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1.  Introduction

In March 2011 Solutions for Public Health was commissioned by East Sussex County Council (ESCC) to review options for ways in which the existing public health skills, knowledge and resources across East Sussex might best be maximised, through a strong partnership of local government and health to promote and sustain improved population health.  The opportunities presented by the transfer of NHS Primary Care Trust (PCT) specialist public health team into local government, coupled with work already done in East Sussex, offer a strong base on which to build.  Both the health service and local government are operating in a climate of budget restraint which needs to be locally managed, maximising all opportunities for efficiencies. 
This work was commissioned at a time of significant uncertainties in regard to the structure, design and responsibilities of future health and public health services.  Since the Coalition Government came into power in May 2011 a suite of policy documents has been issued, some as White Papers, others as consultation, command and guidance documents.  A number of key documents are still awaited from the Department of Health and, unavoidably, there are areas in this report that cannot be stated with certainty because of the evolving nature of the range of responsibilities to be taken on by the different agencies and the resources allocated to achieve the public health agenda.  It is in this context that the report has been written, using all available intelligence and the strong message to get on and develop services and working relationships locally.
So while much of the future landscape has been mapped out there remain uncertainties about precisely how new structures will operate.  The “map” is complex and with a lengthy transition period extending into 2013-2014.  Continuing current delivery during the interim, whilst new structures are being put in place, will be a challenge for all organisations involved.  Organisations are being urged to start to make progress locally to ensure elements of the new jigsaw are in place and fit with local needs and not to wait for full guidance to be issued before taking local action.
Soon after the beginning of the project the PCT specialist public health team, led by the Director of Public Health (DPH), moved into the offices of ESCC.  This relocation of the NHS team presented a strong symbolic, as well as practical, signal to the start of a new system for public health across East Sussex. 

Project Aims:

To develop and consider options for an integrated public health system and service across East Sussex which will deliver most effectively population health outcomes.

Specific Objectives: 

· Develop the shared vision and direction of travel to ensure an integrated public health system across East Sussex
· Identify public health work already taking place across all stakeholders

· Identify how this can be strengthened within the new arrangements and across the new organisational contexts

· Work up and consider options for the future

· Look at what needs to take place during the transition

2.  Background
Across East Sussex there are multiple and diverse groups delivering and commissioning programmes and services to improve population health and wellbeing.  As a result of reorganisation of the NHS and the extended public health responsibilities of local authorities, there is now an opportunity to strategically co-ordinate the contributions of these diverse groups, and support their work with sound public health evidence and intelligence in order to inform the commissioning intentions of Health and Wellbeing Boards (HWBs) to achieve improved outcomes for population health and wellbeing, and the reduction of health inequalities.  There is a willingness and preparedness across all the stakeholder representatives, with whom we spoke, to make this happen. 

ESCC and the Borough and District Councils across East Sussex already have in place a range of initiatives for improving population health.  The PCT specialist public health team is            co-located within ESCC, and it is expected that it will be fully integrated into the council during 2013-14 when the council will have the ring-fenced public health budget.  

The PCT specialist public health team focuses currently on the three key areas of public health: health improvement; health protection; and health and social care quality.  There are many stakeholders who already expect access to, and rely on, the technical skills of the team to support their particular service area.  These stakeholders include emergency planning departments, the Health Protection Unit (HPU), PCT health services commissioning, local authority joint planning structures, and health care providers.  It is anticipated that expectations of the team will increase over the coming months as new arrangements start to be put in place whilst existing structures continue, particularly as Clinical Commissioning Groups (CCGs) progress through the authorisation process. 

The East Sussex PCT specialist public health team is not large by national standards.  At the time this report was compiled the team comprised 17.5 full time equivalent (e.t.e.) staff in public health specialist roles.  By comparison, according to a survey carried out in March 2011 by NHS South Central, NHS Berkshire West with a population of 500,000 had 22 f.t.e. staff specialising in public health, and NHS Oxfordshire, with a population of 630,000 had 43 f.t.e. in the team.  It should be noted that these figures are likely to have changed in recent months, and that the criteria for inclusion as employees specialising in public health varies across organisations, so comparisons will not necessarily be like for like.  

In April 2009 East Sussex PCTs split the Public Health team in two: those that provide health interventions (about 75 staff) now reside in East Sussex Healthcare NHS Trust and commissioning specialists staying within the PCTs.  This second group have been co-located to East Sussex County Council as part of the NHS reforms.  It is this group of staff that are described as the PCT specialist Public Health team and is the focus of this work although this report clearly has broader implications for the whole system.  This team will need to contribute to the capacity and capability of other stakeholders and public health workforce groups to positively reinforce the impact of policies and programmes on population health.  Public health leadership skills will be essential to engage and support GPs, elected members, officers, other clinicians and providers as well as the voluntary and community sector across the local authorities in East Sussex as champions for public health.  The County Council and other providers can do much to smooth the path of integration.

Local authorities, both the County Council and the District and Borough Councils in East Sussex, have complementary knowledge and skills to the PCT specialist public health team, especially in the areas of health protection and health improvement, and in the promotion of a range of activities such as community safety, regeneration, economic development and community wellbeing.  Officers and elected members, along with staff who provide health and social care have knowledge of, and contact with, the population and communities that complement the picture for public health strategy and action.  Elected members have key roles in helping to support public health programmes and approaches at local level, as future champions for public health and are invaluable with their understandings and engagement with communities and local populations. 

The County Council with the PCT specialist public health team needs to determine what they can influence and how; and to plan, as part of the County Council corporate management team, best deployment of its resources during the interim and in the longer term.  That is the starting point at local level with a need to develop a programme of how they are going to work together; what will be offered to each stakeholder; what their priorities are based on; and a jointly developed vision of what the public health objectives are to address positively the wider determinants of population health in East Sussex. 

The HWB, supported by a strong Joint Strategic Needs Assessment (JSNA) addressing the wider determinates of health, applicable across health and social care commissioners is the driver of the new system.  Among the main common ground is the need to work together on commissioning urgent care, long term conditions, and intermediate care.  But this focus on easily identified common ground is only part of the agenda.  To maximise the benefits it is essential that the public health perspective is integrated into the wide range of local government and CCGs commissioning responsibilities.

There is a willingness and preparedness to develop an integrated public health system. However, there are many interpretations of what this means and a shared vision of what the purpose of such a system would be, and its priorities, is essential.

There are opportunities to engage with a much wider workforce in the delivery of public health outcomes.  The positioning of PCT specialist public health teams within councils with the role to commission health improvement programmes strengthens this.  There are opportunities, therefore, to maximise current council delivery with the potential for both a higher profile and wider staff group engaged in promoting public health in their everyday work, as well as commission more effectively externally.  This becomes increasingly important as budgets tighten and available resources become scarcer.

Key questions the research needed to address were therefore:

· Co-ordination of public health approaches and programmes across all sectors

· The capacity of the PCT specialist public health team to influence public health in local authorities and the developing CCGs at strategic levels

· The understanding of elected members and local government officers of just what public health can and cannot deliver

· Public health knowledge in supporting CCGs

· Evaluation of what works and provides value for money clearly linked to outcomes

3.  Methodology 

Background work on the project began in March 2011.  Interviews took place between May and July.  The final stakeholder workshop to review and discuss results and develop recommendations was held in October 2011.

There were two phases of the project which were carried out simultaneously.  One phase focused on experience and thoughts about public health delivery within East Sussex now and into the future, and the other on experience and developments of new approaches to, and systems for, public health across England.

In East Sussex semi structured interviews were carried out with representatives of all key stakeholder groups, including local government officers and elected members across the two tiers, the PCT specialist public health team, the PCT cluster, the HPU, CCG leads, third sector representatives, and the public health provider unit.  Interviews were face to face where possible, otherwise by telephone.  Such was the level of interest in this work that we almost doubled the initial identification of people for interview to 28 people from across the range of local agencies.  The workshop was attended by some 45 people, also from a range of agencies in East Sussex.  We also had access to relevant reports and strategies across East Sussex.
Outside East Sussex, semi structured interviews were carried out with five Directors of Public Health (DsPH) and a chief executive of a county council.  New and emerging policy documents were scrutinised, and papers and presentations analysed from local workshops on future mechanisms for local public health in Yorks and Humber, North West, and South Central Strategic Health Authority (SHA) areas.  Formal and informal discussions were held with individuals leading public health changes in each of these regions and the West Midlands.  Discussions on the future organisation of public health were held with leaders from the Association of Directors of Public Health (ADsPH), the Faculty of Public Health (FPH), the Local Government Innovation and Development Unit (LGID), and the Chartered Institute of Environmental Health (CIEH). 

We worked with the following definitions of people engaged in public health:

· Public health system refers to the service provided by a wide workforce across all stakeholder organisations, who commission and deliver a range of individual public health and population health outcomes

· Specialist public health team refers to the NHS PCT specialist public health team, led by the DPH, located within ESCC (to differentiate from the health improvement specialist provider staff transferred to East Sussex Healthcare NHS Trust (ESHT)
4.  National Context

The following outlines the new “map” with organisational responsibilities, as we understand them currently, pertinent for (new) population health roles for local government, health services commissioning and the public health service including the pivotal role the DPH will play in the future.  Some elements are subject to securing statutory approval as part of the Health and Social Care Bill as it goes through Parliament.
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The key players in the future are: upper tier local authorities, with new population health responsibilities supported by a ring-fenced public health budget; Public Health England (PHE), an arms-length agency of the Department of Health providing health intelligence, evidence and health protection; the NHS Commissioning Board, overseeing all health services commissioning with local outposts, Health and Wellbeing Boards and local health services commissioning undertaken by new CCGs. 
A focal point in leading some aspects of the new system at the local level and underpinning others will be the DPH, to be employed by upper tier local authorities but jointly appointed by PHE and the responsible local authority. 


