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Morning Group Work 
Nick Georgiou

Prevention of ill health
Your local community has a high rate of coronary heart disease (CHD) compared to East Sussex wide and national rates. You wish to set in place behavioural and lifestyle campaigns targeting local people to reduce CHD rates in the long term

The discussion was less focussed that this presentation of its outputs but I have tried to shape them around the questions that we used to direct the discussion

How do you engage and maximise all the existing skills that can help you achieve your aim?

Focussed the discussion on to the prevention end of the continuum.  Acknowledged the importance that once the CHD risk for the individual is recognised  there is a need to ensure:

· good signposting 

· clarity of message about behaviour  and treatment

· pooling of information from involved agencies

In discussing Prevention we ranged beyond the CHD illustration, and considered primary prevention:

· Need to generate a broad understanding of “good health” and that achieving and sustaining this is multi-faceted

· Impact of life-style choices

· Importance of working together across the agencies with clarity about their contributions 

· Consistent and clear communications that is in a style, language and format that the people it is aimed at can understand and relate to the messages

· Need to ensure that the range of funding available is used and coordinated to avoid duplication of services, of two pockets of the public purse being spent on the same services and contrasting messages and actions

· Need to start Prevention early with, eg, expectant women and children

· Have to tackle the question locally of why people don’t take heed of messages to improve their health/condition and thereby their quality of life.  Have to help people to want to change.  Why is it so hard to get the message across effectively so that behaviour changes?

· Prevention has to be worked at beyond health, start from the community and engage the community in campaigns

· Example was given of joint approach by police and Children and Families to identify families with multiple problems where it is probable that there will be a number of overlapping issues to be addressed; eg educational achievement, crime, health, poverty.  Tackling one dimension has the potential to impact across the range of services and social determinants

· Look at the research intelligence from, eg, Dept of Work and Pensions (DWP) and Partnerships for Older Peoples Projects (POPPs) about using £££s well to impact in a wider way but ensure that there are mechanisms and approaches to avoid the “my money” siloed approach.  Eg, the national DWP research showed that the various health agencies, PCT, Providers, Primary care, Ambulance service, benefited from preventative investment and this can generate resentment from other agencies, especially as funds are contracting

· Can look to how the Community Safety agenda is delivered and the partnership board

· Behaviour change is achieved through engagement rather than enforcement

What, in broad terms, already exists for you to build on?

What groups/individuals do you need to involve?

Our focus was not on concrete services or individuals but more on processes and approaches
· We have public health  intelligence about where to target our effort

· Need to add community intelligence to the Joint Strategic Needs Assessment (JSNA), be sure to bring in and use “soft” intelligence, eg, what elected members know, plus scrutiny evidence and information 

· Evidence based (national and local) for commissioning.  Each service area has its own evidence, eg, leisure and free swimming, the issue is to set up both a mindset and mechanisms to share it

· Need a local Action Group/system for, eg,

· Strategic approach

· agreeing priorities

· allocating actions

· ensuring that people/agencies do what they say with accountability built into the system

· will have to use the approach of identifying and using the “what’s in it for me/my service” to get people and their agencies to really committee when the pressures are on

· need to draw priorities together across Commissioners and Providers so that there are shared priorities

· the current JSNA is too narrow based

· USE the Health and Wellbeing Board (HWB) and the opportunities it presents

What do you need to commission and deliver appropriate, cost effective services and interventions to support your aims?
· Contracts need to be Outcomes based and focus on aspects of the same outcomes, regardless of the agency

· This means we need to identify the Outcomes collectively for both the whole population and for at more targeted specific service outcomes

· Contrasting views on the value of ensuring that a question is included in each strategic area about including a question along the lines of ensuring that the public health impact is included.  Views ranged from that it would just become a mechanistic form of words to will ensure consideration where there might otherwise be none

· Example of Rights of Way work as an unrecognised aspect of public health
· Need to focus on the areas where it will be hardest to get the message understood and acted on by the local population

· Importance of moving away from silo working reinforced, eg, GPs as prescribers have a responsibility to support their patient is talking their medication as prescribed and to not just leave this to the pharmacist in the community.  Medication taken inconsistently is a major issue

