nationally will be important.  

 
4.13 There is potential for the Department of Health / Public Health England to highlight      

examples of best practice and encourage sharing of information to encourage 
collaboration and opportunities for delivering economies of scale where appropriate. 

 
5.   Local leadership for health improvement 
 

5.1 As the squeeze on public spending becomes tighter in coming years there is a danger 
that money intended for public health could be diverted to other areas.  We have some 



163 

 

concerns that a lack of strategic planning for populations could lead to increased 
fragmentation of provision and reduced service offering. 

5.2 Health inequalities pose a large threat to the health of our nation. It is widely agreed 
that areas of social deprivation have a higher prevalence of cancer, coronary heart 
disease and obesity; many of these areas are in fact under-doctored. 

 
5.3 In its assessments of how best to stem the gaps in health provision, Local  

Government and commissioners need to consider how they best utilise the existing 
pharmacy network. 
 

5.4 Community pharmacy is recognised as being an under-utilised resource and a highly 
accessible destination for healthcare.  As a well established provider of services to 
improve public health, we are a readymade network at the heart of communities 
providing a range of public health services including stop smoking, NHS Health 
Checks, substance misuse programmes, weight management, sexual health and 
vaccination. 

 
5.5 Flexible opening hours and commitment to reducing health inequalities enables 

pharmacy to deliver services in the heart of all communities, many of which have been 
recognised as under-doctored or in areas of significant health inequality.  

 
5.6 Lloydspharmacy’s network alone has over 600 pharmacies located within under-

doctored areas115. Our continued presence in such areas provides much needed access 
to services which help to deliver a range of targeted care to populations and we 
encourage local government commissioners and HWBs to make use of this valuable 
and cost effective resource.  

 
6.  Conclusion 
  

6.1 We encourage Health and Wellbeing Boards to engage with community pharmacy        
representatives to support effective public health provision.  
 
6.2 We also call for the development of national public health service frameworks and 
national tariffs to support local authorities with a suite of services which they can choose 
from to meet local needs and target populations.  
 
6.3 We would welcome the opportunity to provide further information to the Committee.  
 
 
 
October 2012 

                                                      
115 As defined by the Department as an area or PCT with fewer WTE GPs/100k weighted population 
than the national average 



164 

 

Written submission from the National Heart Forum (HLTH 25) 

About the National Heart Forum 
The National Heart Forum (NHF) is a leading charitable alliance of 70 national organisations 
working to reduce the risk of coronary heart disease and related conditions such as stroke, 
diabetes and cancer.  NHF is both a UK forum and an international centre for non-
communicable disease (NCD) prevention.  Our purpose is to co-ordinate public health policy 
development and advocacy among members drawn from professional representative bodies, 
consumer groups, voluntary and public sector organisations.  Government departments have 
observer status.  The views expressed here do not necessarily reflect the opinions of individual 
members of the forum.   
 
1. Summary points 
 Good communication between local authorities, Public Health England and directors 

of public health during the transition period is important to help ensure efficient and 
effective joint working as we move into the new working arrangements. 
 

 In order to place priority on tackling inequalities, local councils should consider 
conducting Health Equity Impact Assessments (HEIAs) to be used in conjunction 
with JSNAs.  
 

 JSNAs are an opportunity for public health to reach across boundaries between local 
sectors such as transport, education and housing and draw them into the health and 
wellbeing partnership. 
 

 JHWSs must engage the voluntary and community sectors as part of multi-agency 
working. 
 

 Local authorities can promote better public health through links with sport and 
fitness, well-being, social care, housing and education and should also include 
transport, planning and public safety. 
 

 Through their public health role, local authorities can play a significant role in the 
reducing the escalating health and economic burdens of NCDs such as coronary heart 
disease, stroke, cancer, diabetes and respiratory disease. 
 

 
2. The introduction of a public health role for councils 
2.1 Local councils in England, under the new public health arrangements, will play a crucial 
role in the delivery of public health at the local level. During the period of transition, both 
councils and directors of public health need to familiarise themselves with the functions and 
culture of the new partners. Clear and concise communication will be needed to ensure 
efficient and effective working can occur from day one. 
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3. The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 
3.1 JSNAs are to serve as a baseline measurement tool for local areas to assess their 
populations, their health needs, the environments in which they live, and the services 
available to them. In order to place priority on tackling inequalities, local councils should also 
consider conducting Health Equity Impact Assessments (HEIAs) to be used in conjunction 
with JSNAs. 
 
3.3 JHWSs are to be the blueprint with which Health and Wellbeing Boards coordinate the 
NHS, social care and public health, drafted from JSNAs.  However, the guidance will only 
support health and wellbeing board members by adequately supporting the engagement of 
the voluntary and community sector as part of multi-agency working. JHWSs must be able to 
highlight the populations within their community which are at greatest risk and the factors 
that contribute to that risk. The voluntary sector and non-health agencies often have valuable 
insight into and access to these specific populations. 
 
4. How all local authorities can promote better public health and ensure better health 
prevention with links to sport and fitness, well-being, social care, housing and education 
4.1 In addition to links to sport and fitness, well-being, social care, housing and education. 
Local authorities must also link with transport, planning and public safety to ensure better 
health by supporting active travel options and safe use of streets and prevention of road traffic 
accidents. 
 
4.2 Local councils should use their new role in health to promote new, multi-disciplinary 
collaborations.  JSNAs are an opportunity for public health to reach across boundaries 
between local sectors such as transport, education and housing and draw them into the health 
and wellbeing partnership. 
 
4.3 Furthermore Health and Wellbeing Boards – to ensure appropriate cross-sector working 
– should include diverse membership. Including but not limited to: public health, social care, 
local authority, education, transport, children and youth, and voluntary sector representatives 
from at risk populations within a given area. 
 
5. General Comments 
5.1 English local authorities have the potential to play a significant role in the prevention 
of NCDs such as coronary heart disease, stroke, diabetes and cancer - both within and 
outside of Public Health England and Health and Wellbeing Boards. Access to healthy foods 
and appropriate opportunities for physical activity should be central tenets for all local 
authorities. The NHF would encourage councils to utilize tools such as the Healthy Places 
online resource (www.healthyplaces.org.uk) which explains legal powers available to local 
authorities to support public health in local planning strategies. 
 
 
October 2012 

http://www.healthyplaces.org.uk/
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Written submission from Sue Ryder Care (HLTH 26) 

1. About Sue Ryder  
 
1.1 Sue Ryder is a charitable provider of health and social care services across the UK. We 
provide specialist neurological and palliative care in a range of environments including 
community and home-based care delivery alongside our hospices and neurological care 
centres.   
 
1.2 We are funded through charitable donations, contracts with health and social care 
commissioners and revenue from our network of more than 400 shops across the UK. 
 
2. Executive Summary 
 
2.1 The new role in health that local authorities will take on from April 2013 is welcome. A 
key duty of the Health and Wellbeing Boards (HWBs) is to promote the integration of 
services at a local level. For people living with complex needs and those at the end of life, 
integration between health and social care services is vital to ensuring they have access to the 
right services at the right time. In some instances people can find themselves falling between 
the gaps between these services because of the lack of coordination and planning. This means 
they are not accessing the services they need nor achieving their desired health and care 
outcomes. 
 
2.2 The opportunity for commissioners of health and care to collaborate in HWBs and 
develop a Joint Health and Wellbeing Strategy (JHWS) for the local community is a key step 
forward to ensuring the most appropriate services that meet an individual’s outcomes are 
designed.   
 
2.3 We are concerned however about the different levels at which HWBs are operationally 
prepared to enact their new duties. Sue Ryder services span the country and from our recent 
engagement with local authority stakeholders it is clear that some boards are more established 
than others. This could potentially result in a two tier approach to strategy development with 
some HWBs being more innovative and driving service remodelling than others.  
 
2.4 This submission focuses on the role of the Health and Wellbeing Boards in developing the 
Joint Health and Wellbeing Strategies. It sets out the case for a robust Joint Strategic Needs 
Assessment that will ensure the future financial and service development of services that will 
improve both the health and care outcomes of those living with complex neurological 
conditions.  
 
3. Health and Wellbeing Boards: facilitating integration between health and care 
 
3.1 Best practice examples of integration initiatives illustrate the importance of key 
relationships and individual leadership. This has meant that innovative service design has 
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generally been specific to local context. The new HWBs provide the opportunity for 
integrated planning to be stimulated and a consistent approach adopted across the country. 
We hope they will establish the right mechanisms which will make integrated working a 
reality and improve the lives of people with complex needs and those at the end of life. 
 
3.2 Last year’s Demos report, Tailor Made, sponsored by Sue Ryder, revealed that the 
aspirations of individuals with the most complex needs include maintaining independence, 
spending time with family and remaining engaged with their community.116 These aspirations 
are reflected in terms of broad outcomes, and can not be met by any one service. Multi service 
integration across health, care and other local services is required.  
 
3.3 Many of the people Sue Ryder provides care for live with progressive neurological 
conditions such as Multiple Sclerosis, Huntington’s disease or Parkinson’s disease. These 
individuals will live in the care system for many years. Evidence collected for Sue Ryder 
indicates that these individuals benefit from services that address their specific needs resulting 
from their condition to help them to achieve their desired broad outcomes. The HWBs’ duty 
to deliver a JHWS for their local area will put in place a local strategy on which integrated 
commissioning to plan these appropriate services can be based. To do this JHWS must make 
a proper assessment of the needs of their local population and identify the needs of these 
condition specific groups. Data collection through the JSNA must be improved.   
 
4. Joint Strategic Needs Assessment: the foundation of a robust Joint Health and 
Wellbeing Strategy 
 
4.1 The JHWS will only be as robust as the data on which they are based. The strengthened 
role of the JSNA should mean that a more responsive system to condition specific local need 
is developed. 
 
4.2 We are concerned that the preparations for the new system and implementation aren’t 
robust enough.  Determining the needs of the local population and the tools that are needed 
to make this a reality will be central to developing integrated commissioning that improve 
health and care outcomes.  
 
4.3 Sue Ryder recently ran a freedom of information request to local authorities in England 
asking about the specific design and delivery of services they offer for individuals with 
neurological conditions. These results have been compiled in to the report The Forgotten 
Millions. Responses were received from 131 local authorities. Only 5% of the local authorities 
surveyed were able to provide detailed data on the number of individuals with neurological 
conditions that they provided care services for. 72% of the authorities indicated that they do 
not collect detailed data categorising specific neurological conditions. 79% of local authorities 
indicated that they do not have a specific commissioning strategy for services for people with 
neurological conditions. 117  
                                                      
116 Wood, Claudia, Tailor Made, Demos (2011) p.74. 
117 This data will be released on 1st November 2012 in Sue Ryder’s research report, The Forgotten 
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4.4 The results, particularly the lack of data available to identify those living with neurological 
conditions in local communities is concerning. Because local authorities are not collecting 
this data they don’t know the number or range of neurological conditions that people in their 
communities are living with and therefore are unable to plan services accordingly. As a result 
it is likely that many of these individuals are not receiving the best services for their needs 
which will impact on their health. It is telling that only 10% of local authorities have a strategy 
in place for people with neurological conditions. This evidence indicates that the initial needs 
assessment is crucial in determining the strategies and the shape of future services.  
 
5. Joint Health and Wellbeing Strategies: creating the framework for integration 
 
5.1 The needs of those with degenerative neurological conditions like Multiple Sclerosis and 
Huntington’s disease are complex due to the progressive and often fluctuating nature of their 
condition.  As a result they need tailored support from multiple general and specialist services 
including the NHS, adult social services and voluntary sector.   
 
5.2 In order for an individual’s outcomes to be formally recognised and delivered the JHWS 
should include joint health and social care outcomes. This will give local authorities alongside 
health commissioners the opportunity to develop joint service model solutions most 
appropriate to the local community.118  
 
5.3 When care is not coordinated it is likely that service users will fall between the gaps in the 
system. Unsupported in this way they can lack an understanding of their choices and 
entitlements, become isolated and unable to access the care they need. This can lead to their 
health deteriorating faster than necessary and potentially ending up in hospital in an 
emergency admission.   
 
5.4 This was the case for one of our day service users with MS who lives in a housing 
association property where she moved to five years ago when her needs worsened. The 
progression of her condition since then has meant that she can no longer use the stairlift or 
wetroom upstairs and has been forced to convert her dining room into a bedroom. The only 
toilet is downstairs in an outhouse which is inaccessible. After an assessment from an 
occupational therapist it was recommended she have an extension. However neither the 
housing association or local authority could agree on who would pay for the adaptation. She 
has recently found out that neither party will pay and if she wants to live somewhere more 
suitable she will have to move again. This lack of coordination illustrates the tensions at a 
local level. Inappropriate planning between the local authority and housing association with 
little regard for and inclusion of health has meant that it is the service user that loses out, 
unsupported by a system that does not adequately meet her needs. 
 

                                                                                                                                                                     
Millions, into commissioning services for people with neurological conditions and complex needs. For 
a copy of the report please contact the Sue Ryder policy team, details above.   
118 Tailor Made, p.184. 
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5.5 There is now a real opportunity through the HWBs to prevent these situations from 
happening. There should be provision within the JHWS to include a local strategy for the 
health and wellbeing of those in their area living with a neurological condition. With their 
role to coordinate health and social care, HWBs and their responsibility to develop JHWS, 
will be key to delivering a strategic commissioning framework that includes the opportunity 
to pool resources and plan integrated services to deliver improved user outcomes.  
 
5.6 The HWBs’ responsibility to develop the JHWS and the JSNA will provide the basis on 
which commissioners can collate overall figures for people living with a neurological 
condition in their area. This can then be used alongside data from local health services to 
assist in the integrated future financial and service development and improve individual 
outcomes through a coordinated approach to service delivery.  
 
 
October 2012 
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Written submission from the Association of Directors of Public Health (HLTH 27) 

The Association of Directors of Public Health (ADPH) is the representative body for 
Directors of Public Health (DsPH) in the UK. It seeks to improve and protect the health of 
the population through DPH development, sharing good practice, and policy and advocacy 
programmes. www.adph.org.uk 
 
ADPH has a strong track record of collaboration with other stakeholders in public health, 
including those working within the NHS, local authorities and other sectors.  
 
ADPH has submitted detailed responses to consultations on the NHS White Paper, draft 
Health & Social Care Bill and Public Health White Paper; submitted and presented evidence 
to the Health Select Committee and APPG on Primary Care & Public Health; and made direct 
representations to the Secretary of State for Health. In May 2011 ADPH were co-signatories 
to a letter to the Prime Minister highlighting continuing concerns that the proposed reforms 
would endanger the effective delivery of public health, undermine existing collaborative work 
and fragment the specialist public health workforce – already at risk due to management cuts 
in the NHS. 
 
Following publication by government in July 2011 of Update & Way Forward on Healthy 
Lives, Healthy People we issued our ADPH Position Statement Reviewing the Strategy for 
Public Health in England. 
 
The ADPH President was a member of the NHS Future Forum and we continue to be 
members of key national groups developing the new Public Health system in England. 
 
ADPH response to specific issues identified by the Committee 
 
1. The introduction of a public health role for councils  
The Health and Social Care Act represents a fundamental restructuring, not just of health 
care services, but also of local authority (LA) responsibilities in relation to public health, 
health improvement and health protection and the coordination of health and social care. 
ADPH supports the important role that local authorities have to play in improving the health 
of the public and have worked hard to help develop both the structures (national and local) 
and effective working relationships that are vital to success. We continue to be concerned for: 
 

• safely managed transition arrangements which avoid the loss of vital expertise; 
• the resolution of very complex resource issues; 
• the resolution of key local health protection issues; 
• ensuring that no action should be taken that threatens or undermines the good work 

that already takes place across the country on integrated health and social care 
delivery.  

 
 

http://www.adph.org.uk/
http://www.adph.org.uk/files/latest_news/Letter%20to%20David%20Cameron.pdf
http://www.adph.org.uk/files/latest_news/ADPH%20position%20statement%20July%202011.pdf
http://www.adph.org.uk/files/latest_news/ADPH%20position%20statement%20July%202011.pdf
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2. The adequacy of preparations for the new arrangements 
In paragraph 7 below we highlight concerns over resilience in key health protection issues. 
ADPH continues to have significant concerns that the loss of local public health capacity and 
capability will seriously risk the success of the new system. The results of an ADPH survey of 
DsPH in England (May 2012) show that 25% of substantive DsPH do not plan to transfer to 
LA. Overall, 30% of DsPH (including Acting and Interim) do not plan to transfer to LA. This 
represents a significant loss of local PH leadership and consequent risk to PH outcomes. 
Taken together with the current posts covered by interim arrangements these figures show 
that there could be 50-60 vacant DPH posts to be filled. This makes support to retain current 
DsPH and succession planning essential and urgent.  
 
In August 2012 we issued an ADPH response on PH Funding highlighting key financial 
concerns for the new arrangements – including that: 
 
 Final figures need to be published as soon as is practicable to enable planning for the final 

transfer of PH to LAs in April 2013. 
 An interim statement would be helpful assuring a minimum level of funding over the next 

few years based on the higher of the published baseline and the newer figures sent to DH. 
 Assurance that the final ACRA formula will be progressive and will continue the support 

to those areas with the greatest need. 
 
The government has indicated its commitment to public health. Movement towards target 
should be acheived by levelling up to avoid loss of resource in those areas that have made 
planned investments in public health programmes over recent years. To get all Councils to 
target quickly requires an increase in the quantum allocated to PH nationally (further 
information on this is in section 8 below). 
 
On Baselines, there remain issues around increases after 10/11 (e.g. new burdens – health 
checks etc.) and decreases before 10/11 due to QIPP savings applied across PCTs. 
 
Worryingly, some areas have discovered significant errors in the collections including: 
 

- miscoding of Sexual Health spend to NHSCB rather than Public Health; 
- inability to disaggregate block contracts; 
- inadequate determination of overheads; 
- inability to identify costs for use of properties now transferring to PropCo. 

 
There is also concern that the DH 5.8% growth (as published in Feb 2012) has been netted off 
in the more recent collections by some Finance Departments.  
 
There is a perception in many Councils that the baseline amounts already published may not 
be reflected in the final allocations (despite DH assurances) or if they are then the guarantee 
will only be for one year after which there will be a reduction. This is resulting in some 
Councils looking to reduce programmes and staff before PH transfers.  

http://www.adph.org.uk/files/latest_news/ADPH_May_2012_survey_report.pdf
http://www.adph.org.uk/files/latest_news/ADPH_Response%20_on_PH_Funding.pdf
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ADPH is asking for as much explicit assurance from DH as possible that funding will not be 
cut in the short and medium term. 
ADPH is also concerned that assumptions around staffing levels are being made in advance of 
clarity on what functions will be part of the PH service in LA. We have sought further 
clarification of roles and responsibilities particularly in Health Protection services. 
 
We have welcomed the constructive approach the DH team have taken in working with 
ourselves and the LGA to address these issues. 
 
3. The objectives of the new arrangements and how their impact can be measured 
A stronger national framework for integrated care – ideally supported by a single outcomes 
framework – would support both achievement of objectives and measurement of impact. 
 
Where services are not meeting local needs, the H&Wb Board should be able to challenge and 
hold to account, and take a broad and holistic view of determinants of health.  
 
Demand and referrals for CCGs can be supported by specialist PH input, as ensuring CCGs 
are firmly embedded into the JSNA process will be important to ensure strategies have a focus 
on need and outcomes rather than demand. To support the quality of CCG commissioning 
we would suggest specifying in more detail the public health science skills (e.g. evidence base 
critical appraisal, predictive modelling, health economic approaches etc) that should be 
expected to be delivered by public health resources in order to ensure effective 
NHS management. This would support CCG commissioning by assisting them in moving to 
evidence based commissioning with better care pathways. 
 
We believe commissioners should be required to demonstrate the use of a strategy covering 
high quality, universal services, targeted services for communities of interest at greater risk 
especially deprived communities and tailored services for people with multiple and complex 
needs. This should be underpinned by evidence base, public health intelligence and needs 
assessments.  
 
ADPH welcomed the opportunity to work with DH on the development of Guidance to 
Support the Provision of Healthcare Public Health Advice to Clinical Commissioning Groups. 
 
4. The intended role of Health and Wellbeing Boards in coordinating the NHS, social 

care and public health at the local level 
ADPH contributed to a joint publication on Operating Principles for Health & Wellbeing 
Boards and the ADPH President and Vice President have both been involved in the national 
learning set programme that developed the framework for this document.  
 
H&Wb Boards should not become ‘talking shops’, but be able to robustly hold to account 
stakeholders. Roles, responsibilities and membership need clear definition to ensure the 
Board is robust.  
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The Boards must deliver strong, credible and shared leadership across local organisational 
boundaries.  
Potential political tensions between their overseeing commissioning and promoting 
integration across public health, local government, local NHS and the third sector need to be 
addressed. Capturing lessons and best practice from shadow Boards is vital in order to 
support local determination of arrangements that best meet the requirements of local 
conditions.  
 
National policy imperatives must be: 
 
- balanced sensitively with local priorities; 
- developed through co-production and dialogue; 
- in accordance with the agreed findings from the joint strategic needs analysis.  
 
Where services are not meeting needs the Board should be able to challenge and hold to 
account. 
 
5. How all local authorities can promote better public health and ensure better health 

prevention with the link to sport and fitness, well-being, social care, housing and 
education 

DsPH are the frontline leaders of public health working across the three domains of health 
improvement, health protection, and health care service planning and commissioning. DsPH 
will require a well-resourced, professional and co-located Public Health team providing the 
skills and experience to input to local service planning and commissioning, and to deliver 
Public Health programmes and advice across the health economy, supported by access to 
high quality local and national data and scientific evidence base.  
 
We welcome that the role of the DPH has been clarified within the recently published 
guidance and will be enshrined in statute. 
 
Directors of Public Health will be key to achieving this as the local strategic leader for Health 
& Wellbeing. As a Chief Officer of the Local Authority, the DPH must have direct access to 
the Council, Cabinet, elected members and Board, and direct accountability to the head of the 
organisation (CEO, Mayor or equivalent).  
 
Health & Wellbeing Strategies and JSNAs should: 
 

-  be asset-building, wide-ranging and thorough and include qualitative ‘citizen’ views 
(not just service-user or patient views);  

-  include preventative and health protection issues;  
-  be the basis for all local commissioning. 

 
Primary care has a key role in delivering equitable services to local communities. There will 
be some areas where primary care expertise is of national and international quality: 
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inequalities, homelessness, travellers, substance misuse, learning disability, multiple and 
complex needs, remote and rural care etc.  
Public Health Academics and the PH professionals working in LA and the NHS need to work 
together to ensure that research and expertise is available across NHS, primary care and LAs.  
 
6. Barriers to integration, including issues in multi-tier areas 
The public heath system at local level needs to have full access to health data through 
information sharing agreements at national level to ensure effective health needs assessment 
through primary care and social care data systems.  
 
There needs to be clear agreement on the roles and responsibilities for DsPH and local health 
protection units, including assurance that health protection work carried out in second tier 
local authorities - by environmental protection teams for example - is connected with 
coordination and planning mechanisms organised at the top tier of local government.  
 
In two tier authorities existing health and well-being partnerships should continue to work 
together. District Authorities should have specific roles and duties for the improvement and 
protection of health and the reduction of health inequalities. 
 
PH professionals will be needed who have experience across all relevant organisations 
including NHS, PHE and LAs. This requirement means that training, continuing professional 
development and career pathways should be available without barriers such as changes of 
terms and conditions. 
 
7. How the transfer to local authorities of the front-line health protection role and 

the creation of Public Health England will affect resilience arrangements at the 
local level 

ADPH has been working with the HPA/PHE to develop solutions to key local health 
protection issues. However, concerns remain over significant health protection issues and 
systems, including: Infection Prevention & Control, and Out of Hours arrangements for 
health protection. 
 
Capacity for emergency preparedness and response must be maintained within the new 
structures – and robust interim arrangements to ensure a stable transition.  
 
There remains a risk that emergencies, outbreaks and epidemic situations, will not be 
properly managed or responded to, may quickly escalate, and the public will come to serious 
harm because clarity is still urgently needed over who, within the various local agencies 
involved, has lead responsibility for ensuring that the response to an emergency or outbreak 
is effective and appropriate. 
 
Clarity is vital over which part of the system will lead responses to incidents at local and sub-
national/supra local or regional levels. Clear delineation of responsibilities for health 
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protection at local, sub-national and national levels, including the LA, the DPH, the NHS and 
the 15 centres of PHE is needed.  
 
PHE needs clear leadership/coordination when PH emergencies cross local boundaries; and 
the relationship between local hubs of PHE and the DsPH need clarification.  
 
LAs should ensure an effective response is made to any outbreak of disease or other public 
health emergency in its area. It is important to establish that this responsibility lies locally 
with the LA and on their behalf the DPH, who will need to have the necessary resources to do 
this effectively.  
 
As acknowledged in the Health Protection and Local Government factsheet issued on 30.8.12  
there are routine and local health protection issues in which the DPH needs to have a lead 
role, retaining local health protection and infection control resources where agreed, to 
manage in accordance with local needs.  
 
Accountabilities and responsibilities need clarification and need testing locally to assure a safe 
and resilient system. 
 
An effective working relationship between the DPH, Director of PHE local centre, NHSCB 
LAT and CCGs is critical to making the system work effectively. These components of the 
system are still coming into place – so there is a risk in the short term and rapid progress is 
needed to test new systems once key individuals are in place - and well ahead of April 2013. 
 
The data and info required to inform PH decisions must remain easily and rapidly accessible 
to PH staff working in local authorities, in PHE, in CCGs and other new locations. 
Arrangements for maintaining systems of surveillance and monitoring need to be secured 
and real-time data flows for detection of health protection threats and response need 
safeguarding.  
 
It must be ensured that there are no organisational or financial barriers to the flow of 
information and there must be strong leadership and mechanisms at local (DPH) and 
national (PHE Executive) level – with PHE taking a lead to ensuring collection, analysis and 
dissemination of population level data.  
 
PHE and the NHS will need to liaise closely with public health agencies in the devolved 
administrations to ensure that: cross border support remains robust in relation to UK health 
protection issues; and also to ensure that this scarce expertise is organised and delivered such 
that there is a critical mass to service the needs of the UK, Europe and beyond.  
 
8. The accountability of Directors of Public Health; and the financial arrangements 

underpinning local authorities’ responsibilities, including the ring-fencing of 
budgets and how the new regime can link with the operation of Community 
Budgets 
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We welcome that the role of the DPH has been clarified within the recently published 
guidance (and soon through statute), giving clarity on accountability and maintaining 
professional standards – important issues for protection of the public.  
The Director of Public Health is the local strategic leader for Health & Wellbeing, is a 
statutory member of the H&WB Board, and must be an individual trained, accredited, and 
registered in specialist public health. As a Chief Officer of the Local Authority, the DPH must 
have direct access to the Council, Cabinet, elected members and Board, and direct 
accountability to the head of the organisation (CEO, Mayor or equivalent). 
 
The DPH must have day to day responsibility for management of the ring-fenced PH grant. 
 