4.1  Local authorities 

Local authorities have always had a role in population health – focusing on health improvement and protection.  The Coalition Government is increasing this role with new responsibilities for upper tier and unitary authorities across all three domains of public health.  This means expanded roles in improving and protecting health, plus providing population health advice to the NHS, especially CCGs.  The DPH will work with PHE teams at the local level to ensure a public health input and responses to the whole spectrum of potential problems from local incidents and outbreaks to emergency situations.

There will be population health outcomes that will need to be met and the Department of Health (DH) proposals for a public health outcomes framework, issued as a consultations document December 2010, suggested five broad domains for these – health protection and resilience, tackling the wider determinants of health, health improvement, prevention of ill-health and healthy life expectancy and preventable mortality.   

The Healthy Lives, Healthy People update and way forward document of July 2011 gives more detail listing new responsibilities for (upper tier) local authorities including local activity on:

· Tobacco control

· Alcohol and drug misuse services

· Obesity and community nutrition initiatives

· Increasing levels of physical activity in the local population assessment and lifestyle interventions as part of the NHS Health Check Programme

· Public mental health services

· Dental public health services

· Accidental injury prevention

· Population level interventions to reduce and prevent birth defects

· Behavioural and lifestyle campaigns to prevent cancer and long term conditions

· Local initiatives on workplace health

· Supporting, reviewing and challenging delivery of key public health funded and NHS delivered services such as immunisation programmes

· Comprehensive sexual health services

· Local initiatives to reduce excess deaths as a result of seasonal mortality, in the future
· Take on the lead role for commissioning of certain health programmes such as sexual health

To do this, they will have a ring-fenced public health budget, formally from April 2013 with indicative amounts announced this December.  The relevant local authority chief executive will be accountable for the grant.

4.2  Health and Wellbeing Boards 

The role of local authorities in relation to the health service is being strengthened considerably.  Health and Wellbeing Boards (HWBs) will be required to be in place in every upper tier local authority.  They will bring together councillors with key commissioners including representatives of CCGs, the DPH, directors of Children’s Services and Adult Social Care services, and a representative of local HealthWatch.  They will assess local needs through the JSNA and develop a shared strategy (the new joint health and wellbeing strategy) including a strategic framework for commissioners’ plans.  

HWBs are seen as the vehicle for local government to work in partnership with commissioning groups to develop robust joint health and wellbeing strategies which will set the local strategic framework for commissioning of health care, social care and public health.  They will promote and maximise opportunities for integrating health and social care and for the NHS and local government to drive improvements in the health and wellbeing of their local population.  They will have a stronger role in promoting joint commissioning and integrated provision between health, public health and social care.  They can also be a vehicle for lead commission for particular services with pooled budgets and integrated provision.

The HWB will set the strategic plan within which CCGs and their partners develop their commissioning plans and there will be a stronger expectation for CCG plans to be in line with the health and wellbeing strategy.  They will not have a veto but will have the right to refer plans back to the CCG or the NHS Commissioning Board for further consideration if they think the plans are not taking proper account of the local strategy reflecting local circumstances and priorities.  The NHS Commissioning Board will have to take the HWB’s views into account in their annual assessment of commissioning groups.  The views of the shadow boards will be taken into account by the NHS England when they make decisions on establishment of CCGs. 
The HWB will be subject to oversight and scrutiny by the existing statutory structures for overview and scrutiny of local authority or health functions.  Local authority health scrutiny powers will extend to any provider of NHS funded services as well as any NHS commissioners.  
Local Authorities will still be able to challenge any proposals for the substantial reconfiguration of services.  Proposals will need to demonstrate support from CCGs, public and patient engagement, clarity on clinical evidence-base and consistency with current and prospective patient choice. 
4.3  Public Health England 

Public Health England will be formally established as an executive agency of the Department of Health from April 2013.  It will generate information on the state of public health in England to support development of local JSNAs, build the evidence-base on what works, communicate intelligence to local leaders about how best to tackle public health challenges, report on local government’s contribution in improving population health outcomes as part of the public health outcomes framework, provide robust surveillance, be a focus for the whole public health profession. 

It will have a particular role in health protection.  To do this it will encompass the functions currently carried out by the Health Protection Agency (HPA) and a number of health intelligence functions such as cancer registries, the monitoring of substance misusers, and the work of the (currently regional) public health observatories, Regional Directors of Public Health (RDsPH) in SHA and government office teams.  To date, it is not clear how many people will work directly within and for PHE and what the local relationships and accountabilities will look like. 

4.4  Director of Public Health 

Since the White Paper was issued there has been further clarification over what is expected of the DPH at the local level, employed within upper tier local authorities.  The DPH is expected to be of chief officer status with direct accountability to CEO for delivery of local authority public health functions.

The DPH will act corporately, but exercise professional independence, where necessary, for the health of the local population.  They will have a role as principal adviser on health to elected members and officials, deliver key new public health functions, be a statutory member of HWB, and produce an annual report on the health of the population.  The DPH will have responsibilities across the three domains of public health (Health Improvement, Health Protection and Health Services) including leading on investment for Health Improvement and Health Protection of the population locally and reducing health inequalities through influencing the way the ring-fenced grant is spent. 

The DPH and their teams will provide public health expertise, advice and analysis to CCGs and HWB and, for primary care and other directly commissioned services, to NHS commissioners.  A key change for local government is that the provision of public health input into NHS commissioning (including clinical senates) will become a mandated step.  They will also support and encourage GP practices to maximise their impact on improving population health. 
The NHS is seen as playing a key role in securing good population health through the provision of accessible and high quality health care to meet the needs of the local population, ensuring opportunities for positive impact on public health are taken, the delivery of specific population health interventions (e.g. childhood immunisations and national screening programmes), contributing to health protection and emergency responses.  Where appropriate the NHS Commissioning Board will commission specific services funded from the public health budget.

4.5  Guidance awaited

Appendix 1 lists the guidance to date.  We are still awaiting guidance on a number of crucial elements affecting both the formal transfer of PCT specialist public health teams into local government, the operating model for PHE, the size of and precise requirements for use of the public health budget, HR terms and conditions for NHS and HPA staff transferring into local government, into Public Health England or elsewhere. 

Work is taking place this autumn to develop the content of the “core” offer of public health advice from local authorities to other stakeholders, including the support local NHS bodies should expect from the local authority DPH.  There will be a high level HR concordat on effective transition of public health staff between the NHS and local authorities.  It is likely that final arrangements will not take place until 2013-2014.  

The public health outcomes framework is expected this autumn as is the public health workforce strategy which will be a consultation document.  The indicative ring-fenced public health budget to be transferred to local authorities (upper tier only) will be known in December 2011.  
5.  What is public health – who does it and opportunities for the future

Public health in the UK is usually defined as ‘the science and art of preventing disease, prolonging life, and promoting health through the organised efforts of society’  Acheson 1988.  
The three broad areas on which this science and art focus are health improvement, health protection and health and social care quality.  The public health knowledge and technical expertise supporting these are the skills associated with analysing and interpreting information on population health in its widest sense, including broad determinants of health, and evidence from research, particularly on effectiveness.

Health improvement is concerned with improving the health and wellbeing of populations and reducing health inequalities.  This is done through using health promotion, prevention and community development approaches, linked to evidence of effectiveness and information on where to target effort, to influence the lifestyle and socio-economic, physical and cultural environment of populations, communities and individuals.  Outcomes include primary and secondary prevention of ill health through action on the wider determinants, and direct determinants of health.

Health protection is concerned with action for the general environment such as clean air, water and food, prevention of the transmission of communicable diseases and protection against environmental health hazards.  This is done through the application of a range of epidemiological and statistical methods including management of outbreaks and other incidents that threaten the population’s health and wellbeing, hazard identification, risk assessment and the promotion and implementation of appropriate interventions.
Health and social care quality is concerned with evidence-based commissioning to ensure interventions are targeted where they will reap most benefit, clinical governance, quality improvement, patient safety, ensuring equity of service provision and uptake by those most in need, and the prioritisation of effective, cost efficient, health and social care services. 

At a strategic level, the DPH and public health team as well as local authorities have statutory responsibilities for delivering population health and wellbeing services.  DsPH are currently responsible for delivery of four strategic public health functions:

1. Improving health and tackling health inequalities (including neighbourhood working)

2. Assessing the health needs and assets of the populations they serve (including JSNA and Annual Public Health Report)

3. Protecting the populations they serve from threats to health (including NHS emergency planning and resilience)

4. Commissioning health and wellbeing services (including developing Health and Wellbeing Strategies)

The Coalition Government’s reforms aim to strengthen the delivery of health and wellbeing outcomes by locating the DPH within local government.  The command paper ‘Healthy Lives, Healthy People: Policy Update and Way Forward’ (Cmd 8134) confirmed that the DPH within Local Government will be:

· the principal adviser on health to elected members and officials

· the officer charged with delivering key new public health functions

· a statutory member of the HWB

· the author of an annual report on the health of the population.
5.1  Health improvement – who does what now and opportunities for the future
Across East Sussex there is a wide range of players and workforce groups whose work aims to improve population health and wellbeing at strategic and operational levels.  They include the NHS, Local Authorities and the voluntary (third) sectors.  The County Council took an early opportunity in February 2011 to engage with these players through a stakeholder conference attended by over 100 agencies.  The aim of the conference was to start the debate about what would be an effective public health delivery system for East Sussex.

The DPH and the PCT specialist public health team lead the JSNA which is used to set the strategic direction and vision for health and wellbeing for a wide range of stakeholders, including communities.  The team commissions, and evaluates, health and wellbeing initiatives that are evidence-based, and lead on the implementation of national public health policy locally.  They lead local campaigns to improve health and use various channels of communication, including media, to communicate risks to health and wellbeing from lifestyle, physical, social and environmental factors.  They have a key role in advocacy for population health.  

