Public health system – 20 December 2011
Public health system – summary
1. The public health white paper Healthy Lives, Healthy People, published last year, set out that we face significant challenges to the public’s health. Rising levels of obesity, misuse of drugs and alcohol, high levels of sexual transmitted disease and continuing threats from infectious disease have a heavy cost in health, life expectancy and a large economic burden through costs to the NHS and lost productivity. Improving public health and developing sustainable services will be a key contribution to meeting the challenges to the public finances.

2. The Government has an ambitious programme to improve public health through strengthening local action, supporting self-esteem and behavioural changes, promoting healthy choices and changing the environment to support healthier lives. 

3. Following extensive consultation and work with stakeholders in public health, the NHS, voluntary sector and local government, we are now – December 2011 – defining how the whole new public health system is going to fit together, alongside more details of the constituent parts. We are making this information available as soon as it is finalised. 
4. That new system includes:
a. Local government taking the lead for improving health, co-ordinating efforts to protect health and ensure health services promote health
b. A new executive agency of the Department of Health, Public Health England, to integrate service delivery, provide public health leadership and support development of the specialist and wider public health workforce.
c. The NHS continuing to play a full role in public health, providing care, tackling inequalities and ensuring every contact counts.
d. The Department of Health will set the legal and policy framework, secure resources and make sure public health is central to the Government’s priorities.
Public health in local government

5. The Government is returning responsibility for improving public health to local government because of their unique potential to transform outcomes through their:

a. population focus

b. ability to shape services to meet local needs

c. ability to influence wider social determinants of health.

d. ability to tackle health inequalities.

6. Local authorities are leading for public health and will have a new duty to improve the health of their population.

7. We are setting out the specific public health services local government will have responsibility for commissioning, supported by a ring-fenced grant, and which of those services will be mandatory.

8. Local authorities will employ directors of public health who will occupy key leadership positions. Directors of public health will have a role across all three domains of public health. Local government will also be responsible for establishing health and wellbeing boards to coordinate Joint Strategic Needs Assessments and plans to address them.

9. A ring-fenced public health grant will support local authorities in carrying out their new public health functions. We will make shadow allocations to local authorities for 2012/13 to help them prepare for taking on formal responsibility in 2013/14. Shadow allocations for local authorities in 2012/13 will be published to support planning for the transition.

Public Health England’s operating model
10. Public Health England (PHE) will be a new, integrated and expert public health service to support the new public health system 
11. We are making PHE’s role in the new public health system and its functions clear. Its three key functions will be:
a. Delivering services including specialist public health services, and information and intelligence service and supporting the commissioning and delivery of health and care services and public health programmes. 
b. Leading for public health by encouraging transparency and accountability across the system and supporting public health policy development and building the evidence base. 
c. Developing the workforce by supporting the development of the specialist and wider public health workforce.
12. We are setting out the building blocks of PHE’s structure and organisational design. But this is only the start of the process. There is much more detailed work to be done to design PHE. Local government, public health professionals and the NHS can continue to influence that.
A focus on outcomes

13. The focus will be on outcomes. A new Public Health Outcomes Framework will set out key indicators of public health from the wider determinants of health through to effectiveness in reducing premature mortality. Our overall goals will be to increase life and healthy expectancy and reduce health inequalities. The Public Health Outcomes Framework will be published in January 2012 and will be aligned with the NHS Outcomes Framework and the Adult Social Care Outcomes Framework.

The public health workforce

14. The success of the public health system depends on harnessing the skills and energies of public health staff and on those staff building the effective relationships needed to make public health part of everyone’s core business.

15. We have a diverse public health workforce, working for a wide range of employers. In managing the transition to the new system we need to ensure all staff are treated fairly and have access to the exciting opportunities to shape a 21st century public health service.

16. We are working closely with Trade Unions, staff representatives and local government to ensure fair and transparent process and appropriate terms and conditions. We have published an HR Concordat setting out key principles. For the local transfer, we will follow this with Local Government Group guidance. We have established a partnership working group for taking forward work on establishing PHE. A ‘Building the PHE People Transition Policy’ will be published in January. The final People Transition Policy will follow formal agreement to the new terms and conditions.