· The resources that we have need to be deployed in the area where they are most needed and where public health most needs to be improved, can’t just stay with historical patterns of resource deployment

· Pooling of budgets is secondary to the need to pool energy and aligning our objectives

How do you achieve shared understanding and aims across all stakeholders and organisations?
· Recognise that there are big challenges, no easy solutions, we need 

· Main Objectives

· Key milestones

· Common accountability

· This is a role for the HWB

· Maybe the county public health  team should develop liaison roles with each district/borough as well as with service areas within the council

· Lot of actions and contributions with their impacts, for some, a long way into the future. Need to ensure that this is understood and not become just focussed on the short term return

Afternoon Group Work

Consider what you and your colleagues are going to do differently to ensure that:

Commissioning and service delivery across all sectors is informed by public health principles and evidence

· Need to start with a common understanding of public health by all partners

· Accessibility of evidence base:

· the means of communication

· sharing existing intelligence

· further development of the JSNA website?

· Better coordination of decision making

· Achieving communications to different audiences to make our message more accessible

· As well as highlighting the issues we need to link to evidence of solutions/successful actions

· Communicate more effectively to the public to help them make more informed lifestyle choices

· We don’t need to go back to basics, evidence exists on the local public health picture and there is evidence, local and national, of solutions

· The question is how do we put it into practice? Eg,

· use targeted approach systematically, i.e., with specific households, neighbourhoods, communities, geographic and of interests

· roll-out pilots if they work, don’t just put that experience aside and start something new

· Shift towards quality outcomes which can be benchmarked against public health intelligence

· Need flexibility of systems to deliver services across co-morbidities and people do get ill at the weekends

· Where there is evidence that pilots have worked, put in place arrangements to roll them out, and maybe that will mean abandoning a different initiative, if a possible roll-out wasn’t built in with initial planning

· Use targets more, they work to maintain professional and organisational focus, but use them as a means not as an end in themselves, and to hold partners accountable when they don’t deliver

· Movement of public health into the council gives the opportunity to politicise public health, use this lever

· Specific priorities for particular wards/service areas developed to contribute to achieving universal priorities to deliver public health outcomes

· Identify specific joint priorities, and incorporate into organisational priorities, finance and business planning

· Don’t isolate partners with your jargon

· Identify where accountability sits:

· its with the county council

· use the HWB

· and the NHS Commissioning board, though will need clarity of how the commissioning mechanisms will work

· Director of Public Health to have a professional accountability for the health of their local population

· There is a willingness from GPs to engage with public health and HWB, important to recognise that they will need to be supported in this

· Need to move away from silo working towards common priorities

· Need formal agreements with Clinical Commissioning Groups (CCGs) about what they will commit to, performance targets and outcomes against which performance can be measured

· Build public health improvement into GPs quality incentives

· Need to have targets and to incentivise to get the public health agenda taken seriously

· Because many public health interventions have longer term gains, need to adjust how we hold ourselves to account

· Need to establish universal priorities, which all partners sign up to, and

· HWB to set out the priority areas to be agreed by partners. The fewer priorities the greater the prospect of success.

· To drive service provision have to:

1 Evidence for why it is needed

2 Evidence for how it should be done

3 Be incentivised to do it
Morning Group Work

Preventable mortality

In the last cold winter there was a high rate of seasonal mortality in older people in your locality, in particular in rural areas.  Your aim is to take action to reduce excess deaths in the coming winter  
Learn from where it works and evidence base - Do we have the understanding to know why?

Causes
exacerbation of chronic conditions

How can we improve housing, especially private rented housing which is an issue

We need an affordable warm strategy and other initiatives – are we talking about skilling up for what we have, or new?  
We have to evaluate what works

How do we identify the vulnerable and provide wrap around support?

Identify local “Champion signposters” be pragmatic and look for opportunities, eg, TV

How do we coordinate and keep up to date?

On fuel poverty:
Need to identify the “preventable” as against the “accidental”

Overcome the “independent” nature of people who might resist help

Enhance communication about the need and offer

Focusing on achieving change 

What are you going to do differently now?