The Coalition Government’s July 2010 White Paper ‘Equity and Excellence: Liberating the NHS’ recognised Local Government as a key player in the fight to improve the health of local people and tackle health inequalities, working with other local partners through HWBs, and using means such as JSNAs to agree health priorities for the future and set the strategic framework for the delivery of services to meet those needs.  Existing ESCC programmes and policies for health improvement include those for alcohol, affordable warmth, breast feeding, drugs, early years, falls prevention.
In the future, building on the power of councils to promote local wellbeing, HWBs will be the vehicle through which ESCC and its partners will promote coordinated commissioning across health, adult social care, children’s services and the wider range of council activity.  Officers and elected members of local authorities across East Sussex already work strategically to tackle local health inequalities, and provide leadership to promote wellbeing, partnership working and integration.  They will be expected to continue to promote integration and partnership working, lead joint strategic needs assessments and mobilise partnerships to identify priorities for change.  The reforms present greater opportunities for other departments in the county council to become more directly engaged with the health improvement agenda.

District and Borough Councils deliver a wide range of health improvement work, for example, through their housing, leisure, environmental health and planning services.   

It is expected that the voluntary sector will make an increasingly important contribution to the delivery of health improvement.  The unique value which it brings stems from a localised approach, the ability to meet community and user needs, and the application of practical community knowledge.  Additionally the breadth of services provided contributes to the development and sustenance of healthy communities that can lessen demand for NHS and social care services.  It is essential that the skills, knowledge and resources of voluntary sector organisations across East Sussex are maximised and co-ordinated to support local and East Sussex wide health improvement strategies. 
The public health provider unit delivering health improvement programmes is currently based in East Sussex Healthcare NHS Trust, and has a £2.1 million overall budget for health improvement.  This includes £250,000 for the health trainer programme.  The services which the unit provides are largely health promotion and focus on lifestyle and lifestyle behaviours, which are key strands in the agenda for improving health and wellbeing. Most of their work is commissioned currently by the PCT.  The public health practitioners within the unit have various roles, some focusing on service delivery, others on developing public health capacity and capability. 

Since October 2011 the unit also includes health visitors, school nurses and community nurses who all have key roles in delivering health improvement through their work with individuals, families and populations.  
All health and social care staff have opportunities, through individual and family contact, to influence people about healthy lifestyles, and to support healthy lifestyle choices and behaviour change.  Maximising the use of these opportunistic interventions, sometimes known as ‘brief interventions’, can have a significant impact on individual behaviour.  It is important that such opportunities are maximised and that all staff are engaged, and have the skills and knowledge, to provide such interventions.  Evaluation focused on outcomes and costs would provide useful information to ensure future opportunities build on success.

5.2  Health protection – who does what now and opportunities for the future

The DPH and the PCT specialist public health team have specific roles in emergency preparedness and major incident planning.  Members of the PCT specialist public health team participate in the health protection on-call rota, and work with the HPU to support emergency planning.  They mobilise and co-ordinate health service resources in response to an incident or outbreak, such as meningitis or flu epidemics.  The public health analysts in the team provide intelligence about the prevalence of communicable and non-communicable diseases and population immunisation data.  In the future the PCT specialist public health team, and in particular the emergency planning lead, will need to assist CCGs in emergency planning, emergency response, and resilience. 

The key NHS role in health protection is currently carried out by the HPU.  The consultant in communicable disease together with infection control nurses and specialists, lead the development of policies for the prevention and control of communicable diseases, such as tuberculosis, sexually transmitted infections, blood borne viruses, meningitis.  The HPU provides expert advice and assistance to NHS, local authorities and others on services to prevent and control communicable disease and environmental hazards.  This includes advice on, and monitoring, the curtailment of health care acquired infections such as MRSA. 

Health visitors and infection control nurses employed by the East Sussex Healthcare NHS Trust and GPs and practice nurses in primary care provide for example sexual health services and Tuberculosis clinics.  These groups also play active roles in vaccination and immunisation programmes and screening, in responding to incidents and outbreaks, and in hospital settings, monitoring and containing health care acquired infections. 

In local authorities, environmental health officers have key roles around hazard prevention, food standards and food safety, and maintaining local healthy environments.  The proper officer of the local authority has a legal duty to remove health risks from the public, and will lead on risk communication to the public health partners on environmental issues. Local authorities have key roles in emergency planning and resilience, road safety and statutory safeguarding responsibilities.  

The PCT specialist public health team will continue to support the health protection on-call arrangements, and CCGs formal involvement in local health protection and emergency planning arrangements.  The key changes for the future will be the transfer of the HPA function into PHE although local units will be maintained.  It is unclear as yet how the future commissioning of screening programmes, currently a PCT-led function, will be managed.

5.3  Health and social care quality – who does what now and opportunities for the future

It is under health and social care quality that the role of the NHS PCT specialist public health teams differ most notably in broad approach and specific tasks from local authorities. The current responsibilities of the team include:

· Implementing National Service Frameworks for care groups or disease areas (such as mental health, older people, coronary heart disease)

· Contributing to individual funding request panels for specific treatments

· Reviewing the evidence-base for new and existing interventions

· Developing clinical policies and ethical frameworks for decision making

· Reviewing the effectiveness of patient pathways

· Supporting the Quality, Innovation, Productivity and Prevention (QIPP) agenda to manage demand and achieve financial reductions

· Carrying out service reviews

· Ensuring implementation and compliance with National Institute for Health and Clinical Excellence (NICE) guidance on what treatments should be commissioned

· Providing advice for, commissioning and monitoring of, NHS Screening programmes. 
Some NHS PCT specialist public health teams deliver all these functions in-house.  In some areas, they access relevant skills as required from supra-PCT teams such as evidence-based reviews.

In the future, the PCT specialist public health team will support and inform CCGs, working with the HWB, to ensure that the CCGs contribute to the joint strategic needs assessment and to the agreement of overall priorities for health and social care.  This includes providing evidence-based advice for CCGs and local authorities, and evaluating the clinical and cost effectiveness of health and social care provision.  The team will need to continue to manage the development of outcomes and quality standards setting across service providers, and benchmark variations in services against NICE guidance.  
The public health technical skills needed for the support of health and social care quality include epidemiology, surveillance, public health intelligence, and gathering, analysing and synthesizing evidence about service delivery and interventions, and cost effectiveness. Nationally these skills are in increasingly short supply as demand for them grows.  Whereas hitherto they have been used principally to support health care commissioning, in the future they will be needed to span the health and social care interface including pathway development.
5.4  The public health workforce 

Delivery of the public health function is through the work of many and diverse groups, and in multiple settings.  It includes the myriad of people whose roles and responsibilities positively influence, or have the potential to influence population health and wellbeing. 

The final Report of the Chief Medical Officer’s Project to Strengthen the Public Health Function (Department of Health 2001) identified three broad categories of people who comprise the public health workforce:

(
Specialists: consultants in public health/ public health medicine who work at a strategic or senior management level or at a senior level of scientific expertise to influence the health of the population or of a selected community

(
Public health practitioners: those who spend a major part, or all, of their time in public health practice eg health visitors and school nurses.

(
Wider public health: most people, including managers, who have a role in health improvement and reducing health inequalities although they may not recognise this, including: teachers, social workers, local business leaders, transport engineers, town planners, housing officers, regeneration managers and so on.

Public health technical skills and underpinning knowledge

The technical skills of public health are epidemiology – statistics, information gathering and analysis that provide public health intelligence on population health status; research, evidence gathering and analysis for determining effective interventions for health and social care services, health promotion, behaviour change, community development, and communication skills to support health improvement, and surveillance, screening, vaccination and immunisation and emergency planning skills to support health protection.  
Public health personal skills 

Champions for public health need to have highly developed skills for advocacy and for partnership working, which has been, and will continue to be, the bedrock of successful public health delivery.  The personal attributes needed are leadership, negotiating and influencing and communication.  People working at all levels in public health will need to hone these skills.  Senior public health professionals will need to lead, negotiate and influence at all levels, including Board, Committee and Cabinet level, and through Partnership initiatives across a range of agencies in East Sussex and with the wider public. 

All those engaged in the wider conception with their different skill sets and contributions have a critical part to play in successfully meeting the challenges of improving health and wellbeing, tackling the wider determinants of health and reducing health inequalities. 

The approaches and aims of the workforce groups for public health in the NHS, the voluntary sector and in local authorities are often compatible and often overlapping.  The current organisational changes in the NHS provide great opportunities to reconsider how scarce public health specialist skills can best be deployed, and how the multitude of skills in other public health workforce groups might be developed and maximised.  The focus of the specialists will have to be on leading, influencing and developing with their colleagues as much as on delivering. 

6.  Outcomes from this work  

Overall, we found a shared view on what was already in place that is a sound foundation for future working together.  This is summarised briefly before presenting the specific results from our interviews and discussions with stakeholders in and outside of East Sussex.

The interview results are presented by sector – expectations for the future, perceived opportunities which can be further built upon, concerns and risks from East Sussex stakeholders which future plans need to address and/or mitigate, and a perspective from those we talked to outside East Sussex.

6.1  The building blocks

We found from all our interviews and discussions that there is much to build on across East Sussex for developing a successful, effective, outcomes oriented integrated public health system, underpinned by a shared commitment to improve health and reduce the impact of inequalities of access to services and opportunities across the county. 

· The Integrated Community Strategy, Pride of Place sets out a framework for collaborative action and includes a model for the centrality of wellbeing in the county. 

· The County Council has a lead member for Public Health – Councillor Keith Glazer, deputy leader of the Council.
· In May of this year, the public health team moved into the County Council Offices. All anticipate that physical proximity will facilitate closer working and understanding.  

· Joint commissioning strategies have been in place for several years, focusing on child and adult social care.

· Wide networks have been established across local authorities, public health and social care providers.
· The two tiers of local authorities and the PCTs of East Sussex have been working successfully and closely together in several areas.  
· The engagement, role and contribution of the Voluntary and Community Sector (VSC)
· There is immense good will and willingness to achieve integrated public health services across all sectors, the PCT cluster, local authorities, CCGs, and individual professional groups. 

· There is a consistently expressed wish to have synergy across the different strategies for population health and wellbeing. 
· The public health event in February 2011, based on the Marmot review, generated a lot of interest from districts and boroughs, elected members, within the council and with partner agencies about the benefits and opportunities for developing public health approaches across the range of local authority responsibilities and services.
· The HWB will set the strategic framework local commissioning plans, and ensure that they are aligned with the JSNA.

