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Written evidence

Written submission from the Chartered Society of Physiotherapy

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.

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.
1 College of Physical Therapists of Alberta, Alberta Physiotherapy Association and Canadian Physiotherapy Association 2007.

Primary health care. A resource guide for physical therapists.
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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 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 conditions.4

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.

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.
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

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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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:

— advice on occupational health; and

— early intervention services.

— Indicators for the percentage of children and teenagers meeting the recommended guidelines
for physical activity.

— 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

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 activity,6 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.
6 Chartered Society of Physiotherapy (2009) Fit for the Future-How Healthy and Active are our Children.
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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% 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 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
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

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.

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
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Written submission from Neil Blackshaw

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 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 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, school transport highways provision and planning
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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.

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 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.
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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 the local health system.

October 2012

Written submission from Cancer Research UK

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.

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.
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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 area.9 These provide the latest information on cancer
outcomes in each area in an accessible format.

(b) JSNA Guidance.10 This highlights the key issues relevant for cancer and the datasets that could
be included within a JSNA.

(c) Key messages for commissioners.11 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

Supplementary written submission from Cancer Research UK

TOBACCO INDUSTRY INTERFERENCE AND LOCAL AUTHORITIES

Further to our submission of 4 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 10 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 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
9 For 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
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
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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:

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.18

February 2013

Written submission from NHS Bristol

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
health19 and suicide prevention,20 and provides an opportunity to provide real leadership which will benefit
individuals, the economy and the public purse.

2. Some Key Facts

2.1 One in four British adults experience at least one diagnosable mental health problem in any one year,
and one in six experience this at any given time.21

17 http://www.publications.parliament.uk/pa/Id201212/Idhansrd/text/120206–001.htm~12020066000044
18 Not printed.
19 No Health Without Mental Health, Department of Health (2011)
20 Preventing suicide in England: A Cross government outcomes strategy to save lives
21 The Office for National Statistics Psychiatric Morbidity report, 2001
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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.22

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.23

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.24

2.6 Building healthy communities through fostering processes such as co-production25 and investment in
community assets will release social capital and support individual and community wellbeing.2627

3. Recommendations for Local Authorities

3.1 Carry out Mental Well-being Impact Assessments on key policies and programmes. Mental Well-
being Impact Assessment28 is a new resource which can support local authorities identify the impact of
policies and programmes on mental well-being.

3.2 Promote the five ways to Wellbeing29 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.

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 invested.30

22 The Economic and Social Costs of Mental Health Problems 2009 / 10, Centre for Mental Health (2010)
23 No Health Without Mental Health, the case for action: Royal College of Psychiatrists 2010 (p32)
24 Commissioning for Mental Wellbeing (2010) National Mental Health Development Unit and UCLAN
25 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"

26 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

27 Meltzer D, Fryers T AND Jenkins R (2004) Social Inequalities and the Distribution of Common Mental Health Disorders.
28 www.apho.org.uk HIA Gateway Mental Wellbeing Impact Assessment: a toolkit for wellbeing
29 http://www.neweconomics.org/projects/five-ways-well-being
30 Mental health promotion and mental illness prevention; the economic case, Department of Health (2011)
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— Perinatal and infant mental health initiatives. Healthy Lives Healthy People (2010)31

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 absenteeism.32

— Walkabilty. Investment in walkabilty is an evidence based “best buy” for local authorities.

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.
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31 Healthy Lives, Healthy People—Our Strategy for Public Health in England, Department of Health (2010)
32 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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Written submission from the Centre for Public Scrutiny

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.

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).33 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 ie professionals, the public and their representatives finding solutions to problems together. The
33 http://www.cfps.org.uk/accountability-works
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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 (eg through shared decision-making).

— Commissioners and providers (eg through shifting the balance of power and capacity to change
the status quo).

— Commissioners, providers and communities (eg through involvement and influence).

— Commissioners, providers and councillors (eg 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.

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:



cobber Pack: U PL: COE1 [O] Processed: [25-03-2013 11:36] Job: 027098 Unit: PG01
Source: /MILES/PKU/INPUT/027098/027098_w019_HLTH 30 Chartered Institute of Housing.xml

Communities and Local Government Committee: Evidence Ev w15

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 in its work. However in order to do this is has relied on two complementary roles: “overview”
and “scrutiny”.

— 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.

— 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:

Officers
implement

Executive 
decides

Officers
advise

Executive 
sets direction

Performance 
management
Challenge to 

implementation
“Output ” scrutiny

Call-in powers
Public challenge 

to decisions
“Process” scrutiny

Space for
‘aspirational ’ scrutiny

Review and 
policy development
Challenge to policy
“Outcome ” scrutiny

Public and service 
user input

Public and service 
user input Public and service 

user input

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).
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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 Programme34—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:

— Develop local understanding—of the area, the data and the people—helping with the
development of the joint strategic needs assessment.

— 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.

— 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 scales35) 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 value”36 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.