17. Maintaining a vibrant professional public health workforce into the future will underpin the success of the reforms. The workforce strategy will be key to this and will be subject to specific consultation from January 2012.

Next steps
18. Subject to the passage of the Bill, these statutory changes will take place from 1 April 2013. Yet there is much that can be done to implement the reforms through local agreement before April 2013. We would encourage all partners to actively engage in delivering the new systems and new ways of working in 2011/12.

19. There are a number of key milestones for the transition including:

· completion of plans for transfer of directors of public health to local authorities – March 2012

· PHE’s chief executive designate appointed – April 2012

· PHE organisational design – May 2012

· pre-appointment processes complete – October 2012

· formal transfers of statutory responsibilities – 1 April 2013.

Question and Answer

December 2011 publications

Q: What have you published in December 2011 and what is yet to come?

On 20 December, we published information to describe the key aspects of the design of the new public health system - details of how Public Health England will operate, the new role and responsibilities in public health for local government and an overview of how the new system fits together. 

We recognise that colleagues have been waiting for this information in order to progress with the transition, which is why we have made this available as soon as we possibly can.

We will publish this system design information in a clear web-based format, to allow people to easily navigate the key decisions and descriptions while finding further levels of detail.

Further information which will operationalise the new system will follow early in the New Year, including the Public Health Outcomes Framework, more information on funding for public health and a consultation on a workforce strategy.

Publication of all these products will complete the high-level design of the new public health system. However, work on the detail will, of course, continue, particularly to map current functions and structures to the new design of Public Health England and detailed transition planning for the transfer of public health from PCTs to local government. 

We know staff are rightly concerned about their own futures and further HR guidance in January will be available. Input from partners to the process to date has been vital and we will be looking to continue that engagement in the process as we progress over the remaining 15 months before implementation.

Q: Why have you ‘snuck out’ this information on the final day before recess?

Colleagues in local government, public health and elsewhere have been waiting for this information in order to progress with the transition. This is why we have made this available as soon as we possibly can. 

The Chief Medical Officer wrote directly to local authorities, directors of public health and to others to alert them to these publications. 

Local government role
Q: Why are we giving public health responsibilities to local authorities?
Giving this role to local government opens new opportunities for community engagement and to develop holistic solutions to health and wellbeing embracing the full range of local services (e.g. health, housing, leisure, planning, social care). 

Local authorities’ new public health responsibilities will be supported by a ring-fenced budget. Directors of Public Health will lead this work, as the principal adviser on health to the local authority; supported by:

Q: What is the local authority’s role across the three domains of public health?

On health improvement, upper tier and unitary local authorities will have a new duty to take appropriate steps to improve the health of their populations, supported by a ring-fenced budget for public health. Thus means that they will be responsible for commissioning health improvement services locally, in line with the Joint Strategic Needs Assessment and joint health and wellbeing strategy. 

On health protection, local authorities will be required to input advice and challenge into health protection plans, as well as to produce their own plans to address emergencies, thereby helping ensure that robust arrangements are in place to protect the population’s health. 

LAs will be under a legal duty to provide specialist population based public health commissioning support and advice to local NHS commissioners on the commissioning of NHS services. 

Q: How will local authorities work with their local PHE unit?
Public Health England’s units will develop from the current health protection units of the Health Protection Agency.

The units’ main areas of work will be to:

· deliver services and advice to local government, the NHS, other local organisations and the public, and work in partnership to protect the public against infectious diseases, minimise the health impact from hazards, involving the national centres when appropriate

· make an effective contribution to the Emergency Preparedness, Resilience and Response system 

· support effective local action to promote and protect health and wellbeing and tackle inequalities, including through providing or facilitating access to data and intelligence and evidence on best practice.

· Further work on organisational design of PHE will clarify the full range of PH activities to be located in units

Q: Who is accountable for health protection? Who is accountable in an emergency?

The ultimate responsibility for protecting health rests with the Secretary of State, but we want the Director of Public Health to continue to provide a coordination role to protect the health of the local population when transferred to local authorities. 
Our vision is that the local authority, and the Director of Public Health acting on its behalf, should have a pivotal place in protecting the health of its population. We therefore propose to use a regulation-making power in the Bill to require local authorities to take steps to ensure that arrangements are in place to protect the local population. Under this duty, local authorities (and

Directors of Public Health on their behalf) would be required to provide advice and challenge to local partners to help ensure that their plans are robust and will protect the health of the local population from threats ranging from relatively minor outbreaks to full-scale emergencies, and to prevent as far as possible those threats arising in the first place.
Q: What role will the directors of public health be expected to play in national screening initiatives and what accountabilities will they have?