As the principal advisor to a Health & Well Being Board, a DPH should not relate to more 
than one Board. However, we recognise that where local arrangements lead to a shared Board, 
then it may be appropriate for one DPH to work to this Board. We are aware that shared 
DPH arrangements are being established in some areas and in such instances would stress the 
need for LAs to ensure that such a shared arrangement is safe and effective.  
 
DsPH must be able to produce a robust and truly independent annual report on the current 
health and future health needs of their population (and how well they are being met). We 
welcome recent clarification of these statutory duties – with the DPH required to produce 
and Council required to publish the annual report. 
 
DsPH (and all consultant level posts) must be jointly appointed by the LA and PHE through a 
statutory appointments process (or equivalent consistent with FPH standards), with the SofS 
for Health having a veto over the termination of employment of the DPH. 
 
Directors of Public Health and other specialists working in health services public health 
possess skills that are highly specialised, including ethical and evidence based skills to enable 
robust decision making on prioritisation, rationing and clinical/cost-effectiveness. Expert 
professional public health support to CCGs is required for effective prioritisation and 
disinvestment decisions.  
 
ADPH has recently produced a paper ‘The Case for Additional Investment in Public Health’  
setting out the evidence that there is a health need that warrants additional investment, and 
that this can be invested in cost-effective, evidence based interventions to deliver improved 
population health and reduced demand on health care services whilst facilitating more 
efficient healthcare service delivery. 
 
 An additional £1.2 billion pounds investment in public health programmes in 13/14, 

increasing to £1.5 billion pounds in 15/16, would ensure delivery of the government’s 
aspiration to improve health through its existing commitments to roll out the NHS Health 
Checks programme, reduce smoking prevalence, implement NICE recommendations in 
relation to alcohol brief interventions, meet cost pressures particularly in relation to GUM 
provision, build capacity in relation to school nursing and to tackle obesity. 
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 As well as delivering improved health outcomes for individuals a major beneficiary will be 
the NHS, with more cost efficient care delivery and a reduced burden of ill health. 

 It would also allow local communities to embrace the public health agenda unfettered by 
inequity resulting from historical under-investment by the NHS in preventative services, 
whilst not reducing the allocation for those who have invested more in effective public 
health programmes. 

 This amount whilst being significant for public health would have a marginal effect on the 
overall comprehensive health service budget (a 1% shift in the comprehensive health 
service budget to Public Health equates to £1 billion). It would also represent a reasonable 
proportion of the QIPP savings that we understand are to be re-invested in front-line 
services including public health programmes. 

 Much of the investment would be used to develop and increase provision within 
programmes that are already established such as NHS Health Checks, tobacco control and 
GUM provision and therefore money can be committed immediately. 

 There are however a number of areas of investment (school nursing, primary care, public 
health, leadership and community empowerment) where there will be a constraint on 
commitment of resources because of shortage of staff. In these areas capacity can be 
developed over a three year period in a similar way to that being undertaken currently with 
health visiting. 

 In the case of alcohol misuse there is an increased level of investment in year 1 but as an 
increasing number of people are screened and receive a brief intervention there is a 
reduction in spend in future years. 

 
In a (May 2012) survey of ADPH members in England, 77 Directors of Public Health (52% of 
total surveyed) responded giving their views on specific issues relating to transition issues 
including concerns around current and future resources. We asked those DsPH who felt the 
funding was insufficient what programmes might be affected. The answers were predictably 
varied with: Sexual Health; Health Checks; Chlamydia Screening; obesity prevention (weight 
management; physical activity; diet); alcohol services; smoking cessation; mentioned several 
times each. Also mentioned several times were leadership capacity and indeed all non-
mandated service. These are real concerns and high risk to local Public Health. 
 
Conclusions 
In summary, ADPH believes that: 
 

• the DPH leadership role is critical to the success of the new PH system; 
• a smooth transition is essential to enable LAs to pick up their new role and 

responsibilities quickly and to capitalise on the opportunities afforded by their new 
PH role and responsibilities; 

• elements that are key to achieving a smooth transition are: clarifying outstanding PH 
financial issues and addressing the case for additional investment in PH; supporting 
staff through change to avoid further loss of capacity; ensuring all key components of 
the new system are in place so that new and effective working relationships can be 
forged quickly and systems tested and assured; 
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• going forward, there needs to be assurance that the PH profession is appropriately 
trained and developed; and that succession planning is addressed. 

 
 

October 2012 
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Written submission from the Practitioner Alliance for  
Safeguarding Adults (PASAUK) (HLTH 28) 

 
The Practitioner Alliance for Safeguarding Adults (PASAUK) is a small national charity 
which aims to both provide peer support to professionals working with adults at risk of abuse 
and/or neglect and provide them with a voice in the national debate as to how to best 
safeguard adults. Formed nearly 20 years ago, it was formerly known as PAVAUK, the 
Practitioner Alliance against the Abuse of Vulnerable Adults. 
 
It is our view that Safeguarding Adults generally refers to a very broad range of activities 
including the commissioning, provision and monitoring of safe services that enable adults to 
exercise their rights as citizens in our society. These services will include those with a primary 
role of the prevention of the abuse or neglect of ‘adults at risk’ – formerly known as 
‘vulnerable adults’ – and responding to situations of such abuse or neglect. Safeguarding, with 
this more focused meaning, is coordinated locally through Local Safeguarding Adults Boards 
(LSABs); these are not currently incorporated in legislation, though the draft Care and 
Support Bill does include them and provides an exposition of their possible role and 
functions. 
 
Safeguarding Adults, due to its lack of any statutory basis, has historically been marginalised 
within society, service provision and Local Community Partnerships (LCPs). Given the 
proposals within the draft Care and Support Bill, now undergoing pre-legislative scrutiny, 
this will hopefully change, but this, in turn, will require formal links to be developed with 
LCPs and be clearly understood. The Local Health and Wellbeing Boards (LHWBs) will be a 
key LCP in ensuring that LSABs are both held to account and hold other LCPs to account for 
their safeguarding activity. There is a danger that there will be either duplication of functions 
through attendance at too many LCPs or a continuation of the current under-attendance.  
 
What will be necessary is a clear statement of the lines of accountability of individual agencies 
within those LCPs and lines of reporting between the LCPs. These pathways may require 
customisation to meet local structures and systems. However, this should not mean that the 
establishment of the systems themselves is left to be agreed on a local basis. 
 
An example of the importance of these pathways can be seen in the case of the abuse at 
Winterbourne View Independent Hospital. The responsibility of a range of services and 
functions in allowing the situation at the hospital to develop and continue for so long does 
not just lie with the provider, but with those services responsible for regulating the service, 
commissioning the service, making placements there, reviewing those placements and 
providing ancillary services to the hospital. Locally, individual agencies should be carrying 
out reviews of their commissioning and reviewing procedures and processes, but these will 
need to be coordinated and overseen by the LSAB. The LHWBs will also need to ensure that 
all appropriate lessons have been learnt from the case to ensure that member agencies are 
commissioning safe and appropriate services. 
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The above will require close liaison between the LSABs and the LHWBs and clear lines of 
reporting and accountability, not just on specific cases such as Winterbourne View but on 
general issues of common interest. Many LSABs now have Independent Chairs who, by 
definition, have no other links into LCPs; it would therefore seem appropriate for the Chairs 
of LSABs and Local Safeguarding Children Boards to have a formal status on the LHWBs to 
enable them and the LHWBs to hold each other to account for their activity and to raise their 
profiles in each other’s area of operation. 
 
There will also need to be clear and effective links between the LSABs and their local 
Healthwatch once these have been established in order that they facilitate each other’s 
functioning. Both agencies have clear roles in ensuring local services are safe and fit for 
purpose, both commissioning and provider services, and should work together to coordinate 
their activity to avoid duplication and ensure a clear and complete overview of service 
provision and integration is achieved. 
 
The development of LCPs reflects the recognition that the ‘Command and Control’ model is 
not an effective one and needs to be replaced by a more cooperative model. This alternative 
model would link local systems and partnerships with a network of mutual accountability and 
reporting. In itself, this could lead to duplication of processes which would both be inefficient 
and bring the model into disrepute. It is therefore important to develop systems that will 
build on the existing partnerships and encourage the development of new open and 
transparent partnerships focused on the commissioning and provision of high quality and 
integrated social and health care services. 
 
Currently, responsibility for the local coordination of safeguarding adult activity lies with the 
Director of Adult Social Services (DASS). Initially, this resulted in the DASS chairing the 
LASBs, and there is therefore a danger that the assumption can be made that the DASS can 
provide the links between the LASB and other LCPs. However, more and more LASBs are 
appointing Independent Chairs in recognition of the importance of this role in holding all 
agencies to account for their safeguarding activity, including Adult Social Services as well as 
other departments within the local authority. As an Independent Chair of an LSAB, I am 
aware and convinced of the need for Independent Chairs to have direct access and input to 
their LHWB. 
 
 
October 2012 
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Written submission from NHS Confederation (HLTH 29) 
 
1. Executive summary 

• The NHS Confederation represents all types of organisations that commission and 
provide NHS services. It is the only membership body to bring together and speak on 
behalf of the whole of the NHS. We are pleased to submit evidence to the Committee.  
 

• We believe that the public health reforms represent a major opportunity to improve 
the health of the population. Effective public health interventions are an important 
way of tackling the rising demand currently experienced by the NHS, something 
which is crucial given the financial challenge faced by the health service.  
 

• Local government is uniquely placed to work across sectors so its increased role in 
public health is welcome. Given its expertise and the contact it has with a significant 
proportion of the UK population, the NHS must also continue to have a role in this 
area, working in partnership with local authorities and other organisations in 
promoting better public health.  
 

• Local authorities and the NHS need to make a cultural shift in thinking and behaviour 
to ensure they maximise opportunities to improve the health and well-being of 
individuals, families and communities (the so-called “every contact counts” 
approach). In addition, financial incentives should be looked at by the Government to 
encourage preventative work. 
 

• Integration of care is vitally important if public health interventions are be effective. 
Strong local relationships and leadership are crucial to the success of this. However, 
the separate funding systems for the NHS and local authorities is one significant 
barrier to integration. The Government should look at aligning funding streams 
between the two sectors to make integrated joint commissioning a reality.  
 

• Health and wellbeing boards have a key role to play in coordinating joint local  work 
and ensuring public health input into the new clinical commissioning groups. The 
boards will also need to work with organisations not part of their membership such as 
schools. We recommend Public Health England and the NHS Commissioning Board 
in collaboration with other national bodies provide support to the boards.  
 

• We strongly support the decision to give greater priority to improving public mental 
health. Clarity is needed about the leadership for public mental health issues and 
which government department will be responsible for supporting local areas to roll 
out integrated wellbeing initiatives. 
 

• There are a number of issues which will need to be resolved to ensure the effective 
implementation of the new public health system: 
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o We urge the Government to publish the revised ring-fenced public health 
budgets for local authorities April 2013 – March 2014 as soon as possible so 
councils can adequately plan. 

o We want reassurance that adequate funding will be made available for public 
health services. Any funding formula must be evidence based and reflect local 
deprivation. 

o We previously expressed concerns about that unintended consequences likely 
to result from the Government’s plans to use a health premium to reward 
those areas that reduce health inequalities with extra money. We feared that 
this may not fairly reward progress and could  lead to areas where there is the 
most need losing money. We welcome the Government's subsequent review of 
this policy. We set out a number of suggestions to help ensure the new funding 
system better reflects local circumstances.  

o The Government should ensure the public health, NHS and social care 
outcome frameworks align more closely and make clear how different parts of 
the system will be accountable for the various outcomes. 

o Given there are eight levels where children's services could be commissioned, 
we are concerned about the fragmentation of these services. The Government 
should make explicit where accountability lies for child health and child public 
health, including how packages of care will be coordinated and joined up.  
 

• We are pleased that the Committee is examining local government's new role in 
public health. With regard to future inquiries, the Committee might also like to 
consider the role local authorities and health and wellbeing boards will play in the 
future redesign of NHS services and also developing integrated care arrangements. 
We would be happy to contribute the views' of our members to such inquiries if the 
Committee would find it useful.  

 
2. A new role for local government – public health 
2.1 We welcome Healthy Lives, Healthy People's  aim of making public health a top priority in 
both health services and local government. We believe the public health reforms provide a 
major opportunity to improve the health of the population. Local government is uniquely 
placed to work across sectors including education, leisure, transport, housing and economic 
development. 
 
2.2 Demand for both NHS and social care services is increasing rapidly, largely due to 
growing demographic  pressure from an ageing population and an increasing number of 
people living with complex care needs. Effective public health interventions have a key role in 
tackling rising demand. Both the NHS and local authorities have a part to play and must work 
together to tackle public health problems.  
 
3. Promoting better public health  
3.1 Although public health is being transferred to local authorities we believe  the NHS 
continues to have a important role, given its expertise and the contact it has with a significant 
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proportion of the UK population. We believe both local authorities and the NHS must 
maximise the opportunities local councils and healthcare professionals have to improve the 
health and well-being of individuals, families and communities (the so-called “every contact 
counts” approach). There are many instances where individuals who are unaware that their 
poor life style is harming their health come into contact with their local NHS or local council. 
Local authorities and NHS commissioners and providers need to work with others, including 
agencies such as the police, to ensure all age groups, particularly young people, are aware of 
the risks of poor lifestyle choices and supported to stay healthy and well. 
 
3.2 We welcome the Government support for making every contact count. Both local 
authorities and the NHS need to make a cultural shift in thinking and behaviour to ensure 
this policy becomes the norm throughout local health and public services.  
 
3.3 Financial incentives must be looked at to support this cultural change and encourage 
preventative work. The following steps would also help achieve this:  

• National bodies’ contracts should be reviewed to ensure they support the delivery of 
the every contact counts approach. 

• Commissioners should similarly consider how their service specifications in 
providers’ contracts support this approach. 

 
3.4 In addition to making every contact count, local authorities and the NHS should build on 
what individuals identify as supporting their own wellbeing, rather than focusing on the 
separate lifestyle behaviours, such as alcohol consumption or poor diet. In practice, this 
would mean services which help individuals with, for example, an alcohol related disease  to 
understand the root causes of their condition in order to tackle it more effectively. Such an 
approach would also help change the existing power dynamic between patients and the NHS; 
turning patients from passive recipients of services to potential partners, who actively take 
responsibility for their own health. 
 
4. Integration 
4.1 There is wide agreement that if we are to tackle public health more effectively there is a 
need for more integrated care and closer joint working between local authorities, the NHS 
and others. We have been working with Association of Directors of Adult Social Services and 
Royal College of GPs to look at  making integrated out-of-hospital-care a reality. This work 
sets out some of the broad principles of making integrated care a reality and will be published 
later in the year.  
 
4.2 Strong local relationships are crucial to successful integration and good leadership in both 
the NHS and local authorities will be critical to making this work. A 2010 joint NHS 
Confederation and Association of Directors of Adult Social Services report119, based on a 
survey of local partnership arrangements, highlighted that strong local relationships, trust 
and a shared culture and vision were seen as very important in facilitating joint working and 

                                                      
119 NHS Confederation (2010), Where next for health and social care integration? 
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integration. The survey showed that openness about shared financial pressures, resulting 
from positive long-term relationships, enabled innovative decisions to be made. There is clear 
evidence that this openness can be pivotal in facilitating local service integration and indeed 
service redesign. This is not something which can be mandated by central government, but 
should be locally driven. We outline below the key role health and wellbeing boards can play 
in coordinating joint work at a local level. 
 
4.3 One significant barrier to integration is the separate funding systems for the NHS and 
local government. Savings made through the actions of one service can accrue to another with 
no easy route for sharing these savings between them. This disincentive to collaborative 
behaviour is particularly significant given the extreme financial pressures facing the public 
sector. We recommend that: 

• Funding streams are aligned to make integrated joint commissioning a reality, 
ensuring co-ordination between local authority funding allocations done per resident 
population and NHS allocations based upon GP practice populations.  

 
5. Health and wellbeing boards 
5.1 We have been working in collaboration with the NHS Institute for Innovation and 
Improvement, Department of Health and Local Government Association to share our 
expertise and assist health and wellbeing boards as they take on their new role. This has 
involved producing publications which summarise the key points of learning to be shared 
with other shadow health and wellbeing boards120. 
  
5.2 We believe that the new health and wellbeing boards have a key leadership role to play in 
coordinating joint work at a local level. They will be the only place in the new system with a 
strategic plan that joins up health and local authority decision-making and enable different 
parts of the system to work together. It is hoped that by enabling local authorities, the NHS, 
patient and public representatives through local Healthwatch and other partners working 
together in this way, health and wellbeing boards will improve health outcomes across the 
outcomes frameworks, reduce duplication and increase efficiency and quality of service.  
 
5.3 There are many shadow health and wellbeing boards around the country that are making 
progress in preparation for taking on their formal duties from April 2013. However it should 
be acknowledged that key members of health and wellbeing boards, clinical commissioning 
groups (CCGs - local NHS commissioners), are not yet authorised nor necessarily in their 
final form, and the NHS Commissioning Board (NHSCB) is not operational at a local level. 
CCGs will commission the majority of local secondary health including mental health 
services and the NHSCB will commission primary care and specialised services. Both CCGs 
and the NHSCB are therefore essential partners in ensuring health and wellbeing boards work 
well and the required duties for Joint Strategic Needs Assessment (JSNA) and Joint Health 
and Wellbeing Strategies (JHWSs) a success. The Health and Social Care Act 2012 includes 

                                                      
120 For more information see our website - http://www.nhsconfed.org/priorities/Leadership/Pages/health-
wellbeing-boards.aspx  
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duties for both CCGs and NHSCB to have regard to these processes and products to inform 
their commissioning decisions.  
 
5.4 Health and wellbeing boards will have a particularly important role in ensuring public 
health input and support into the work of CCGs. This will be key as public health teams will 
be able to support CCGs in addressing public health issues across communities that GPs do 
not normally see in their surgeries, particularly marginal groups not registered with practices. 
 
5.5 Local Healthwatch is another important member of the health and wellbeing board that 
may be further behind in its development than other parts of the system. Getting the 
involvement and engagement of patients and communities through Healthwatch is essential 
to getting health and wellbeing boards to function well.  There must be a commitment from 
all partners in ensuring the voices of communities are heard. In the meantime, local councils 
and their health partners can draw on the evidence and views of existing public and patient 
engagement groups that exist in all areas.  
 
5.6 It will be essential for the boards to work with organisations which are not part of their 
membership, such as schools (including Free schools), in order to operate effectively.  
 
5.7 We believe that Public Health England and the NHS Commissioning Board with key 
national bodies such as Local Government Association, Association of Directors of Public 
health, Association of Directors of Adult Social services, Association of Directors of 
Children's Services and the NHS Confederation should lead on providing the support and 
advice that the boards and local areas will need to develop cost effective and best practice 
based plans for tackling public health issues. 
 
6. Objectives of the new arrangements and measure of impact 
6.1 The new arrangements provide an opportunity for local authorities to work across 
services such as housing, the environment, employment, welfare, schools, children’s and 
adults social services to improve the public’s health.  The impact of the changes will be 
measured through the public health, adult social care and NHS outcomes frameworks. We 
support the shift to measuring public health through outcomes. However, we are concerned 
about the lack of overlap or alignment between the various outcomes frameworks or cross 
referencing to other guidance. For example there are a number of different indicators in the 
three outcomes frameworks which are relevant to alcohol.  
 
6.2 It also remains unclear which parts of the system are accountable for specific outcomes 
within and across these frameworks. Making gains on the outcomes across all three outcomes 
frameworks will require multi-sector working particularly across health and local 
government. We recommend:  

• the outcomes frameworks align more closely and it is made clear how different parts 
of the system will be accountable for the various outcomes. 
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7. Funding 
7.1 We welcome the recent additional resources allocated to local authorities to support the 
transition of public health. However, some arrangements for transition have yet to be made. 
We urge the government to publish the revised ring-fenced public health budgets for local 
authorities April 2013 – March 2014 as soon as possible to enable local authorities to 
adequately plan for the new public health responsibilities. The total amount of public health 
ring-fenced budget for local authorities is not yet confirmed and funding for each area of 
public health such as screening and immunisation are not clear.  
 
7.2 Our members are concerned that local authorities may not have enough money to 
commission and deliver all the public health services that they will be responsible for. While 
the public health budget will be ring fenced, we emphasise that it is not easy to define ‘public 
health’ and therefore to identify public health activity and spend accordingly by local 
authorities. Both local authorities and the NHS are experiencing severe financial challenges. If 
local authorities do not receive the right amount of funding this will have a knock on effect on 
the new clinical commissioning groups' ability to commission and deliver health services 
locally.  

• We would like assurances that adequate funding will be  made available locally, given 
the expense of many public health services and the impact on the rest of the health 
service if public health needs are not met.  

 
7.3 We agree with the Government's intention that funding goes to the places most in need 
and where it could have the greatest impact. However, research conducted by Liverpool 
University and Blackburn with Darwen Borough Council, estimates that the current draft 
proposals published earlier in 2012121 do not sufficiently take into account deprivation. The 
study finds the proposed funding formula would leave local authorities in the most deprived 
30% of areas  worse off, losing an average of £8 per resident, and those in the most affluent 
20% of areas gaining by the same amount. The formula should not result in wealthier, 
healthier areas benefiting over more deprived areas.  

• We recommend that the formula for the allocation of the public health budget must 
take into consideration elements linked to deprivation levels and be evidence based.  
 

7.4 We are also concerned that the formula will not allocate sufficient funds for children’s 
public health, particularly under 5 years, when this responsibility transfers to local authorities 
in 2015. The formula does not take into account age differences and therefore would not 
effectively allocate funding to areas with high number of young people. This is particularly 
relevant for sexual health services which are largely used by younger people. We recommend:  

• The funding formula reflects age differences in local areas and more work is carried 
out regarding the level of funding allocated for children’s public health, both under 5 
years and 5 – 19 years. 

 
 

                                                      
121 Department of Health (2012),  Health Lives, Healthy people: update on public health funding.  
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8. Inequality and the health premium 
8.1 Tackling health inequalities will be a key part of local government's new public health 
responsibilities. The Government has said that a "health premium" is intended to incentivise 
local authorities to act on this issue. However, we raised concerns about the unintended 
consequences that are likely to result from the Government’s plans to use the premium to 
reward those areas that reduce health inequalities with extra money or reduce the baseline 
allocation if areas did not achieve certain outcomes.  
 
8.2 Patterns of deprivation vary in different parts of England with high levels of deprivation 
found both in pockets of more affluent areas and in some places across whole boroughs. The 
health premium as set out would work very differently in different areas. A one-size-fits-all 
approach will not be appropriate. It was unclear how the premium will relate to the other 
funding mechanisms which aim to tackle health inequalities. Following these concerns, the 
Government stated that it is reviewing this policy. We welcome this review and recommend 
the following points are taking into consideration: 

• The Government publishes the details of the public health funding baseline 
allocations alongside details of how the health premium will work and when it will be 
implemented.   

• The Government evaluates the health premium as it is put into practice. 
• The Government also looks to develop other levers and incentives to catalyse action to 

reduce health inequalities across sectors.  
• The Government works to avoid unintended consequences from the interaction of the 

health premium with other funding mechanisms that may change as a result of 
reducing health inequalities.   

 
8.3 We believe the incentive part of the health premium should be introduced later than 
2015/16 as 2 years will not provide sufficient time for improvements to be attributed to the 
work of the local authority under their new public health responsibilities. 
 
8.4 We recommend that the Director of Public Health is considered the primary advisor to 
the local authority regarding how best to reduce health inequalities using an evidence based 
approach and in collaboration with CCGs, the NHS and other partners and stakeholders.  
 
9. Public health services for children and young people 
9.1 Under the health reforms, eight different parts of the system are likely to be responsible 
for commissioning child health and child public health services. Locally some of these bodies 
such as schools and Police and Crime Commissioners are not statutory members of health 
and wellbeing boards, potentially making it more difficult for the commissioning of children's 
services to be joined up.  
 
9.2 Health and wellbeing boards have a duty to develop a Joint Strategic Needs Assessment 
(JSNA) and a Joint Health and Wellbeing Strategy (JHWS). These are crucial for setting the 
overall local framework for improvement in children's and young people’s physical and 
mental health and wellbeing. All partners on the health and wellbeing board must support the 
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strategy in order to commit resources, commission according to agreed priorities and 
monitor progress. 
 
9.3 Locally, the soon to be elected Police and Crime Commissioners (PCCs) will have funding 
to tackle alcohol and drug related harm within their areas and schools have the ability to 
commission Special Education Needs (SEN) services, personal, health and social  education 
(PHSE) and other health and wellbeing initiatives. Neither schools nor PCCs have a statutory 
place on health and wellbeing boards. Local authorities are also in receipt of funds for the 
troubled families programme lead by the Department for Communities and Local 
Government. These bodies must be involved in work at a local level to commission and 
deliver services for children.  
 
9.4 We recommend: 

• The Government is explicit about where accountability lies for child health and child 
public health, including how packages of care will be coordinated and joined up., and 
how shared outcomes between the NHS and public health outcomes frameworks will 
be monitored, measured and incentivised.   

• Health and wellbeing boards ensure good working relationships with non-statutory 
partners locally in relation to child health.  

• In particular, schools, PCCs and others commissioning children and young people's 
services should take part in the JSNA and JHWS to contribute to their development 
and develop their commissioning plans on the same basis as the NHS and local 
authorities.   

 
10. Public mental health and wellbeing 
10.1 Mental health and wellbeing underpins behaviour change and should receive more focus 
and attention in the new public health system. Engaging individuals and communities can 
build on what they identify as supporting their own wellbeing and help them more actively 
take personal responsibility for their health.  
 
10.2 The public health white paper presents the most comprehensive understanding of 
mental health within national public health policy to date. We strongly support the increased 
priority given to improving public mental health. To give the best chance of delivering on this 
key aim, we recommend: 

• There needs to be clarity regarding the leadership for public mental health and well-
being and which government department will be responsible for supporting local 
areas roll out integrated well-being initiatives. Measuring and improving the nation’s 
well-being is a government commitment and therefore needs national leadership to 
collect and share evidence and support local action. 

 
 
October 2012 
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Written submission from the Chartered Institute of Housing (CIH) (HLTH 30) 

1. Introduction 
The Chartered Institute of Housing (CIH) is the professional body for everyone involved in 
housing and communities. Our goal is simple – to provide housing professionals with the 
advice, support and knowledge they need to be brilliant. Our work is driven by a passionate 
belief that our contribution as housing professionals is vital to making communities great 
places to live and work – and that everyone is entitled to a decent, affordable home in a 
thriving, safe community.  

 
CIH is a registered charity and not-for-profit organisation. This means that the money we 
make is put back into the organisation and funds the activities we carry out to support the 
housing sector. We are a membership organisation with a diverse and growing membership 
of over 22,000 people who work in both the public and private sectors, in 20 countries on five 
continents across the world. 

 
CIH works to raise awareness of the important contribution that housing and related support 
services have for the health and wellbeing of individuals and communities.  Many of our 
members are involved in the delivery of these services, which include those that have been 
developed in partnership with/ supported by health authorities.  Our submission to the Select 
Committee’s inquiry comes from the conviction of CIH and its members (and evidence from 
ongoing work) that housing has this significant role to play and that it needs to be considered 
as part of the solution for developing long term healthy and sustainable communities.   