· look at behaviour change

· use language that engages people, eg preventable mortality to fuel poverty 

· understand the levers

· Database for people to sign-up to?
· there is a learning opportunity from swine flu

· county connect works but is not inclusive enough

· be consistent with message, keep it simple and given by people who can be trusted by the listener and make the message attractive to the listener not messenger, eg the Park homes example, and avoid Local Authority speak

· improve the economy

· get them early in life not when help is needed

· need an environmental strategy to support this agenda

· planning for the future not the disaster, as has tended to be the pattern

· ensure the JSNA reflects the composite need, eg house condition surveys

· Are we maximizing our voluntary sector contacts and using them as our agents to achieve change?

· Work SMARTER

· Must look at “total budget” not at single services or at organisation based which overcomes the “county” v unitary issues

· Build on things that work to identify priorities, eg, Joint Waste Strategy

· Build on contracts, eg, GP flu jab and asset strengthen
Summary

· Identification is key

· Use language that engages the message receiver not the messenger

· Review activities to build on positives and lessons to maximize opportunities, eg swine flu

· Get people early in life not when help is needed, by then probably too late

· Improve the economy, leading to increased Income and increased opportunity

· Holistic commissioning

· Ensure the JSNA reflects needs, eg housing condition survey

· Build on things that have worked, eg joint waste strategy

· Asset maximization
Morning workshop – health improvement. - Ros Dunkley
‘Your aim is to help people in a local community to live health lifestyles, and make healthy choices. You choose to focus on obesity’

Summary of notes

Main theme: Somebody has to lead this strategically and somebody has to co-ordinate action and champion locally. Currently these are the gaps. 

Make public health centre stage, focus on neighbourhoods, and have ‘democratic input’

Is the solution for:  Public health specialist to be strategic lead; engage local champions – including councillors, and establish local lead to engage stakeholders and co-ordinate action, supported by specialist public health team for information and evidence.  

How to engage all existing skills / how do you achieve shared understanding and aims across all stakeholders.

Map all relevant stakeholders, speak to them, and establish what they already do. Find synergy and areas of overlap. Agree programme that maximises what already exists, but reducing duplication and increasing synergy. 

Get engagement through being clear what the local vision is, what the outcomes are, what works. 

Must set priorities at strategic, and local levels 

Secure engagement through some quick wins, i.e. achievable milestones. 

Look at neighbourhood / local needs. Respond with neighbourhood services

What already exists to build on

Masses of existing activity. Must establish what it is. Establish the problem using intelligence from JSNA and more detail from public health intelligence team, and (local government intelligence) 

Use evidence of effective interventions from public health specialist team. 

Understand and evaluate what is already happening. This is a gap. We don’t know the impact of much of what happens. 

Must have overarching strategy, and then apply this at local level

What groups / individuals do you need to involve

 More relevant question here is who is going to lead this strategically and operationally, county wide and locally. 

Must have strategic vision, leadership, co-ordination, structure and drive. 

Must have lots of local communication across all stakeholders 

How will you commission and deliver appropriate services

· Set local priorities

· Develop the shared vision

· Scope the project

· Develop insight, including the views of local people

· Deliver

· Monitor and evaluate

Include prevention as well as treatment / reaction

Think in terms of life course, not single intervention times or services.

Notes from session

Understand the problem. Get information, statistics, and knowledge about the detail of the problem. Some available already from JSNA, but not everybody knows to go to JSNA. Also need more detailed local information from public health intelligence team. 

Need to understand how we influence behaviour, get evidence of effective interventions and understand what solutions might be. 

Must have evaluation of what already works 

Must stop duplication across different organisations/ groups/ providers

Must have strategic vision, co-ordination, structure and leadership, and be driven, (currently it is not clear where this comes from). 
Need political leadership and public health leadership

Everybody is already very busy, need to ensure action fits with their agendas and they can see benefits 

Design a system that describes the whole problem and interventions 

Map relevant stakeholders. Speak to all relevant agencies (individually), find synergy and overlap around what they already do and their agendas. Then decide what to do. 

Must have more communications at local level (is this about public health communications? Or public health leadership) 

Go for some quick wins to encourage engagement

Establish what everybody is currently doing or can do

Must have strong commitment to partnership working, and be absolutely clear what change we are trying to bring about. 

Solution is through engagement of everyone ‘on the street’. 

Look at neighbourhood level interventions and link to local agendas and priorities 

Must have strategic level, local level and individual level services. 