A: In terms of plans for screening and immunising the local population we envisage a process as follows. The NHS Commissioning Board will be accountable for delivery of the national screening and immunisation programmes in accordance with an agreement between the Secretary of State and the Board which will set out  the terms in which the Board will exercise a Secretary of State function. 

Directors of Public Health will advise, for example, on whether screening or

immunisation programmes in their area are meeting the needs of the population, and whether there is equitable access.

They will provide challenge and advice to the NHS Commissioning Board on its performance, for example through the Joint Strategic Needs Assessment and discussions at the Health and Wellbeing Board on issues such as raising uptake of immunisations and screening, and how outcomes might be improved by addressing local factors. They will also have a role in championing screening and immunisation, using their relationships with local clinicians and clinical commissioning groups, and in contributing to the management of serious incidents.

Q: What role will local authorities' have in health protection?

The local authority role in health protection planning is not a managerial, but a local leadership function. It rests on the personal capability and skills of the local authority Director of Public Health and his or her team to identify any issues with health protection plans locally and advise appropriately. But it will be underpinned by legal duties of cooperation, contractual arrangements, clear escalation routes and transparency.
Q: What does ‘chief officer’ status for the local authority’s DPH involve and how will DH enforce this?

We promised in Healthy Lives, Healthy People: update and way forward to discuss with stakeholders how best to ensure that that the Director of Public Health has an appropriate status within the local authority, in line with the position of the Directors of Children’s Services and Adult Social Services. Subject to Parliament, we will add Directors of Public Health to the list of statutory chief officers in the Local Government and Housing Act 1989.

After Royal Assent, we intend to issue statutory guidance on the responsibilities of the Directors of Public Health, in the same way that guidance is currently issued for Directors of Children’s Services and Directors of Adult Services. While the organisation and structures of individual local authorities is a matter for local leadership, we are clear that these legal responsibilities should translate into the Director of Public Health acting as the lead officer in a local authority for health and championing health across the whole of the authority’s business. This means that we would expect there to be direct accountability between the Director of Public Health and the local authority Chief Executive for the exercise of the local authority’s public health responsibilities and that they will have direct access to elected members.

Q. But does this mean that DsPH will report to the Chief Executive or not?

The precise reporting arrangements are for individual local authorities to decide. What we have done is to make clear that the status of DsPH is important – hence making them statutory chief officer – and they must have appropriate direct access to the chief executive and elected members. 

Q: What is the expectation of public health skills in local authorities for intelligence, research and evaluation functions? 

Local authorities will be mandated to provide population healthcare advice to the NHS.  Good population health outcomes, including reducing health inequalities, rely not just on health protection and health improvement, but on the quality of healthcare services provided by the NHS. That is why we are preserving a key role for local authority public health teams in providing public health expertise for the NHS commissioners of these services.

Q: District councils will be marginalised – shouldn’t local authorities with new public health responsibilities be required to co-operate with them?
We hope and expect they will co-operate – district councils have a lot to contribute. But using primary legislation to enforce co-operation is neither necessary or appropriate. Local authorities are independent, autonomous and democratically accountable and must be left to decide this sort of thing themselves. This Bill also gives the Secretary of State a duty to promote local autonomy, and we need to be mindful of that.

Q: Why shouldn’t district councils have the health improvement duty?

Upper-tier and Unitary local authorities are best placed to take on health improvement functions. Additional duties on district councils would create unnecessary duplication and confusion. 

We would draw parallels between public health and adult social care and children’s services where leadership lies at the upper tier level.

Q: Why shouldn’t county councils have to consult district councils? 

We expect a high degree of co-operation between all the local authorities in a particular area. We also expect it to happen naturally and within existing provisions – there is no reason to believe that it is necessary to require consultation in law.

Q: Is the Director of Public Health a local “leader” or simply a “health advisor”? Both terms are used in the July ‘Update and Way Forward’ paper.