 
Our work in this area is led by Domini Gunn, previously the lead inspector for the 
Supporting People programme in the Audit Commission, and now CIH’s Director of health 
and wellbeing, who is involved in many national partnership bodies looking at housing 
within the context of delivery of better health outcomes, including the Home from Hospital 
group – the outcomes of which will provide valuable resources for the range of professionals 
involved in the discharge/ re-ablement process (due to be published on 26th October).  
Lorraine Regan, previously leading in DCLG on Supporting People, is Assistant Director of 
health and wellbeing and is currently working with local authorities to support effective 
commissioning of support services, as well as developing a tool to measure quality across 
support that will enable a better ‘read across’ to social care and health outcomes.  Sarah Davis, 
Senior Policy and Practice Officer, has authored a number of publications to support housing 
professionals to engage and develop services with health professionals. (For more detail on 
CIH’s work see our website.)  

 
2. General comments 

CIH has developed a programme of work over many years to promote the importance of 
housing and support to achieving better health and wellbeing for individuals and 
communities.  This work has aimed to equip housing professionals to demonstrate their 
contribution and to understand and better engage with health and social care partners locally.  
We have also recently developed a new award, the Housing for health and wellbeing award, 

http://www.cih.org/policy/display/vpathDCR/templatedata/cih/policy/data/Health_and_care_-_the_role_of_housing
http://www.cih.org/consultancyhealthyhomesaccreditation
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that identifies and acknowledges where housing providers are making a significant difference 
for health locally through their housing and support initiatives (Helena Partnerships, the first 
to gain the award, has been involved in improving the housing stock, developing food 
cooperatives – the Shoots Food Club – supporting children and young people and identifying 
how to support good health across the whole lifecycle). 
 
Given this commitment by CIH, we have been pleased to note that the Department of Health, 
in its recent white paper, Caring for our future and the draft care and support bill, 
understands the importance of housing and is looking to increase the involvement of housing 
in developing preventative services and support the effective and speedy re-ablement of 
people discharged from hospital.  We are keen that, through the DCLG’s select committee, we 
can support further understanding of and connection to housing locally and nationally, to 
deliver better public health outcomes.  Good housing and decent neighbourhoods are critical 
factors for public health and therefore we welcome the role for local authorities in public 
health and the development of health and wellbeing strategies, and believe that it is a natural 
and appropriate measure for local authorities to be a leading agency in this.    

 
3. Specific themes 

 
3.1 The introduction of a public health role for councils 
CIH welcomes the setting of the public health function within local authorities, which 
restores the important link that has existed in the past between public health and decent 
housing and environments.  We recognise that the Directors of Public Health will sit at the 
unitary/ upper tier level of local government, and believe that it is important that there are 
clear mechanisms to link the public health function closely to the local housing authority, 
particularly where that function sits at the district council level in two tier areas.  This will 
enable public health directors and staff to build upon the knowledge and expertise of strategic 
housing and environmental health officers and increase their understanding of the impacts of 
social and private sector housing on local health outcomes.   
 
Such connections can usefully be achieved through a clear link between local housing experts 
(strategic housing authority, environmental health, officers developing local spatial plans, and 
housing provider partners) and the Health and Wellbeing Boards – either by a housing 
representative on the board or through a sub group.   As Health and Wellbeing Boards will be 
instrumental in developing the Joint Strategic Needs Assessments (JSNAs) and the joint 
Health and Wellbeing Strategies that should inform health commissioning decisions, this will 
enable preventative services to be embedded in the local approach. 
 
Making this clear and formal link with the housing sector will both inform public health’s 
awareness of local health issues and their role in developing effective local solutions.  The 
local strategic housing role and links with environmental health will mean that the public 
health function will reach across and into the whole housing sector (all tenures) in localities, 
as well as identifying those neighbourhoods and communities where poor housing and other 
aspects of deprivation are most likely to have negative impacts on health. Including the 

http://www.helenapartnerships.co.uk/News.aspx?mid=1918
http://www.dh.gov.uk/health/2012/07/careandsupportwhitepaper/
http://careandsupportbill.dh.gov.uk/home/
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housing sector in some formal arrangement with the Boards will also enable a greater 
influence on strategic housing plans for localities, and encourage providers to recognise and 
further develop the contribution of their services to achieving the health and wellbeing of 
communities. 
 
3.2 Objectives of the new arrangements and how impact can be measured 
The public health outcomes framework for 2013-16 sets out the domains for improvement of 
public health.  There are clearly areas where improvements in housing and neighbourhoods 
(making them more accessible, increasing energy efficiency etc.) will help to deliver the 
outcomes required.  We would argue that in order to identify what progress has been made in 
these areas, Directors of Public Health and/ or the Health and Wellbeing Boards would also 
benefit from tracking what activities housing and support providers are undertaking that 
contribute, for example; numbers of adaptations installed that help people remain 
independent and reduce risks of falls; numbers of people supported to make healthy life 
choices through food cooperatives etc.) 
 
The Directors/ Boards, through the partnerships forged by their strategic housing leads with 
housing providers/ landlords (social and private) could encourage a more comprehensive 
picture of local factors that can help achieve public health outcomes, as well as links with 
services that can provide solutions. 
 
The Service Quality Tool that CIH is currently piloting, supported by DCLG, will help to 
identify the quality and outcomes achieved through housing and support services, including 
feedback from the users of those services; the tool will also help to demonstrate the 
contribution to wider outcomes, such as for social care. This will provide a further 
mechanism to support/ evaluate housing based solutions in their wider contribution to health 
and wellbeing.  
    
3.3. The intended role of Health and Wellbeing Boards in coordinating NHS, social care 
and public health at a local level 
CIH has welcomed the role of the Health and Wellbeing Boards, but we have also called for 
there to be a clear mechanism for these Boards to connect to the provision of housing and 
other important universal services.  As we have stated above in 3.1, CIH would urge local 
Health and Wellbeing Boards to look at how, through the Board or its sub groups, it makes 
strong, on-going and effective links with the local housing authority and with housing and 
support providers in a local area.  The involvement of housing with these boards will also 
provide support to Directors of Public Health in embedding the importance of the wider 
social determinants of health in addressing local needs.  Whilst we understand that the 
shadow health and wellbeing boards are in their infancy, housing has struggled to get  its 
voice heard; we must therefore rectify this issue if we are to work collaboratively to achieve 
the necessary outcomes for public health. 
 
Environmental health officers and home improvement agencies are key professionals to 
provide the Boards with understanding of the main challenges in housing condition in private 

http://www.cih.org/consultancysqt
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sector housing in local areas. Ensuring an array of voices and practitioners with an 
understanding of housing are present within health and wellbeing boards or connected 
stakeholder groups will be vital in order to ensure housing and health outcomes are linked.   
 
Although the majority of social housing is not itself a cause for concern for public health 
(with the achievement of the Decent Homes Standard), housing providers are long term and 
often trusted agencies working in areas where there are frequently significant issues of 
deprivation.  Many work in neighbourhoods that experience the wider determinants of health 
problems and inequalities, and with communities who would be key target communities for 
public health interventions and messages, for example; addressing anti-social behaviour that 
can cause depression and stress; providing support/ venues for healthy living courses; 
improving neighbourhoods to encourage green spaces and exercise; supporting people into 
employment, training or volunteering opportunities.  
 
The presence of housing and support providers as long term agencies committed to local 
areas makes them a valuable partner in connecting effectively with local communities, and 
assessing needs and aspirations to inform JSNAs and the health and wellbeing strategies.  In 
many cases they may also be useful partners to deliver public health programmes, or provide 
useful community resources and assets to support the delivery of public health messages.  In 
other contexts we have explored how housing and support providers also are often delivery 
partners of important health and support services that prevent more costly health and care 
interventions (for example through adaptations to housing preventing falls etc – link) 
 
3.4 How all LAs can promote better public health and better health prevention with links 
to universal services 
Developing partnerships with housing providers and landlords at work in local communities 
will increase the mechanisms/ networks through which public health messages can be 
disseminated; through tenants and residents’ networks, through the provision of community 
spaces in which to hold workshops, through help to identify key groups of residents with 
whom to work.  Closer and more integrated working will enable better understanding of each 
others’ roles and agendas across different professionals, both of the factors that impact on 
health and the interventions that will most effectively target them.  In some areas this closer 
working has led to inter-professional training (as in the example from Blackpool below).  
Closer working will enable better access for individuals, communities and the professionals 
working with them to services that can support healthy lifestyles. 
 
Blackpool has developed joint working approaches across health, social care, housing and 
the police.  This takes place not only through regular meetings of chief officers, but also 
regular meetings and shared training of frontline workers.  This is done in-house and 
includes staff from the Home Improvement Agency (HIA), private sector housing and 
health.  It has resulted in a breaking down of professional silos, greater and shared 
customer focus and a shared referral process for customers. 
 
PCT investment was originally in the Home Improvement Agency for the delivery of 
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affordable warmth, but it has resulted in a shared approach by public health and the HIA to 
GPs. The result is a pilot referral system through a GP practice’s IT system. Where patients 
present with cold related illness, the system triggers questions about their housing, and 
allows for a direct referral to the HIA which will coordinate appropriate interventions, and 
feed back to the GP.   
 
3.5 The barriers to integration 
Local authorities are facing considerable funding and resource challenges, at the same time 
that their health partners are undergoing major organisational changes and requirements to 
find efficiency savings.  As such, it is a time when many might be inclined to retrench to 
systems and patterns of working that are familiar and ‘safe’.  However, the challenges of the 
demographic changes that are occurring in many localities, and the increased numbers living 
with long term illness, mean that other solutions need to be found in the long term. The 
setting of Directors of Public Health into local authorities is therefore a welcome part of those 
changes, to create momentum to ensure that more cross service thinking occurs. We would 
like to see locally,  a clear commitment by housing, public health, health and care partners on 
working together to develop local solutions with their local communities, and to develop and 
publish what the appropriate local mechanisms for such engagement will be (whether 
through the health and wellbeing boards or other local fora).  
 
We have also responded  to the Department of Health on  the draft care and support bill with 
our concerns that some of the wording as it is currently framed, will prevent exactly the joint 
funding and integrated working that happens in some places and that we want to see 
expanded (notably clause 22).  We believe it is important that all government polices and 
legislation, as well as any sector led or shared guidance should be clear in expecting and 
enabling the development of shared services across public health, housing, health and care.   
 
3.7 Accountability of DPH’s 
We welcome the inclusion of Directors of Public Health in the local authority structure as this 
will enable a clear line of accountability to local communities about the actions being taken to 
identify and address local health priorities (in partnership with those local communities). 
However, it will enable other services, particularly those receiving funding and support from 
local public funds to be involved in and accountable for how their activities and services also 
contribute to public health and wellbeing.  This will be particularly the case where local health 
and wellbeing boards are inclusive of partners and take a broad approach to the services and 
solutions they commission. 
 
3.8 Financial arrangements and how to link with community budgets. 
The inclusion of Directors of Public Health, representatives of CCGs and local authorities 
(Directors of Children’s and Adult Services) in the Health and Wellbeing Boards will enable a 
more integrated approach to assessing needs, and to identifying and aligning funds available, 
and the timing in use of funds, to maximise the benefits for local areas and communities.  
This is a further reason why we believe that local strategic housing leads and officers 
developing local plans need to be connected as well to the Boards, to enable a comprehensive 

http://www.cih.org/resources/policy/Consultation%20responses/CIH%20care%20and%20support%20bill%20response.pdf
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approach to how all funding, services and assets locally are used to deliver local priorities.  
Whilst it might not lead to fully integrated funding locally, it will enable a better approach to 
the use and timing of different funding streams to improve localities and services. 
 
 
 
October 2012 
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Written submission from the British Medical Association (BMA) (HLTH 31) 
 
About the BMA 
 
The BMA is an independent trade union and voluntary professional association which 
represents doctors and medical students from all branches of medicine throughout the UK. 
With a membership of over 150,000 worldwide, we promote the medical and allied sciences, 
seek to maintain the honour and interests of the medical profession and promote the 
achievement of high quality healthcare. 
 
Executive Summary 

• The BMA welcomes steps taken to move responsibility for public health into local 
authorities but is concerned that if reforms are not implemented properly it will lead 
to the fragmentation of the public health system. 
 

• Clear guidance is required on what public health activities a local authority is expected 
to undertake and how ring-fenced funds for public health can be used by local 
authorities. 
 

• For public health to remain an attractive specialty for the medical workforce there 
needs to be a unified set of terms and conditions, including pension rights, for those 
working in the new health service – whether they are based in local government, the 
civil service or the NHS. 
 

• Directors of Public Health (DPH) need to be directly accountable to the Chief 
Executive (or their equivalent) of the local authority. All public health consultants 
should be employed on terms and conditions that, like their current NHS contracts, 
enable them to give, and be known to give, independent advice. 

 
Background 

1. The BMA supports an increased role for local authorities in the delivery of public 
health, but there are serious concerns about some aspects of the reforms and how they 
will be implemented. Local government is ideally positioned to take on responsibility 
for aspects of public health, using the powers it has over housing, social services and 
schools as vital tools in improving the health of the population. 

 
2. However, the scope of the public health system goes beyond this and the BMA is 

concerned that aspects of specialist public health work will not be adequately 
recognised in the fragmented public health system after 2013. The BMA has concerns 
that some local authorities do have not an understanding of public health as a distinct 
health specialty. Instead, they define public health as being any activity that improves 
the health of the population. This has led some authorities to view the public health 
reforms as a package of measures that gives them more money, and requires them to 
take on some staff to simply do more of the public health work which they already do. 
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Some local authorities may fail to adequately address the new responsibilities that the 
Health and Social Care Act 2012 gives them. 

 
3. Public health is a broad term which encompasses many activities and aspects of health 

policy.  Public health activity can be described as any activity that in some way 
improves the health of a population. In order for local authorities to adequately lead 
on public health issues, the BMA believes that there needs to be clear guidance on 
what public health activities a local authority is expected to undertake and crucially 
limits the use to which ring-fenced funds for public health can be put by local 
authorities. The BMA also thinks it is vital that it is Directors of Public Health (DPH) 
that make decisions on what the budget is spent on at a local level.  

 
4. The Faculty of Public Health’s definition of public health is the ‘science and art of 

promoting and protecting health and wellbeing, preventing ill health and prolonging 
life through the organised efforts of society122. The Faculty sets out three domains of 
public health: health improvement (including people’s lifestyles as well as inequalities 
in health and the wider social influences of health), health protection (including 
infectious diseases, environmental hazards and emergency preparedness) and 
healthcare public health (including service planning, efficiency, audit and 
evaluation)123. All three domains need to be addressed actively if the public’s health 
and wellbeing are to be protected and improved. It is important to recognise the 
diversity of the public health workforce. The BMA represents many public health 
consultants who specialise in various aspects of public health. This highly specialised 
workforce have undertaken at least seven years of medical training in addition to five 
years specialist training required by the Faculty of Public Health. Many of these 
consultants will also have additional qualifications, such as a Masters or a PhD in 
public health. 

 
5. The public health medicine consultant workforce provides expertise on all aspects of 

public health. They are not only committed to, for example, reducing childhood 
obesity, but are also able to use their years of training and experience to design a 
whole range of interventions based on local circumstances.  

 
6. The BMA is concerned that local authorities will not be able to offer terms and 

conditions of employment that will be attractive to someone considering entering the 
public health consultant workforce, and thus there is a real risk that the expertise of 
this group will be lost in the future.  

 
7. In recent years public health has developed as a medical and multi-disciplinary 

specialty that has become embedded within the NHS. It is important that moving 
public health responsibilities into local authorities does not mean that the NHS stops 
undertaking any public health work or that public health specialists stop having a role 

                                                      
122 Taken from www.fph.org.uk/what_is_public_health 
123 Taken from www.fph.org.uk/what_is_public_health 
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in the health service. Healthcare public health (HCPH)124 specialists have a vital role 
in ensuring that Clinical Commissioning Groups (CCGs) offer a service that is cost 
effective, population based and patient oriented. A local authority that fails to 
appreciate the vital role given to their HCPH specialists by the Health and Social Care 
Act will be failing in its duty to improve the health of the population they serve.  

 
The introduction of a public health role for councils 

8. Local government has always played a central role in the delivery of activity that 
impacts on the public’s health and a strong case can be made both for very close 
working links between public health specialists and local government and for basing 
director level staff within local government. Prior to the implementation of the Health 
and Social Care Act 2012, this was achieved by making directors of public health 
(DPHs) joint appointments between primary care trusts (PCTs) and local authorities. 
The BMA, and a number of other organisations, expressed an initial conditional 
welcome to the idea that local public health teams would be located within local 
authorities125. 

 
9. The BMA has concerns about moving the public health specialist workforce into local 

authorities without it being given the proper status and independence that is required 
for success.  Whilst the BMA is aware of many examples of local authorities which 
embody integrated public health approaches126 we also have concerns about some 
local authorities which appear to place little value in public health as an independent 
health specialty127. The importance of recognising that public health specialists operate 
within essentially a professional model and not an administrative or managerial 
model must be better understood. 

 
10. If public health, as a distinct health specialty, is to be a success in local government, 

then it will be because its move will be seen as a widening of the “health system” so 
that this system incorporates work done by local authorities to improve the health of 
the population they serve.  

 
11. The BMA is concerned that these reforms, rather than leading to a widening of the 

health service, could lead to its fragmentation – with public health experts leaving the 
NHS largely due to unattractive terms and conditions.  This would deny the NHS 
expertise in the designing and commissioning of healthcare systems.  

 
12. One way to counter this potential fragmentation is for there to be a unified set of 

terms and conditions, including pension rights, for those working in the new health 
                                                      
124 Healthcare public health is the domain of public health that focuses on using population health knowledge to improve health care 
systems by ensuring that they are clinically effective, efficient, and equitable. 
125 http://bma.org.uk/-/media/Files/Word%20files/Working%20for%20change/healthyliveshealthypeoplemainresponse.doc  
126 One such example is the plans for public health in Stockport County Council where the DPH will have a direct line of responsibility to 
the CEO and access to Councillors. In addition, plans have been made for a HCPH specialist employed by the local authority embedded into 
the local CCG. 
127 In each of Berkshire’s six unitary authorities, there will not be an independent public health team under an independent DPH. Instead, 
there will be an Assistant Director of Public Health reporting to the Director of Adult Social Services.  

http://bma.org.uk/-/media/Files/Word%20files/Working%20for%20change/healthyliveshealthypeoplemainresponse.doc
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service –whether they are based in local government, the civil service or the NHS. A 
failure to offer such equitable terms and conditions will undoubtedly lead to local 
authorities not being able to recruit the best public health doctors, who will instead 
seek jobs in Public Health England (PHE), CCGs the NHS Commissioning Board, or 
outside the publicly funded health service.   

 
13. The reforms to the health service will also give local authorities a vital role in the 

training of the future public health workforce. Although public health registrars 
(those on the Faculty training programme) will be employed on NHS contracts, they 
will be training and working across the whole of the new public health system, 
including some local authorities. The BMA is hopeful that many authorities will 
recognise the added value that the trainee workforce can bring to their organisations, 
and will aim to offer a working environment that is attractive to both trainees and 
their trainers. 

 
The adequacy of preparations for the new arrangements 

14. The current reforms to the public health service are the largest in over a generation 
and are being undertaken as the rest of NHS is undergoing reform and restructure. At 
the same time, the entire health service is trying to achieve unprecedented levels of 
savings128 and local government funding has also been significantly reduced129.  
 

15. The recent health service reforms have involved the disbanding of the main NHS 
organisations that employed public health staff – Strategic Health Authorities (SHAs) 
and Primary Care Trusts (PCTs). These organisations have also been tasked with 
supporting the transfer of public health staff to multiple new employers (e.g. local 
authorities, PHE, the NHS Commissioning Board) whist disbanding.  
 

16. The result of this is that these reforms have left the public health workforce in limbo 
for over two years, with many uncertain as to where they will be employed in April 
2013 – or even whether they will be employed at all. The BMA is aware that some 
public health doctors have recently received letters informing them that they will 
either be transferring to PHE or local authorities. However, other public health 
doctors have not yet been given the job description of roles in PHE into which they 
are hoping to be transferred. This means that they are unclear whether these are posts 
that they will fill automatically or whether they will be expected to compete with other 
doctors for these new posts. If these posts are subject to competition, the unsuccessful 
candidates are not guaranteed other posts in PHE. 

 

                                                      
128 These savings, often referred to as the  "Nicholson challenge" are a set of mandates that the current (2006-2012) leader of the National 
Health Service in England, Sir David Nicholson, has put forth to the entirety of the NHS in a drive to find "efficiency savings”. The 
parameters of the "challenge" by Nicholson to the NHS collectively add up to a demand for the NHS to find £20 billion in "efficiency savings" 
by 2015. 
129 Annual funding for local government from Whitehall is due to fall by 7.1% between 2011 and 2015 as part of the coalition's deficit 
reduction drive - www.bbc.co.uk/news/uk-politics-15761117 
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17. Historically, reorganisations have always meant that consultants have left the specialty 
in large numbers. It should not be surprising therefore, that this uncertainty is having 
a significant negative impact on staff morale or that so many staff, and particularly 
senior staff, are leaving the English public health system.  130 

 
The objectives of the new arrangements and how their impact can be measured 

18. The Government’s public health whitepaper Healthy Lives, Healthy People131 provides 
a response to Professor Sir Michael Marmot’s report Fair Society, Healthy Lives132. In 
particular it argues for a need to tackle the wider social determinants of health. It 
recognises that public health expertise must not be limited to within the health sphere, 
but should impact upon the decision making process in both local and national 
government. As such, it reflects the maxim that Parliament is the pharmacy of public 
health – most clearly shown by the significant gains to the nation’s health brought 
about the 2007 decision to ban smoking in the workplace. 
 

19. The BMA welcomes this increased opportunity of public health teams to impact upon 
local and national government policies. However, as mentioned above, this 
opportunity must not be to the detriment of specialist public health’s ability to 
influence and shape the health service as a whole. In particular, DPHs and their teams 
must be able to act as the bridge between the NHS and local authorities if the health 
system is not to become fragmented.  

 
20. The ability for public health teams to have an influence on local and national policy 

making is also dependent on the status and independence of those giving the advice. 
For this reason, the BMA has been arguing for DPHs to be directly accountable to the 
Chief Executive (or their equivalent) of the local authority and for all public health 
consultants to be employed on terms and conditions that, like their current NHS 
contracts, enable them to give, and be known to give, independent advice. 

 
The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 

21. Health and Wellbeing Boards (HWBs) will be vital to the coordination of the new 
healthcare system. They will need to take a broad and holistic view of the health and 
social care system and must deliver strong and credible leadership across local 
organisational boundaries. As such, the input and advice of a fully-trained and 
properly regulated DPH will be vital in ensuring that HWBs are seen by CCGs as 
credible organisations with an understanding of healthcare commissioning. 

 

                                                      
130 The lack of recent surveys of the workforce make it impossible to state with certainty the numbers of doctors who have already left the 
system. However, it is notable that of the 18 doctors on the BMA’s Public Health Medicine Committee (PHMC) who were working in the 
English public health system in October 2011, six have since left it. Of these, two have been made redundant, two have left the UK to practice 
abroad, one has joined a Clinical Commissioning Group and one has gone to Wales.  
131 Department of Health (2010) Healthy Lives Healthy People. London, Department of Health.  
132 The Marmot Review (2010) Fair Society, Healthy Lives. London: The Marmot Review. 
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22. It is also vital that they should not become just “talking shops”, but are instead given 
powers to hold to account robustly all of the various stakeholders across the 
fragmented health and social care system.  

 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 

23. The BMA recognises the merits of having a single central agency, like PHE, as the hub 
for national level health protection and fully support this approach.  However, the 
BMA has concerns that the current proposals do not address the need to establish and 
maintain an effective health protection workforce at the front line (that is, at the local 
authority level). 

 
24. The BMA believes that the reforms have failed to appreciate that the primary role of 

the Health Protection Agency is not to deal directly with individual health protection 
cases,but is instead to provide advice and support to health protection staff working in 
PCTs. There is a real danger that this failure to recognise how health protection 
incidents are currently managed will result in local authorities not being provided 
with the resources – both in terms of finances and staff – to deal with the new 
responsibilities they are being given to protect the public.  

 
25. The fragmented nature of the new health system will require that each organisation 

(including the NHS Commissioning Board, PHE, local authorities and CCGs) are 
aware of the plans in place to deal with potential outbreaks of ill health, such as 
pandemic flu or legionnaires disease. Such an outbreak would also require a clear 
delineation of responsibilities across these organisations at local, national and regional 
levels. However, the Health and Social Care Act 2012 is not clear on these lines of 
responsibility. As such, it is possible that different areas of the country will develop 
different ways of dealing with outbreaks. This will be problematic for those 
organisations that have a national role and who will therefore have to tailor their 
responses to local plans. This could lead to inefficiency, duplication of effort and 
ultimately put lives at risk. 

 
The accountability of Directors of Public Health 

26. The BMA welcomes the recent clarity given over the roles and responsibilities of 
Directors of Public Health133. The role of a DPH will be to shape the culture and 
practice of local government to deliver services in ways that support the health and 
well being of the local population. Their importance is derived not from the size of 
their budget or the staffing of their department but from the nature of their task – 
improving and protecting the health of their patients – the population they serve. The 
BMA believes that in order to be able to effectively advocate for their patients the 
DPH must report directly to the Chief Executive Officer (or equivalent) and have the 
right of access to elected members. 

                                                      
133 Department of Health (5 October 2012) Directors of Public Health in Local Government, London, Department of Health 
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27. We are concerned to hear reports that some local authorities wish to have their public 
health teams report to, for example, their Director of Adult Social Services. One such 
example is the planned structure in Berkshire, where the county’s six unitary 
authorities would share a strategic director of public health. Each authority would also 
have an assistant director of public health, who would be managed by their respective 
director of adult services. It is our view that these arrangements effectively make these 
public health teams a subcategory of adult services in each of these local authorities, 
stopping them from being effective across the full remit of their responsibilities.  

 
28. The BMA believes that all public health specialist post holders, including DPHs and 

consultants, should, as a minimum, be registered either with the GMC or with the UK 
Public Health Register (UKPHR) and be competitively appointed through an advisory 
appointment committee (AAC). This is to ensure that those responsible for providing 
vital advice of a technical nature are appropriately qualified to do so and that the 
public can be assured of their competence. Ideally, the BMA would like there to be 
statutory regulation of all specialists in public health, as recommended by the Scally 
Review134.  

 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 

29. The BMA is concerned that there still remains a lack of clarity over what services are 
to be funded from the public health budget and, most fundamentally, how much 
money will be allocated to local authorities. This lack of clarity is causing 
understandable and significant concerns within many local authorities. It is also 
leading some local authorities to state that they cannot afford to employ the public 
health teams due to transfer to them in just over five months time135. This is, in turn, 
causing further concern among those staff due to transfer. 
 