Interview results by Sector

6.2  East Sussex County Council Officers

Expectations

The council is seeking to embed public health thinking and approaches within the council so that it informs all the functions of the local authority and its partners.  The council expects the PCT specialist public health team to develop public health approaches across all areas of the council’s work, and to provide the evidence-base to inform the commissioning of all services and interventions that impact on population health, including the wider determinants.

It was suggested that this might best be achieved by different members of the team being assigned to work with different departments. 

In East Sussex to date, the JSNA has been used for specific commissioning of, for example, mental health, children, alcohol, older people, travellers, but there was a clearly expressed need to extend the impact of public health information and assessments and draw down and use these in each department of the council.

In summary, ESCC’s expectation of the PCT specialist public health team in the near future is that it:

· Delivers a corporate role and responsibility in ESCC as much as individual professional roles

· Leads the embedding of public health approaches and thinking across local authorities at both tiers 

· Strategically leads the delivery of multi-agency and stakeholder thinking in terms of health improvement approaches, and champions the reduction of health inequalities

· Strategically plans and commissions health improvement programmes across East Sussex

· Facilitates joined-up thinking on delivery of population health and wellbeing and facilitates the development and delivery of a single strategy across NHS primary and secondary care and local government 

· Leads the embedding of a holistic and joined-up approach to health improvement across East Sussex

· Provides information and intelligence about local population health and wellbeing 

· Provides evidence to inform commissioning undertaken by CCGs and local government

· Ensures that robust evaluation of provision is used to support future commissioning and service delivery
It was considered essential that approaches are developed collaboratively, based on shared understanding and interpretation of client need, and that there is alignment of commissioning strategies for Children and Adults.

Particular focus is sought from the public health team in developing children’ services, including the commissioning of targeted health promotion services, and in working with the clinical commissioning groups to promote their understanding of the value of joint working and shared approaches. 

Opportunities

The council has a well established strategy and structure on which to build in order to deliver the vision set out in the coalition government’s command paper ‘Healthy Lives, Healthy People: update and way forward’ 
.  The integrated sustainable community strategy for East Sussex – ‘Pride of Place’ aims to achieve a better quality of life for all local people. 

Officer and elected member leads made it clear to us that they are prepared and keen to take on new ways of working, with new players and partners, in order to strengthen public health approaches across all areas of responsibility.  

There was a welcome to the team and their skills, and the move of public health into local government.  All interviewees saw the potential benefits of having public health information and evidence available and public health leads influencing all sectors of the council’s work. 

The information the team provide for the JSNA was valued, and much emphasis given to the importance of developing the JSNA as the cornerstone of commissioning.

There was appreciation of the strengthened link, and understanding that the team would provide with the health care sector, the networks across partner organisations that the team brings, and the value of strengthened clinical links in facilitating the work of the HWB. 

Joint commissioners were clear about the potential value of an integrated approach and how, for example, public health data can be used alongside social care data to track need, costs, impact and activity.  ‘Between us we have got good data that needs to be pooled and used, drawing on public health analytical skills’.  They welcomed the opportunity for informed mutual challenge and support, and thought that public health intelligence will be invaluable in ensuring that services can be targeted at areas with most pressing need. 
ESCC officers see and welcome the significant opportunities for improving population health across East Sussex from having public health, the team and approaches, embedded within LA work.  They want  to develop the public health contribution with business cases, with both cost savings and quality improvements, in tackling major challenges facing the county, for example, high levels of 85+, deprivation levels and its impact in Hastings, parts of Eastbourne and Hailsham, and areas of rural poverty.  In addition there is expectation that there will be a clear prevention agenda that maximises future wellbeing for residents.  ESCC officers value the key role that the specialist public health team will play in determining demand for all LA services. 

The development of the Health and Wellbeing Board is seen as the driver of a new integrated system.  The development of an integrated approach will helped by the need to work together on a wide range of services.
Concerns

A primary concern expressed was that the opportunities of the move of NHS PCT public health into the council would not be maximised.  There was a sense that the public health team may be reluctant to change their way of working, and would seek to continue to deliver public health roles in much the same way that they have before, but within the setting of the council.  This was expressed as concern that ‘public health will continue to do much as now, at much the same cost, and doesn’t reach the level of influence and integration sought’.
Some doubt was voiced that the public health team would work alongside, but not as part of a network of colleagues in the council.  This was based on previous experience of the two organisations, ESCC and the PCT, working in the same area of commissioning, with the same objectives, but without full collaboration or discussion. 

Other concerns were based on the perception that the NHS public health team provides good information, but without clear recommendations for action and decisions around investment.  There was some frustration with this aspect of public health, i.e. that they did not always have, or suggest, ‘the answers’ about what would be effective in meeting specific outcomes.

The lack of an agreed budget that is based on need not current spend is also a concern. The council is aware that it will be taking on a wide range of current public health responsibilities as well as new and additional areas of work which need proper funding if the council is going to fully fulfil its new remit for residents.

National experience
Outside East Sussex expectations have been expressed by national organisations and local authority (LA)  leads that the DPH should take on wider responsibility in a local authority than purely delivery of public health services.  These expectations have been countered by concerns from public health organisations that specialist public health roles and responsibilities could be overstretched.  

Concerns have also been raised by officers, locally and nationally that public health ‘informs, but does not do’. ‘LAs want public health to move from the provision of evidence to informing action, with strong commissioning and outcomes focus’. 

Some DsPH are already thinking of new ways of working for themselves and their teams.  A number expressed to us the importance of public health teams working with LAs without concern for who, or what team, initiated a scheme.  ‘It is important that as an authority, with all the partners we build on what we’ve got. The parentage of any particular service/scheme doesn’t matter. What matters is that we know what we’ve got, what we value, and by doing so what we want to protect and nurture; and by extension what we can let go or reduce’.
There were varying views on whether the PCT specialist public health team should co-locate into the local authority at this stage.  Co-location was considered by some to be less important than working across the breadth of stakeholders – working closely with local government officers and members as well as ensuring support to the NHS including PCT clusters and emerging CCGs.

There were different models across the country – some DsPH running sizeable teams and programmes from within the council in which they were located whilst others had very small but relatively senior teams and operated through influencing strategic thinking.  ‘The trick being to use evidence and information to support delivery of key stakeholders’ objectives whilst achieving public health outcomes at the same time.’
It was clear that developing public health thinking and integrating public health approaches into local authority agendas takes time.  People speak of this work taking two to three years to reach fruition, and it is still very much developing.  This implies that developing these arrangements needs to commence now and be ongoing during the transition.
6.3  District and Borough Council Officers 

Expectations

Local councils in East Sussex perceive that the public health team has recognized the importance of local health inequalities, the importance of second tier authorities being informed by public health intelligence and evidence to inform local investment.  

The public health team is seen as a good and positive partner by those we talked with from across the district and borough councils. 

District and Borough Councils expect to have NHS PCT specialist public health team input to inform local service planning and delivery.  They expect the public health team to continue to champion local needs and support the development of local services for health protection and health improvement, and they value the population health and needs assessment information that the public health team provide to inform local service commissioning and delivery.

Opportunities

The District and Borough Councils have increased collaborative working on specific issues across districts, for example, on the new waste contract, and are achieving increased efficiency and cost effectiveness.  It is anticipated that there will be more opportunities for collaborative working. 

There are clear and agreed goals on inequalities work across East Sussex articulated in “Investing in Life” which has a targeted programme which informs local networks relating to the districts and boroughs.  

Environmental health officers (EHOs)  are responsible for much of the health protection function in the second tier.  An example given of health protection services provided at local level is around air quality, with EHOs monitoring air quality and giving out local texted messages to identified people at risk, such as people with asthma. 

EHOs are keen to work with the public health team in ESCC to strengthen cross East Sussex working on a wide spectrum of health protection issues. 
Concerns

The main concern was that the model as devised nationally suits unitary authorities and not two tier arrangements.  Concerns expressed were that as the NHS PCT specialist public health team becomes part of the county services, the team will become fully occupied with meeting the needs of the County Council, the Clinical Commissioning Groups, Public Health England and the Health Protection Unit, and will not have time and resource to continue to advise and champion public health approaches in the second tier, thereby missing key opportunities for delivering enhanced health outcomes through work on the social determinants of health.  The strategy at county level needs to link directly, to delivery on the ground in a focused way. 

There are models of current working such as the East Sussex Safer Communities team which could be built on.
Concerns were also expressed that the needs of second tier authorities will become secondary to those of the county council, and that their services might be deemed secondary to county wide services such as education and the police. 
There is currently no clarity on how the HPU will work as part of PHE and may become more distant.

There was concern that too much time could be spent on administering the new infrastructure and not enough on focused delivery.
National experience
Others outside East Sussex acknowledge the additional complexities in working across two tiers but emphasised the importance for public health teams to maximise strategic structures and opportunities for joint commissioning across partner organisations, sharing elements of budgets, to ensure existing funding was targeted where it was most needed.  We have had, reported to us, examples in different parts of the country where this approach has been used to good effect.   

The HWB supported by the JSNA will be key in securing the understanding across a whole area of where there is greatest need and in gaining shared commitment to focus resources.

6.4  Elected Members 

Expectations

A number of elected members serving in East Sussex are twin-hatted and were able to give a perspective from both the County and District/Borough perspectives.  Senior elected members across the two tier authorities in East Sussex are very aware of the public health agenda and supported and welcomed the development of an integrated public health service, whilst also being aware of the inherent challenges. 
Senior councillors were clear that the JSNA should be the cornerstone of commissioning for LAs.  The view was clearly expressed that it would be good to see the JSNA make a greater contribution to prioritising options informing commissioning choices that have to be made, as well as a source of statistical information about the County’s demographic and profile of different communities and population groupings. 

Opportunities
Elected members shared the perception of officers that there are huge opportunities for developing a shared vision and shared strategies across all partner organisations for improving population health and wellbeing.