Must have a model that includes everyone

Ensure information from existing interventions is captured and used

Must:-

· Set priorities (but not clear who sets the priorities) must all agree what is important

· Develop the vision

· Scope the project

· Develop insight including the views of real people

· Deliver, deliver, deliver

· Monitor and evaluate 

Utilise leisure providers and partnership as shared resources 

Use opportunistic interventions to support behaviour change (nudge, brief interventions, motivational interviewing etc) 

Take upstream action as well as down stream. Must include prevention as well as reaction. i.e. stop people becoming obese. 

Engage with the public to nudge them into seeing their health as their responsibility and choice

Boroughs and districts have resources which they currently spend on public health, e.g. leisure, housing.

Local councillors need to be aware of the ‘prize’ 

Must be linked into health and well being strategy

Solutions: 

· Make public health centre stage 

· Focus on neighbourhoods

· Have democratic input

Challenges

There is currently an orchestra, but no conductor. Accountability and leadership needs defining. 

Not clear where the conversations happen now, i.e. about what people are doing and what to do.

Need to look at interventions over the life course, not a single intervention, i.e. joined up across time as well as across organisations. 

Not clear who sets priorities at local level 

Not sure that the system will shift to enable public health approaches to be incorporated into commissioning plans
NOTES FROM WORKSHOP
Ros Dunkley

Plenary questions and discussion 

1. How can you ensure that public health will be looked at in a corporate sense and not just by those with an interest? What will be the mechanisms for this?

One way is for the county and district/borough leaders to have it on agendas when they meet and to be part of the corporate plan of each organization.

All members need to be engaged in the process – engage with them through local involvement and knowledge as advocates

It must percolate all levels

Needs to be part of the prevention agenda and used to manage demand. Needs to be a business case to win over hearts and minds

2. How can the organization support/deploy collective intelligence on health?

Health is hard to penetrate from a partnership point of view. Understanding/navigation of health

3. Emergency services need to be on the list of key partners

4. Key players need to be identified as new structures emerge and form relationships with them

5. The third sector has an active role and needs to be included.  CCGs do not understand communities – the voluntary sector has a key role in showing them opportunities.  They are already training successfully in “nudging”

6. Public health has to build trust and earn trust.

7. Health can learn much on commissioning from the way LAs work from neighbourhoods up.

8. Importance for LAs to pick up from public health evidence base, evaluation and learning from others.

9. All partners need to have identified public health champions

10. There is one opportunity to get it right. The will is there and the knowledge and expertise. There needs to be a commitment to join up better.  Next step to develop a plan with priorities for action which will fit different geographical levels and deliver the best return on investment

Morning group work

Health protection
There was a local measles outbreak in the Steiner community where many parents had chosen not to vaccinate their children.    The Health protection Unit (HPU) called in the PCT public health team who used contracts with community nurses as surge capacity to vaccinate 500 children.  School nurses and health visitors also involved, HPU had links with schools.

In terms of resilience there needs to be a whole community response.

Now public health part of the county council can draw on other partners for wider information sharing – adult social care can support parents who not coping, children in safeguarding. Fostering and adoption is covered – HPU can learn from this approach to spread wider – children with parents in the penal justice system, poor housing etc.  

Immunisation is already a target for primary care. Need to join up the system

Issue or risk in the transition. 

How to disseminate information? Have a public health champion in each county council department at senior and operational levels. Information has to be imparted in right way – tell in stories, what is needed, what difference it made and how.  Avoid evangelicalism; health has traditionally been hard to engage with. Be clear on specific contributions.

Emergency planning, air quality, contaminated land. HPU has links with emergency planning.


Two levels for health protection – the active response to an incident/outbreak (NB different outbreaks need different partners and different responses) – all needs to be place to call on when needed (via contracts) plus the general messages for prevention/protection on the wider determinants which a wide range of partners need.   

Advantage of public health in county council is can engage with police and fire services.  Also opportunities to call on generic emergency staff to backfill and free up specialist staff.