The two terms are not mutually exclusive and the Director of Public Health will have a critical role as an advocate for the health of the local population, championing health across the whole of the authority's business.  The Director of Public Health will be a statutory member of the Health and Well-being Board and will be the key advisor on public health matters at the local level, supported by Public Health England. 

Q: How can a director of public health simultaneously act both “corporately” and “independently”? 

The Director of Public Health will have a duty to be an advocate for public health and to champion health across the whole of the authority’s business. Thus the Director of Public Health will be the person elected members and other senior officers will consult on a range of issues, from emergency preparedness to concerns around access to local health services. He or she will also be a senior member of the corporate body, and act accordingly, once decisions have been taken. But this does not mean that the Director of Public Health should be any the less robust in their advocacy role. There are other senior members of the local authority, such as the Director of Finance, who on occasion may need to speak out if they identify serious problems. 

Q: Will a local authority be able to remove a director of public health without seeking prior agreement from Public Health England?

Local authorities will need to consult the Secretary of State before dismissing a DPH, but the employment relationship is exclusively with the local authority and ultimately the decision will be for the employer. DsPH will also have the full protection of employment law, of course.

Q: In the public Health White Paper, you say that the Secretary of State will have the power to dismiss. Why is this no longer the case? 

We have been clear that there should be a line of accountability between the Secretary of State and Directors of Public Health. The clauses as drafted would give Secretary of State the power to direct a local authority to consider particular remedial or disciplinary measures but would not extend to directing a local authority to dismiss a Director of Public Health. The Secretary of State could also direct the local authority to report back on the action they had taken. We believe this ensures Secretary of State has the necessary direct influence without undermining the employment relationship between the Director of Public Health and local authorities. 
NHS commissioning support
Q: Will clinical commissioning groups be required to source public health advice from the local authority?

To effectively discharge all of their functions, the Health & Social Care Bill imposes a duty on the NHS Commissioning Board (and clinical commissioning groups (CCGs) to:
“obtain advice appropriate for enabling it effectively to discharge its functions from persons who (taken together) have a broad range of professional expertise in –

(a) the prevention, diagnosis or treatment of illness, and

(b) the protection or improvement of public health.”. 

It will be key to the effectiveness of the NHS Commissioning Board in the discharge of its functions to ensure it obtains sufficient advice and input from, and the involvement of, clinicians, public health experts, other professionals and those with relevant experience of the NHS, patients and the public, and that it has effective working arrangements with local government.  

Q: Why isn’t there a public health professional on the board of the clinical commissioning group?

Aside from the inclusion alongside GPs of at least one registered nurse and a doctor who is a secondary care specialist, we do not intend to prescribe in detail the wider clinical professional membership of commissioning groups' governing bodies.  We agree with the NHS Future Forum's report that it would be unhelpful for clinical commissioning groups' governing bodies to be representative of every professional clinical group.  The prime purpose of a governing body should be to take key decisions and make sure that clinical commissioning groups have the right systems in place to do their job well.  These systems will ensure they involve the full range of health and care professionals in commissioning. 

Q: What public health advice will PHE provide to the NHS Commissioning Board?

Public Health England will provide a public health service to the NHS Commissioning Board to support the commissioning and delivery of health and wellbeing services and programmes. Public Health England will be providing public health and population healthcare advice to the NHS Commissioning Board. It will work with the NHS Commissioning Board to ensure that the prevention of ill health and promotion of good physical and mental health and wellbeing are systematically addressed across services and care pathways.

As recommended by the Future Forum in its November interim letter, further work will be done in 2012 to establish and publish the arrangements of how Public Health England and the NHS Commissioning Board will work together. This will set out how NHS commissioners can obtain population health advice from Public Heath England and how both organisations will be accountable for performing their roles effectively and in partnership
Q: Will someone from PHE have a seat on the NHS Commissioning Board?

There is a provision in the Health and Social Care bill which places the Board under a duty to obtain appropriate advice from persons with professional expertise in 'the prevention, diagnosis or treatment of illness and the protection or improvement of public health'

As recommended by the Future Forum in its November interim letter, further work will be done in 2012 to establish and publish the arrangements of how Public Health England and the NHS Commissioning Board will work together. This will set out how NHS commissioners can obtain population health advice from Public Heath England and how both organisations will be accountable for performing their roles effectively and in partnership
Commissioning responsibilities for public health

Q: Who is responsible for commissioning abortion services?