Some councillors expressed the view that with public health driving evidence-based public health approaches and programmes from within the local authority, it will be easier to co-ordinate public health programmes in one locality and/or for one population group.  
Concerns
The anxiety expressed by several elected members was about what exactly the public health team would be able to deliver across local authority work.  Whilst there was understanding of the potential of the JSNA to inform commissioning, there was some doubt about the extent to which it was currently central to commissioning. 

There was concern, and some frustration, that currently programmes aiming to improve population health and wellbeing are fragmented, with frequent overlap of skills and resource and duplication of effort. 

The project team found that with elected members there was a general understanding of the potential, and the need, to relate to local communities and areas.  However, there was variation in the understanding of the public health team’s skills and services, variation in what the team might deliver, and variation in suggestions in how they might achieve embedding public health approaches across LA work.  

National experience
In many of our discussions with public health leads outside East Sussex elected members were highlighted as the key group with which public health PCT teams needed to work not only because of their leadership role with council programmes but also their direct link with and understanding of issues within local communities.  This presents a vital strategic opportunity for health improvement. 

In some cases priority had been given by DsPH to engage specific elected members as champions for public health priorities.  For all, significant time was invested in ensuring that elected members understood how they could impact on programmes for improving health and reducing health inequalities at local levels.  What was crucial was the need for public health teams to “translate” population health information and evidence into meaningful ways for delivering achievable change on the ground, beneficial to populations and communities.

6.5  The PCT Specialist Public Health Team
Expectations
The team is aware that they have a key role to play in supporting local authorities to develop holistic solutions to health and wellbeing, embracing the full range of local services.  Local authorities across East Sussex are expected to tackle the wider determinants of health such as employment, education, environment, housing and transport. 

The team expects the DPH to have a key role within local government to lead and develop public health expertise as they take on these new responsibilities for public health. 

The team believe that it is essential that they retain an independent advocacy role for the population of East Sussex

Opportunities

The PCT specialist public health team sees and welcomes the opportunities of working with and for local authorities to help deliver the increased formal role of local authorities in the health agenda. 

They value the welcome that ESCC has extended to the team. 

The team referred to the value of the existing infrastructure for public health approaches of the six Local Strategic Partnerships relating to the districts and boroughs linked to the integrated East Sussex County Strategy “Pride of Place”, which in turn is underpinned by the JSNA.

There is a named public health lead working with, and alongside leads in ESCC directorates to engage positively in all the Council’s business areas.

Concerns
The concerns expressed by the team were around the challenges of meeting expectations of the many stakeholders, with a small resource.  They recognize that there is variable understanding of the specific public health knowledge that they bring and how they add value.  They see the need to explain the breadth of the public health team offer to the council – a key marketing function – and to manage the wide expectations of all the stakeholders and partner organisations.  They will need the support of council officers to do this.  

They recognise that they will need a much better appreciation of how they can use the democratic accountability of local government, working with elected members in particular, and so secure health gain.

Whilst the team has the breadth of skills needed, it may not have sufficient expertise and capacity that will be required to be channelled through the DPH in the future to meet all demands.  This will need careful management in the future and much will depend on what the operational arrangements for Public Health England will be and what additional expertise might be able to be accessed.    

Their priorities now are to build on the new relationships and embed public health in the council, and to establish mechanisms that will support, but avoid duplication of the work of the Health and Wellbeing Board and the Clinical Commissioning Groups.

The team remains accountable to the PCT and the PCT cluster, for the public health services, and for the public health budget, until at least April 2013.  This could be a complication if the expectations of ESCC officers and members is that the team’s accountability is to ESCC only.  This is a complex role for the DPH (and the County Council Chief Executive) to straddle during the transition and requires positive working relationships and clear communication between all those involved.

Concern was also expressed that the transition could make it more difficult for the public health team to influence the NHS agenda from within the Council, and that a means of achieving this will be required.
Professional and peer support for the DPH is likely to come from Public Health England but we are still waiting for guidance on the precise relationship between PHE and the DPH at the local level.

National experience
A key message was that working within councils presents a very different model of operating than working from within an NHS PCT structure. 

A consistent message from DsPH, who believe that they have started to successfully integrate public health approaches across local authorities, was the need to seize whatever opportunities came along to engage with strategic leaders.  One person described this as reaching beyond the normal partnerships and the traditional organizations, to establish links with, for example, the chamber of commerce, the fire and police service.  One DPH said "If you ask the council’s deputy leader what had changed (since the joint appointment of the DPH) he would say more people are aware now of the importance of prevention – it is getting embedded in the psyche”.
Another consistent message was that public health needs to be at the heart of the strategic role for local authorities, but not necessarily lead strategies. “The DPH and team have more of an influencing role. However, with other directors in the LA, in particular the Director of Adult Social Services and the Director of Children’s Services the DPH will not be alone”. One interviewee noted that the key questions are “what can public health facilitate across the geography and population?”, and “what are the long term impact/outcomes for the population?” 
This has relatively little to do with what public health might do directly and it is important to be clear in your vision and on the outcomes you want then consider how to get them working collaboratively with colleagues in the local authority and partners in other agencies. 
Most interviewees said that DsPH need considerable preparation for their expanded roles and responsibilities in local government.  Examples were given of a DPH having a local authority policy officer allocated to work with them for a year to advise on culture, politics and process, and being assigned a senior officer as a mentor as the DPH developed their local authority role and understanding.

Equally, public health team members will need to understand better the culture and ways of working within local government and how to use the democratic processes to commission enhanced public health programmes. 

Many interviewees and reports noted that it is essential that the DPH and team work with elected members and develop political champions for public health approaches. 
Some parts of the country already adopt a public health network model across several PCTs in order to be able to access specific technical public health skills and expertise and are aiming to develop this further as the new structures are set up as a way of maximising scarce and expensive resources and knowledge.  This permits individuals to develop areas of expertise and knowledge which can benefit more than one authority.  

6.6  The PCT Cluster – NHS Sussex

Expectations
PCT clusters will continue to be responsible for health services commissioning at least until April 2013.  Once PCTs have been abolished and the new NHS Commissioning Board is in place there will need to be a local outpost to commission on behalf of any CCG not yet authorised as well as commissioning primary care contractor services.   These bodies will, therefore, still need to access evidence and intelligence to inform commissioning during the transition and into the future.

Opportunities

There are continuing current opportunities to shape health care commissioning through input to Quality, Innovation, Productivity and Performance (QIPP) programmes meeting standards and delivery targets, managing individual funding requests, and ensuring appropriate evidence-based advice into prioritisation of treatments and services.  

The DPH in the future may well be the gatekeeper for public health advice across key sectors, drawing on local support as well as expertise from PHE.
Concerns

Until new models are in place and PHE is fully functioning, the demands on a small PCT specialist public health team for evidence-based advice and information could be considerable, with the potential for conflicting demands given the increased responsibilities of local authorities.  Ways for meeting this during the transition will need to be developed.

National experience

Currently, DsPH are trying to straddle both existing commitments and new arrangements with teams of varying sizes.  A number use a network model to deliver some of the more technical advice such as evidence-based review work.  Others are tending to focus their work more on their local authority commitments.
6.7  Clinical Commissioning Groups 

Expectations

CCG leads value the board level experience that senior public health leads bring, their experience in strategic thinking and commissioning along care pathways, the evidence-base that they provide, and the intelligence of the health needs of local populations.  
CCGs seek to have public health expertise support their developing commissioning skills and strategies.  They need public health to supply the evidence-base and local health intelligence to inform commissioning of all health care services, including those for health promotion and protection.   

They will continue to need help with individual funding requests and priority setting within a robust ethical framework.

They particularly value the independent and trusted perspective public health can bring. 

Opportunities 
CCGs see the vital role public health technical expertise can bring in accessing, analysing and interpreting data and information.  This contribution is important to enable the CCG to understand and act on the profile of needs in its local population. 

They will need particular help in understanding how to use the JSNA effectively to influence and direct their commissioning decisions.

The HWB supported by the JSNA will be key in bringing the local approaches together at a strategic level promoting joint commissioning.  

Public health expertise will be needed on pathway mapping and points of intervention, joint commissioning, demand management and meeting QIPP priorities.
There are also considerable opportunities for prevention, using the primary and community workforce to better effect, in working with Children’s services and Adult Social Care across the health and social care pathway.
Concerns

The precise mechanisms for providing public health expertise to health services and health service commissioning are not yet clear although the channel is likely to continue to be the DPH. 

The CCG leads noted that with the public health team based in ESCC, it may be inherently more difficult for health care providers and commissioners to access expertise.  This will need to be well managed.  The perceived risk was that priorities for the team may shift too much away from health care and towards local government.   
There is a marketing role for the public health team to do generally with GPs.

National experience
DsPH referred to the importance of maintaining input to health care commissioning into the future, through the Health and Wellbeing Board and via direct public health advice.  There is a general recognition that the particular skills to undertake evidence review and interpreted information for commissioning are in relatively short supply.

A number of DsPH commented on the potential of the GP/councillor relationship at the local level for identifying and working on community health improvement issues by a variety of means including service commissioning and direct engagement with voluntary or local representative groups.

In two locations although the public health teams are moving to the local authority, and will support clinical commissioning groups from a base in the council, the public health leads are also talking to other PCT teams in their clusters about turning the currently loose public health network into a stronger managed network across several local authorities – ‘a virtual team from a council base’. 
Work is currently taking place nationally to review the content of the core offer of public health advice to the NHS.  Consideration also needs to be given to the most cost-efficient way evidence and intelligence to support commissioning can be provided – identifying what needs to be done nationally, supra locally and locally so that expertise can be appropriately deployed where it will be needed and DsPH clear on how and where they might access it.
6.8  Public Health Providers

Expectations

Health promotion skills are a particular set of public health skills that are essential if the government is to achieve the health improvements it seeks through the organisational reform of the NHS.  Obesity and its consequences for the increase in diabetes and coronary heart disease is one example of this.  Health promotion specialists and practitioners co-ordinate and deliver programmes designed to support health living choices.  Local authorities and CCGs will be likely to be the key commissioners of health promotion programmes. 