30. The idea of a ring-fenced budget is attractive to the public health workforce. However, 
due to the nature of public health practice (in which, for example, a good case can be 
made for spending “public health” money on housing) it is also vital that it is the DPH 
who decides what the budget can be spent on. This will ensure that public health 
money can be added to other departments spending when the DPH thinks that doing 
so will have a significant impact on the health of the population. Such examples of 
integrated spending are vital if public health is to be a success in local government. 
Public health advice cannot be sought at the end of a project, when it can make only 

                                                      
134 Department of Health (2010) Review of the regulation of public health professionals. London, Department of Health 
135 NHS Surrey recently told health unions it cannot state whether existing PCT staff will transfer to exactly the same jobs when public health 
moves, as the county council refuses to confirm its plans before government funding is announced in December. Councils on the south-east 
coast have told the BMA there is insufficient money to accept all public health staff when the final spending allocations are announced. Local 
authorities in London have called on PCTs to restructure public health before it is transferred, as they fear they will not be able to afford 
existing services.  See  http://bma.org.uk/news-views-analysis/news/2012/september/public-health-panic-warning for more details. 

http://bma.org.uk/news-views-analysis/news/2012/september/public-health-panic-warning


202 

 

cosmetic and peripheral differences. Instead, public health advice must be involved 
from the very beginning and must be embedded within the work.  

 
31. It is also important that there exists robust and external monitoring of the ring-fenced 

budget. As such, the BMA believes that PHE and the relevant CCG should have a role 
in monitoring the integrity of the ring-fence.   

 
 
October 2012 
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Written submission from Sheffield City Council (HLTH 32) 

Executive Summary 
The sections below provide detail and evidence about the role of local authorities in health 
issues from Sheffield’s perspective but there are three clear themes to note: 
 
1. The transfer of public health to local government is a historic opportunity to bring 

together the skills and expertise of public health specialists with the skills and expertise, 
resources, knowledge and place-shaping capacity of councils.  Government must 
maximise this opportunity to take a comprehensive approach to improving wellbeing 
and we urge Government to empower Sheffield with the necessary tools to tackle the 
wider determinants of health which cause health and wellbeing problems and enable the 
city to deliver a truly integrated approach to health and wellbeing. 

 
2. Whilst there has been rapid progress on the transition locally, the adequacy of 

preparation at a national level has been and is mixed. There have been unhelpful delays 
in deciding how certain functions will operate, in agreeing budget allocations and in the 
human resource arrangements.  Further, there has been a lack of clarity about where 
accountability will lie, unnecessarily risky and complicated responsibility arrangements 
for specific areas of public health (for example, health protection) and an overly ‘NHS-
led’ focus to the transition with limited involvement from individual local authorities. 

 
3. It is crucial that the opportunities presented by the public health reforms are considered 

with recognition of the economic environment in which they are taking place.  Whilst 
this is an opportunity for local authorities to ensure better health and wellbeing 
outcomes are the focus of all council services, the new approach is likely to be 
undermined by unintended consequences resulting from the Government’s funding 
reductions for councils and reforms to the welfare system, council tax support, housing 
benefit support and the Social Fund which will all have a detrimental impact on the 
well-being of some of the most vulnerable people.  The proposed public health funding 
formula which redistributes funds away from some of the most deprived areas of the 
country only add 

 
A healthy and successful city: Sheffield’s offer to Government  
4. We know that better well-being is the key to being a successful city.  Poor health and 

inequality undermines Sheffield’s ability to fulfil its social, economic and cultural 
potential at an individual, community and city level.  Our ambition is to be a leading 
city for health and wellbeing with a committed City Council that is a high achieving, 
public health organisation.   
 

5. Despite reducing resources, we aim to transform well-being in Sheffield and ensure that 
the resources we do have available are targeted at the most effective interventions to 
address and prevent the real underlying causes of poor health.  Our health offer to 
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Government is to deliver a transformational, sustainable health and well-being system 
which puts health at the forefront of everything the city does to make Sheffield a healthy 
successful city.   

 
6. We want to deliver critical changes to the delivery of health and wellbeing in Sheffield 

by: 
• Focusing on root causes to make Sheffield a healthier living environment 
• Prioritising problems on which we need to make a significant impact 
• Using resources available to focus on interventions which are proven to 

make the biggest impact on well-being; this may require changes of 
emphasis and priority to what the NHS has spent its public health funding  
on 

• Using local accountability and expertise to influence Governments and 
partner organisations for example on issues such major food and consumer 
issues, alcohol pricing, spatial planning, which have a direct impact on 
public health 

• Developing a genuinely people-led approach with ambitions and impacts 
designed by and with communities. 

 
7. To deliver a successful approach to health and wellbeing, we urge Government to 

decentralise powers and associated resources to the City Council and where 
appropriate, the developing Sheffield City Region Combined Authority, to give the local 
area the critical tools to deliver better outcomes on the major drivers of wellbeing.  If we 
are to deliver an integrated local approach to transforming health and wellbeing, it is 
crucial that local areas have greater control over the spectrum of wider determinants 
which impact on the wellbeing of individuals.  
 

8. For example, the Marmot Review and other studies show that tackling the wider 
determinants is key to improving wellbeing and health is intrinsically linked to the 
success of cities.  Poor health and wellbeing undermines people’s life chances, mutually 
reinforces poverty, low pay, unemployment, and creates a drag on the socioeconomic 
success of the city.  For example, Sheffield’s GVA is currently around £9.5bn but its 
‘potential prosperity’ is £11.2bn.  This ‘prosperity gap’ of over £1.6bn is significantly 
affected by long term unemployment (with ill-health a significant part of this) and lower 
productivity.136  This is untapped capacity and we want to support communities so that 
they are healthy and well to fulfil their potential and contribute to the economic success 
of the city. 

 
9. Local areas need control over the necessary levers to make a step change in wellbeing.  

Government should adhere to its localist principles and devolve greater responsibility 

                                                      
136 Sheffield City Council (2012) Bigger economy, better businesses, faster growth: draft economic growth 
strategy for Sheffield, 
http://www.welcometosheffield.co.uk/content/images/fromassets/100_1591_190912112019.pdf 

http://www.welcometosheffield.co.uk/content/images/fromassets/100_1591_190912112019.pdf
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over skills, welfare, education, and housing to Sheffield to ensure that our local leaders 
have the right tools to drive the socioeconomic success of the city and enable local 
people to fulfil their potential.  This could include: 
 

• Building on Sheffield City Region’s (SCR) deal - devolve the full 
responsibility for skills to SCR so that people can access the training which 
our economy needs 

• Devolve responsibility for the Work Programme to local areas to enable 
local partners to mange the delivery of the programme, provide a holistic 
approach which looks at health, wellbeing and employment issues together, 
ensure fairer outcomes for local people and hold providers to account. 

• Enable local areas to retain a proportion of the welfare savings as a localised 
approach supports people back into work.  Retained savings would then be 
reinvested in tackling the wider determinants of health. 

 
Introduction 
10. The health and wellbeing of a city’s population is fundamental for the success of that 

city.  In Sheffield, we have made significant steps forward with life expectancy 
increasing and deaths from cancer and cardiovascular diseases falling, ensuring that 
Sheffield is healthier than ever before.  Between 2000 and 2010, life expectancy 
increased by 2.7 years for men and 1.5 years for women; a 37% reduction in deaths from 
cardiovascular disease and a 17% reduction in deaths from cancer.137  Whilst we have 
had success in improving wellbeing, the city still faces significant challenges and some 
communities are blighted by the health and socioeconomic inequalities which remain 
the main causes of ill health and which perpetuate the higher levels of poverty, 
unemployment, welfare dependency and lower wages in those communities. 

 

                                                      
137 NHS Sheffield (2012) 
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11. The transfer of public health (PH) back to local government represents an historic 

opportunity to bring together the skills and expertise of PH specialists with the skills 
and expertise, resources, knowledge and place-shaping capacity of councils. Sheffield’s 
approach to the public health transition builds on this opportunity - designing a PH 
model for the future that is focused around achieving city and council outcomes.  
 

12. With our partners on Sheffield’s (Shadow) Health and Wellbeing Board (HWB), we 
have agreed an ambitious Joint Health and Wellbeing Strategy (JHWS) which makes 
tackling the wider determinants of health central to the city’s new approach to 
commissioning and delivering health and wellbeing services, ensuring that we can make 
full use of the resources available to address the causes of poor health.  

 
13. It is indeed “a major misconception…that anything to do with health and ill-health is 

surely the business of the health sector and primarily the NHS”138 and we agree with the 
analysis of Sir Michael Marmot that “action is required across all these social 
determinants of health and needs to involve all central and local government 
departments as well as the third and private sectors. Action taken by the Department of 
Health and the NHS alone will not reduce health inequalities”.139 

 

                                                      
138 Hunter, D.J. (2010) ‘What makes people healthy and what makes them ill?’, in The social determinants of 
health 
and the role of local government, http://www.local.gov.uk/c/document_library/get_file?uuid=e04ec7cd-5721-
4832-9df0-e456b898f572&groupId=10171) 
139 Marmot, M. (2010) Fair Society, Healthy Lives, http://www.instituteofhealthequity.org/projects/fair-society-
healthy-lives-the-marmot-review p18. 

% Improvement in Under 75 Mortality Rates (directly age 
standardised), 1981-1983 to 2008-2010 
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14. Therefore, we are committed to make Sheffield City Council a ‘public health 
organisation’ with a strong public health ethos impacting across the Council’s and the 
city’s strategic outcomes, commissioning and service delivery.  Our key design principle 
is that the success of the transfer will be very much about integrating PH expertise 
within the everyday work of the Council so as to achieve better outcomes for the people 
of Sheffield. 

 
The introduction of a public health role for councils 
15. It is misleading to suggest that the Government’s decision to transfer public health 

responsibilities to local authorities marks an ‘introduction’ of the public health role into 
councils.  Local authorities have always had a key role in addressing the health and 
wellbeing needs of the population, whether that be through housing, environmental 
health, education, CYP services, adult social care or services which improve and 
maintain street and community environments.  This added value is sometimes under-
estimated and under-valued in the current debate about the transfer of NHS Public 
Health services. 
 

16. Numerous studies have demonstrated that wellbeing across the life course is influenced 
and affected by a wide range of factors, many of which can be positively influenced by a 
well-resourced, outcome focused local authority.  As Sir Michael Marmot argued in his 
review of health inequalities: 

 
Councils are therefore well placed to bring all agencies – public, 
private, third sector – to tackle crosscutting issues which affect 
their residents and their community…Local councils have the 
power to secure the economic, environmental and social well-
being of the local population. They are therefore in a key 
position to mobilise action to tackle health inequalities and 
improve well-being.140 

                                                      
140 Ibid, p158 
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141 
17. The place-shaping role of local authorities ensures that the changes to the health system 

in England represent an opportunity to combine the expertise in the NHS in Sheffield 
with those in the council to put health and wellbeing at forefront of services. 
 

18. Whilst Marmot also suggested that councils have sometimes been ‘reticent’ of taking a 
lead on health because the NHS was traditionally seen as the lead agency, Sheffield City 
Council and the NHS in Sheffield have developed a strong, collaborative relationship 
including a number of joint appointments and service-level working between 
organisations for a number of years.  The two organisations co-ordinated working 
between their respective strategic leadership before the HSC Act was introduced.  We’ve 
continued and built on this with Sheffield’s Clinical Commissioning Group. 

 
19. The Public Health Directorate in Sheffield PCT, and its predecessors, the former 4 PCTs 

in the City and the former Sheffield Health Authority, has been working for over two 
decades with the City Council to address the root causes of ill health and health 
inequalities, leading, for example, to ‘Beacon Status’ being granted to the City for 
addressing health inequalities. 

 
20. SCC has had a Health Improvement Team with a Director jointly appointed by SCC 

and NHSS for some time.  This team has been successful in developing a joint health 
inequalities action plan to address wider determinants of ill health in the city.142 

 

                                                      
141 LGA (2010) The social determinants of health 
and the role of local government, http://www.local.gov.uk/c/document_library/get_file?uuid=e04ec7cd-5721-
4832-9df0-e456b898f572&groupId=10171) 
142 SCC and NHSS (2010) Fairer Sheffield, healthy lives: health inequalities action plan 2010-13, 
http://www.sheffield.nhs.uk/healthdata/resources/hiap2010.pdf 

http://www.local.gov.uk/c/document_library/get_file?uuid=e04ec7cd-5721-4832-9df0-e456b898f572&groupId=10171)
http://www.local.gov.uk/c/document_library/get_file?uuid=e04ec7cd-5721-4832-9df0-e456b898f572&groupId=10171)
http://www.sheffield.nhs.uk/healthdata/resources/hiap2010.pdf
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21. We have established a clear vision for what we want to achieve through the new 
arrangements for health and wellbeing.  In Sheffield’s JHWS, we have identified that our 
mission is to: 

 
• Tackle the main reasons why people become ill or unwell and in doing so reduce 

health inequalities in the city 
• Focus on people – the people of Sheffield are the city’s biggest asset.  We want 

people to take greater responsibility for their own wellbeing by making good 
choices.  Services will work together with Sheffielders to design and deliver services 
which best meet the needs of an individual  

• Value independence – stronger primary care, community-based services and 
community health interventions will help people remain independent and stay at or 
close to home  

• Ensure that all services are high quality and value for money 
 

22. We’ve identified 5 outcomes which demonstrate our ambition and commitment to 
delivering holistic change to the health and wellbeing system in Sheffield which is 
necessary to deliver the improvements to health which the city needs.  
 
• Outcome 1: Sheffield is a healthy and successful city (wider determinants) 
• Outcome 2: The health and wellbeing of people in Sheffield is improving all the 

time 
• Outcome 3: Health inequalities are reducing 
• Outcome 4: People can get health, social care, children’s and housing services when 

they need them, and they’re the sort of services they need and feel is right for them 
• Outcome 5: The health and wellbeing system in Sheffield is affordable, innovative 

and delivers excellent value for money 
 

23. We have set out our aspirations to deliver a significant change in this area by ensuring 
people get the right services they want first time and we will prioritise helping people to 
be independent able to access the services at home or as close to home as possible.   

 
The adequacy of preparations for the new arrangements 
24. At a local level, Sheffield City Council and the CCG have used the joint working which 

has developed over the years to make rapid, early progress on the transition.  There has 
been close Member engagement and while the transfer of staff is not required until 
April 2013, in many areas public health staff are already integrating successfully with 
services and Sheffield City Council management arrangements. 
 

25. We have established a programme to manage the transition in Sheffield led by the 
Executive Director for Resources.  Our PH model will ensure that the DPH, (who will 
report directly to the SCC Chief Executive) leads a core DPH Office; works with other 
directors to ensure strong public health expertise and leadership across the council and 
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the city; and is seen as city’s chief advisor on public health .  The DPH Office will 
provide professional leadership to other senior PH staff, take lead responsibility for 
their continuing professional development and work with portfolio Executive Directors 
to deploy public health skills, capacity and resources into their teams. The DPH Office 
will provide advice and support to ensure that public health expertise continues to be of 
high quality and consistency across the Council and provides a ‘core offer’ to the CCG.  
We also recognise that the DPH has an important outward facing role, across the City. 

 
26. We feel that the adequacy of preparation at a national level is mixed. There have been 

unhelpful delays in deciding how certain functions will operate and where 
accountability will lie.  For example, it is not known whether the responsibility and 
resource for infection control in hospitals and community settings will come with PH to 
councils, pass to CCGs, or go to the NHS CB LAT – or something else altogether. 

 
27. The arrangements for screening, vaccination and immunisation are only now just 

becoming clear and it remains unclear how the vital health protection on-call 
arrangements are going to work.  At the moment these are staffed in most areas by PCT 
Public Health Consultants, but it is not known whether they will continue to have this 
responsibility in future. 

 
28. The precise way in which the DPH is expected to hold other public health agencies to 

account without either the commissioning budget or formal managerial authority, is not 
clear.  For example, the DPH will have to be assured that screening programmes are 
working well locally, but they will be commissioned by another organisation (PHE), 
working in a second one (NHS CB LAT) and from a variety of other organisations (local 
Foundations Trusts, GPs etc). 

 
29. Further, under the new system, the DPH will be accountable to councils and the 

Secretary of State via Public Health England.  It is understandable why Government 
wants to have this accountability in place but the operating rules for this arrangement 
need further focus and development.  

 
30. There remains a lack of information about some important details, for example on the 

ability (or not) of ex-NHS staff to continue to be members of the NHS pension scheme 
if they change jobs post transfer.  This is very unsettling for staff transferring, and is 
militating against smooth transition and the continuation of essential public health 
functions during the process. 

 
31. The delay in the announcement about the PH budget has caused difficulties with 

existing contracts and providers meaning that arrangements with current providers are 
having to ‘roll over’. 
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32. The Department of Health’s transition programme is perceived as taking a very NHS-
led approach to the PH changes. It could have secured more active involvement of 
individual local authorities in the ‘design’ of the new system.  Moreover, there is a 
perception that the national focus has been on ‘protecting’ NHS Public Health 
specialists and programmes rather than actively engaging and supporting local 
government – clearly, there does need to be support for NHS staff who are moving 
across to councils but this needs to be balanced alongside the potential opportunities for 
the future in terms of public health impact. The Local Government Association has 
tried to re-balance this perception and Public Health England has started to open up a 
dialogue with local government on these issues. 

 
33. As a consequence, not enough recognition has been given to the fact that LAs already 

have well established health functions, and the transfer in of Public Health is not so 
much the addition of a wholly new set of functions, responsibilities and staff, so much 
as the need to integrate a team and resources with already existing skills and structures.  
This has implications for the leadership of health within local authorities: one of the big 
opportunities from the changes is to harness the combined expertise of NHS Public 
Health specialists and the significant number of council staff who deliver public health 
improvement day in day out but who may not be recognised by the Faculty of Public 
Health or the NHS as doing so.  

 
34. The prolonged transition period has inevitably led to some ‘planning blight’, with key 

decisions, (eg about the appointment of senior posts at a national level), not being 
taken.   

 
The objectives of the new arrangements and how their impact can be measured 
35. The new Health and Wellbeing Board in Sheffield has made an explicit commitment to 

address the wider determinants of health and the local performance arrangements will 
be structured to best measure our impact on this. 
 

36. Measurement of the impact of specific public health programmes on a population level 
has always been, and remains, a challenge.  This is because public health initiatives take 
place in the context of continuing change within society, which in turn impacts on 
health.  In many cases, these ‘external’ (i.e. non- ‘public health’) forces are significantly 
more powerful.  Thus, for example, the current economic recession is likely to have far 
more extensive impact (negatively) on the health of the population than locally 
managed, relatively poorly resourced, public health programmes.  

 
37. This is one reason why the proposed ‘Health Premium’ (the allocation of a proportion 

of the Public Health Grant on the basis of progress against certain PH outcomes) is 
flawed both in theory and practice.  Local Authorities are already motivated to address 
poor health, and the addition of a small amount of funding will not enhance that.  
Improvement of particular PH outcome measures is not a reliable indicator of 



212 

 

successful Public Health activity (since there are so many other external factors), and 
PH outcomes change over a longer time frame than allows this mechanism to work.  
Finally, it will inappropriately and unfairly reward those areas where health is 
improving anyway, where arguably less Public Health resource is needed. 

 
The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 
38. Sheffield benefits from having one Clinical Commissioning Group (CCG) at the city 

level and an equal number of GPs and Elected Members on the HWB who are 
committed to achieving shared outcomes.  The HWB have agreed that it will discuss 
commissioning plans from both CCG and SCC at an early stage to add challenge where 
investment is targeted and ensure that commissioning is focused on Sheffield’s JHWS 
outcomes and the health and wellbeing needs of local people. 
 

39. We recognise there is a danger in HWBs being dominated by process.  HWBs comprise 
the lead GPs, Cabinet Portfolio holders and offers in local authority areas.  The 
challenge for the HWBs is to use their joint and individual status and influence to 
advocate better health and wellbeing; challenge each other, partner organisations, local 
people and national bodies (DH, PHE, NHSCB etc) to deliver better health outcomes. 

 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, wellbeing, social care, housing and education 
40. The evidence presented in Sir Michael Marmot’s review into health inequalities is very 

strong. The Government’s policy position regarding public health of ‘personal 
responsibility’ is somewhat at odds with the evidence presented by Marmot.. We believe 
that, in some instances, the public health budget can legitimately be used to target access 
and opportunities in these social determinants, not merely using the arenas to promote 
personal lifestyle changes. 
 

41. Therefore, to use these ‘services’ to provide public health ‘solutions’, the health and local 
authority data and intelligence must be combined, so that together, we can ensure we 
provide the services (eg. home insulation, extra care for older people, support for 
vulnerable adults, improved opportunities or physical activity etc) to people and 
families who the health sector already know are likely to have poor health outcomes. We 
can do this by geography but with shrinking resources and increased ‘mobility’ (be it 
optional or forced), the grain needs to be finer. We still seem to be unable to exchange 
data for these important issues due to data protection or organisational ‘security’. 

 
42. It is important to recognise that local authorities can only better promote public health 

under the new arrangements either by using the money transferred from the NHS 
differently and more effectively than they were being used previously, or by using the 
public health expertise that is being transferred to alter the way they have previously 
been discharging their responsibilities in the areas of sport and fitness, social care, 
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housing etc.  The likely benefits from the former approach are very modest, partly 
because the Public Health grant itself is a ringfenced, finite allocation, and within that a 
very large proportion is to be spent on mandated (e.g. sexual health) or otherwise 
unavoidable (e.g. substance misuse) services, and partly because, within the NHS, Public 
Health teams have been very careful to use the money on effective, evidence based, 
interventions.  If there were better ways (in the sense of delivering more health gain) of 
using the money, it is likely that this would already have been considered.  This means 
that the only real way in which the changes can lead to LAs making a step change in 
public health is through the second route – i.e. using public health expertise to influence 
activity across the whole Council, thus addressing the root causes of poor health in the 
area.  This is the thinking that underpins the ‘distributed’ model of public health which 
we are pursuing in Sheffield.  

 
Barriers to integration, including issues in multi-tier areas 
43. Despite the opportunities the transition creates, there are some clear barriers which may 

impact the effective delivery of public health in local areas.  The dividing up of 
responsibility for commissioning some programmes is a major barrier to integration.  
For example, responsibility for addressing overweight and obesity now falls between 
three organisations – local authorities (public health initiatives, prevention, weight 
management programmes), CCGs (treatment of overweight and obesity), the NHS CB 
LAT (specialised commissioning of bariatric surgery, and primary care commissioning).  
This militates strongly against a joined up approach. 

 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 
44. There is a real danger in the separation of the responsibility for health protection in a 

local area being vested in the DPH within the Local Authority, whilst the resource and 
professional expertise to address it rests within the Health Protection Agency, which is 
in turn to become part of Public Health England.  This gives the DPH and LA 
responsibility without any authority. 
 

45. There is still no clarity about how the on call, out of hours, cover for health protection 
will operate, and in particular whether the PH specialist staff transferring from PCTs to 
LAs will be expected to continue to provide this when based in local authorities. 

 
46. As stated previously, the division of responsibility in some important areas militates 

against effective health protection arrangements.  For example, the detection and 
treatment of tuberculosis, whilst clearly a public health issue of great importance, falls 
between CCGs, Public Health England and NHS CB LATs (specialised commissioning 
for treatment of multi-drug resistant TB). 

 



214 

 

The accountability of Directors of Public Health 
47. There are naturally questions about the ability of DPHs to remain neutral 

commentators on public health whilst employed within a political environment.  This 
will undoubtedly be a challenge for all DPHs, especially when faced with current 
financial climate and Elected Members potentially favouring ‘non-traditional’ or ‘non-
medical’ public health interventions which address the wider determinants of health.  
However, other local government roles have been successful in maintaining this 
neutrality (eg. monitoring officer, Section 151 officer). 
 

48. If Directors of Public Health are to be, and are to be seen to be, effective champions for 
the health of the population, they must be senior positions of authority both within the 
Local Authority management structures, as well as more widely across the local area.  
The former indicates that they should be accountable to the Chief Executive, and the 
latter requires that they should be seen to have both a high status and respect within the 
employing authority, as well as an ability to speak independently on matters of public 
health importance. 

 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
49. The shift to HWBs and a joint strategy for areas does mean that there is an opportunity 

to utilise the totality of council and NHS spend in an area to improve wellbeing 
outcomes and make better, health-focused decisions.   

 
50. There has been much debate about how the proposed formula redistributes funds away 

from some of the most deprived areas of the country and does not reflect some 
historical funding in some more deprived areas that have been invested because of the 
higher levels of need.  The formula doesn’t adequately justify why this should now be 
redistributed to more affluent areas. 
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51. The appropriateness of using Standard Mortality Rates (aged under 75) as the only 

deprivation measure and the way it has been applied to the formula (ie the way in which 
the indicator of need has been used to arrive at a weighted population figure with the 
figures for each area grouped into deciles and a ranking applied and a score attached to 
each decile that ranges from 1 for the lowest decile to 3 for the highest decile. 
 

52. The proposed formula does not include any age-weighting. There is a strong case for 
applying an age weighting in the formula because of the nature of the services that are 
being transferred to the Local Authority. The two largest areas of spend, sexual health 
services and the drugs service, account for over 50% of the overall public health grant 
and users of these services are predominantly younger.  Therefore, applying an age 
weighting element to the population in the formula would potentially increase the 
allocation to areas where there is a higher demand for these services.  Other services 
such as school nursing are clearly age defined. 
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Population Pyramid 2008
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53. It is welcomed that there will be some initial protection of current funding levels. 

However, as shown in Appendix 1, there are significant changes proposed to funding 
levels as a result of the proposed formula change. Similarly, Appendix 2 sets out the 
impact on the Core Cities in England. Sheffield City Council has seen its own resources 
reduce significantly over the last few years and faces a further challenging savings target 
in 2013/14 with more savings projected for future years.  It will not be able compensate 
for any loss of funding in public health. 
 

54. We would therefore suggest a longer timeframe for change with no real term cuts. 
Additional investment should prioritised to level up those areas of lower funding rather 
than penalise areas that have invested in the service to address its population need and 
reduce health inequalities. 

 
55. In 2008 the WHO said if health inequalities are to be reduced, inequities in how society 

is organised have to be addressed ‘this requires a strong public sector that is committed, 
capable and adequately financed’: the austerity impacts on local government presents a 
difficulty here. 

56. Despite the fact that the Public Health Grant is notionally ‘ring fenced’, it will be under 
enormous pressure.  Local authorities are managing significant reductions in resource at 
a time of significantly increasing demand for some statutory services.  There is a critical 
need for local authorities to shift the focus for investment to tackling the real causes of 
ill health and making targeted, evidence-driven interventions in the key things which 
will improve the health and wellbeing of local people.  In the challenging financial 
climate, it is fundamental that we make best use of our reducing resources and this 

                                                      
143 ONS (2012) 
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might mean prioritising a smaller number of interventions which are proven to have the 
greatest impact on public health and wellbeing in Sheffield rather than trying to 
maintain a wide-range of potentially less successful interventions.   
 

57. Recognising the relevance of ‘place’ within the social determinants of health mean, with 
an adequate Joint Strategic Needs Assessment process, the resources of health system 
and local authority can be applied jointly to address these social factors within the 
context of community budgets. However the big challenge will still be to find a way to 
develop a more preventative approach to health, whilst still having to fund treatment 
within the system, as successful prevention measures are developed. 