Also community resilience teams

During the transition need to keep the lines open.  Risk of major failure as works to some extent on personal networks which though excellent can bring vulnerability if people change and there is no clearly defined organizational responsibility.   These need defining for all agencies – roles and responsibilities.  District councils are being squeezed financially and if food safety is organized nationally may lose resource.  Formalise arrangements now. Set up task and finish group to formalize the structure and check partners plugged in. Ensure services are commissioned to include the right response (eg if community nurses and TB services commissioned by CCGs in future.

The joint Health and Wellbeing Strategy needs a health protection element linked to CCG commissioning plans. 

The DPH now and in the future will be responsible for leading but the HWB has responsibility for systems in place and scrutiny can do QA.

Will Public Health England (PHE) simplify the system in future?

In future 0-5 children be immunized by National Health Service Commissioning Board (NHSCB) and 5-19 by county council (i.e. pick up schools)

Pinpoint health protection as a risk now and ensure GPs sighted on it.  Nuts and bolts delivery. Must be evidence and needs based. Short term need to minimize risk and write in what needs to happen eg TB follow up. Clarify where we are, not lose the current in the mix whilst looking longer term to use the new arrangements and partnership opportunities to do it better.  Other partnership groups have worked well eg when have ignored boundaries between services and all joined in where they can see mutual benefit – needs co-ordinating.  

Health prevention
Mapping of priorities; importance of common language and simple definition of public health. Learn by doing. Communication, targeted engagement.

Making a meaningful difference that is measurable.

Skills and capacity development

Selling the message

Establishing shared understanding

Looking at joint commissioning strategies to see what contributes to public health outcomes mapping – solution – need clear map of what is there, communication channels, link to outcomes.

Health Overview and Scrutiny Committee (HOSC) – bridges the professional and resident. 

Any action plan needs to be jargon free. Partnership communication plan – consistent, simple, balance between professional and accessible.

Public Health have CCG links but not every GP

Data needs to be translated to insight analysis and action

Prioritise what and where action needs to happen if going to be effective. JSNA to Health and Wellbeing strategy and HWB. Build don’t duplicate. 

Focus down with priorities – define benefits – neighbourhood to county. Examples of saving. To be relevant to outcome need engagement of organisations/people 

SMART – action and contribution. Alignment of business plans. Incentives – what save for future?
Use modern technology to communicate.

Have strategic champions for influencing

Look at partnerships that are there eg Healthy Partnership Boards

Events useful but may be smaller, focused, solution focused, based on priorities, based on need

Piggyback wherever possible to get messages across. 

Need a manageable number of outcomes if we want to know if they are being successful.

Use the public health outcomes for local focus for public health team outcomes. Also need local outcomes that are public health outcomes that East Sussex residents need.

Do an overlap map

Afternoon group work

Public health Specialist team delivery
Little understanding now of what we have got against what needs to be done, how it can be deployed and what needs to change over time...  Not widely known in and outside the council what is on offer now? Public health needs a stronger profile of what it is delivering. Can appear impenetrable for those who have not worked directly with public health professionals. Can’t align priorities if don’t understand what it does.

The PCT used the public health team as the outward face of health which has caused problems. Not fair. 

200 councillors in East Sussex – could be public health champions but need to know the relevance, own the agenda and be informed meaningfully.

3 domains accepted. 

What is/will be valued – evidence, information, analysis and interpretation. Do need to ensure that the team does what only it can do and that others can be used to deliver appropriate elements.

Information needs to be in a digestible form – eg JSNA – needs a translation into what action do we need to take now; how can we spend money to make a difference and not waste it on projects – need evaluation skills, be clear of benefits.

Public health can also help frame the questions in the first place.

One way to deploy public health expertise is on focused issues which bring a large range of partners together such as tobacco control and stop smoking. Expertise needs to be tangible, in right language, have practical application.   Need different approaches for different groups if to make a difference. Could make agreed priorities a corporate target for organizations to that they will take it seriously.

Public health can help in assessing points of intervention. 

Leaders – officers and members needs to lead this. 

Translate difference between health and public health  
Public health specialist team needs to provide the people who need it with the right information, analysis, evidence of what works, where to target intervention and help frame the question in the first place

Infrastructure?  Public health specialist to work with each CCG, county council department, district/borough and other partners. Make connections/matrix working

What needs to be done differently? People need to know now how they can be engaged eg all the housing departments.  Need better signposts to solve their problems – eg housing has problem with people with alcohol problems

Use Marmot approach – link education, children, housing etc. Get more for bucks if do it together.  Need to make sure all the relevant people are in the tent and appreciate health is not just health services.  Life course approach – where can influence at different stages with effective interventions.   