The information and support for positive changes to lifestyle individuals and groups across the population can come from many sectors including the third sector, NHS and primary care staff as well as those within local authorities. 
Nationally, Health Trainers are one group within the workforce making important contributions towards improving the health and wellbeing of local people and addressing inequalities in health, together with health visitors and community nurses.  They provide important support for lifestyle risk management for the NHS health check programme. 
Opportunities

The DPH and team in local government is well placed, using the ring-fenced budget to lead the new council responsibilities for commissioning of health improvement programmes whether from the current health promotion unit or third sector providers.  Strategically also, the Health and Wellbeing Board will be the vehicle to set the strategic priorities for prevention programmes.
The fact that the health promotion unit is currently within an acute services trust presents considerable opportunities in the short term for education of the NHS secondary care workforce on how they can enhance their health promotion roles in patient contacts. However, it is essential that the unit can also provide high quality services to the East Sussex population.  In the longer term it is possible that other providers of health promotion services will emerge.  A high quality workforce, with expert skills and knowledge is essential for the delivery of high quality services. Robust commissioning and services specification will in the future determine the delivery model for public health provider services which is likely to involve a range of providers to meet local needs.  Third sector organisations are already key providers of health improvement programmes including social care providers.  

Concerns
The concern voiced by many interviewees from a range of agencies was that basing health promotion within an acute unit risked the focus of services being turned wholly internally to the organization rather than outwardly across communities and groups in the population. Concerns were also expressed about the financial risk to the Health Promotion service as a part of the East Sussex Healthcare NHS Trust which, as an organisation, has to manage tight financial pressures.

Professional public health leadership of and for these provider teams is essential.  In the PCT specialist public health team such professional leadership comes from the DPH.  It is not clear where such public health professional leadership will come from in the provider unit in the future. Better integration with local authority services, for example with children’s centres will also require leadership and sustained engagement.

There was also concern that in a time of financial constraint and a need for “quick wins” there would be too little investment into promotion/prevention programmes for the future. 

National experience

Concerns are being expressed nationally that the sector of the PCT public health workforce primarily involved with delivery health improvement and health promotion is being neglected in current thinking about public health in transition as public health teams within councils adopt a strategic and commissioning rather than direct programme delivery role.  These are key groups for developing and delivering programmes for health improvement and health protection. 

6.9  The Health Protection Unit

Expectations

The Sussex Health Protection Unit relies on the public health team to lead health protection services, and respond to emergencies, at local levels, including participation in the on-call rota.
Health protection is carried out at all levels, in multiple settings and with the support of a wide range of professional groups.  The county council, for example, has and will continue to have a key role in emergency planning, whilst for most outbreak work, links for the HPU are and will continue to be with district and borough councils and their environmental health teams.
The HPU works collaboratively with the PCT specialist public health team.  The unit regards the public health team as crucial players in co-ordinating responses to local incidents and outbreaks, mobilising local resources, and communicating locally with primary care, and is dependent on the team to co-ordinate local responses to incidents.  The HPU also relies on the PCT specialist public health team to liaise with local primary care services over health protection issues. 

The DPH is a key player in emergency planning and collectively the DsPH and HPU strategically co-ordinate, the Science and Technical Cell (STAC) for responding to major incidents, e.g. snow, flooding. 
HPU provides technical and scientific information to DsPH when they ‘find themselves in the firing line over environmental agenda, incinerators etc.’  The HPU anticipates that this agenda is likely to increase. 
Opportunities 

Public Health England provides the opportunity for a single system nationally for surveillance and response.
The HPU as the local outpost for PHE will be key in engaging with all stakeholders at the local level, linking with national resources.  New roles will need to be developed with CCGs.
Concerns

The HPA locally and nationally is concerned that capacity for local emergency preparedness should be maintained within the new structures, and that clarity is established over the roles and responsibilities for leading responses to incidents at local levels.  
The main concern is the uncertainty at the moment around precise arrangements and accountabilities in the future – e.g. the role of the DPH vis a vis delivery of health protection responsibilities, size of local health protection teams, provision of on-call rotas.  

Sustaining a robust health protection function during the transition will be critical.

National experience
These concerns are shared widely by others.  There is a risk public health teams in LAs will become fragmented, and lose the added value achieved through combined skills and specialist areas of expertise. 

There are also concerns that funding of any county council responsibilities for health protection in future as part of local implementation of PHE, hitherto picked up by the PCT, will not necessarily be included in the ring-fenced budged.

7.  Key Messages and Recommended Actions 
7.1  Introduction
This section of the report is derived from the body of interview and analysis work presented in this report, and the discussions and outcomes from the Workshop held on 6 October 2011.

There is a stated desire and commitment to partnership work to achieve good population health from a range of agencies in all sectors across the local authorities in East Sussex. This will be achieved through shared strategic ambition, and in commissioning and contractual arrangements that will support the need for greatest value and efficiency in the public purse.  

Although there are challenges, there are considerable opportunities to move to an effective new system and goodwill to ensure this happens.  Embedding the NHS PCT specialist public health team at the heart of local government with close links to health and social care commissioning and being able to draw down resources from PHE provides a real opportunity to deploy public health expertise appropriately across the county council area and to where it can be of most benefit in delivering public health outcomes.

There is national uncertainty about the precise nature of future structures and arrangements but there is sufficient known now to move ahead with partner organisations.  ESCC working with the DPH and PCT specialist public health team will need to make considered and careful use of the transition period until April 2013 and beyond to begin to set up new systems, new arrangements, new ways of working whilst planning for the longer term.


A key factor in managing the transition is to have a shared vision across all partners of what can be achieved realistically and within the resources available.  This is particularly important during a time when new working arrangements and organisational structures are being developed, and current structures are still in place or changing. 

It is crucial that this shared local vision is in place as soon as possible to shape the new system.  This shared vision can build on the extensive good will and firm partnership base that already exists in East Sussex.  

Key messages for developing an integrated public health system for East Sussex

These key messages are presented under the main headings of Delivering Public Health Leadership and Accountability, Resources, and Managing the Transition.  Each of these main headings has sub sections and is followed by some Recommended Actions and an indicative timescale, which will need to be refined depending on your local application and the delivery of relevant national guidance. 

These are not free standing areas but are interdependent and will need to be developed as part of a whole system approach. 

There are some general messages as ESCC priorities public health objectives.  It will be critical to:

· Recognise that public health as a local authority responsibility will be working in a locally democratically accountable environment and needs to understand and use the levers that this offers.  

· Build on what exists already and ways already known that can deliver benefits.  There is already information, actions underway and evidence available that can be analysed and used collectively in setting priorities and delivering strategies. You will need to be prepared to stop doing some public health programmes that have a limited record of achieving change in order to develop new programmes and to sustain programmes that are known to work.
· Recognising that this means substantial change for all those involved in public health and wellbeing services.
· Exploit the opportunities generated through the new dynamic integration offers:

· Develop new ideas through bringing together within the same organisation, working to the same vision, the expertise and perspectives of public health and local government professionals.  

· Enhance the capacity and capability of the public health system in East Sussex.
7.2  Delivering public health leadership and accountability
Placing the DPH within the county council, accountable to the CEO, sets up a complex strategic leadership role at the heart of the new delivery system for public health.  Relationships with the chief executive, chief officers and council elected members will be crucial. 

This leadership role includes advocacy in promoting and engaging in whole community health working with the Health & Wellbeing Board and in the developing Clinical Commissioning Groups. 
The leadership task is to ensure that in delivering this new responsibility ESCC promotes a partnership approach with a shared understanding of what is to be achieved through public health programmes and approaches, strategically and operationally. 
The PCT specialist Public health team located within the Council is not as yet a known or necessarily trusted quantity across ESCC or districts and boroughs.  It is too early.  A priority for the PCT specialist public health team in ESCC is to work to strengthen trust and understanding across officers and elected members in all constituent councils.  There is a key “marketing” role during the transition before budgets become “real”.
ESCC wants the PCT specialist public health team to provide evidence and action with a strong commissioning approach across all areas of its work.  There is a strong onus on DPH to make the new public health responsibilities of the council work, and this can only be achieved by engaging champions for public health approaches in officers, strategic leaders of partner organisations, with elected members and with staff who provide services. 

It will be important that the DPH and their team operate at different levels in the council. DsPH elsewhere have emphasized the importance of working at strategic director level with elected members to engage them in priority areas beyond the health and social care interface, for example, work on physical environmental and transport.  
The DPH and team recognize that public health needs to be at the heart of the strategic role for local authorities.  There is a need to develop credibility with stakeholders in this challenging environment.  Within ESCC there is already a model of working across directorates and with districts and boroughs to drive a cross cutting agenda.  The Economic, Transport and Environment (ETE) directorate leads on building the prosperity of the county, Adult Social Care have a similar role for Community Safety.  The public health team could adopt similar models.   

Equally, the DPH and team will need to develop, with the ESCC CEO and District and Borough CEOs, an effective and flexible way of strategic working which uses partnership structures, commissioning and public health programme delivery arrangements to maximise capacity and target existing investment to where it can have most impact in both geographic and service focus in delivering health outcomes.  

Recommended Early Actions:

For the HWB

1 Establish a shared and articulated vision to inform the Health and Wellbeing Strategy that encompasses agreed and achievable priority outcomes for the short as well as medium term which uses the JSNA intelligence and evidence to inform maximum health gain for targeted investment. Consider taking a few priority issues for the county which can be worked through as single strategies encompassing all partners.
2   Work to establish public health as part of the corporate plan of all councils.

3 Clarify with all strategic partners their roles and respective contributions to public health with clear authority and accountability and with designated individual responsibility both at county level and local level for implementation against specific outcomes, monitoring arrangements and timescales. 
4 Analyse the health needs gaps and develop a strategic plan to tackle them as part of the Health and Wellbeing Strategy to improve the public’s health.  Map public health delivery and the contribution of all partners, and their needs for public health expertise and support. 
5 Ensure, through good communications, marketing, publicity and engagement there is local level clarity about what is being jointly working on, what it will achieve and why it is needed and how local communities and agencies can contribute.