 
58. Our ambition is to tackle inequality and the wider determinants but there may be 

unintended consequences which result from the Government’s reforms to the welfare 
system, council tax benefits, housing benefits, the Social Fund which will take an 
estimated £180m out of the pockets of some of the most vulnerable people in Sheffield 
and out of the city’s economy.  We want to deliver a more sustainable health and 
wellbeing system which prioritises prevention, independence and early intervention 
while reducing the high cost demand on acute care.  However, without the resource 
capacity to tackle the causes of ill health and invest in upstream services and 
interventions, the cost will continue to accumulate on hospital and social care services.  
The ‘Graph of Doom’ scenarios are a real threat to the wellbeing of people and the 
affordability of the health system. 

 
59. Cities like Sheffield need the necessary powers to not only promote and create 

opportunities for economic growth (ie. as in our successful City Deal recently agreed 
with Government) but also to address the health and wellbeing problems which 
exacerbate benefit dependency, poverty, low incomes and productivity lags in our 
economies. 

 
 
November 2012 



218 

 

Appendix 1: Comparison of Public Health Funding – Yorkshire and the Humber 
 
Comparison of Public Health Funding  
      
Council Baseline 

Spending 
Estimates 
£000 (1) 

Share 
implied 
by 
ACRA 

ACRA 
interim 
Allocations 
£000 (2) 

Increase 
(+) / 
Decrease 
(-) 

% 
Change 

Kingston upon Hull 20,164 0.68 15,120 -5,043.60  -25.01% 
East Riding of Yorkshire 7,430 0.51 11,340 3,910.30  52.63% 
North East Lincolnshire 8,762 0.36 8,005 -757.08  -8.64% 
North Lincolnshire 7,364 0.34 7,560 196.20  2.66% 
York 5,620 0.33 7,338 1,717.84  30.57% 
Barnsley 12,181 0.53 11,785 -395.98  -3.25% 
Doncaster 16,707 0.67 14,898 -1,808.96  -10.83% 
Rotherham 12,990 0.55 12,230 -760.27  -5.85% 
Sheffield 25,730 1.10 24,459 -1,270.53  -4.94% 
Bradford 25,225 1.20 26,683 1,458.06  5.78% 
Calderdale 7,013 0.41 9,117 2,103.71  30.00% 
Kirklees 19,487 0.85 18,900 -586.50  -3.01% 
Leeds 30,255 1.50 33,354 3,098.82  10.24% 
Wakefield 18,736 0.74 16,455 -2,281.45  -12.18% 
North Yorkshire 16,382 0.91 20,235 3,852.65  23.52% 
Yorkshire and the Humber 234,046 10.68 237,479 3,433.20  1.47% 
Other Regions       
North East 177,598 5.53 122,964 -54,633.58  -30.76% 
North West 358,019 15.00 333,538 -24,480.80  -6.84% 
East Midlands 178,820 8.30 184,558 5,737.80  3.21% 
West Midlands 244,538 11.00 244,595 56.68  0.02% 
East of England 167,051 9.30 206,794 39,742.68  23.79% 
London 471,360 18.00 400,246 -71,114.16  -15.09% 
South East 240,677 14.00 311,302 70,625.32  29.34% 
South West 151,478 8.60 191,229 39,750.57  26.24% 
National Total 2,223,587 100.41 2,232,705 9,117.71  0.41% 
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Appendix 2 - : Comparison of Public Health Funding – Core Cities 
 

 2012-13 Baseline Indicative Formula Gain/(Loss) 

Local Authority Spend 
% Share 
of Total 

% Share 
of Total 

Allocation 
of £2.2m Change 

% of 
Total 

  £000s     £000s £000s   

ENGLAND £2,223,588     £2,223,588     

Birmingham 48,348 2.174% 2.497% 55,523 7,175 14.8% 
Bristol, City of 17,465 0.785% 1.026% 22,816 5,351 30.6% 
Leeds 30,255 1.361% 1.550% 34,463 4,208 13.9% 
Liverpool 34,159 1.536% 1.216% 27,038 -7,121 -20.8% 
Manchester 29,904 1.345% 1.317% 29,289 -615 -2.1% 
Newcastle upon 
Tyne 18,213 0.819% 0.647% 14,393 -3,820 -21.0% 
Nottingham 23,422 1.053% 0.758% 16,851 -6,571 -28.1% 
Sheffield 25,730 1.157% 1.107% 24,612 -1,118 -4.3% 
Core Cities 227,496 10.231% 10.118% 224,985 -2,511 -1.1% 
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Supplementary written submission from Sheffield City Council (HLTH 32a) 

RE: CLG Select Committee Inquiry – pension fund investments in tobacco businesses 
(Q222-224) 
 
Thank you for giving me the opportunity to give evidence to the CLG Select Committee 
Inquiry into the role local authorities play in health issues.  I hope you found both our written 
and oral evidence useful for the Inquiry.  I feel that it gave me the opportunity to demonstrate 
the progress and commitment we have in Sheffield, both as a City Council and as a partner of 
the Health and Wellbeing Board, to transform wellbeing in the city and tackle the root causes 
of ill health and health inequality.  I also feel it was crucial that we were able to raise our 
concerns about some specific elements of the changes to the health system and that our 
concerns were shared by the fellow local authorities who gave evidence in the same session. 
 
With regards to your final question (Q222-224) about the investments made by local 
authority pension funds in tobacco-related businesses.  I am aware that the December 1st 
British Medical Journal (BMJ) (Volume 345) has recently published an article using 
information obtained under the Freedom of Information Act which suggested that the South 
Yorkshire Pensions Authority (SYPA) has investments worth £62.8m in tobacco-related 
businesses. 
 
Following the Select Committee, I asked SYPA to provide me with an updated figure (the 
FoIA value is thought to be as at end June 2012) and as of the end of November 2012, the 
value of shares held in tobacco-related companies had risen to £64.5m.  
 
As you know, share prices fluctuate and the whole Fund value has also risen over this period 
from £4.57bn to £4.82bn. This means that roughly 1.2% / 1.3% of the total value of the Fund 
is represented by tobacco shares. 
 
Whilst investments are undertaken to ensure the long-term financial sustainability of the 
pension fund for its members, SYPA recognise the potential conflicts some investments may 
cause with the commitments of South Yorkshire’s public sector organisations to improve the 
health and wellbeing of local people.   
 
From March 2013, SYPA will carry out an investment review to ensure that the fund is 
sustained by responsible investments.  The results of the review will be then put to the SYPA 
Board to decide how to proceed. 
 
 
 
December 2012 
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Written submission from Core Cities (HLTH 33) 
 
Healthy Economy, Healthy Lives:  The Core Cities Opportunity and Offer 
 
9. The unique role of Core Cities 
 

9.1. Core Cities are a unique and united voice to promote the role of England’s eight 
largest city economies outside London.  These cities drive local and underpin 
national economies.  Working in partnership, they aim to enable each city to enhance 
their economic performance and make them better places to live, work, visit and do 
business.   

 

9.2. Following the announcement of the transfer of public health functions to local 
authorities, Core Cities formed a Health and Wellbeing Working Group to develop 
policy and thinking, drive service improvement and link considerations of health 
improvement to those for economic success. 

 

9.3. Core Cities have a distinctive and critical role in England in linking and delivering 
improved health and economic outcomes.  These cities’ wider urban areas generate 
27% of the country’s economic output, and have the capacity to achieve much more.  
Yet within their populations of some 16 million people, significant and persistent 
deprivation exists alongside a profile of health inequalities, the strongest indicators of 
which are relative poverty and unemployment.   

 

9.4. The Core Cities therefore have a unique potential as major urban areas that can link 
improved health outcomes to economic opportunity.  Core Cities have consistently 
made evidence-based policy arguments for greater devolution of control over specific 
policy levers of growth and productivity to improve efficiency and outcomes.   

 

9.5. Health outcomes can also be improved through this approach, and the Community 
Budget Complex Families and Whole Area pilots offer a critical insight into the 
improvements and efficiencies that can be gained by adopting a different, ‘place-
based’ focus on specific challenges, tasking national agencies to work differently at 
the local level. 

 

9.6. Improving health outcomes is a critical individual quality of life and social issue, but it 
also has significant wider economic benefits, in both the reduction of public spending 
and the increase of productivity within local economies.  Core Cities are the places 
that can deliver this at scale for the country outside the South east. 



222 

 

 

9.7. However, in comparison to their international counterparts, Core Cities generally 
have few tools to either increase productivity or reduce dependency.  This is a critical 
weakness of the centralised English system, particularly as we move to rebalance the 
economy on the one hand and struggle to meet the rising needs of statutory service 
demands on the other. 

9.8. The City Deals process has made significant strides in resolving this in respect of 
economic growth, but more and different local tools for decreasing dependency are 
still required. 

 

9.9. Core Cities therefore represent a significant opportunity for trialling new approaches, 
linking health and economic outcomes and increasing productivity at scale, 
unlocking employment and growth.  The Core Cities offer to Government is to lead a 
radical reform of the public sector, improving outcomes and reducing expenditure, 
creating a sustainable landscape of service delivery for the future. 

 
2. Health Inequalities: Holding Back the Economy 

2.1 Poor health, and income and health inequalities, impact profoundly on society within 
our cities, including the earning capabilities, productivity and ability of businesses to 
access the labour market resources they need to grow.  In many areas, poor health and 
lower economic outcomes are mutually reinforcing  

 
2.2 Low pay can be considered both a symptom and a cause of poor health.  Low pay and 

health are therefore mutually reinforcing issues which impact on the wellbeing of 
people and city economies.  In simple terms, having less money reduces the capability 
of people to achieve a good standard of wellbeing and access the services they need 
which impacts on their health and quality of life.  Equally and as demonstrated above, 
poor physical and mental health often undermines a person’s capacity to work and 
access higher paid jobs.   

 
2.3 Low pay is not the direct result of poor levels of health; it is intrinsically linked to the 

life experience of individuals which ensures that certain social groups are more likely 
to experience low pay (e.g. people with disabilities, lone parents, carers, young people) 
than others.  A study in 2000 144  suggests that “in adult life, an individual’s living 
standards and health are determined partly by their life-course experience up to that 
point and partly by the social roles — in terms of marital status, employment and 
parenthood — that they assume”. Therefore, a person’s ability to earn and be healthier 

                                                      
144 Benzeval, M, Tayor, J. and Judge, K. (2000) Evidence on the Relationship between Low Income and Poor 
Health: Is the Government Doing Enough? http://www.ifs.org.uk/fs/articles/0029a.pdf, p5 

http://www.ifs.org.uk/fs/articles/0029a.pdf
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is intrinsically driven by their life experience: their upbringing, quality of life and 
childhood development; their education and skills; and employability.   

 
3.0 Unemployment and Dependency 
3.1 Core Cities are the UK’s centres for future growth but they also have significant levels 

of deprivation, unemployment and welfare dependency, with too many people and 
communities disconnected from economic opportunities.  If city economies are to 
deliver the growth that the UK economy needs, businesses need an educated, skilled 
and healthy workforce to drive productivity, efficiency and innovation.   

 
3.2 Communities in England’s Core Cities experience significant deprivation issues which 

undermine people’s health and wellbeing and their ability to earn.  The charts below 
(focused on Lower Super Output Areas (LSOAs) a consistent statistical geography) 
demonstrate that communities in the eight Core Cities are amongst the most income 
deprived in the country and this is mirrored by similar levels of health, education and 
employment deprivation. 

 

Percentage of LSOAs in the top 5% most income 
deprived nationally
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Percentage of LSOAs in the top 10% most income 
deprived nationally
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Chart 1: Percentage of Core Cities’ LSOAs in the top 5% and 10% most incomes deprived 

nationally 
 
3.3 At this time of high unemployment, the challenge for people in finding work is far 

greater and the risk of ingrained poverty and poor health is heightened.  These issues 
need to be addressed in the long-term if cities are to reach their economic potential, as 
economic inactivity brings with it a huge cost in human terms (benefits, health costs 
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etc.) and represents an untapped economic asset – one which if invested in could 
contribute to business needs and productivity at the same time as boosting health, 
well-being and prosperity. 

 
3.4 Pre-recession Job Seekers Allowance (JSA) levels across Core Cities were improving 

due to a sustained period of growth, however unemployment has now increased the 
number of people claiming JSA by approximately 70,000 across the Core Cities 
(excluding their wider urban areas.)   38% of the total number of JSA claimants in 
England reside in a Core Cities’ urban area, compared to XX% of the total national 
population.145   Young people have been particularly affected during this recession and 
over a third of claimants are aged under 24.  

 
3.5 Core Cities urban areas have a higher than average proportion of their population 

claiming out of work benefits.  At February 2012 37% of people claiming key out of 
work benefits in England resided in the Core Cities’ urban areas.146   
 

3.6 Deprivation, unemployment and welfare dependency are issues of individual, social 
and economic concern, and drag down productivity. They prevent both people and 
places from reaching their full potential and in a context of reducing public 
expenditure and increasing demand for other services, they create problems that will 
be increasingly difficult for local authorities to address in future years. 

 
4.0  The Core Cities Offer and Opportunity: Wider Public Sector Reform at Scale 
4.1 The LGA has published research that indicates that on the current trajectory around 

2020, reducing flexible spend is cancelled out by rising statutory spend on needs-
based services in many cities (see Chart 2).  Cities therefore need the tools to reduce 
need and dependency, alongside those to deliver growth if they are to continue to 
deliver services beyond their statutory obligations. 

 
 
 
 
 
 
 
 
 
 
 

                                                      
145 Local Enterprise Partnership areas 
146 Key out-of-work benefits includes the groups: job seekers, ESA and incapacity benefits, lone parents and 
others on income related benefits 
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Chart 2:  Example of level of statutory and discretionary spending within the overall 
funding envelope in a Core City 
 
4.2 These tools could be informed by the experiences of the Whole Area Community 

Budget Pilot across Greater Manchester, and could include retention of revenues to 
incentivise local areas.      

 
4.3 Underlying this, there needs to be clearer spatial policy across Government that 

recognises the role of cities can play in driving the national economy.  Core Cities 
have a unique role in being able to drive growth and reduce dependency because of 
the sheer scale at which they can connect health and economic opportunities, and 
because of the assets that exist within and around them which include businesses, 
infrastructure and world class teaching hospitals. 

 
4.4 Core Cities therefore represent a massive opportunity for the wider public health and 

economic agenda.  Core Cities will utilise their new Public Health duties to act as the 
lead stakeholder in developing a joining-up local strategy, which can connect public 
health, clinical commissioning and national welfare to work programmes into 
solutions that fit local need.   Government needs to support this position, providing 
these cities with the recognition and tools to develop a leadership role in reform, 
creating a sustainable landscape of public services into the future.  This opportunity is 
underpinned by an established tradition of the Core Cities Group working together, 
representing a single and coherent point of contact through which government and 
the department can communicate and work jointly.   
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5.0 Impact of Public Health Funding Allocations 
5.1 Despite the challenges outlined above, which all Core Cities face, they find themselves 

in different situations regarding allocations for public health funding as outlined in 
Healthy Lives, Healthy People: Update on Public Health Funding.  However, there are 
factors that they share in common which are currently not reflected in the formula 
proposed by the Department Health. 

 
Deprivation 
5.2 As illustrated above, Core Cities have significant deprivation issues, with some of the 

most income deprived communities in the country.    The links between poor health 
and income and the importance of the wider determinants of health were highlighted 
in the Marmot Review.  The findings of this Review were recognised by Government 
in Healthy Lives, Healthy People.  The appropriateness of using Standard Mortality 
Rates as the only indicator of deprivation needs to be seriously questioned, 
particularly as this will result in redistributing funds away from some of the most 
deprived areas of the country. 

 
Age Profile 
5.3 There is a strong case for applying an age weighting in the formula because of the 

nature of the public health services that are being transferred to the local authorities. 
Core Cities have a higher proportion of children, 16-24 and 25-34 year olds than the 
rest of England and Wales. The difference is particularly pronounced in the 16-24 year 
olds, mainly relating to high proportions of students living in Core Cities.  The two 
largest areas of spending by PCTs across public health functions being transferred to 
local authorities are sexual health services and drugs services.  These services   account 
for over 50% of the overall public health grant and users of these services are 
predominantly younger.   

 
Population Churn 
5.5 The current formula does not take into account the impact of population churn on 

health services.  The daytime net inflow of population as well as visitors can place 
additional demand on health assessments and treatment costs.  For example, Census 
data suggests that the number of non-UK short term residents147 per 10,000 usual 
residents in Core Cities is more than double the average for the rest of England and 
Wales.  An enhanced population figure is used within Revenue Support Grant that 
does reflect the impact of population churn, and we would suggest this should also be 
incorporated into the public health funding allocation. 

 
 
 

                                                      
147     People born outside the UK who has stayed or intends to stay in the UK for a period of three 
months or more but less than 12 months 
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Migration 
5.6 Core Cities have higher volumes of migration compared to the national average.148  

The impact of increasing numbers of overseas migration within an area impacts on 
demands for public health services and this is currently not reflected in the proposed 
formula. 

5.7 Whilst Core Cities welcomes many of the opportunities brought about the reforms to 
public health, the pace of the changes presents challenges in the transition of public 
health funds.  Initially there will be some protection of current funding levels but local 
authorities are unlikely to be in a position to compensate for any loss of funding in 
public health from their own resources.  Rather than penalising those areas that have 
invested in public health services to address its population need and reduce health 
inequalities, a longer timeframe for change with no real term cuts applied would help 
local authorities to manage the transition of public health responsibilities and plan for 
any future reductions in funding. 

5.8 In addition, our view is that authorities should be able to access a portion of the 
savings they achieve in health and related public spending, and utilise these as 
revenues to reinvest in even better local outcomes. 

 
6.0 Conclusion 
6.1 Core Cities have successfully improved the health of their populations over the last 

decade, with city populations experiencing their best ever levels of health. Local 
government has played a vital role in improving peoples’ health for decades, but the 
transition of public health responsibilities to councils presents a new opportunity to 
integrate the skills and experience of public health professionals and local government 
services that have an impact on the wider determinants of health within an economic 
context. 

6.2 However, there is a risk that some of the proposed changes to public health services 
will not only stall further progression and therefore impact upon local economic 
productivity at a time when the reverse should be the case, but also potentially reverse 
the achievements of public health in cities.  For example, some of the elements of the 
funding formula being proposed by the Department of Health do not recognise the 
particular public health issues that cities face. 

6.3 The Core Cities Health and Wellbeing Group offer a unique opportunity that brings 
together public health, wider public sector reform and the economic agenda for areas 
that are home to 16 million people.  Cities need the tools to reduce need and 

                                                      
148 ONS, 2010 
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dependency, alongside those to deliver growth if they are to continue to deliver 
services beyond their statutory obligations.  These tools could be informed by the 
experiences of the Whole Area Community Budget Pilot across Greater Manchester, 
results from which are due imminently. 

 
6.4 The Core Cities Group seeks the Government’s support for this position, and would 

welcome the opportunity to discuss the ideas in the paper further, ultimately moving 
toward the implementation of wider reform, new tools and policies. 

 
 
November 2012 
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Written submission from Cornwall Council (HLTH 34) 

Executive Summary 

Our response focuses on the adequacy of preparations for the new arrangements and the 

intended role of Health and Wellbeing Boards in coordinating the NHS, social care and public 

health in Cornwall. 

Cornwall Council welcomes the reforms which present an opportunity for increasing democratic 

influence in future health and care commissioning. From the start, the council, NHS and 

voluntary sector colleagues including LINk volunteers have taken a positive and proactive 

approach to the reforms seeing the opportunities for beneficial change and the realities of 

managing those changes in the light of reducing public sector resources and the wider 

economic context. 

Cornwall was one of the first councils to engage with the reforms as an Early Implementer for 

Health and Wellbeing Boards and Health Watch pathfinder. John Wilderspin, Director for 

Health and Wellbeing Boards, spoke at the Shadow Board's first joint conference in October 2011 

which resulted in the Chair of the Health and Wellbeing Board being invited to contribute to 

discussions at a national level both for health and wellbeing development and public health 

engagement as a member of the NICE steering group. The Shadow Board has also engaged in 

the national pilot for health commissioning which has been sponsored by the Department of 

Health and facilitated by Institute for Voluntary Action Research (IVAR) and Social 

Enterprise UK. 

As a result of involvement in the National Learning Sets, Cornwall has been invited to 

national conferences to present the approach being taken in Cornwall: 

• The Commissioning Show 2012 - June (London Olympia) (Corporate Director, 

Adult Care and Support). 
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• LGA Healthy workforce, healthy communities conference - October (London) 

(Chair Shadow Health and Wellbeing Board) 

• Capita's 3rd National Conference, Implementing Health and Wellbeing 

Boards - October (London) (Managing Director Designate, Kernow 

Clinical Commissioning Group and Corporate Director, Adult Care and 

Support). 

Cornwall is in a position to launch its health and wellbeing board, health and 

wellbeing strategy, HealthWatch Cornwall, NHS Complaints Advocacy and transfer of 

public health functions in April 2013 (subject to regulations being in place). 

Cornwall Council requests that the Committee acknowledges the positive progress 

made to date by Cornwall regarding the establishment of its health and wellbeing 

board and considers the following: 

1. Unlike LEP and LNP Boards, there has been no additional funding towards 

development costs and the Council has mainly picked up these costs in relation 

to establishing the HWB, producing the joint strategic needs assessment and 

strategy and establishing Local HealthWatch. On-going development, 

administration and integration will need to be covered from existing 

resources at a time when public funds are under significant pressure. 

2. Delays to secondary legislation have exposed the council and partners to risk 

which has at times been difficult to manage within existing democratic 

processes and at a time when there are concerns over limited finances. It has 

been challenging to manage preparedness without knowing the full extent and 

impact on resources. 

3. The addition of the Health and Wellbeing Board to the governance structure of 

the Council may require revisions to the Constitution. Delay to the publication 
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of the secondary legislation will mean the 

statutory deadline of April 2013 may not be met, although Shadow arrangements 

will continue as necessary. 

4. Strategic commissioning arrangements will need to be reviewed to enable an 

integrated approach to commissioning and facilitate the provider market; to 

adjust services to needs, including prevention and develop integrated health 

and care pathways. 

5. Strategic commissioning arrangements will need to be reviewed to enable an 

integrated approach to commissioning and facilitate the provider market; to 

adjust services to needs, including prevention and develop integrated health 

and care pathways. 

6. It is unknown at this stage how the role and relationship with Local HealthWatch 

will unfold. This will need to be developed in terms of its role on the Health 

and Wellbeing Board and how we deal with issues that the public and patients 

experience and the interface with the Council's health scrutiny function. 

7. Council and NHS partners' ability to maintain effective services in the present 

system and manage current pressures on resources across the system are 

exacerbated with the level of structural change in the system. Our collective 

ability to secure cashable savings to invest in alternative service provision 

and innovation with no extra funding and managing existing deficits as a result 

of historic under-funding is regularly challenged. 

8. There is potential for a contradiction of policies being developed by other 

Departments, for example, welfare reform which will pay ' head of 

household' and Department of Health encouragement of personal budgets. 
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Introduction 

Cornwall is a maritime area, set on the most south westerly tip of the South West 

peninsula, covering an area of 3,559 sq km. It is the second largest local authority area in 

the South West region with a population of approx 550,000, and has the longest 

coastline of all English counties at 697 km. Cornwall itself has a distinctive 

peninsular form with a long indented coastline. The sea forms the northern, 

southern and western boundaries, with the River Tamar forming the eastern border 

with Devon. 

Cornwall is an area of many contrasts; with varied landscapes encompassing remote 

rural, coastal and environmentally sensitive areas, interspersed with villages and historic 

market towns and where affluence sits alongside some of the most disadvantaged 

areas in England. This shapes how we plan for and deliver growth and influences the 

cost and shape of our services and presents particular challenges for the future of health 

and care in Cornwall. 

In April 2009, Cornwall became a unitary authority. The Council has 123 Councillors, 

working with and supported by 213 Parish Councils. There are also currently five 

parliamentary constituencies in Cornwall, this will rise to six from the next General 

election in 2015. 

Cornwall falls within the southern region of the NHS Commissioning Board and Public 

Health England boundaries and has one clinical commissioning group which covers the 

county and the Isles of Scilly. 

The Shadow Health and Wellbeing Board 

The Shadow Board has met regularly since July 2011. It has held meetings in public 

and informal meetings that have been used to build relationships between partner 

organisations and develop its approach. Board membership reflects the requirements 
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of the Act but also includes a place for a strategic representative of the voluntary and 

community sector and the police. 
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The Shadow Board is keen to promote the use of all resources such as Cornwall's 
unique environment, community and voluntary sector resources and facilities and 
culture and heritage so we are working to understand and map what this looks like 
to find creative ways of improving wellbeing. The Shadow Board is applying the 
following principles to achieve success: 

• Leadership and shared vision 

• Shared values, assessment and agreed multiple outcomes 
• Integrated delivery and mainstreaming prevention 
• Encouraging Self care and self management 
• Increasing capacity for expertise and shared learning 

A fundamental aspect of the Board's philosophy is effective and regular 
communication and engagement with all stakeholders. A stakeholder group has 
been established to provide a mechanism that will reach organisations and user 
groups across the spectrum of health and wellbeing including NHS Trusts, service 
user groups, other partnerships including safeguarding boards and community safety. 
The Kernow Clinical Commissioning Group has established its clinical forum and the 
Board will be exploring links to this as well as the patient participation groups 
attached to each GP practice. 

The Health and Wellbeing annual conference will take place in February 2013 in 
partnership with the European Centre for Environment and Human Health and the 
new Health and Wellbeing Innovation Centre which will also provide the venue. The 
Board is pursuing these relationships recognising the potential for research, 
innovation and economic development opportunities in the reform agenda. Our 
keynote speaker is Sir David Nicholson. 

Governance arrangements 

Discussions have been held with a number of stakeholders to establish views and 'fit' 
with other structures. A draft structure has been produced for consultation in 
November with the Joint Commissioning Group (council 
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and clinical commissioning group commissioners leading on priorities for 

commissioning that will support delivery of the health and wellbeing strategy and 

health priorities) and Stakeholder Group as well as Health and Wellbeing Board 

member senior teams. Final detail will be confirmed when the outcome of the 

secondary legislation is agreed which is unlikely to go to Parliament until January 

and presents a potential issue for Cornwall which has all out elections in May. 
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The scale of change is considerable as a result of the reforms and the council and its 
NHS partners will need to understand each others cultures and practices better to 
ensure that the changes can deliver maximum benefit. The shadow health and 
wellbeing board commissioned a development programme that will enable an 
exchange of experience and expertise across GPs and councillors and a pilot will be 
implemented in the New Year. 
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Kernow Clinical Commissioning Group 

Kernow Clinical Commissioning Group (KCCG) has been a proactive member of 
the Shadow Health and Wellbeing Board, together with the NHS Cornwall and Isles 
of Scilly, the Primary Care Trust Cluster. Kernow Clinical Commissioning Group is set 
up as a networked organisation built on 69 GP practices, grouped in 10 localities. The 
developing organisation is building strong links with the Council and organisations 
in Devon to align commissioning processes and plans and is working to five 
overarching guiding principles patient, staff and providers; clinical excellence; 
delivering excellence; leadership; financial balance. The organisation will be retaining 
the majority of the commissioning functions of the outgoing PCT Cluster. 