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.
34 http://politiquessociales.net/IMG/pdf/CfPSPeelingonionfin_1_1_.pdf
35 http://www.cfps.org.uk/publications?item=7137&offset=0
36 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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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

Written submission from Sanofi Pasteur MSD

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.

— 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.



cobber Pack: U PL: COE1 [E] Processed: [25-03-2013 11:36] Job: 027098 Unit: PG01
Source: /MILES/PKU/INPUT/027098/027098_w019_HLTH 30 Chartered Institute of Housing.xml

Ev w18 Communities and Local Government Committee: Evidence

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 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.

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.
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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.

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

Written submission from UK Healthy Cities Network

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
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
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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; and

— 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.

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 (eg 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 (eg IT). In addition to this, many institutions are cutting
costs and introducing large, open-plan office areas and “hot desking” which can have a negative impact on an
individual’s health and wellbeing at work.
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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 (eg 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 (eg 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.

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 (eg
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
could change radically. Within this context, it will be challenging for DsPH to produce truly independent
reports that may reflect negatively on local administrations.
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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.

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 (eg 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 (eg lesbian gay bisexual and
transgender, traveller groups, asylum seekers/refugees, offenders). These groups often have
significant health needs but are not the voting majority.
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— 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 (eg 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 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 (eg 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

Written submission from Imperial Tobacco

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

Written submission from the Chief Fire Officers’ Association (CFOA)

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.
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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.

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 1.37

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.
37 Not printed
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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

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

Written submission from Diabetes UK

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 people38 living
with diabetes in the UK and 7 million people at high risk of developing Type 2 diabetes. Numbers are rising
38 2.9 million are diagnosed and 850,000 estimated undiagnosed
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rapidly with 140,000 new diagnoses each year and it is estimated that over 5 million people in the UK will
have diabetes by 2025.39 Around three people are diagnosed with diabetes every 10 minutes in the UK.40

The prevalence of diabetes is nearly four times higher than the prevalence of all cancers combined and is
still rising.41

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% of the overall risk
of developing Type 2 diabetes.42 The latest health survey for England shows that 62% of adults are overweight
or obese and 30% of children are overweight or obese. 21% of all adults and children are obese.43 If no action
is taken it has been predicted that 60% of men, 50% of women and 25% of children would be obese by
2030.44 The Department of Health’s strategy on obesity45 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 diabetes46 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 undiagnosed.47 By the time they are diagnosed 50%
of people with Type 2 diabetes show signs of complications such as CVD, retinopathy or neuropathy.48

Complications may begin five to six years before diagnosis and the actual onset of diabetes may be ten years
or more before diagnosis.49

2.2 Evidence shows that 60% of people at high risk will not go on to develop Type 2 diabetes if it is detected
early and they are given lifestyle interventions.50 Up to seven million people are at high risk of developing
Type 2 diabetes. Currently, only 75% of the expected cases of diabetes are detected in England and the gap
between actual and expected rates is closing at a very slow rate.51 Before people develop Type 2 diabetes
they almost always have pre-diabetes.52 Around 15% of the population have pre-diabetes and so are at high
risk of developing Type 2 diabetes.
39 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
40 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
41 QOF prevalence data 2006–10—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
42 Hauner H (2010). Obesity and diabetes, in Holt RIG, Cockram CS, Flyvbjerg A et al (ed.) Textbook of diabetes, 4th edition.

Oxford: Wiley-Blackwell
43 http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles-related-surveys/health-survey-for-england
44 http://www.bis.gov.uk/foresight/our-work/projects/published-projects/tackling-obesities
45 Healthy Lives, Healthy People: A call to action on obesity in England, DH October 2011
46 Preventing type 2 diabetes: population and community-level interventions in high risk groups and the general population
47 Figure based on data from AHPO diabetes prevalence model figures http://bit.ly/aphodiabetes and the QOF 2010 figures

http://bit.ly/prevalence 2010
48 UKPDS Group: UK Prospective Diabetes Study VIII: study design, progress and performance. Diabetologia (1991) 34; 877–90
49 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
50 State of Diabetes Care report, Diabetes UK 2009
51 APHO and QOF data, 2011
52 Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose Regulation

(IGR)
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NHS Health Checks

2.3 NICE draft guidance53 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 £1 million a year over four years.54 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-diabetes55) producing a gross saving of £40 million a year over four years.56

Overall NHS Health Checks could produce a gross saving of £132 million a year over 10 years (averted
strokes, averted MIs, Type 2 diabetes prevented and detected early, CHD detected early), equivalent to more
than 40% of the cost of the programme.57

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 five years. The programme aims to reduce health
inequalities (including socio-economic and ethnic inequalities) that result from Type 2 diabetes (and other
conditions).58 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 Check.59 The same indicator is included in the public health outcomes framework60 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 many places, poor. A survey last
year61 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% of the eligible population an NHS Health Check.
Only three quarters (77%) of NHS Health Checks expected to be offered in 2011–12 were offered and only
half (51.6%) of NHS Health Checks offered have been taken up.62 Diabetes UK is concerned that this means
less than 40% 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%) and cervical cancer screening (78%).63