Can benefit from understanding where other areas have taken a different approach to the same problem.

Look at why the crime and disorder partnership worked and learn lessons to align priorities. 

Make sure all the effort is not just focused on Hastings.

Priorities – look at how effective we are in what we are doing; ensure we get a return on investment – i.e. not just do something because it seems to need to be done if it does not work.   Alcohol and falls may be good issues.  Where will we have most impact? May not be at a county level.

Link information, money and evidence to come up with what is doable – short term wins and the longer term  
NOTES FROM WORKSHOP   
Jenny Wright

Plenary questions and discussion 

1. How can you ensure that public health will be looked at in a corporate sense and not just by those with an interest? What will be the mechanisms for this?

One way is for the county and district/borough leaders to have it on agendas when they meet and to be part of the corporate plan of each organization.

All members need to be engaged in the process – engage with them through local involvement and knowledge as advocates

It must percolate all levels

Needs to be part of the prevention agenda and used to manage demand. Needs to be a business case to win over hearts and minds

2.How can the organization support/deploy collective intelligence on health?

Health is hard to penetrate from a partnership point of view. Understanding/navigation of health

3. Emergency services need to be on the list of key partners

4. Key players need to be identified as new structures emerge and form relationships with them

5. The third sector has an active role and needs to be included.  CCGs do not understand communities – the voluntary sector has a key role in showing them opportunities.  They are already training successfully in “nudging”

6. Public health has to build trust and earn trust.

7. Health can learn much on commissioning from the way LAs work from neighbourhoods up.

8. Importance for LAs to pick up from public health evidence base, evaluation and learning from others.

9. All partners need to have identified public health champions

10. There is one opportunity to get it right. The will is there and the knowledge and expertise. There needs to be a commitment to join up better.  Next step to develop a plan with priorities for action which will fit different geographical levels and deliver the best return on investment

Morning group work

Health protection
There was a local measles outbreak in the Steiner community where many parents had chosen not to vaccinate their children.    The HPU called in the PCT public health team who used contracts with community nurses as surge capacity to vaccinate 500 children.  School nurses and health visitors also involved, HPU had links with schools.

In terms of resilience there needs to be a whole community response.

Now public health part of the county council can draw on other partners for wider information sharing – adult social care can support parents who not coping, children in safeguarding. Fostering and adoption is covered – HPU can learn from this approach to spread wider – children with parents in the penal justice system, poor housing etc.  

Immunisation is already a target for primary care. Need to join up the system

Issue or risk in the transition. 

How to disseminate information? Have a public health champion in each county council department at senior and operational levels. Information has to be imparted in right way – tell in stories, what is needed, what difference it made and how.  Avoid evangelicalism; health has traditionally been hard to engage with. Be clear on specific contributions.

Emergency planning, air quality, contaminated land. HPU has links with emergency planning.


Two levels for health protection – the active response to an incident/outbreak (NB different outbreaks need different partners and different responses) – all needs to be place to call on when needed (via contracts) plus the general messages for prevention/protection on the wider determinants which a wide range of partners need.   

Advantage of public health in county council is can engage with police and fire services.  Also opportunities to call on generic emergency staff to backfill and free up specialist staff.

Also community resilience teams

During the transition need to keep the lines open.  Risk of major failure as works to some extent on personal networks which though excellent can bring vulnerability if people change and there is no clearly defined organizational responsibility.   These need defining for all agencies – roles and responsibilities.  District councils are being squeezed financially and if food safety is organized nationally may lose resource.  Formalise arrangements now. Set up task and finish group to formalize the structure and check partners plugged in. Ensure services are commissioned to include the right response (eg if community nurses and TB services commissioned by CCGs in future.

The joint Health and Wellbeing Strategy needs a health protection element linked to CCG commissioning plans. 

The DPH now and in the future will be responsible for leading but the HWB has responsibility for systems in place and scrutiny can do QA.

Will PHE simplify the system in future?