6 Use the enhanced commissioning and oversight arrangements to secure whole system delivery and implementation.

7 Enhance the potential new partnering between elected members and CCGs reshaping local services to benefit local communities’ health.

8 Review existing partnerships and boards to ensure continuing fit with the emerging Health and Wellbeing Strategy.
For East Sussex County Council
9
Develop the plan for the DPH to work closely with ESCC elected members on health issues, with briefings based on evidence and information translated into meaningful priorities for the council. The relationship between the deputy council leader, DPH and CEO is particularly powerful in leading this.

10
ESCC in its leadership role for public health, for the HWB and as a key partner with the CCGs, will need to develop strong working relationships with the borough and district councils.  Additionally, it will also need similar development with voluntary and community sector groups, and with NHS provider Trusts to facilitate delivery of public health outcomes and improved population health.  The DPH has a key role in ESCC delivering on this leadership responsibility.

11
Continue to develop relationships with CCGs and support them to use the JSNA to inform their local decision making.
12
Ensure that the intelligence, data and evidence available is used positively and purposefully to generate timely recommended actions in the context of the wider range of services commissioned or delivered by local authorities and health providers.
13 In respect of the current public health separation of commissioner and provider services, ESCC needs to:
· During the transitional period, i.e., now, ensure that it establishes greater influence and direction in how ESHT provides these services and is accountable to both the PCT and ESCC

· From April 2013 commission the public health provider services to ensure their delivery, focus, quality and value for money is in line with the Health and Wellbeing strategy.

14 Service and strategic leadership to develop the public health workforce of practitioners and specialists within East Sussex to enable sharing of good practice and enhanced collective action. 
15
Continue to develop the strategic positioning of senior members of the specialist public health team linked with ESCC departments to work through how public health expertise can be used to support departmental agendas with specific intelligence and evidence to better target existing resources.  
16
Consider providing the PCT specialist public health team with nominated council staff by way of induction to help support integration, promote understanding of council ways of working, the different kinds of questions they will need to provide answers to, ensure their key messages are in language and format for the council to act upon effectively and relate to council priorities.

17
Make full use within ESCC of the PCT specialist public health team’s knowledge and experience of working with, and within, the health service to promote across the NHS a broader strategy for health as well as understanding within the council of how to use appropriate health levers. 

18
Facilitate and harness the strategic links the PCT specialist public health team already has with District Councils, CCGs and other partners to promote a whole system approach and furthering of specific health outcomes.
19
Establish a champion for public health across all council departments and partner organisations to work with designated specialist PH team members.

For Clinical Commissioning Groups 

20
To establish how the JSNA can be developed to provide a stronger tool to CCGs in order that they can integrate this into their local health plans.
21
For the specialist public health team and CCG to agree how they will work together in a range of key tasks for the CCG including priority setting, quality monitoring and standard setting.
22 
Agree common priorities and responsibilities with the HWB.

23
Put in place locality links between CCGs, their local borough or district council, with their County Council and with relevant local voluntary or representative groups.  This is a recommended early action that applies wider than just to CCGs. 
7.3  Resources

The key messages in this section relate to three component areas: Finances, Workforce and Public Health England.
Finance

The financial allocation transferred to local authorities to enable them to discharge their public health responsibilities will be known in December 2011. The amounts to transfer are likely to be contentious and the budget identification process appears to have been differently applied across the country.  It is premature to speculate on the degree to which the amount of money transferring will match the cost of new responsibilities.  However, given the pressures facing the public purse, it is a reasonable working assumption that there will be insufficient financial or people resources to do all that ESCC needs and its partners want to do. 
Work on budgets will need to be commenced early in the 2012 calendar year when the allocation should be known.  This will need to be incorporated in the County’s budget build, probably too late for 2012/13, but 2012/13 year should be treated as a shadow year for the public health budget during which time, and by the end of the second quarter of 2013, any necessary actions for the PCT will have been completed.
Recommended Early Actions: 

24 Target resources, both financial and people, where they are most needed and/or where they might have the most positive impact.  Use public health skills to provide the business case including modelling for investment/disinvestment decisions against specific health gain and over a specified timescale that can be considered by CCGs and joint commissioners.  
25
Be rigorous in analysis of current expenditure and the returns from that expenditure. Take this opportunity to identify areas where there might be duplication because funding has come from different pockets of the public purse that have not previously been considered in the round.

26
Prior to the local authority and PCT signing off the budget transfer recognise that it may be necessary for fundamental service choices about how the County Council delivers its new responsibilities, either in the public health team’s resources or in commissioned services, so that the local authority is not immediately inheriting a deficit position. 
27
Be ready to break away from historic patterns of expenditure; this will potentially have impact on service changes with redistribution geographically and between traditional health and local authority boundaries.

28
Avoid the potential for protracted negotiation on the pooling of budgets across different agencies seeking the same outcomes and recognise that this is secondary to the need to pool energy and to align your objectives.

Maximising the public health workforce across all agencies in East Sussex

Following its successful workshop in February 2011, ESCC is keen to “Marmotise” its approach to delivery of health outcomes – to maximise health gain by better strategic use of existing resources and through departments working together on common agendas.  It is also clear that a small dedicated team of public health specialist staff cannot, by themselves, deliver the sea change that will be needed to turn the health tide and reduce the burden on public sector services.

There are significant specific technical skills, experience and intelligence within the PCT specialist public health team.  This integration gives the opportunity for public health specialists to have a greater and more direct effect on the range of responsibilities and activities of the local authorities in East Sussex and in clinical commissioning.  These specialist public health skills, combined with those within the County Council’s commissioning and strategy teams, can build a formidable ability to develop further evidence based commissioning, review and evaluation to ensure effective locally based services promoting good value for money and tackling the social determinants of positive public health.

The DPH and team will need to deploy evidence and intelligence on population health and health gain, to have more of an influencing role, particularly in regard to service commissioning, working closely with CCGs and directors in the LA.  
It will be essential to harness the public health capacity that already exists within the district councils.  There are also opportunities through the HWB partners, commissioning arrangements to enhance the public health contributions of those working in primary care, third sector and provider organisations. 

It is important to state that this report has not addressed the continuing and very real issues which are currently affecting the professional public health workforce – registration and regulation, competencies, terms and conditions.  All of these will need to be resolved before the transition is complete and will need to be progressed when the national workforce strategy guidance is available.

Recommended Early Actions: 

Recognise that specialist public health and local authority staff will have to adapt their roles and how they work together.  Enabling people across the range of services to work together in the same organisation requires an approach that incorporates their different experiences and expertise.  To achieve this:

29
Develop a plan for the deployment of the PCT specialist public health team which maps out their role, links with different ESCC departments and other partners, their key contribution to the work of ESCC.  Included in this is the need for local authority and public health staff to identify compatible skills, specific areas of expertise, and how these can be best combined for effective work within the council and with the CCGs and other partners. 
30
Run joint development sessions at ESCC for those involved in commissioning and delivering public health team, officers and members, CCGs and partners, around priority areas for improving population health.
31

Develop short briefings and material for a whole range of local authority and health staff on their role and contribution to health, why it is important, what can be achieved.

32

Develop a specific plan to engage and work with all councillors in the County Council and in borough and district councils to develop their role as public health champions.

33
Develop a local public health workforce development strategy and implementation plan which engages with and supports all partners, outlines specific contributions and roles, maps core skills available and gaps, providing upskilling where necessary.  The strategy needs to address all those within the public health workforce but should review specifically what additional skills and knowledge might be necessary both for local authority staff, County Council and districts and for the public health team so that the contributions of all staff to the wider integrated public health system can be maximised. 

Engaging with and using resources within Public Health England 
ESCC and the local health and social care system are keen to establish workable and self-sustaining arrangements for the future. 

The setting up of Public Health England from 2013/14 will add to the local level of expertise that will be available.  The DPH will be a key bridge between the local system and what can be accessed nationally via PHE.  This will not obviate the need for local interpretation of evidence and intelligence but should strengthen access to key knowledge and information provided at a supra local level.  Public health technical skills, for example, for providing evidence bases for commissioning are in short supply locally and nationally.  The search for evidence, analysis, and translating the findings into recommendations for local action is resource intensive.  In the longer-term, once the new system for the operation of PHE is known, consideration may need to be given to the most cost-efficient model for accessing relevant knowledge and expertise, while still ensuring that recommendations given are in the context, and understanding, of local services and local needs. 

There will also be a local presence of Public Health England within the Health Protection Unit.  The setting up of PHE should not stand in the way of local arrangements being put in place.
Recommended Early Actions: 
34
Map out those elements of the public health function which can only be delivered at the local level to avoid any future duplication of effort.
35
Establish any gaps which could be addressed supra locally and feed this into the discussions on the development of PHE.

36
Use the transition to look at key risk areas and develop an early plan for health protection to ensure continued resilience whilst new structures are put into place. 

37
Ensure that there are robust arrangements in place for Health protection, including emergency planning for public health incidents, during the transition period and beyond 2013.

7.4  Dealing with the transition in East Sussex
This is a long transition for health.  Not only is it complex, radical in approach, but comprises some structures continuing from the former system, old structures changing to become new structures, and new structures to be put in place whose form is not yet fully decided.  The broader context of NHS organisational disruption and a protracted transfer of responsibilities will have consequences to be managed  It is important to recognise that there will be anxiety and differing perspectives that will need to be addressed throughout this time.  The local authorities provide a key strength in this sea of change and should be seen as such. 

Although the formal transfer of new public health responsibilities does not happen until April 2013 it is clear that East Sussex needs, and wants, to build on the momentum it has achieved and will continue to drive forward the agenda rather than await completion of the national jigsaw, ensuring it aligns itself with the national direction of travel and the needs of the county population.
There is a SHA Transition Assurance programme overseeing the changes to NHS services.
Recommended Early Actions:
38
Ensure that the messages out to staff, across all agencies, are as clear and relevant as possible recognising that there are unknowns and expected pressures as the numerous changes and challenges emerge.
39
Recognise and put in place the arrangements suggested above, e.g. in relation to the HWB, commissioning and workforce development, in order to demonstrate by our actions that we are working with the opportunities and not standing back awaiting government guidance.