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 programme.64 In 2011–12, some PCTs offered an NHS Health Check to over 25% of the eligible
population, but others have offered less than 2% (range 0% to 91%).65 They were expected to set a target to
offer 18% 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.
53 Preventing Type 2 diabetes: risk identification and interventions for high-risk for individuals, NICE Public Health Draft

Guidance, Nov 2011
54 , NHS Diabetes and Kidney Care, The NHS Health Check Programme Evidence base http://www.healthcheck.nhs.uk/_

PresentationsandFeedback.aspx 16 November 2011
55 Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose Regulation

(IGR)
56 NHS Diabetes and Kidney Care, The NHS Health Check Programme Evidence base http://www.healthcheck.nhs.uk/_

PresentationsandFeedback.aspx 16 November 2011
57 NHS Diabetes and Kidney Care The NHS Health Check Programme Evidence base http://www.healthcheck.nhs.uk/_

PresentationsandFeedback.aspx 16 November 2011
58 http://www.healthcheck.nhs.uk/Default.aspx
59 Technical Guidance for the 2012/13 Operating Framework, Department of Health, 22nd Dec 2011
60 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
61 Heart UK. (December 2011). Cholesterol and a Healthier Nation: Shared Responsibility for Better Public Health

www.heartuk.org.uk
62 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

63 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

64 Graley et al. (2011). Postcode Lotteries in Public Health—The NHS Health Check programme in North West London. BMC
Public Health 11:738

65 Graley et al. (2011). Postcode Lotteries in Public Health—The NHS Health Check programme in North West London. BMC
Public Health 11:738
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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 done.66

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 Programme.67

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.

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; and

— 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.

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.
66 Department of Health NHS Health Checks, 15 February 2012, Number of eligible people that have been offered and received

NHS Health Checks http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/
Integratedperfomancemeasuresmonitoring/DH_129481

67 Graley et al; Postcode lotteries in public health—The NHS Health Checks Programme in North West London. BMC Public
Health 2011 11:738
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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% 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% of people with diabetes.

October 2012

Written submission from Japan Tobacco International

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 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.
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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, 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.

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
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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.

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 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
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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.

— 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

Written submission from the National Heart Forum

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.
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— 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.

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.

3.2 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
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Written submission from the Association of Directors of Public Health

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.

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 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 .

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; and

— 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.

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 (eg 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;
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— inadequate determination of overheads; and

— 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.

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 (eg 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.

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; and

— 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.
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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; and

— 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: 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 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.
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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

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.

— 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.
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— 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; and

— going forward, there needs to be assurance that the PH profession is appropriately trained and
developed; and that succession planning is addressed.

October 2012

Written submission from the Practitioner Alliance for Safeguarding Adults (PASAUK)

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.
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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.

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

Written submission from NHS Confederation

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.
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— 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:

— 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.

— 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.

— 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.

— 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.

— 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 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.
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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 report,68 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 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 boards.69

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 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
68 NHS Confederation (2010), Where next for health and social care integration?
69 For more information see our website—http://www.nhsconfed.org/priorities/Leadership/Pages/health-wellbeing-boards.aspx
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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.

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 201270 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 five 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 five years and
five to 19 years.

70 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 two
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 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.
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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

Written submission from Core Cities

HEALTHY ECONOMY, HEALTHY LIVES: THE CORE CITIES OPPORTUNITY AND OFFER

1. The unique role of Core Cities

1.1 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.

1.2 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.

1.3 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.

1.4 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.

1.5 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.

1.6 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.

1.7 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.

1.8 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.

1.9 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.
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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 (eg people with
disabilities, lone parents, carers, young people) than others. A study in 200071 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 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.

Chart 1

PERCENTAGE OF CORE CITIES’ LSOAS IN THE TOP 5% AND 10% MOST INCOMES DEPRIVED
NATIONALLY
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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 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.72 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.73

71 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

72 Local Enterprise Partnership areas
73 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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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.

Chart 2

EXAMPLE OF LEVEL OF STATUTORY AND DISCRETIONARY SPENDING WITHIN THE OVERALL
FUNDING ENVELOPE IN A CORE CITY
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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.

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.
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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 residents74 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.

Migration

5.6 Core Cities have higher volumes of migration compared to the national average.75 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 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.
74 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
75 ONS, 2010
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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

Written submission by the British Association of Sexual Health and HIV (BASHH) and the Faculty of
Sexual and Reproductive Healthcare (FSRH)

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% 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.

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
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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 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.

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.
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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.

4.3 It is currently estimated that sexual health will constitute 25% of the total £2.2 billion 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 four 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 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.
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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.

— 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

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, 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
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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 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 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.
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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 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.
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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 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.
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