Given the highly clinical, and in most cases surgical, nature of abortion provision we have re-considered our earlier decision to place these services with local authorities. We have provisionally concluded that abortion should remain within the NHS and be commissioned by Clinical Commissioning Groups. However, we are keen to seek a range of views on this revised commissioning route. A consultation on this revised recommendation will begin in due course.

Q: Who is responsible for commissioning dental public health? 

Local authorities will be responsible for commissioning dental public health prevention programmes. Consultants in dental public health will be located within PHE and provide advice and support to NHS Commissioning Board and to local authorities.

Q: Who is responsible for children’s public health? Why are you fragmenting this?

There was considerable comment during our consultation on commissioning responsibilities about the split of responsibilities for the public health of children and young people, including the Healthy Child Programme, with pregnancy to 5 services being commissioned by the NHS Commissioning Board. We accept the many benefits to be had from the integration of public health into the wider commissioning of children’s and young people’s public health, particularly in terms of the prevention and safeguarding agendas.

As we explained in Healthy Lives, Healthy People: Update and way forward, we believe that the NHS Commissioning Board will be best placed to lead the

commissioning of public health funded services for children under 5 in the first

instance, including health visiting, the Healthy Child Programme and Family Nurse Partnership, given the commitment to a 50% increase in the health visiting workforce and a transformation in the health visiting service by 2015, and to ensure associated improvements in support for families.

Our medium-term aim is to unify responsibility for these services within local government by 2015

Q: The NHS Commissioning Board will commission immunisation programmes. Will this take responsibilities from the role of the Joint Committee on Vaccination and Immunisation?  

No. The role and responsibilities of the Joint Committee on Vaccination and Immunisation as an independent expert advisory committee that advises Ministers on matters relating to the provision of vaccination and immunisation services will remain.

Q: What steps will be taken to avoid fragmentation of responsibility for commissioning whole programmes or pathways across different organisations?

Local authorities will wish to work with clinical commissioning groups to

provide as much integration across clinical pathways as possible, maximising the scope for preventative interventions. The health and wellbeing board will be critical to driving this agenda.
Q: Will local government be able to innovate and develop new approaches?

Yes, and we wish to encourage this. The new health improvement duty is broad, and so will allow local authorities to tailor how they spend the ring-fenced grant to local needs. Thus for example local authorities are in an excellent position to test out new and joint approaches to payment by outcomes, such as reducing drug dependency and to extend such approaches with external investment, such as the proposals being developed on social impact bonds to improve services and outcomes.

Q: How will inequalities be addressed when many services, where localised inequalities exist – e.g. immunisations, screening programmes – will be commissioned nationally?

Local authorities have ample experience of the reality of health inequalities in their communities. Many of the social determinants fall within their ambit, so they can take strategic action to prevent inequalities across a number of functions, such as housing, economic and environmental regeneration, strategic planning, education, children and young people’s services, fire and road safety.

For all commissioning decisions, local authorities will want to ensure services are delivered in ways that meet the needs of disadvantaged and vulnerable groups and which consciously respond to the three aims of the equality duty.

The Director of Public Health, located within the local authority, will be well placed to bring health inequalities considerations to bear across the whole of the authority’s business, and to think strategically about how to drive reductions in health inequalities, working closely with the NHS and other partners.
Public Health England

Q: What is Public Health England’s role across the three domains of public health?

The three domains of public health are health protection, health improvement and health services. Public Health England will work across all three domains of public health as an integrated public health deliver and expert body.

Q: What has previously stopped us delivering an integrated system with the characteristics outlined?

The fragmented composition of the current system has sometimes resulted in gaps or overlaps in work undertaken by different parts of the system. In addition, different methods for handling data, IT systems and ways of delivering services.  Act as barriers to sharing common resources and knowledge. Bringing all organisations together removes these barriers and enables staff and systems to work more efficiently and effectively together.

Q: How will PHE set its priorities at national and local level?

The annual work programme for Public Health England will be informed by national priorities as expressed in the various outcomes frameworks and by any national priorities set by Government.