In future 0-5 children be immunized by NHSCB and 5-19 by county council (i.e. pick up schools)

Pinpoint health protection as a risk now and ensure GPs sighted on it.  Nuts and bolts delivery. Must be evidence and needs based. Short term need to minimize risk and write in what needs to happen eg TB follow up. Clarify where we are, not lose the current in the mix whilst looking longer term to use the new arrangements and partnership opportunities to do it better.  Other partnership groups have worked well eg when have ignored boundaries between services and all joined in where they can see mutual benefit – needs co-ordinating.  

Health prevention
Mapping of priorities; importance of common language and simple definition of public health. Learn by doing. Communication, targeted engagement.

Making a meaningful difference that is measurable.

Skills and capacity development

Selling the message

Establishing shared understanding

Looking at joint commissioning strategies to see what contributes to public health outcomes mapping – solution – need clear map of what is there, communication channels, link to outcomes.

HOSC – bridges the professional and resident. 

Any action plan needs to be jargon free. Partnership communication plan – consistent, simple, balance between professional and accessible.

Public health have CCG links but not every GP

Data needs to be translated to insight analysis and action

Prioritise what and where action needs to happen if going to be effective. JSNA to HWB strategy and HWB. Build don’t duplicate. 

Focus down with priorities – define benefits – neighbourhood to county. Egs of saving. To be relevant to outcome need engagement of organisations/people 

SMART – action and contribution. Alignment of business plans. Incentives – what save for future?
Use modern technology to communicate.

Have strategic champions for influencing

Look at partnerships that are there eg Healthy Partnership Boards

Events useful but may be smaller, focused, solution focused, based on priorities, based on need

Piggyback wherever possible to get messages across. 

Need a manageable number of outcomes if we want to know if they are being successful.

Use the public health outcomes for local focus for public health team outcomes. Also need local outcomes that are public health outcomes that ES residents need.

Do an overlap map

Afternoon group work

Public Health Specialist team delivery
Little understanding now of what we have got against what needs to be done, how it can be deployed and what needs to change over time...  Not widely known in and outside the council what is on offer now? Public health needs a stronger profile of what it is delivering. Can appear impenetrable for those who have not worked directly with public health professionals. Can’t align priorities if don’t understand what it does.

The PCT used the public health team as the outward face of health which ahs caused problems. Not fair. 

200 councillors in ES – could be public health champions but need to know the relevance, own the agenda and be informed meaningfully.

3 domains accepted. 

What is/will be valued – evidence, information, analysis and interpretation. Do need to ensure that the team does what only it can do and that others can be used to deliver appropriate elements.

Information needs to be in a digestible form – eg JSNA – needs a translation into what action do we need to take now; how can we spend money to make a difference and not waste it on projects – need evaluation skills, be clear of benefits.

Public health can also help frame the questions in the first place.

One way to deploy public health expertise is on focused issues which bring a large range of partners together such as tobacco control and stop smoking. Expertise needs to be tangible, in right language, have practical application.   Need different approaches for different groups if to make a difference. Could make agreed priorities a corporate target for organizations to that they will take it seriously.

Public health can help in assessing points of intervention. 

Leaders – officers and members needs to lead this. 

Translate difference between health and public health  
Public health specialist team needs to provide the people who need it with the right information, analysis, evidence of what works, where to target intervention and help frame the question in the first place

Infrastructure?  Public health specialist to work with each CCG, county council department, district/borough and other partners. Make connections/matrix working

What needs to be done differently? People need to know now how they can be engaged eg all the housing departments.  Need better signposts to solve their problems – eg housing has problem with people with alcohol problems

Use Marmot approach – link education, children, housing etc. Get more for bucks if do it together.  Need to make sure all the relevant people are in the tent and appreciate health is not just health services.  Life course approach – where can influence at different stages with effective interventions.   

Can benefit from understanding where other areas have taken a different approach to the same problem.

Look at why the crime and disorder partnership worked and learn lessons to align priorities. 

Make sure all the effort is not just focused on Hastings.

Priorities – look at how effective we are in what we are doing; ensure we get a return on investment – i.e. not just do something because it seems to need to be done if it does not work.   Alcohol and falls may be good issues.  Where will we have most impact? May not be at a county level.

Link information, money and evidence to come up with what is doable – short term wins and the longer term  