40
Set up specific sessions for the DPH and CEO to work together with elected members and key stakeholders from the other local authorities in East Sussex and partner agencies. 

41
Work up some short term, deliverable priorities which demonstrate success from new approaches. 

42
Use the transition to help shape the focus of the HWB and decide which existing partnerships and structures to maintain in support of this, and which will need to be subsumed into other arrangements.  This HWB will be the key strategic vehicle in the future and bridge for bringing together the commissioning priorities for health including the patient/public voice.  From this the CCGs and council will agree their  commissioning programmes.  

43
Look at risk in the system and undertake scenario planning, working up a range of options and outcomes against different funding levels. 

44
Use successful examples of joint working such as the Crime and Disorder Partnership as a model for future joint enterprises, establishing the key factors in making it work.
45
Use the collective muscle across East Sussex to influence upwards to ensure the best deal for residents.
Appendix 1 - Beyond the Transition – Future models for maximizing public health skills – options for developing and delivering an integrated system 

This appendix outlines three possible models including supra-Local Authority arrangements that ESCC may wish to consider at some point for the future.  Any such consideration should not hinder the successful integration of the teams during the transition, and would need to be progressed as a secondary phase, possibly after the formal transfer of responsibility.  Much will depend on the final arrangements for PHE.

To promote such a discussion across ESCC, we have set out three possible models for achieving a successful integrated public health system in the long term that you may want to do further work on with partners in other local authority areas. 

All three models presuppose that the second tier authority is the basis for making decisions about need, but in models 2 and 3, is able to call down/commission public health skills and expertise from outside the county council to ensure good evidence-based commissioning and delivery of local priorities. 

In describing these models we are not advocating that either model 2 or 3 is immediately sought because of the need to ensure that in the short term, the advantages of closer working that the integration brings are fully promoted.  However, as the national picture becomes clearer during the course of the next couple of years, including the budget that will be available, it may be that one of these models might be pursued.

Consideration of possible supra-local or sub-national arrangements for some public health functions is proposed in the recent Joint Statement, 20 October 2011, of the Local Government Association, British Medical Association, Faculty of Public Health, Association of Directors of Public Health, NHS Confederation and Royal College of Midwives.  
The models outlined below are clearly not worked up in detail but provide a framework for further work that you may wish to pursue.  Any further work will need to look at and explore the perceptions, risks and capacity issues for service delivery in East Sussex.  With either model with a supra local authority dimension it will be important to manage any implications and perceptions of strategic distance of public health from East Sussex.
Model 1: Integration, taking full and single responsibility for all aspects of public health
Model 1: Assumptions
DPH plus a team that is modelled on current structures are embedded within ESCC.  Other than what will be provided by PHE they provide all public health specialist and technical information, advice, guidance, evidence.  They work from within the council to develop public health capability and capacity across ESCC officers and members, and in District and Borough Councils.  Other staff working in the wider arena of population health in the various agencies and services, e.g. housing, environment, sports and leisure connect with their colleagues in the public health team.

Clinical Commissioning Groups get their public health information and evidence from the public health team in ESCC.

Model 1: Strengths and Weaknesses
Strengths

· DPH and team focus on East Sussex population. All of team have detailed knowledge and understanding of East Sussex organisations and population

· DPH and team are embedded in the council facilitating integration of public health service across the council and districts and boroughs 

· Clearly defined lines of accountability, although complex, for PH team while the PCT cluster accountability line remains in place 

· Development of capacity and capability for officers and members comes from the public health team 

· Sustains and builds on existing strong integrated public health approaches 

· Elected Members, officers and the public can more easily and directly identify with and engage with public health team

· Is developed immediately 

Weaknesses

· Duplication of public health skills across neighbouring local authorities

· Breadth of expectation on the team means that a comprehensive service, across all 3 domains of public health, is not sustainable

· Public health specialist expertise and skills are spread too thinly, making it likely that health service quality function is not developed/delivered

· Not enough spare capacity to develop public health thinking and approaches across county, district and borough officers and members 

· Not enough capacity to fully contribute to or lead new and emerging priority issues, such as the sustainability agenda

· Costs of public health specialist/technical skills borne by the county alone 

· Least efficient use of public health specialist/technical skills and available resources

· Strong possibility that the funds to be transferred for the public health functions and responsibilities to LAs will be insufficient to meet current costs

· Might give rise to a view that nothing much has changed
Model 2: Supra LA public health specialist group and only the DPH is incorporated into the Local Authority 


Model 2: Assumptions

DPH does not have a team.  The DPH draws down public health specialist and specific technical expertise as, when and where needed from Supra LA public health specialist team.  There would be a small team of specialists dedicated to East Sussex within the Supra LA public health unit, but these individuals would also contribute key skills to the other 1st tier councils in the Supra LA area. 

Model 2: Strengths and Weaknesses
Strengths

· Supra LA wide public health specialist team maximises use of scarce skills

· High levels of capacity and capability mean all 3 domains of public health service delivery is sustainable

· Develops Supra LA perspective on public health issues

· Strong professional links for specialist public health team
· DPH can focus on and lead key strategic relationships across the council and with districts and boroughs

· Specialist ph team does not become local government focused at expense of losing NHS/healthcare contact 

· Better able to deal with the consequences of the possibility that the funds to be transferred for the public health functions and responsibilities to LAs will be insufficient to meet current costs.
Weaknesses

· Need to get buy in from other local authorities to the concept and detail of a public health team 

· The local authorities concerned probably start in very different places in terms of public health approaches

· The Supra LA wide public health team would need an employing body

· Have to have agreement on money and distribution of resources across the area

· DPH isolated in terms of public health professional support 

· Some of the input to developing capacity and capability of officers and members would come from external unit  

· Specialist public health team does not become sufficiently local government focused  

· Potential for conflict of interest in allocating time from the Supra LA public health team to any specific council’s agenda 

· Challenges existing strong County integrated public health approaches

· Elected Members, officers and the public may struggle to identify with and engage with it 

· Possibility that along with other Regional structures likely in the NHS since the Pause this may be seen as another potential instrument of centralism in the NHS  

· Strong potential to inhibit the development of a culture promoting greater synergy of the strengths of public health and local government through localis 

· Elected Members, officers and the public may struggle to understand the different remits unless the local remit of the DPH and team is clearly evident in their focus and work in relation to local issues, and DPH engagement with strategic plans and partnership forums
· Might be perceived to be remote and advisory only
Model 3: Public Health team integrated within the county and with other specialist and technical public health functions managed on a Supra LA basis [image: image2.png]



Model 3: Assumptions

DPH and small core team are integrated within the county.  They draw down specialist expertise from Sussex wide public health specialist unit as, where and when needed.
There is a small public health team in the Supra LA unit who are dedicated to the county but who also contribute key skills across the wider the supra LA area. 

Model 3: Strengths and Weaknesses

Strengths

· A core public health team is dedicated to the county, knows its population needs and is integrated into the council

· A Supra LA public health team maximises scarce specialist and technical expertise and resources
· There are strong professional links for the Supra LA wide public health team
· Develops wider approaches for identified areas of public health delivery, such as is currently promoted by the EHOs professional group

· The public health team have a professional core group

· Builds on strong existing county integrated public health approaches

· More likely that public health can relate to all NHS agencies and other partners and Partnership Boards more fully

· Cost effective, affordable, sustainable
· Better able to deal with the consequences of the probability that funds to be transferred for the public health functions and responsibilities to LAs will be insufficient to meet current costs
· More able to support the health care commissioning agenda
Weaknesses

· Need to get buy in from other local authorities to the concept and detail of a public health team

· The local authorities concerned probably start in very different places in terms of public health approaches
· The Supra LA wide public health team would need an employing body 
· Have to have agreement on money and distribution of resources across the area

· Elected Members, officers and the public may struggle to understand the different remits unless the local remit of the DPH and team is clearly evident in their focus and work in relation to local issues, and DPH engagement with strategic plans and partnership forums

· Possibility that along with other Regional structures likely in the NHS since the ‘Pause’ this may be seen as another potential instrument of centralism in the NHS  

· Potential to inhibit the development of a culture promoting greater synergy of the strengths of public health and local government through localism if the DPH and their team identifies more with the Supra LA wide sector than with the council
· Might be perceived to be remote and advisory only
Appendix 2 – Key documents
Key documents:  

The Public Health England Transition Team will publish the following documents this autumn:  
· Public Health Outcomes Framework.  This document complements the NHS Outcomes Framework, sets out how society, government and individuals share collective responsibility to improve and protect the health of the population and address the inequalities seen in health outcomes.

· Public Health England Operating Model.  This document will set out the structure for taking forward the financial, commissioning and relationship flows between Public Health England and the rest of the health and care system including working relationships with local authorities.  The document will be finalised following appointment of the Chief Executive.

· Public health in local government and the role of the DPH.  This document will define the role of the Director of Public Health and describe local authorities’ responsibilities for public health improvement, health protection and for reducing health inequalities.

· Public health funding.  This document will define commissioning routes for public health, including the ring-fenced budget provided to local authorities from April 2013.

· Public Health Workforce Strategy.  The strategy will provide a supply of highly qualified, motivated staff who will be employed in a range of settings including local authorities, the NHS and Public Health England.  It will also provide opportunities to develop and embed public health into the workforce from practitioners to wider workforce, e.g. housing officers.

· People Transition Policy.  This document will set out the HR principles and employment policies and processes supporting the transfer of staff into Public Health England with key information about the appointments process, terms and conditions.

· The Concordat between DH, the NHS and local government.  This document is an HR ’concordat’, which will be developed in partnership with the NHS and local government employers to support the effective transition of staff. 

Further details about the public health reforms can be found in the ‘Public Health Policy Statement’ published in July 2011 ‘Healthy Lives, Healthy People: Update and way forward.  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_128120
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