At a local level, priorities will also be informed by the Joint Strategic Needs Assessment set by the health and wellbeing boards. Local priorities will take account of locally specific and relevant indicators, and any ‘cross-local authority’ priorities that have been identified as being delivered more effectively in a collaborative way.

Q: When will PHE’s functions be finalised? When will I know what this means for me?

Public Health England will have three business functions. These are described in the Operating Model factsheet published on the DH website. The functions build on the recognised strengths of Public Health England’s predecessor organisations. 

Each business function will be delivered through a range of activities.  The precise activities Public Health England will deliver will be determined by Public Health England’s executive team, working with local government and other partners, and will ultimately be confirmed in the business and operational plans for Public Health England that will be published from January 2013.

In the meantime, work is ongoing in early 2012 to identity and map functions that are currently performed by the organisations whose functions are expected to transfer into Public Health England.

Q: How will PHE work with the NHS Commissioning Board? 
Public Health England will provide a public health service to the NHS Commissioning Board to support the commissioning and delivery of health and wellbeing services and programmes.

Public Health England will be providing public health and population healthcare advice to the NHS Commissioning Board. It will work with the NHS Commissioning Board to ensure that the prevention of ill health and promotion of good physical and mental health and wellbeing are systematically addressed across services and care pathways. 

Further work will be done in 2012 to establish and publish the arrangements of how Public Health England and the NHS Commissioning Board will work together. This will include how PHE will relate to the wider NHS family or providers, clinical commissioning groups and others.

Q: How will PHE work with local government?
Local authorities, supported by their directors of public health, are the local leaders for public health. Public Health England will be the expert body with the specialist skills to support the system as a whole.  

Public Health England will support local authorities in their new role by providing services, expertise, information and advice in a way that is responsive to local needs.

Public Health England will carry out functions and activities that would not be practicable to replicate in each local authority. 

Q: How will PHE work with the Cabinet sub-committee on public health?

The Department of Health will lead on work with the cabinet sub-committee on public health. PHE will provide support and advice to the Department to fulfil this role by, for example, providing evidence and intelligence about public health challenges, how the public health system performs and about what works in public health practice, nationally and internationally. 

Q. How will you ensure Public Health England’s independence?

PHE will be established as an executive agency of the Department of Health on 1 April 2013. As an Executive Agency, it will have operational independence and will work in an open and transparent way. A chief executive will be appointed through open and fair competition, and s/he will be solely responsible for the day-to-day operation of the Agency.  PHE will have its own budget and the chief executive will be responsible for ensuring its appropriate use to meet its objectives. PHE will have a Board that will include non-executives to provide independent advice and challenge to support the running and development of PHE.

As an executive agency, PHE will have separation from the main DH to ensure its scientific committees can provide rigorous and impartial advice on public health issues to the public, public health professionals and Government. 

This operational freedom will be supported by a Framework Agreement between the Department of Health and Public Health England, which will set out the roles and responsibilities of both organisations. 

Q: What is the framework agreement? When will it be available?

The framework agreement will describe the relationship between the Department of Health and PHE and articulate how PHE will be held to account in the new health and social care system. The agreement will support the relationship by setting out roles and responsibilities, explaining PHE’s governance arrangements, and clarifying the lines of accountability for PHE’s performance.

We expect the framework agreement to be signed off by both the Department of Health and PHE in autumn 2012 in time for it to be applied from April 2013. 

Q: Will PHE have a chair and a board?

Yes.  PHE will have a board which is chaired by its chief executive. It will include at least three non-executive members to provide external challenge and expertise. The non-executive members will have relevant experience in the public health field, in local government, the voluntary and community or private sector. Access to independent expertise will support the chief executive with the management and development of PHE. 

Q: Is PHE part of the Department of Health?

Yes.  PHE will be an executive agency of the Department of Health. As an executive agency, it will have operational distinctiveness that will allow it to build and maintain its own identity. Its agency status will support the ability of scientists in PHE to give expert, independent scientific advice. And it will make it easier for PHE to continue to raise significant sums from external sources, as HPA does at present. 

Q: What is the role of the Chief Medical Officer DH Permanent Secretary and of the Secretary of State for Health regarding PHE? 