KCCG co-ordinates a regular leadership summit involving local authority and NHS 
commissioners and NHS Trust providers at chief executive level together with its 
clinical forum. Many GP practices have Patient Participation Groups and these 
groups will be pivotal to the development of KCCG's People's Commissioning Board 
which will have a central role in influencing commissioning. The GP locality areas will 
work with the Council's community network areas and these relationships are 
currently being explored for future engagement purposes. 

The Joint Health and Wellbeing Strategy 

The strategy has been informed by the Joint Strategic Needs Assessment (JSNA) and an 
initial mapping of community assets. The Strategy (working draft) has been co-
produced in partnership alongside a range of interests and stakeholders in the 
community to ensure it reflects the needs of the community based on evidence and 
public and patient experience of existing services. Over 250 organisations, user groups 
and stakeholders participated in the engagement programme together with 100 
(including 10 Easy read) online responses. Draft outcomes and priorities were 
presented to all NHS commissioner and provider boards and the local authority's 
scrutiny committees, Cabinet and Council for comment and endorsement. 
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The Health and Wellbeing Strategy will inform and influence commissioning 

decisions across local services to be focussed on the local needs and communities, and 

tackle the factors that impact upon health and wellbeing across service boundaries. It 

will also influence the commissioning of local services beyond health and care to 

make a real impact upon the wider determinants of health. Public health expertise 

has been integral to the development of the strategy and the process has provided an 

opportunity for council and public health staff to work together in advance of the 

public health function moving to the Council in April 2013. 

In assessing needs and priorities, the Health and Wellbeing Board will need to 

adopt an 'outcomes-based approach', to improve the outcomes that matter most to 

Cornwall. Through the Health and Wellbeing Strategy, it will set the local priorities for 

joint action and use information and indicators from the national outcomes 

frameworks for the NHS, adult social care, public health, children, and the wider 

determinants of health to assess current priority outcomes and identify priorities for 

action. There is a significant opportunity to bring together strategic objectives for the 

economy, environment and community, building on the many assets in Cornwall, 

including the education and research establishments and innovation centres. 

General support has been secured for the approach and style of the strategy and 

adjustments made to outcomes based on comments received which were then 

reviewed against the joint strategic needs assessment. During the process there was 

a regular cross referencing with the Kernow Clinical Commissioning Group's 

commissioning intentions. These included: 

• people with long term conditions; 

• planned care in hospital; 

• medicines management; 

• healthy lifestyles; 

• mental  health; 

• access for people with learning disability; 
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• urgent care; 

• children and young people. 

Work is currently underway to prepare the delivery plan and strategic 

indicators/measures and the strategy is on schedule for formal adoption by the 

Health and Wellbeing Board in April 2013. 

Strategy at a glance 

The strategy process has begun to identify more clearly some of the challenges and 
there is still a lot to do to work out what the Board can do differently to make the step 
change needed not least how we will manage current pressures in the system, deliver 
savings for investment in prevention and encourage people to live healthier lifestyles. 
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There will be continuous dialogue via the Board, with stakeholders, to ensure the 
Strategy provides a relevant framework for future commissioning and 
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reflects needs in Cornwall; the role of HealthWatch Cornwall will be an integral part 

of this process. 

Voluntary, Community and Social Enterprises in Health 

Commissioning Pilot 

Cornwall has been selected as one of four national pilots across England to establish 

the readiness of the voluntary community and social enterprise sectors for health 

commissioning. The final report is due by the end of November and it is likely that 

Cornwall will be featured as a case study. The pilot has provided an opportunity for 

voluntary, community and social enterprise organisations to begin a dialogue with 

the Kernow Clinical Commissioning Group and Council commissioners. Cornwall 

Council had already established its Voluntary Sector Commissioning Board as a 

strategic mechanism for engagement with the sector and proposes to develop a 

relationship with the Health and Wellbeing Board to deliver the outcomes in the 

health and wellbeing strategy. 

HealthWatch Cornwall and Health Advocacy 

The establishment of HealthWatch Cornwall is on schedule for its operational 

deadline of April 2013. Managing the change from LINk to HealthWatch Cornwall 

has presented a number of challenges including maintaining relationships with 

LINk and volunteers and designing a specification that fulfils the requirements of 

the legislation (as it is still developing) without exposing the Council to financial risk. 

A decision to co-produce HealthWatch was taken which provided an opportunity 

for building on existing strengths across the public and voluntary sector networks 

and consulting on the draft health and wellbeing strategy. 

The proposed model comprises a Community Interest Company which will work 

through a small number of networked voluntary sector organisations to provide 

signposting and joined up service and a network of ' listening' and collation of data. 



242 

 

The specification has been co-designed with voluntary sector organisations; the 

contract is currently being negotiated. 
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The contract for NHS complaints advocacy, formerly a national contract, will be 

tendered and managed by the Council in readiness for 1 April 2013. 

Local Influence and Involvement 

Strategic links are being formed with the chairs of the Local Enterprise Partnership 

and Local Nature Partnership. The objective is to explore mutual priorities using 

the environment as a driver for health and wellbeing and the economy and 

potential activity relating to skills, workforce development and business development 

particularly exploiting technology and superfast infrastructure. Good links have 

already been formed with the European Centre for Environment and Human Health 

and the Health and Wellbeing Innovation Centre which are managed by Exeter and 

Plymouth Universities. The Cornwall Works Strategy will continue to play a major 

role in the health and wellbeing and skills agenda working closely with Jobcentre 

Plus, and in particular, to understand the implications arising from welfare reforms. 

Conclusion 

The NHS reforms give rise to new commissioning arrangements in Cornwall which 

is probably one of the least complex areas in the country in terms of local authority 

and clinical commissioning group boundaries, but complex given its rural and 

coastal geography and demographics. 

It is early days and positive relationships are being built but partners are not 

complacent about the challenges ahead that the financial climate is driving. 

There are opportunities in sharing similar boundaries with the Local Enterprise 

Partnership and Local Nature Partnership and close proximity to the Isles of Scilly 

and Devon where the respective populations are dependent on the same services 

such as, health care, social care, employment and transport. This prompts the need 

to ensure that effective dialogue is maintained during the commissioning cycle and 
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planning process and to ensure that a truly joined up understanding of the collective 
resources and need are more effectively matched in future. 

The Health and Wellbeing Board has an important role to play in maintaining and 
building relationships across the health and care system and brokering others to improve 
people's wellbeing. The Board will be responsible for steering a difficult but necessary set of 
changes to ensure future health and care services are sustainable in Cornwall in the future. 

 

November 2012 
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Written submission by the British Association of Sexual Health and HIV (BASHH) and 
the Faculty of Sexual and Reproductive Healthcare (FSRH) (HLTH 35) 

1.0 Executive Summary 
 
1.1 BASHH and the FSRH are the two leading bodies representing the interests of those 
involved in sexual and reproductive healthcare (SRH) and HIV in the UK. The FSRH has a 
membership of nearly 16,000 doctors, approximately 80 per cent of whom work in General 
Practice and there are currently over 1000 members of BASHH, primarily specialists and 
other medical practitioners and nurses working in Genitourinary Medicine (GUM) services. 
 
1.2 The transition of public health to local authorities is often highlighted as the stand-out 
positive aspect of the Health and Social Care Act, enabling more joined-up work on tackling 
the wider social determinants of ill-health and preventing avoidable morbidity and mortality. 
 
1.3 The transition includes transferring responsibility for commissioning clinical sexual and 
reproductive healthcare services (SRH) and genitourinary medicine (GUM) services to local 
authorities. SRH services are also sometimes called contraceptive services or family planning, 
but in practice provide a wider range of care than just contraception.  
 
1.4 BASHH and Faculty have serious concerns about how the new financial and structural 
arrangements for sexual health services will affect future access to services and impact on 
service standards and training. 
 
1.5 The last ten years have seen unprecedented improvements in sexual health services with 
sexually transmitted infections (STIs) remaining consistent since 2006, after rising by 20% 
between 2001 and 2005. However, compared with many other western European countries, 
England has high rates of STIs and unintended pregnancies which present significant 
challenges for SRH.  
 
1.6 Open and unrestricted access to high-quality services with well-trained staff is vital to 
ensure these challenges are met. Indeed there is a statutory requirement, dating back to the 
Venereal Diseases Act of 1917 on sexual health services to provide open access and both 
GUM and SRH (Contraception) services are designated open access services. This means that 
everyone, irrespective of age or location of residence or GP registration, should have access to 
a high quality services to for STI treatment and contraceptive provision in a timely manner, 
and without need for referral by a GP. Through secondary legislation, the new Act will places 
a mandate on local authorities to provide ‘appropriate access’ to open access sexual health 
services. The secondary legislation has yet to be brought to Parliament, however there 
remains significant uncertainty about what ‘appropriate access’ means. There are concerns 
that access may be restricted by age, place of residence, or services are unable to provide care 
in a timely manner making service ‘open access’ in name only.    
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1.7 Following an assessment of the clinical, organisational and financial risks of the 
Government’s proposals, BASHH has concerns about the potential for fragmentation of 
services, the capacity of local authorities to commission clinical sexual health services, and the 
proposed funding mechanisms for sexual health. If these concerns, many of which are shared 
by local authorities, are not addressed, there is a high chance that access to sexual health will 
be restricted, service standards and training will be compromised and the improvements seen 
in SH over recent years will not be sustained.. 
 
2.0 The introduction of a public health role for councils 
 
2.1 BASHH and the FSRH welcome the increased local council role in public health. Local 
authorities have always had a role in public health; between 1948 and 1974 Local Government 
had responsibility for public health through local authority medical officers for health.  
 
2.2 Local authority public health commissioning can excel where it can develop local 
solutions to the local variations in public health, and where it can enable joint approaches to 
be taken with other areas of local government's work (such as housing, the environment, 
transport, education, planning, children's services, social care, environmental health and 
leisure) and with key partners (such as the NHS, police, business, early years services, schools 
and voluntary organisations).  
 
2.3 In terms of SRH, local authorities are well placed to undertake ‘upstream’ sexual health 
prevention, including outreach, interventions in schools and care for the homeless, and will 
be able to co-ordinate interaction between organisations at a local level especially regarding 
drug and alcohol misuse and sexual health.  
 
2.4 However, as part of the public health reforms, local authorities will also be given 
commissioning responsibility for some components of sexual health services from the NHS, 
funded through the ring-fenced public health budget.  As discussed below, we have serious 
concerns about the capacity of local authorities to commission complex clinical sexual health 
services.  
 
3.0 The adequacy of preparations for the new arrangements 
 
3.1 BASHH and the FSRH are concerned that local authorities have not considered the 
systems or expertise that will be necessary to commission clinical sexual health services.  
 
3.2 In 2011, the Government concluded that commissioning responsibility for abortion, 
sterilisation and vasectomy were not appropriate for local authorities and should be moved 
into the NHS, citing their ‘highly clinical, and in most cases surgical, nature’ (Department of 
Health “Public Health in Local Government” factsheet) which require ‘a robust clinical, 
regulatory and legislative framework’. The Government concluded that abortion, vasectomy 
and sterilisation should remain within the NHS and be commissioned by clinical 
commissioning groups. The Government said in December 2011 in a public health fact sheet 
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on commissioning responsibilities that “A consultation on this revised recommendation will 
begin in due course.” We are not aware of any plans however, that this consultation will be 
published in advance of the transition. 
3.3 Due to their highly clinical, and in many cases surgical, nature, clinical sexual health 
services require the same ‘robust clinical, regulatory and legislative framework’ required by 
abortion, vasectomy and sterilisation services. BASHH and the FSRH believe that taking on 
clinical commissioning in relation to sexual health should be evaluated through the same 
decision-making process that abortion, vasectomy and sterilisation were reviewed. 
 
3.4 Examples of surgical and complex non-surgical services: 
 

• Intrauterine procedures sometimes requiring ultrasound at the same time.  
• Endometrial biopsy as part of contraceptive care. 
• The location and removal of “lost” contraceptive implants which can be deep within 

the arm and require very specific imaging and surgical skills. 
• Genital skin biopsies for the diagnosis of malignant, premalignant and other 

conditions. 
 

3.5 Examples of non-surgical services, but complex medical services include: 
 

• The treatment of syphilis and primary herpes in pregnant women with risks of 
neonatal morbidity and mortality. 

• Treatment of tertiary syphilis, lymphogranuloma venereum, pelvic inflammatory 
disease, epididymo-orchitis and psychosexual care.  

• The management of women with complex medical conditions that impact on safe 
contraceptive use. 

• The management of women with complications of contraceptive use.   
• Post-exposure prophylaxis following sexual exposure (PEPSE) is an essential service 

for sexual health services to provide as outlined in a letter from the Chief Medical 
Officer in 2006. It is an emergency treatment of anti-retroviral therapy (ART) for 
people who are HIV negative.  

 
3.6 Much of this personal medical healthcare forms a continuum with current NHS clinical 
care delivered in primary and secondary care and is not primarily public healthcare.  
 
3.7 We are concerned that local authorities do not have the clinical and information 
governance infrastructure, systems and leadership to safely commission clinical sexual health 
services. This includes having risk registers in place, ensuring there are appropriate audit 
systems and other procedures that mean the right questions are being asked of the 
commissioning decisions. These questions should be led at Board level, by people with the 
requisite experience and expertise of dealing with clinical risks. 
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3.8 Without the necessary clinical and information governance systems to commission 
clinical services staff may undertake procedures without the appropriate competencies, 
standards and guidance may not be followed properly, and patients will increasingly be put at 
risk. 
 
3.9 Consequently Local Authorities will have to establish complex commissioning 
infrastructures, bear an unpredictable and significant cost on a ring-fenced public health 
budget, and will be distracted from their primary focus - delivering ‘upstream’ services. 
3.10 Requiring each local authority to establish the requisite infrastructure and systems, not 
required by other public health functions (including alcohol and drug services which do not 
have the same clinical risks), seems unduly burdensome for a single commissioning function. 
Financial pressures on local authorities may also squeeze an already under-resourced scrutiny 
function. 
 
3.11 There has been speculation that commissioning responsibility for clinical sexual health 
services could be sub-contracted, potentially to Commissioning Support Units. This would 
effectively mean that funding is being granted from a national Health department to local 
authorities to outsource commissioning to Health department Commissioning Support Units 
to commission NHS providers. This is clearly not an efficient way for funds to be moved 
around. 
 
3.12 The future of medical training by local authorities also remains unclear. Currently most 
post basic clinical training in sexual and reproductive health for doctors and nurses, including 
those working in general practice, paediatrics and obstetrics and gynaecology, takes place in 
specialist Sexual Health services. This requires not only all specialist services to be 
commissioned to provide training, but also to have the expertise, case mix and funded time to 
deliver such training. It is unclear whether local authorities would want to take on 
responsibility for training health professionals, employed by the NHS to deliver NHS services. 
 
4.0 The objectives of the new arrangements and how their impact can be measured 
 
4.1 One of the principle reasons the transition of public health to local authorities was broadly 
welcomed, was because it separated public health from the ‘sickness’ service. Despite repeated 
attempts by Ministers over the years to prioritise public health, it has generally been 
recognised that when money is tight it is diverted from public health into other parts of the 
service.  
 
4.2 Looking forward, the ring-fenced budget for public health is likely to stay flat at best, and 
probably decline for many local authorities as the funding allocation switches to a needs-
based formula. There are also serious concerns that the ring-fenced budget is not in itself 
large enough to fulfil our new public health responsibilities. The Department of Health has 
even conceded that the spending estimates for Public Health “may have been an 
underestimation” in many areas. 
 



249 

 

4.3 It is currently estimated that sexual health will constitute 25% of the total £2.2bn local 
authority public health budget. Critically however, it is hard to accurately forecast the cost of 
clinical sexual health due to the open access nature of the services, meaning like A&E services, 
anyone can access any clinic around the country for prevention, testing and treatment. 
 
4.4 Whilst the public health budget will remain flat the financial demands for sexual health 
services will continue to increase as the rates of STI infection continue to rise. As pressure 
builds on simply managing residents’ (and non-residents) sexual health, Local Authorities 
will fall into the same trap that has befallen public health in the past where budgets are 
channelled towards treatment to the detriment of focus on promotion and prevention in 
sexual health and other areas. 
 
4.5 If Local Authorities focussed just on sexual health promotion and prevention, which is 
what they are very well placed to do, and did not have responsibility for commissioning 
complex clinical services then they would be better placed to achieve the principle objectives 
of their public health function.  
 
5.0 The intended role of Health and Wellbeing Boards in coordinating the NHS, social 
care and public health at the local level 
 
5.1 Joint working and communication is fundamental for the delivery of sexual health care 
that is comprehensive, avoids duplication, meets high standards, is clinically safe, and cost 
effective.  Sexual and reproductive healthcare, which is provided across a range of settings 
(primary care, community clinics, schools etc) and by a variety of providers, is also 
inextricably linked with a number of areas of public health such as alcohol and social care.  
 
5.2 However, BASHH and FSRH have concerns about the capacity of Health and Wellbeing 
Boards to ensure that sexual health issues are prioritised, given that they may meet as few as 4 
times a year and will have a wide-ranging remit to cover.  
 
5.3 BASHH and the FSRH also have some concerns about the potential for strongly held 
political views on Health and Wellbeing Boards impacting on the provision of local sexual 
health services. The decision to remove the responsibility for commissioning abortion 
services from local authorities has been welcomed due to concerns that pro-life views held by 
some councillors who may sit on Health and Wellbeing Boards will result in funding not 
being forthcoming for abortion services or indeed services being decommissioned. However, 
Councillors with strong political views may also have similar views on other the provision of 
services for gay men and sex workers, the use of expensive prophylaxis following potential 
sexual exposure (PEPSE) to HIV, and the provision of contraceptive services to young people, 
including those under 16. 
 
5.4 The provision of advice and treatment to young people, in particular, often receives 
prominent media coverage, and is likely to be a source of heated political debate in a number 
of Local Authority Health and Wellbeing Boards. It is important to note that high quality sex 
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and relationships education, combined with access to free, confidential sexual health services 
delays the age young people first have sex and increases the likelihood they will use 
contraception when they do have sex. High quality services and access to a full of 
contraceptive methods also reduces teenage pregnancy. Furthermore, young people’s right to 
confidentiality is enshrined in case law after Lord Justice Fraser ruled in 1986 that it is legal 
for health professionals to provide contraceptive advice and treatment if the young person 
has sufficient maturity and judgement to enable them fully to understand what is proposed. 
 
6.0 All local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education; 
 
6.1 Sexual and reproductive healthcare is provided across a range of settings (primary care, 
community, schools etc) and by a variety of providers. It is also inextricably linked with a 
number of areas of public health such as alcohol and social care. Joint working and 
communication is therefore fundamental for the delivery of sexual health promotion and 
prevention that is comprehensive and cost effective.   
 
6.2 In terms of SRH, Local Authorities are well placed to undertake ‘upstream’ sexual health 
prevention, including outreach, interventions in schools and care for the homeless, as they are 
well placed to co-ordinate interaction between organisations at a local level especially 
regarding drug and alcohol misuse and sexual health.  
 
7.0 Barriers to integration, including issues in multi-tier areas 
 
7.1 The NHS reforms transfer responsibility for commissioning sexual health services across a 
number of new organisations, which will result in fragmentation between local authorities, 
clinical commissioning groups, the National Commissioning Board and Public Health 
England.  
 
7.2The allocation of commissioning responsibilities are as follows: 
 

• GP contraception: by the NCB 
• GP provision of Long acting contraception 
• Specialist Sexual & Reproductive Health Services (which includes contraception): by 

local authorities/public health 
• Some surgical procedures of Sexual & Reproductive Health Services: by clinical 

commissioning groups 
• Abortion services: by clinical commissioning groups or the NCB 
• Genitourinary Medicine Services: by local authorities/public health 
• Some surgical procedures of Genitourinary Medicine Services: by clinical 

commissioning groups 
• Provision of PEPSE within Genitourinary Medicine Services: by local 

authorities/public health 
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• HIV treatment and care: by the NCB 
• Sexual assault services: by the NCB 
• Psychosexual services: unclear 

 
7.3 The multiple fragmentation of commissioning could restrict ambition for more integrated 
services designed around the patient, allow cherry-picking and adversely impact on training. 
 
7.4 In response to concerns raised by BASHH and the British Association of HIV around this 
issue, the Department of Health have undertaken a survey of procurement intentions 
regarding the tendering of sexual health services and implications for HIV treatment and 
care. The deadline for responses was 12 October and the Department are currently analysing 
the results and identifying any further actions that are needed. 
 
7.5 As highlighted above, SRH services also have clinical pathways which will overlap with 
NHS funded services, particularly gynaecological care. A common example is that a woman 
may have a contraceptive device fitted for gynaecological reasons rather than for 
contraceptive purposes, yet it is uncertain who would be responsible for paying this 
provision. Without payment structures in place, there are real dangers that the fragmentation 
of the commissioning infrastructure will result in patient’s not receiving the care and 
treatment they need delivered by those most skilled to deliver that care. 
 
7.6 BASHH and the FRSH recommend the establishment of sub-national, supra-local bodies 
which would facilitate joined-up commissioning between GUM and SRH and the different 
aspects of NHS services related to Sexual Health such as gynaecology and HIV services.  
 
8.0 The financial arrangements underpinning local authorities’ responsibilities, including 
the ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
 
8.1 Local authorities are under significant financial pressure, in particular from social care 
budgets. Furthermore, the Department of Health has conceded that spending estimates for 
Public Health “may have been an underestimation” in many areas, leading to concerns that 
the ring-fenced money allocated to local authorities may not be a true reflection of the 
amount needed. 
 
8.2 Financial pressures may result in Local Authorities commissioning services according to 
block contracts, rather than a tariff based system where services bill according to the number 
of patients they see. 
 
8.3 Sexual ill-health does not respect local authority boundaries; many men and women 
require sexual health services when they are away from their borough of residence. The open 
access nature of services means that SRH care is dependent on a system that allows cross 
charging. 
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8.4 Without a tariff such cross-charging arrangements may prove difficult.  For instance, 
some commissioners have said that from 2013 they do not intend to pay a tariff for their 
sexual health attendees seen in other areas.  
 
8.5 The lack of effective cross-charging will put increasing pressure on the London and 
provincial city clinics and will certainly not encourage clinics to provide excellent and 
renowned services. In fact it may perversely promote poor service provision to discourage 
people from the surrounding areas. In turn this will lead to increased prevalence of STIs, HIV 
and unintended pregnancies.  
 
8.6 The continuation of the sexual health tariff would support the aspirations set out in the 
White Paper where, “money will follow the patient through transparent, comprehensive and 
stable payment systems across the NHS to promote high quality care, drive efficiency, and 
support patient choice.” 
 
For more information on the Faculty of Sexual and Reproductive Healthcare and the British 
Association of Sexual Health, please see their websites: 
http://www.fsrh.org/   
http://www.bashh.org/ 
 
 
November 2012 

http://www.fsrh.org/
http://www.bashh.org/
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Written submission from Newcastle City Council (HLTH 36) 

This submission provides further evidence by Newcastle City Council, in addition to that 
submitted collaboratively through evidence provided by the Core Cities and the UK Health 
Cities Network. 
 
The introduction of a public health role for councils 
This is the re-introduction of a public health position that councils held previously. We 
should acknowledge that councils have always had a key role in tackling public health issues 
such as health inequalities and the wider determinants of health.  Taking on this role once 
more confirms our leadership role and ability to work with communities and partners to find 
innovative solutions that can have the greatest impact on the wider determinants of health 
and can encourage the adoption of healthier lifestyles.   We acknowledge that the task is 
significant at a time when resources are scarce, but there is willingness from the sector to take 
responsibility and to drive change.  
 
The adequacy of preparations for the new arrangements 
It is all too easy to spend the preparation time on the technical aspects of transfer - such as 
transfer of HR, contractual responsibilities and the management of risk.  Whilst these are 
important, they can also distract from the wider aspects of transforming our approaches to 
the way we work so that we are better placed to improve wellbeing and health throughout 
everything we do.  For Local Authorities, there is a large workforce development agenda - not 
only do we need every contact to be a health improving contact, we also need every decision 
to be a health improving decision.  In addition, the more specialist public health workforce 
need to be supported to use their expertise in a different kind of setting - one that supports 
political activity and social change, not just the commissioning of services 

 
The objectives of the new arrangements and how their impact can be measured 
Measuring wellbeing and health, changes to wellbeing and health over time, and inequalities 
in wellbeing and health are important aspects of learning about and understanding the 
situation we need to improve.  However, there is a risk that such measurement becomes an 
end in itself, rather than a means to understanding.  Measuring impact in the short-term can 
lead us to focus on individual interventions where there is a greater evidence base, rather than 
enable us to use our energy and resources to drive social change that will lead to sustained 
improvements for wellbeing and health for this and future generations.  The impact of the 
new arrangements needs to be evaluated in terms of how it builds the use of health and health 
equity into all our thinking and actions - this is a shift in approach that does not necessarily 
lend itself to measurement.   
 
The intended role of Health & Wellbeing Boards in coordinating the NHS, social care and 
public health at a local level 
We welcome the role of Health and Wellbeing Boards in joining up both commissioning and 
provision of services.  However, we are concerned that in describing the role of the Board, 
other possible ways of intervening to improve wellbeing and health are often overlooked.  
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Local Authorities do more than commission and provide services to individuals - we also 
need to bring to bear the mechanisms we have at our disposal to improve the wellbeing and 
health of whole populations, such as spatial planning, regulation and crucially supporting 
communities to mobilise and use their own assets and resources to improve their own and 
others wellbeing and health.  These functions need to be seen as part and parcel of our 
integrated approach to improving wellbeing and health - and is the reason why we in 
Newcastle have extended the role and membership of our Health and Wellbeing Board 
 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, well-being, social care, housing and 
education 
See Q1 and Q2. 
 
Barriers to integration including issues in multi-tier areas 
Partners in Newcastle are all committed to improving wellbeing and health of local people 
and working together in a cohesive way - both strategically and operationally.  Often barriers 
are created by performance regimes and planning requirements established nationally that 
distract partners from working well in partnership.  Currently, for example, our two CCGs 
are so engaged in authorisation activity that it is difficult for them to also take part in all the 
conversations we'd like to be having.  The multitude of different funding streams with 
different requirements do not help either - especially when investment made in one place can 
result in savings elsewhere and or there are perverse incentives.  That is why we like the idea 
of a health and social care 'city deal' - to give us more flexibility around both investment and 
re-investment.  We are setting up a Social Care Commission to investigate this idea further. 
 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 
We already have strong local arrangements for responding to public health emergencies and 
the local authority has been an active player in leading resilience arrangements.  The transfer 
of public health staff to the local authority will only strengthen this relationship and we are 
confident that we will build an effective relationship with Public Health England.  
 
The accountability of Directors of Public Health 
The structural accountability and functions of Directors of Public health have been defined.  
However, accountability for improving wellbeing and health lies with the council, not just 
with the individual post-holder.  Accountability is more than just a ‘vertical’ relationship – it 
is about working collaboratively, persuading, negotiating, championing and advocating. 
 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring fencing of budgets and how the new regime can link with the operation of 
Community Budgets. 
The links between poor health and income and the importance of the wider determinants of 
health were highlighted in the Marmot Review.   The overall funding levels for public health 
are comparatively low compared to the overall spend on healthcare services in England. 
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There is a clear case for investment in health improvement/prevention if we are to reduce the 
net costs to the public sector in future years. With this in mind we are therefore greatly 
concerned at what appears to be a potential reduction in future funding shares of 21% 
resulting from the initial funding formula.  We are also concerned that the health premium 
appears to be delayed until 2015/16. 
 
 
November 2012 
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Written submission from Dr Mike Grady (HLTH 37) 

HEALTH INEQUITY, PARTNERSHIP AND THE ROLE OF LOCAL GOVERNMENT 
 
Context 
 
The global financial crisis and widening health inequities in England raise significant 
questions about the relationship between the state and individuals and communities and 
especially about approaches to deprivation within this changed context, challenging more 
traditional models of the welfare state.  
 
The direct impact of the recession will mean fewer jobs, less spending, higher personal debt, 
and greater demand for services.149 Whilst the position is complex, it is likely to impact 
adversely on mental health and wellbeing, and potentially exacerbate the health inequalities 
gap especially in communities facing multiple disadvantage. 150 
 
This paper considers the policy issues raised by health inequalities and argues for a 
strengthened role for local government in creating a new culture and contract to deliver 
greater health equity and social justice for local communities.   
 
Strategic Review of Health Inequalities in England.  
 
Fair Society, Healthy Lives, a strategic review of health inequalities in England post 2010 (The 
Marmot Review)151, gathered together the best global evidence to guide policy and practice in 
the coming years, in order to achieve a fairer distribution of health: narrowing the gap. 
 
The evidence is clear. People with higher socio-economic status have a greater range of life 
chances, more opportunity to lead flourishing lives and better health. The links between the 
social conditions in which people are born, grow, live, work and age and their health status is 
critically important.  
 
There is a clear social gradient in health in England. People in the poorest neighbourhoods 
die 7 years sooner than those in the richest and have 17 years fewer of healthy life years 
The human costs are there for all to see. If everyone enjoyed the same mortality rate as the 
most advantaged, those people who are currently dying prematurely as a result of health 
inequalities would, in total have enjoyed between 1.3 and 2.5 million extra years of life. 
152.They would, in addition, have had a further 2.8 million years free from limiting illness or 
disability.153 

                                                      
149 Cabinet Office. (2009) Learning from the past: Tackling worklessness and the social impact of recession. 
HMSO 
150 Friedli L. (2009) Mental Health, resilience and inequalities. WHO Europe. 
151 Marmot M. (2009) Fair Society, Healthy Lives. Strategic Review of Health Inequalities in England. The 
Marmot Review. 
152 Frontier Economics (2009) Overall costs of health inequalities. Submission to the Marmot Review. 
www.ucl.ac.uk/gheg/marmotreview/Documents:  Suhrcke M (2009) The economic benefits of reducing health 

http://www.ucl.ac.uk/gheg/marmotreview/Documents:
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The financial cost of health inequality is enormous too. It is estimated that productivity losses 
of £31-33 billion per years are incurred as a consequence of health inequality. Lost taxes and 
higher benefit payments are approximately £20-32 billion per year.154 The NHS health care 
costs are well in excess of £5 billion and if no action is taken the costs of treating the various 
illnesses from obesity alone will rise from the current £2 billion to nearly 5 billion in 2025.155  
 
Both the human and the economic case for measured and concerted action is compelling and 
action to improve public health needs to be taken at both national and local levels. The 
evidence is more socially cohesive societies with developed welfare states; high quality 
education and good access to health services for all have created the conditions within which 
citizens flourish. However health inequities in some countries continue to increase with 
widening inequalities in people’s living conditions and declining social mobility and social 
cohesion. Health inequalities are widespread, persistent, unnecessary, detrimental to us all 
and unjust.156 
 
The Marmot strategic review recommended action is taken on the social determinants of 
health through 6 policy objectives: 
 

• Give every child the best start in life.  
Early childhood experience has a profound effect on health and development 
throughout life with the foundations of key aspects of development (physical, 
intellectual and emotional) laid at this stage. 
 

• Enable all children, young people and adults to maximise their capabilities and 
have control over their lives 
Educational attainment is one of the key predictors of physical health and mental 
wellbeing as well as income, employment and quality of life. 

• Create fair employment and good work for all. 
Being in good employment is protective of health and wellbeing. Getting people into 
work is of critical importance. Work needs to be able to offer a decent wage, 
opportunities for development flexible and offer protection from adverse conditions 
which can damage health. 

• Ensure healthy standard of living for all. 
Income levels from wages and social protection systems should support healthy 
living including nutrition, physical activity, social interaction, transport etc. 

• Create and develop healthy and sustainable places and communities. 

                                                                                                                                                                     
inequalities in England Submission to the Marmot Review. 
153 Frontier Economics (2009) op cit 
154 Frontier Economics (2009) op cit 
155 Morris S (2009) Private Communication. 
156 Marmot M. WHO European Review of the social determinants of health and the health divide. Lancet Vol 
380 September 15 2012. 
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Places and communities are important for physical and mental wellbeing. Social 
capital within communities promotes resilience and wellbeing. 

• Strengthen the role and impact of ill health prevention. 
Ill health prevention and early detection should be scaled up across the social 
gradient. 

 
Action consistent with these policy recommendations is essential if the social determinants of 
health inequalities are to be tackled across the social gradient and if greater fairness and social 
justice are to be developed.  It is unlikely that any single strategy or action which relies on 
intervention in one part of the system will be effective or create the synergy necessary to 
reduce overall health inequalities. Concerted effort, of sufficient scale and intensity, will be 
required across the whole range of interacting factors that shape health and wellbeing - in 
particular, early child development and education, employment and working conditions, 
housing, urban planning and neighbourhoods, transport and an adequate standard of living 
to participate fully in society. 
   
The social gradient is important. Social policy on health inequalities has for the most part 
been focussed on the most disadvantaged in our society. It is right to focus special efforts on 
the poorest but if the focus is only on the poorest everyone above the bottom, bar the richest, 
lose out. The social gradient in health demonstrates that health is progressively worse as the 
socio-economic hierarchy is descended. 
 
It is possible to have a much shallower gradient than is currently the case in England. Action 
to achieve this should be universal but with a scale and intensity that is proportionate to the 
scale of disadvantage. Greater intensity of effort and investment is likely to be required to 
address the greater social and economic disadvantage; but focussing only on the bottom of 
the gradient means tackling only a part of the problem. 
 
The white paper on public health “Healthy Lives, Healthy People recognises that health is 
determined by wider social influences throughout life right from the beginning. Action is 
proposed across the policy objectives set out above with the exception of the policy objective 
relating to a healthy standard of living for all. There was a helpful emphasis on the key role of 
local government in leading local collaboration to address health inequalities and the 
orchestration over time of local action to reduce the health inequities gap by addressing the 
social determinants of health taking a life course approach and addressing the ‘causes of the 
causes’ the conditions in which people are born, grow live, work and age and in the 
inequalities in power, money and resources which give rise to those conditions.157. 
 
The Role of Local Government in Tackling Health Inequalities. 
 

                                                      
157 Marmot M (2012) op cit 
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The Marmot Review argued for a greater emphasis on the potential roles of local government 
in addressing the social determinants of health. This is entirely consistent with local 
government’s roles in: 
 

• Providing community leadership, to extend civic participation and deepen democracy 
• Exercising its powers to secure the health and wellbeing of local people and 

communities 
• Promoting community safety, place shaping and place shielding  
• Commissioning and providing a range of regulatory and support services 
• Acting as a major source of investment, employment and income for the local 

economy. 
 
Together these roles and responsibilities place local councils in a unique position to take a 
whole population view of the local area and bring together all agencies – public, private and 
the voluntary sectors to tackle the cross-cutting local issues which affect local residents and 
communities and in mobilising action to tackle health inequalities and wellbeing. 
 
Creating an enabling society which maximises Individual and community potential. 
 
Extending democracy and giving individuals and communities a voice is an essential 
prerequisite to addressing health inequalities.158 “Democracy has to be judged not just by the 
institutions which formally exist but by the extent to which different voices from diverse 
sections of people can actually be heard”.159This means moving beyond routine consultations 
to creating active engagement and mobilising local contributions, and creativity in both 
defining local issues and developing local solutions.  
 
Alongside this, a sharper emphasis and focus on the social determinants of health and 
wellbeing would provide a natural extension for democratic local government, building on 
current powers to promote health and wellbeing through sustainable community strategies, 
local enterprise partnerships and health and wellbeing boards.  
 
This role becomes the more important at a time when the impact of the global fiscal crisis is 
placing greater pressure on individual and communities and public services, and where many 
people feel alienated from formal political processes and active local engagement.    
 
In this context, there is a danger that the focus of public service shifts to prioritising the most 
vulnerable and striving to do this with fewer resources, rather than seizing the opportunity 
for more radical reform. Such reform would seek to transform the ways in which services are 
designed and framed, taking an upstream perspective on the whole population, and 
complementing remedial work with earlier intervention and prevention, through a focus on 

                                                      
158 Marmot M. (2009) op cit 
159 Sen A (2010) the Idea of Justice. Penguin Books London. p xiii. 
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promoting health and wellbeing, building resilience, capacity and capability within the 
community.160  
 
In addressing deprivation and inequalities, too many governments and welfare services have 
regarded users and the public as passive recipients of services.   This deficit model, focused on 
problems, needs and deficiencies, served to further disempower already disadvantaged groups 
and communities fostering dependency and undermining collective resilience.  
 
A fundamental shift to a more asset based approach is needed, which would value and 
mobilise local contributions, skills, understanding and capabilities.161 This developmental 
model, focused on co-production of health and wellbeing, encourages people and 
communities to participate in public services on an equal basis with professionals, and to 
exercise their knowledge and capabilities with increased self-confidence and reliance. 162 This 
approach challenges existing professional and political power structures, removes barriers to 
participation and aims to maximise community capacity and social capital.163 
 
Taking a proactive approach to developing social capital would pay long term dividends. The 
quality and level of social capital is shaped by the ability of communities to define and 
organise themselves, and by the ways in which they are involved in decisions about their lives.  
 
The evidence is strong that social networks reduce risks to mental illness and leave 
individuals and communities healthier, happier and more capable of providing mutual 
support. The most powerful sources of stress are low status and lack of social networks 
especially for parents with young children.164  Resources invested in prevention can decrease 
service costs in the longer term.165 
 
Taking a whole system partnership approach 
 
The Marmot review of recent policies and strategies to reduce health inequalities highlighted 
the need to confront the complex, multi causal and multi factorial causes of the problem. This 
means adopting a “whole systems” approach to addressing the inter-connected issues, with 
concerted, systematic and scaled up interventions based on the available evidence.  
 
The implementation challenge includes building robust partnership working within Health 
and Wellbeing Boards between a wide range of public private and voluntary organisations, 
and strengthening the leadership role of local government as an orchestrator of these inter-
organisational partnerships.  This is not to suggest a dominant role for local government, but 

                                                      
160 Sen A.(2010) op cit 
161 IDeA (2010) A Glass half-full: how an asset based approach can improve health and wellbeing. 
162 Sen. A (2010) op cit 
163 Schuller T and Watson D. (2009) Learning through life: Inquiry into the future for lifelong learning..NIACE. 
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to capitalise on its role as a democratically elected body to act as the leader of the orchestra of 
different players facilitating active engagement by the public, the NHS and other public 
services, and the private, voluntary and informal community sectors  
 
The aim of this kind of whole system partnership working is to secure shared understanding, 
priorities and alignment of national and local agendas underpinned by shared values and the 
collective use of resources to deliver. 166 
 
The Health and Social Care Act 2012 places specific new duties for addressing health 
inequalities on the Secretary of State for Health, the NHS Commissioning Board and Clinical 
Commissioning Groups but does not explicitly include Health and \Wellbeing Boards. 
Establishing the duty on a wider statutory basis could facilitate action to narrow the 
inequalities gap and enhance accountability of the individual stakeholders to deliver on the 
social determinants of health for their communities.   
 
The aim must be a new direction for local authorities and public services with a focus on 
partnership working with local service users, local communities, and across all national and 
local government agencies, helps not only to define the problems to be addressed in “whole 
systems” terms, but also to redefine priorities in terms of outcomes for citizens and 
communities, to iron out the contradictions between different policies, and to reduce 
inefficiencies and duplication between programmes. 167 
 
Place based budgeting and collaborative action holds the potential to bring about a shift in 
culture which would see services focused on empowering individuals and communities and 
creating the conditions within which people take control of their own health and well-being. 
It moves away from over –reliance on small scale health improvement projects to harness 
mainstream spending in a clear strategy of co-production to address individual and collective 
health and wellbeing. 
This lies at the core of a progressive universal approach to early years development and 
schooling taking a whole population focus with programmes such as Surestart and whole 
school approaches. 
  
This calls for new forms of political, civic and executive leadership grounded in public 
participation and whole systems thinking to create the conditions in which individuals and 
communities take control.168 Leadership and capacity must be nurtured within communities 
and championed by local partnerships focussed on delivering health and wellbeing with the 
local population. The current unprecedented reductions in Local Authority allocations 
present significant challenges.  
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Progress is more likely to occur in mature partnerships which have negotiated an agreed 
strategic vision, shared values and priorities, and collective authority, to focus resources and 
joint action on the social determinants of health and well-being  -namely early childhood 
development, education, good employment, income maximisation, good urban planning and 
design and sustainable communities. 169 
 
A whole system focus of this kind on the health and well-being of people and of places will 
not only help to tackle the social determinants of health, but also to extend our understanding 
of the potential role of citizens and communities in creating and developing a more cohesive 
society.  
 
CONCLUSION  
 
Key policy issues raised by health inequalities in England have been highlighted together with 
and action necessary to address the health gap through partnership and public service. 
 
Social inequalities in health arise from inequalities in the conditions of daily living: early 
years, education, work, income, housing, transport and social position and shape health and 
wellbeing. Single agency responses to such complex problems are insufficient to address these 
social determinants of health. Effective responses call for more radical action across the whole 
system with a strengthened role for local government providing transformational leadership 
in partnership with local people and communities. This would be centred on extending 
democracy and participation using a more asset based approach to facilitate co-production of 
strategies and services in new power relationships between professionals and the public. The 
aim is to build greater self-confidence and resilience among individuals and the local 
communities in which they live, work and grow up by using a population approach to health 
and wellbeing focussed on place to deliver local solutions using common local resources in 
partnership. The development of such corporate action, communal resilience and stronger 
social networks become all the more important as Local Authorities and other Public Services 
face significant budget reductions  and increasing demand. 
 
 
November 2012 
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Written submission from Leicestershire County Council (HLTH 38) 

The Role of Local Authorities in Health Issues 
 
Background 
 
Leicestershire County Council was keen to embrace the opportunities presented by the 
Health and Social Care Act.  With its history of working through meaningful partnerships, 
both with the NHS and other agencies, it recognised the potential for improvements through 
collaboration and was keen to begin this by being an early implementer of Shadow Health 
and Wellbeing Boards.  The Leicestershire Shadow Health and Wellbeing Board held its first 
meeting in April 2011. 
 
Specific details relating to Public Health Transition are set out below. 
 
The introduction of a public health role for councils 
 
• Leicestershire County Council has had a joint appointed Director of Public Health 

(joint with NHS Leicestershire County and Rutland and Rutland County Council) for a 
number of years and Public Health staff have been co-located with the County Council 
since January 2011.  The Health Protection Agency has also been located at County Hall 
since the beginning of this year. 

 
• Mr White was appointed Cabinet Lead Member for Health in February 2011.  He chairs 

the Shadow Health and Wellbeing Board and is advocate for public health amongst 
elected members. 

 
• The Public Health Transition Plan is a programme containing four distinct projects.  

They are:- 
 

1. Ensure a robust transfer of systems and services 
2. Meet Public Health Delivery Plan and targets during the transition year (2012-

13). 
3. Transfer and maintain an effective public health workforce 
4. Transfer infrastructure to support public health delivery. 

 
• Robust governance arrangements are important.  The Governance of the Transition 

Plan is primarily through the Public Health Transition Steering Group, which reports 
to the Joint Change Programme Board.  (This comprises executives from the Primary 
Care Trust, the Council and leaders of GP Clinical Commissioning Groups.) 

 
• The most challenging area of Public Health Transition is the transfer of contract from 

the NHS to the Local Authority. 
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• The other significant issue of concern is the budget.  The final allocation for 2013/14 is 
due to be announced on 19 December.  A budget pressure in excess of £1m is 
anticipated. 

 
The adequacy of preparations for the new arrangements 
 
• In 2009 Leicestershire County Council already had a Joint Change Programme Board 

operating at executive level between the Council and local NHS. Following the 
announcement of the NHS reforms programme, the terms of reference for this Board 
were amended and its focus directed at overseeing the transition.  The Joint Change 
Programme Board is responsible for four key strands of work: 

 
1. Transition of public health services from the NHS to the Council 
2. Development of local Healthwatch 
3. Joint commissioning (now called integrated commissioning) 
4. Implementation of the Shadow Health and Wellbeing Board. 

 
• Co-location of Public Health staff with the County Council has been beneficial, 

particularly in terms of the development of individual relationships between public 
health officers and the relevant county council officers and elected members.  It has also 
given Public Health staff an understanding of the political and departmental set up of 
the County Council.  

 
• It is difficult to prepare fully for the transition to the County Council without knowing 

the 2013/14 budget allocation. 
 
The objectives of the new arrangements and how their impact can be measured 
 
• Smooth transition is one of the objectives of the new arrangements and in 

Leicestershire this is being achieved. 
 
• An important objective is to make the most of the impact that Public Health can have 

by being part of the Local Authority.  This has been achieved through close working 
with County Council departments, examples include the library health and wellbeing 
offer, wellbeing Wednesdays, substance misuse in young people, healthy schools, 
teenage pregnancy, active travel. 

 
• The impact of the new arrangements will be measured by successful delivery of the 

outcomes of the Joint Health and Wellbeing Strategy. 
 
The intended role of Health and Wellbeing Boards in coordinating the NHS, social care 
and public health at the local level 
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• The Shadow Health and Wellbeing Board. has set up five subgroups to help shape 
commissioning decisions and to support the delivery of more joined-up service 
provision.   

 
• One of these subgroups is the Integrated Commissioning Board, which has the 

following two aims:- 
 

1. To oversee the management of relevant areas of existing joint NHS and local 
government investment 

2. To manage a targeted programme of investment that exploits new opportunities 
where greater alignment between health and social care expenditure could lead to 
improved outcomes, greater resource efficiency and potential decommissioning 
plans. 

 
How all local authorities can promote better public health and ensure better health 
prevention with the link to sport and fitness, wellbeing, social care, housing and education 
 
• New commissioning arrangements and a new model for the delivery of sport and 

physical activity within Leicestershire have been developed in the past year.  
Leicestershire and Rutland Sport (LRS) is the lead commissioner with a move towards a 
family centred, physical activity model targeted on those who do no, or little, physical 
activity.  The Leicestershire District Councils deliver this model at a locality level. 

 
• The commissioning model for sport and physical activity is now up and running 

throughout Leicestershire.  Half yearly review meetings are being organised with 
District Councils to review progress.  Case studies and monitoring data are being 
collected, including data informing the Social Return on Investment evaluation 
exercise.  There are promising signs that the new model has been productive in 
changing the nature and settings of activities delivered and in extending the partners 
involved in delivering physical activity. 

 
Barriers to integration, including issues in multi-tier areas 
 
• Prevention and early intervention work is not aligned between Public Health and other 

County Council Departments.  A new strategy is being developed to address this.  There 
is also a culture issue relating to the definition of early intervention and prevention. 

 
• Public Health has to commission from NHS providers until April 2013 – this has 

prevented alignment with County Council commissioning. 
 
• In Leicestershire, the Public Health team has a good relationship with District Councils.  

Each District Council has a public health link advising on evidence, priorities and needs 
assessments as well as ensuring join-up with county-wide services. 
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• There is a specific District Council Chief Executive designated as health lead.  She co-
ordinates the work of the District Councils. 

 
• Good personal relationships are at least as important as structures to make partnerships 

work. 
 
How the transfer to local authorities of the front-line health protection role and the 
creation of Public Health England will affect resilience arrangements at the local level 
 
• A Leicester, Leicestershire and Rutland Health Protection Board is being established as 

a sub committee of each of the three Health and Wellbeing Boards in Leicester, 
Leicestershire and Rutland.  Local authorities will take on a new role of assurance with 
regard to health protection issues and the establishment of this Board will be the 
principal means of achieving this assurance. 

 
The accountability of Directors of Public Health 
 
• The Director of Public Health is a Chief Officer and a member of the County Council’s 

Corporate Management Team. 
 
• The Director of Public Health has direct accountability to the Chief Executive. 
 
The financial arrangements underpinning local authorities’ responsibilities, including the 
ring-fencing of budgets and how the new regime can link with the operation of 
Community Budgets 
 
• A budget pressure for Public Health in excess of £1m is anticipated. 
 
• The County Council has already invested in public health, in addition to the funding 

through the PCT. 
 

 
 
November 2012 
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Supplementary written submission from Leicestershire County Council (HLTH 38a) 

Thank you for the opportunity to give evidence to the committee and for your request for 
further information in relation to question 269: 
 
269 Chair: Just turning to the question I asked at the end to the other witnesses, does your 
public health strategy for your area include the investment strategy of your pension fund, and 
have you, for example, decided not to invest in or withdraw investment from tobacco 
companies? Could I have a short answer from each of you as to how you are thinking on this? 
 
Leicestershire’s draft Joint Health and Wellbeing Strategy does not include the investment 
strategy of the pension fund. 
 
The issue of pension fund investment in tobacco companies has been raised. The council is 
aware of public concerns about this issue, particularly as it is taking responsibility for public 
health services. The council must balance the need to make a return on investments for 
pensions with wider concerns such as public health and will, therefore, keep such investments 
under review. 
 
Please let me know if you require any further information. 
 
 
December 2012 
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Written submission by Liam Hughes, LGA and NetworkIdea Associate and  
Independent Chair of Oldham`s Shadow Health and Wellbeing Board (HLTH 39) 

Introduction  
- The establishment of Health and Wellbeing Boards and the transfer of key local public 

health functions to local councils provide a huge opportunity to rebalance national 
effort and strengthen the upstream building blocks for health. The big risk is that 
issues related to health and social care provision will “crowd out” attention to the 
wider determinants of health and the urgent need for changes in lifestyle and 
behaviour.  We have a unique opportunity to build more sustainable, healthier and 
more resilient communities, and the new Boards will need to be courageous about 
maintaining this ambition in the face of more immediate pressures.   

 
Health and Wellbeing Boards  
- The rapid development of the Boards is a significant achievement. They are charged 

with working to improve health, reduce health inequalities, integrate health and social 
care (and housing?) services, and produce better outcomes for local people through 
improved commissioning. Their key functions are to promote systems 
coherence/alignment and mobilise support for improvement. 
 

- There are positive signs about these challenges.Shadow Boards are developing quickly, 
they have used their preparatory time to build relationships, engage with stakeholders, 
come to grips with their leadership responsibilities, develop a shared understanding of 
the local story for health improvement, and develop draft strategies. 

 
- The Boards can learn from previous improvement initiatives. “Communities for 

Health”, “Healthy Places, Healthy Lives” and the “Academy for Large Scale Change” 
brought people together in the common effort to generate significant health 
improvement across complex systems. The LGA`s National Programme for Tobacco 
Control,  “Ageing Well” and “Healthy Communities” programmes  also provided 
valuable learning about improvement methods, and helped prepare the ground for 
Health and Wellbeing Boards.  

 
- Despite these positive examples, the evidence about partnership working has often 

been disappointing. There is  limited evidence about partnerships producing 
sustained health improvement, nor have they been able to move much investment 
upstream. It is, therefore, an act of faith that Health and Wellbeing Boards will be able 
to generate better outcomes for population health and service integration.  

 
- One of the key indicators for the success of Health and Wellbeing Boards, therefore, 

should be the scale of the redirection of commissioning investment upstream into 
prevention. There is good evidence about the value of such investment, eg, for 
stopping smoking, increasing physical activity, preventing excess seasonal deaths and 
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loneliness, and improving mental health. It would be helpful to have indicative targets 
for the pace of change, and better advice about the “best buys”.   

- Boards are developing a common language and are beginning to provide a common 
strategic framework and a shared culture for local stakeholders. Lead GPs and 
councillors, in particular, are learning about each other, and discovering that they 
have common experiences and aspirations – they work for long periods at the sharp 
end of things in particular neighbourhoods, they have local information about needs 
and assets, and they see at first hand the effects of social and economic change and the 
impact of national policies.  
 

- Some CCGs are already making upstream investments alongside their Health and 
Wellbeing Boards, eg, by tackling fuel poverty and loneliness, promoting walking and 
prescribing book therapy.  

 
- Board membership is settling down. Most now include the Voluntary, Community 

and Faith Sector, many have a member with experience of health provision, and at 
least one is chaired by a senior police offer. Very few, however, have enlisted Board 
expertise from people with a background in spatial planning, regeneration and 
housing; sports, culture and leisure; or economic development, commerce and 
industry. A small number of councils have merged their work on crime reduction 
with health and wellbeing.  

 
- Boards have the potential to influence patterns of commissioning and expenditure. 

They are concentrating on a small number of key themes and priorities where they 
can add value, and learning how to balance the tensions between being strategic, being 
executive and being inclusive. They have come late to the party, and are dealing with a 
pre-existing and complex world of interacting partnerships and initiatives. Handling 
these interdependencies is challenging. 

 
- They are considering how they can gain traction to generate change (by informing, 

influencing and directing the activity of others in their area). They are determined not 
to “sit like clouds” above the action, nor attempt to “micro-manage” it. They are 
seeking to position themselves as local leaders - promoting more integrated systems of 
work, mobilising action for improvement, and holding each other to account.  

 
- The national programme of Board support has helped, and most Boards are making 

use of facilitated development from the LGA and NHS Leadership Programme or 
elsewhere. Common development strands include leadership and board behaviour, 
engagement with partners and other stakeholders, communications and community 
engagement, developing priorities and strategies from the JSNA,  and integrating 
health and social care commissioning. The Scenarios developed by Birmingham 
University have helped. Continuing support to promote effective and productive 
Boards will be needed in some form post-April 2013, and one key area for further 
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work is helping Boards to handle the investment costs and dividends which arise from 
improvement effort across the partnerships.  

 
Public Health Teams and Budgets 

-  The public health transition is going well in most places, and teams have been made 
welcome by local government colleagues. There is still anxiety about the amount of 
funding to be transferred from the NHS for the designated functions, the duration of 
the ring fence, financial substitution for council services, the organisational position 
of the Directors of Public Health, and the future prospects for individual staff. 
 