PHE’s chief executive will:

· be responsible for the day-to-day operations of PHE, including responsibility for delivering its services to a high level
· be the Accounting Officer for the agency, and will have to ensure that processes are in place to ensure the appropriate use of public funds 

· report to the Permanent Secretary of the DH.  

The Secretary of State for Health will remain ultimately responsible to Parliament for the delivery of the functions for which PHE is responsible. In addition to the reporting structure through the Permanent Secretary, the Chief Executive will be accountable to the Secretary of State and they will meet at least annually to discuss the performance and strategic development of PHE.
Q: What is a hub? How many hubs will PHE have? 

The effective delivery of some PHE functions will rely on the leadership and coordination of the work of its units and their partners in the local public health delivery system. This could not be carried out effectively from a single national office. 

PHE will distribute a small number of national office functions across geographical hubs, which will be part of the national office and act within a national framework. 

There will be four hubs that are coterminous with the four sectors of the NHS Commissioning Board and Department for Communities and Local Government resilience hubs, covering London, the South of England, Midlands and East of England and North of England. 
For each of these areas the hubs will:

· ensure that Public Health England’s emergency preparedness, resilience and response plans are in place 

· ensure that high-quality public health and healthcare advice, including for screening, immunisation and specialised services commissioning, is available to the NHS Commissioning Board

· assure the quality and consistency of all services delivered by the units, ensuring that they are responsive to local government

· support transparency and accountability across the system, including managing strategic discussions with partners in relation to achievement of public health outcomes

· offer professional support to Directors of Public Health in local authorities.
Q: What is a unit? How many local units will PHE have?

Directors of public health are the local leaders for public health. Alongside this, PHE will deploy expert and specialist advice capacity at a level that allows it to understand and respond to local needs and support local leaders to tackle the challenges they face. When appropriate, units will provide coordination across several local authorities in managing incidents and outbreaks.

The units’ main areas of work will be to:

· deliver services and advice to local government, the NHS, other local organisations and the public, and work in partnership to protect the public against infectious diseases, minimise the health impact from hazards, involving the national centres when appropriate

· make an effective contribution to the Emergency Preparedness, Resilience and Response system

· support effective local action to promote and protect health and wellbeing and tackle inequalities, including through providing or facilitating access to data and intelligence and evidence on best practice.

PHE’s units will develop from the 25 health protection units of the HPA.
Early in 2012, we will be seeking the views of local authorities, health and wellbeing board early implementers and local partners on how PHE can best prove its responsiveness and expert contribution to localities.
Q: What improvement support will PHE provide? 

PHE will have three core functions, one of which covers activities across the whole public health system and supports health ministers, the Department of Health and the Chief Medical Officer in working across government on public health issues. 

PHE will work with partners to build the evidence base from research and experience about what works in improving and protecting health and wellbeing: narrowing health inequalities and advancing equality; and promote and evaluate innovation
Q. What will be the impact of the administration management cost reductions on Public Health England?
The Government is committed to reducing management costs and focusing spending on frontline services. We know that by 2013/14 we are going to have to take out at least 30 percent of the total cost of the department and its arms length bodies. By that time, the shape of arms length bodies will have changed significantly, some, like HPA and NTA being incorporated into PHE and others being created including the new NHS Commissioning Board. The aim however is that significant cuts in administration costs will be achieved without impacting the quality of performance. 

Q. How are you engaging with the staff who will be brought into PHE? 

We have identified approximately 5,000 highly trained and dedicated members of staff within the existing organisations and functions that will transfer across into PHE in April 2013.  We will negotiate specific terms and conditions that meet the Civil Service Code but retain the flexibilities from NHS terms and conditions. 

The expertise and professionalism of this workforce will prove a valuable asset for PHE. Staff from a range of specialist organisations are coming together to form PHE

Once the final phases of PHE’s design are completed in the summer of 2012, we will identify the posts that will be needed before PHE is established and we will start the process of appointing to them in line with equalities legislation. This stage will be called the pre-transfer appointment process. We will seek to offer staff as much detail about this process as we can as soon as we can. 
We expect a significant majority of staff to be transferred to PHE, continuing the roles they currently fulfil. Confirmation of the full details of the people transfer process will be published in June 2012, as part of the PHE’s People Transition Policy. The pre-transfer appointment process will then run from July to October 2012 to match existing posts to PHE’s new establishment.