- Public health approaches to population health and the evaluation of good investments 
have much to offer local government, not least in terms of demonstrating that good 
health, like good education and reduced crime, is a local asset which contributes to the 
long-term sustainability of a place.   

 
- So far, Public Health England is winning the confidence of both public health 

specialists and the local government sector. They are conscious that the switch from 
top-down direction to sector-led improvement requires first-rate data and 
intelligence, the identification of blind-spots, and the will to take action about them. 
Public Health England, therefore, should be more of an ally and “critical friend” than 
a regulator. 

 
- We will need to raise the “health literacy” of Board Members. NICE guidance, eg, is 

important when Boards consider their priorities. However, there are gaps in the 
evidence base,  eg, there is a shortage of useful material about the social return on 
investment from social care. (One example of some interesting recent research is the 
Bristol/University of the West of England work on the social return from efforts to 
reduce loneliness, which is due to report soon).   

 
- There is concern that arrangements for health protection and resilience need more 

attention. The key role for organising the local response to public health emergencies 
is to rest with Directors of Public Health, and through them with both their councils 
and Public Health England. DPHs will need reassurance that they can still mobilise 
the support of other health professionals as necessary. Councils, of course, have had 
considerable experience of handling major emergencies, and the new location of 
DPHs inside the council should help to strengthen resilience planning. 

 
- There is likely to be a shortage of experienced senior public health staff, and whilst a 

start has been made in preparing the next generation of leaders, more needs to be 
done – not least because their new home in local government requires even greater 
skills in working in a political environment, and brokering inter-sectorial alliances. 
The Local Government Association and the Faculty for Public Health have worked 
together to find solutions to some (but not all) of the dilemmas associated with the 
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transfer of staff, and the LGA has run an extensive orientation programme for public 
health teams. 

 
- We should not underestimate the importance of the statutory offer of public health 

support to the CCGs. Public health specialists see their work on clinical 
commissioning priorities and evidence-based interventions as an integral part of their 
professional activity. The fear is that this will quickly become a distraction from work 
on the wider determinants of health and lifestyle issues – the Marmot agenda.  

 
- Budgets are a matter of concern. The  three key risks are that: 

 
a) insufficient funds will be transferred to cover existing   commitments 
b) local councils will raid the funds 
c) too much energy will go on arguments about the relatively small sums transferred 
with public health teams rather than the potential of the whole public services budget. 
 
In relation to b), my personal view is that the public health budgets cannot be entirely 
protected from cuts when local government funds are falling steeply, but substitution 
of funding should only be acceptable when it involves services related directly to the 
transferred public health functions rather than other local government functions.  
 
Involving Districts, Formal Partnerships and Other stakeholders 

- Counties and Districts are working together thoughtfully to make sure that the 
Districts are fully involved in what can and should have a very local focus, and what 
can best be done at county level. It is generally recognised that much successful health 
improvement will have strong local roots. Inevitably, there will be some tensions, and 
Districts have sometimes thought that they have become invisible from the centre. 
 

- Some County Boards, in the effort to become inclusive, have offered places to all their 
Districts and become quite large. They often tackle their executive functions through 
subgroups. Others have federated arrangements for Board Membership, are smaller 
and therefore more focused in their approach, but have to work harder at inclusion.  

 
- One consequence of the difference in scale between Unitary Authorities and Counties 

is that the strategies of the former are often likely to be accompanied by delivery plans, 
whilst County strategies are more likely to provide a high-level framework rather than 
a detailed blueprint for action. This framework can then be used by District Councils 
and local CCGs to develop detailed local plans. This difference will make any 
comparative evaluation of the new strategies more complex.  

 
- Most Boards are making a strong effort to reach out to local communities and 

stakeholders as they prepare their strategies. There is far more to be done to reach the 
“Inclusion Health” groups, and Healthwatch will be a major strength in this respect. 
There are already many practical examples of effective engagement activity, often 
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building on pre-existing arrangements. In addition to making use of these 
mechanisms for neighbourhood and community engagement, most Boards have also 
set up forums for partners, providers and other stakeholders. 

 
- Far less attention has been given to mobilising effort for change in communities and 

neighbourhoods. Boards will need to explore how best they can support community 
health development and social marketing as well as approaches to individual change 
such as motivational interviewing. The recent national emphasis on public mental 
health is important for health as a whole.    

 
- Boards have given considerable thought to how best to link up with providers (large 

and small). Some have Board Members with experience of health provision (chosen 
not as sector representatives but for their contribution to the work of the Board). A 
very small number have recruited people with housing and regeneration experience, 
which is a matter of concern given the need to focus effort on the wider determinants 
of health. Even fewer have direct connections with business and commerce, although 
most Boards are building productive relationships with their LEPs.   

 
The wider context 

- Many Boards are concerned about the impact of major policy changes on health, 
especially the welfare reforms, the availability of housing, the funding of care and the 
impact of reductions in council resources on the voluntary sector. It is important to 
promote economic recovery, secure sound finances and reduce welfare dependency. 
However, for some of the most vulnerable people in our society, the combination of 
reduced income, more insecure housing and reduced support will work against the 
grain of health improvement.   

 
 
November 2012 
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Written submission from Professor Chris Bentley (HLTH 40) 
 
Public health and local authorities 
 
Introduction 
This submission is based mainly on the experience gained by the Health Inequalities National 
Support Team (HINST) in supporting local areas to pursue a national target to reduce the gap 
in mortality between the most deprived twenty per cent of local authority areas and the 
national average, by 10% by 2010. This testing target brought into focus two important 
disciplines. How do you make a percentage change in a measure at population level?  And 
how do you do that in a relatively short timescale? In attempting to achieve these goals, a new, 
very pragmatic focus needed to be brought to the work. HINST helped to develop and refine 
such approaches in the course of in depth appraisal and support visits to all 70 of the most 
deprived local authority areas, and in the course of this established a series of ‘how-to’ 
principles that would be necessary. As a starting point it was necessary to ‘de-mystify’ the 
problem. Inequalities targets would not be achieved by a form of ‘white magic’ practised by 
public health professionals and practitioners, or by a series of small but eye-catching projects. 
Rather, success would require systematic and scaled-up, public health intelligence-driven, 
evidence based programmes, with a business plan and programme management. 
 
Although HINST and other components of the strategy came into play rather late, evidence is 
now suggesting that the Target was largely achieved (Hennell 2011). 
 
With a change of focus from national targets  to Localism, it was important to ensure that the 
learning not be lost. In effect, Local Authorities and their partners, through the statutory 
Health and Wellbeing Boards (HWBs), are being asked to make measureable changes in local 
health and wellbeing of their population. They will be accountable to their local constituents 
for this, and this means delivering change (in indicators, if not in outcomes per se) 
presumably within the electoral cycle of 4years. The question then is not whether the learning 
of recent years is relevant, but rather how can the principles be adapted to the new context, 
with its new structures and processes? 
 
For the last 18 months I have been working with public health departments, HWBs and 
Clinical Commissioning Groups (CCGs) across England to provide challenge and support 
during the developmental phase of the transition. Based on my previous experience as a DPH 
and as Head of HINST, I think the new arrangements have the potential to provide tailored 
approaches to take forward the challenges of improving health and addressing inequalities. 
However, the risk is of patchiness and variability in quality and effectiveness. I am concerned 
that there are some widespread weaknesses in the way systems are being established. 
 
10 Steps to Measureable Improvement of Population Health and Wellbeing 
In working to support developing HWBs and CCGs, I have established 10 steps to focus on, 
largely based on my learning with HINST and modified by my recent learning in contact with 
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15 – 20 local areas. These are outlined below, together with some commentary on the current 
state of play with each. 
1. Governance: who is running the show? 

• If HWBs are to deliver on the Joint Health and Wellbeing Strategy (HWS) they 
will need to establish strong governance arrangements. As statutory bodies 
they will be held accountable for their own delivery, by local 
residents/electorate, constituent bodies e.g. Cabinet, Overview and Scrutiny; 
CCGs and through some national agreements e.g. Public Health England 
(PHE) Health Premium plans 

• Style will include decisions as to whether they constitute a ‘strategic forum’ for 
collective action, or whether they develop a performance management function 
with which to deliver integrated programmes 

 
The challenge here is fundamental. Most HWBs have spent time with constituent partners 
establishing a series of priorities as the core of their HWS. A number of Boards have then 
gathered together a description of pieces of work already underway through constituent 
commissioners and their providers in relation to this priority (e.g. dementia). This ‘strategic 
forum’ output adds little value. As a local resident, or Overview and Scrutiny Committee, I 
would be asking, ‘so, what has changed as a result of the HWB selecting this priority?’ Are 
there mechanisms in place for the Board to hold individual organisations to task for their 
contribution? Even more important, is the whole strategy greater than the sum of its parts. 
How does joint working make step change possible, and what levers can the HWB pull to 
make this happen. 
 
Commonly now, Boards are planning to meet quarterly. How much momentum can be 
generated and maintained that way? How can the large and complex agenda of health and 
wellbeing for any population be done justice? How can the HWB become the ‘beating heart’ of 
local process for improving health and wellbeing? 
 
A number of these meetings will then have a large membership, and impossibly long and tight 
agendas, in which it can be difficult to do justice to the length and breadth of the agenda. 
 
For this to work, there needs to be a cohesive infrastructure. There are examples where this is 
the case. One Borough has made the HWB itself a slimline Commissioning Body, with a 
membership of 12. Below this there are a number of tightly specified sub-committees, 
including a Provider Forum. These sub structures are themselves entitled to establish task-
and-finish groups. There is to be an annual open public meeting. However, all are answerable 
to the HWB itself, which is of course, statutorily accountable.  
 
Governance arrangements are particularly an issue for Two-tier authorities. A number of 
these have established a set of sub-HWBs, based on District Authority or CCG boundaries. 
These can provide a good pragmatic focus for local knowledge, ownership and accountability. 
The question is, how are the separate processes and contributions brought back together to 
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form a cohesive whole in relation to strategy, priorities and outcomes. What governance 
levers are there for the over-arching HWB to bring it all in line so that it is, itself, accountable? 
While arrangements are still evolving, I have concern that many local arrangements are not 
coming together with the definition and precision in governance necessary to generate step 
changes in population health and wellbeing. 
 
2. Joint Strategic Needs Assessment (JSNA) 

• This should start from  a systematic balanced, non-judgemental  overview of 
health, social care and wellbeing issues, followed by a more detailed drilling 
down on emerging important issues 

• It should combine a top-down more quantitative analysis with bottom-up 
more qualitative inputs from communities, service users and frontline staff 

• It should break down each prioritised topic into meaningful causative 
elements that might be addressed 

• It should not stop at describing problems, but should proceed to highlighting 
the ‘so-what’, possible consequences and potential actions. 

• Ideally needs based assessment could be balanced with an assessment of assets 
• JSNA should be a process, not a document (or website). Findings should 

ideally move from dry analysis, to ‘marketing’ the findings to a range of 
audiences (elected members; LA Officers; GP Commissioners; HealthWatch 
and the public) 

 
3. Priority Setting : how does it really work? 

• Priority setting will usually involve a consultation process, and debate, for 
which officers will be involved in making cases and options appraisal 

• This is the part of the process where corporate ownership of issues is won or 
lost, reaching for the hearts and minds of members and the public. The 
‘anatomy’ of a decision is said to be in three parts: evidence; ethics and politics. 
Case-makers will need to take into account all three elements, not just rely on 
evidence 

• Debate in a Local Authority setting is more often emotive rather than 
scientific/technical. A good example of working with this is using a number of 
less men or women dying for comparative purposes, rather than differences in 
mortality rates projected for each sex. 

 
The JSNA is an important part of the statutory new arrangements. They have been in 
existence for quite a few years now, and over that period have been patchy and variable. Very 
few have adopted the principles outlined above. A number have been re-cycled for a new 
year, and not many completely refreshed to meet their new purpose, forming the basis of the 
HWS. 
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The uneasy balancing act is to combine top-down, largely quantitative analysis with bottom-
up more qualitative intelligence, concerns and opinions from communities and front-line 
staff. Few seem to be doing this well.  
 
In principle, the JSNA should develop a long-list of potential priorities emerging from 
analysis. It should be a broad sweep across the whole field of health and wellbeing, then 
drilling down on key areas for more detail and interpretation. The long list of ‘possibles’ can 
then be put into the public domain, with supporting information, and through informed 
debate and consultation, rationalised into a set of priorities. Few areas appear to have 
followed this theoretical approach. Consulting the public about priorities is often 
unsupported by information in a form suitable to support educated debate. In some cases 
consultation has been almost asking for a yes/no response to a short list of already established 
priorities. In some cases, priorities from public consultation have been followed by a quick 
catch up, to ‘get something in the JSNA about that’. Often, there has been good technical 
analysis of data, but the presentation of the resulting information has not been converted into 
user friendly formats to inform and ‘tell the story’ to a range of audiences.  
Some examples of presentation that drive home their point are shown below. The first (Figure 
1) shows 2 maps of Birmingham. The map on the left grades the numbers of patients 
registered with their GP as having heart disease, darker colours representing higher 
proportions of patients. The map on the right shows the mortality rates for heart disease, 
darker colours representing higher death rates. The complete mismatch is inescapable. It 
demonstrates that patients with greatest need (in the City centre) are not connecting 
effectively with services, while patients in the more well-to-do northern parts are registering 
and getting the benefits of reduced mortality. This leaps out as a priority for the City to act 
upon. 
 
Figure 2 then shows an analysis of application of evidence to people with long-term 
conditions, also in Birmingham. From this it is clear that only half of people with heart 
disease or diabetes know they have the condition. Educating the public about this, and then 
helping to search for the ‘missing thousands’ is something that all partners in the HWB can 
contribute to through their outreach into communities, and contacts with residents and their 
families. GPs will then be able to improve their own performance  in relation to registering 
patients, and getting them on the best treatment, while social care and voluntary sector 
workers can then help health services support patients to make the most of their treatments 
and therapies. Similar approaches apply to alcohol related harm or fuel poverty initiatives, for 
example. 
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Figure 1 

 
 
Figure 2 
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This ‘filtering out’ of the key features of the broader analysis, and using presentational 
techniques to make the issue clear to a wide audience is an important step. The ability to do 
this depends on the availability of population health analysts, together with public health 
specialists, and even communication specialists. The transfer of public health professionals 
and practitioners into local authorities has been very variable, and some do not have the 
critical mass to do other than the minimalist ‘churning out’ of an annual JSNA report. In 
some areas, the analytical capacity has been pooled, which may work, unless it results in 
‘formulaic’ product for its constituent areas, without the local capability to manipulate and 
use the analysis. 
 
In Kent, a two tier Authority, the County HWB has established through its public health 
analytical support that there is a major gap in mortality experience between those parts of the 
community in the most deprived quintile, and the rest. The graph demonstrating this is stark 
(Figure 3), and has left the Board in no doubt that this needs to be a priority. 
 
However, the analysis is also being extended below County level, and this shows that each of 
the different sub-HWB areas, based on CCGs, has a different pattern of inequality. Each will 
be generating its own local (JSNA) analysis, and prioritising action. However, those actions 
will need to add up to County level impact, under the coordinating action and governance 
arrangements of the HWB. 
 
Unfortunately, for many areas, due to capacity or capability issues, population health and 
wellbeing priorities are not being persuasively promoted. 
 
Figure 3 
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4. Setting targets: locally relevant and meaningful 

• Choose testing but achievable benchmarks for change  
• Set ‘SMART’ outcomes with numbers where possible 
• Comparison should be meaningful to local stakeholders 
• Where relevant, makes sense to take account of National Outcomes 

Frameworks and indicators 
• What distributional factors need to be considered? Use needs assessments and 

equity audits to establish the need for graded or targeted responses within an 
area. 

 
Many Joint Health and Wellbeing Strategies I have seen have established a series of priorities, 
but without setting out targets for achievement. For example, they might establish Care of the 
Elderly as an overarching area of concern, and then might select Dementia as a specific. The 
challenge is then: what will be different here in 3 – 5 years’ time as a result of the HWB having 
selected it as a priority? Many strategies I have seen are what I call ‘pink and fluffy’. They are 
well intentioned, but will often not commit to what exactly needs to happen for us to get from 
where we are now, to where we want to be. And how will we know we have got there? 
 
HINST worked with Oldham, who kindly agreed to be a pilot for the approach, to establish a 
practical approach to setting local targets. This focussed on the chosen priority to continue to 
address the high mortality rates in the Borough. The starting point was that the national 
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average mortality rates were too extreme for them to aspire to in the short term. They first of 
all needed to choose a relevant benchmark. For this purpose, the Office of National Statistics 
(ONS) publishes information which clusters like-with-like local authorities together. It was 
possible to place the Oldham baseline together with mortality rates from all the areas in their 
cluster (Figure 4). 
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Figure 4 

 
 
From this it is possible to see where they were placed relative to other ‘Centres with Industry’ 
with similar characteristics to themselves. South Birmingham, were best in class, illustrating 
what rates might be possible in similar conditions. Oldham might, therefore, decide to set the 
South Birmingham rate as their own target. 
 
The next step was turning this ambition into an understandable one to a range of 
stakeholders, including GPs, local councillors and the public. This is best achieved in this case 
by converting mortality rates into the number of people dying.  It is seen therefore that in 
Figures 5 and 6 numbers more men dying in Oldham compared to South Birmingham 
(standardised to population size) now appear on the charts. There would need to be 417 less 
men dying in Oldham by 2013-15 if current South Birmingham rates were to be achieved.  
Turning the rates into ‘people’ opens up the discussion. Elected members will ask how many 
of those would be in their constituency. GPs ask how many in their Practice; members of the 
public might want to know how many in their neighbourhood. Public health practitioners 
might  ask how many might be South Asian. 
 
There is already a downward trend in Figure 5, so there may well be 270 less deaths by 2015 
anyway. How many more deferred deaths would, therefore, be needed to reach the target. The 
Table (Figure 6) shows that this number would be 147 for men, but a much higher 339 
women. 
This then would provide Oldham with a very tangible, ambitious but realistic target, 
understandable to a wide audience – the number less people who would be dying in Oldham 
by 2015. 
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Figure 5 

  
 
Figure 6 

  
This approach can also be used to address inequalities within a local authority area, 
benchmarking one part of the population against another. 
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While Localism requires the setting of locally relevant outcomes, there is encouragement that 
where appropriate these should contribute to National Outcomes also. These are set out in the 
three National Outcomes Frameworks. In many areas there has been little reference to these 
so far in the HWS. This may change when Public Health England comes on stream. 
5. Select interventions: strongly evidence based 

• Review the evidence base to establish interventions that could make a 
substantial contribution to the target. This should capitalise on evidence 
sources across the sectors involved (e,g, health; social care; housing; 
community engagement) 

• Model or estimate the size of the potential contribution for each proposed 
intervention 

• Explore the scope for improvement utilising the proposed interventions. What 
systems will be necessary to deliver the scale of intervention necessary? 

 
Having established, preferably, a numerical target, or otherwise at least an estimate of the 
dimension of change required, it should be possible to identify the evidence-based 
interventions that might be expected to give the potential for the level of change needed in the 
timescale required. 
 
For Oldham, an analysis of the causes of the extra mortality, Figure 7, shows what the causes 
of the excess deaths had been. It can be seen that key issues were heart disease mortality for 
men, but cancer for women. 
 
Figure 7 

 
It was then possible to identify the main evidence based interventions that might give 
Oldham the ability to reduce male deaths due to heart disease and stroke, and estimate the 
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numbers of lives that could be saved with them in 3 years. This is shown in the table Figure 8. 
The right hand column, labelled NNT, is numbers needed to treat. This shows how many 
people would need to be treated to save the one life. This number begins to give the basis of 
costing the intervention. 
 
It can be seen that choosing interventions from this table allows development of a portfolio 
programme plan, very far from the ‘pink and fluffy’ strategies seen elsewhere. 
 
Figure 8 

 
 
While the example shown here has the benefit of good numerical estimates, it provides a 
model of what might be aimed for, including programmes addressing lifestyle/behaviour 
change and the social determinants of health. It will often be possible to model the 
dimensions of possible change required, even if not more precise numbers. 
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6. Whole System Approach 

 
• Complex programmes for population level change will not all be delivered 

through conventional services, and may well involve all three points of the 
population level intervention triangle (see Figure 9): 

i. Population level interventions (healthy public policy; legislation; 
regulation; licencing) 

ii. Systematic and scaled intervention through services (Tiers 1 -4 health 
service; wraparound social care; Third Sector support) 

iii. Systematic community engagement 
• The Triangle could provide a good framework and specification for the 

population based working of the Health and Wellbeing Board 
 
In developing intervention strategies, one of the benefits of moving the focus of population 
health and wellbeing into the local authority is to potentially provide a range of ways to 
impact on outcomes other than through services. 
 
For example, a whole system approach to addressing alcohol related harm might include: 

• Population level inputs: licencing; bylaws on street drinking; controls on advertising; 
enforcement of trading standards/sales to minors 

• Community level inputs: extended school education programmes; health trainers; 
community lifestyle initiatives; health champions 

• Service level inputs: Tier 1 – 4 alcohol services; social care wraparound services (debt 
management; housing support; job support) 
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Currently, many areas are focussing on sharing information about priorities and initiatives, 
and on joint commissioning of services between CCGs and social care.  It is hoped that more 
holistic approaches will evolve. The population intervention triangle could provide a 
specification for the work of the HWB, making it ideally set up to create significant 
improvements in health and wellbeing. 
 
7. Develop business plan: economic case for population level change 

• With systems, scale and timescale established, model cost and potential return 
on investment to make a viable business case 

• Needs to stand up to competition in the persuasiveness of the case 
• May often be a case for changing focus of existing programmes, rather than 

starting a whole new programme afresh 
• Would be supported by resulting from a well-managed and widely owned 

prioritisation process (see above) 
• Will need to take into account the different business planning models and 

cycles of the component sectors and organisations 
 
Particularly at a time of austerity, strategies and action plans need to focus on productivity 
and efficiency, reduction of waste and improvements in quality, and prevention. Approaches 
such as Community Budgeting, shared community engagement infrastructures, and 
integrated service models are totally compatible with, and even preferable for improved health 
and wellbeing outcomes and addressing health inequalities. However, good professional 
business cases still need to be able to stand up against other organisational priorities, and may 
need to fit multi-sectoral models. 
 
8. Programme planning: who is responsible? 

• Bring the components of strategy contributing to a priority outcome together 
in a defined cohesive programme 

• Different components will often be delivered by different organisations 
• However, it would be preferable if there were a single empowered lead 

answerable to the Board for each prioritised HWS Outcome 
 
In a proportion of areas I have come across, priorities are being addressed by aggregating up a 
list of initiatives by different agencies that might be relevant. Some joint commissioning is 
underway, involving new players. In some areas, for example, GPs are involved in 
commissioning of community health and social care, so bringing a primary care perspective to 
bear where it hasn’t been before. 
 
The concern would be if a nominal ‘programme’, say to address dementia, or alcohol related 
harm, came back to the Board as a series of fragmented reports from each agency or even, part 
of agency.  By what mechanism could this be addressed for cohesive impact; how would the 
differential success in impact across different services or projects be monitored, and 
adjustments made? 
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Much more effective would be to have one appointed programme ‘manager’, empowered and 
appointed to report to the Board on the whole programme. This would involve dedicated time 
for communication, co-ordination and even intervention to support bringing in the 
programme on target and on time. The ‘manager’ responsibility would be different for 
different priorities, perhaps being DPH for one or two, Director of Adult or Children’s’ 
services for others, CCG leadership for some. This kind of arrangement is likely to be 
necessary if jointly delivered population level outcomes are to be realistic. 
 
9. Maximise impact: minimise inequalities 

• In relation to delivery through services, there are many factors that influence 
whether an intervention, or group of interventions have the optimal impact at 
population level. HINST used a checklist of 13 factors, pulled together as the 
‘Christmas Tree’ diagnostic. 

 
Factors 1 – 5 on the right side of the diagram are a range of factors relating to the service 
itself. The result of productive focus on these issues will be improved service outcomes. 
 
Although important, this is not the same as good population level outcomes. These will not 
be achieved without focus also on factors 6 – 10 on the left side of the diagram. These 
relate to how the population uses the services, and is supported to do so. 
 
Factors 11 – 13 in the middle of the diagram are important factors in balancing 
population need with service provision. 

• Many of these 13 factors are often neglected in designing and running 
programmes, resulting in patchy delivery, well below the programme 
potential. 

 
Figure 10 
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Deciding on targets and planning towards delivery of the numbers is not the end of the story 
when looking to address health inequalities.  Many service based initiatives focus on service 
quality, and delivering best service outcomes. This is worthwhile, and often necessary. Patchy 
service delivery itself produces inequalities, and programmes must work to iron these out.  
 
The kind of issue addressed by the right hand side of Figure 10 is demonstrated by some work 
with the GP Quality and Outcomes Framework (QOF), illustrated by Figure 11. Each bar in 
this diagram represents a GP register of patients with Heart Disease. The blue part of the bar 
represents the proportion of patients with their blood pressure under control, the orange 
those not under control, and the white patients that the GP has excluded for various reasons 
from the reckoning. The key point is how variable the results are, practice by practice. This is 
important, as whatever else is being done locally to address health inequalities, patients 
represented by the orange and white bars are likely to still die prematurely from heart disease. 
The variability does not need to be the case as shown by the CCG area in Figure 12, where 
despite having the same deprivation score as the previous area, there is very little variation 
practice to practice, as a result of significant levels of supportive action. 
 
However, even where service delivery is of consistent quality, equality is not assured. The left 
hand side of Figure 10 addresses how the population uses services, and is supported to do so. 
If patients do not connect with services, then however good those services are, there will be 
little impact. Figure 13 shows another QOF diagram, where this time the green part of the bar 
represents an estimate of numbers missing from the disease register. Supporting these patients 
to connect with service is a role for the whole HWB partnership. 
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Figure 11. Variable control of blood pressure in patients with primary care. 
 

 
Figure 12. More consistent control of blood pressure across Practices 
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Figure 13. Illustrating patient numbers missing from disease registers by practice 

 
Although these examples are from primary care, the principles have been found to apply to 
most service based programmes. The Christmas Tree diagnostic framework provides one way 
to systematically appraise  a range of factors that are likely to impact on inequalities, and 
population level outcomes.  
 
Not many HWBs I have seen are currently considering this level of systematic commissioning. 
Without it, health inequalities will persist and even increase. 
 
10. Information Governance: sharing intelligence 

• The HWS would benefit by being accompanied by a number of support 
strategies. In particular:  

 An Information Governance Strategy exploring and facilitating 
the flows of data and information around the system, necessary 
for delivery of the strategy and its programmes 

 A Communication Strategy, marketing information through 
partner organisations and the wider public, about the JSNA 
findings, and the HWS strategy and its progress  

 
In my experience, neither of these are in place so far in most Health and Wellbeing systems. 
 
Conclusions 
As Health and Wellbeing Boards become established, and come out of shadow, there are some 
key features of structure and process that will be critical if they are to be fit for purpose to 
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deliver measureable population level changes, for which they will be held to account. At 
present, while there is already good practice emerging, the situation is patchy and variable. 
 
While central direction is not an option, there is a strong case for better guidance and 
developmental support on what will be needed to achieve population level change. 
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