Q. Will PHE be able to generate income?

Yes. We have established PHE as an Executive Agency to ensure that it can tender for the majority of the contracts currently undertaken by the HPA
Q: Why have you delayed establishing Public Health England?
The date for local authorities to assume their new public health responsibilities was always set for April 2013, following abolition of PCTs. PHE and other new national bodies will now also take up their full accountability and financial responsibilities from April 2013. A 2013 start date has the benefits of:

· Avoiding changing accountability arrangements during a financial year, and therefore offers a more stable platform for transition. 

· Facilitating the NHS, the HPA and their partners in local government to maintain coordinated and robust health protection and emergency response arrangements during the Olympic Games period. In this respect, we have listened and responded to the views of our stakeholders. 

Q: How do we brand a whole public health system but still have a clear brand for PHE?

PHE will develop a brand to meet its status as an executive agency of the Department of Health. Work will continue in early 2012 with stakeholders to progress this work. 
Q: How will local needs influence priorities for evidence collection and development nationally?

PHE will provide a locally responsive intelligence services. This means local areas will be able to use information provided by PHE centrally to identify the specific needs of their community, including locally-tailored products, such as health profiles.
PHE will also enable effective sharing of local learning, so that frontline practitioners and commissioners can make the most of others’ experiences.  

PHE will lead an active knowledge management approach across the public health system, promoting better understanding of the evidence and resources available to local areas and, where gaps in the evidence base are identified, working with academic researchers  to ensure the needs of public health are met. 

Q: How will PHE integrate support to NHS clinical commissioning to work and influence across the entire systems, including within CCGs, the NHS Commissioning Board and clinical senates?

PHE’s advice and services will span the three domains of public. PHE will work in partnership with the NHS Commissioning Board on the commissioning of certain public health services. PHE and the Commissioning Board will also cooperate to ensure effective approaches are in place for the delivery of public health outcomes. As an example, PHE will be responsible for the provision of quality assurance of screening services and to provide information and intelligence that will underpin the commissioning of screening services. 

The NHS Future Forum is currently considering how the NHS can contribute

to improving the health of the public – including the need for PHE to work closely with the NHS Commissioning Board. Its interim findings have been published and are available.

PHE may have a role in supporting Clinical Senates in their role to provide advice and support in ways that draw on the very best clinical leadership, advice and support. The detail of this has yet to be fully explored. 

At the local level, we would expert PHE to be a source of information, advice and support for local authorities and CCGs. This will be via supporting directors of public health in their role in providing public health advice to clinical commissioning groups, and local authority commissioners and Health and Wellbeing Boards.

Q: When will PHE’s chief executive and senior team be appointed?

Getting the right people in to lead PHE is critical and the work to establish PHE begins now. We expect to appoint a chief executive designate in April 2012 in advance of the organisation starting its operations to manage the transition process, and to further develop and implement the operating model for PHE through 2012/13. The Chief Executive designate will wish to appoint his/her senior team subsequently.

Q: How have you involved public health professionals, local government and others in the transition and implementation phase?

The Government cannot on its own realise our ambitions of better public health, better care and better value for all. It is critical that we work with our partners in the public health and local government systems to achieve this. 

We are therefore committed to the principle of involving our key partners throughout the process of finalising policy. The National Stakeholder Forum, third sector Strategic Partners, the Social Partnership Forum (which includes NHS and LG unions), Directors of Public Health Advisory Forum and the Public Health Taskforce are examples of our effective mechanisms for involvement. 

In Healthy Lives, Healthy People: Update and Way Forward, the DH committed to working closely with our stakeholders as we finalised the high level design of the new public health system. 

In the summer of 2011, the Chief Medical Officer asked Chris Bull, Chief Executive of Herefordshire Council, to chair a Public Health Engagement Group, the aim of which was to support engagement on the work towards publishing these five system updates. This was to maximise information and advice for the DH, to enable debate between stakeholders and to achieve the maximum amount of consensus. Group members tested and challenged proposals during the development process, working closely with DH officials.

Q: What is a local authority’s role with regard to the local PHE unit? Who is accountable for health protection? Who is responsible in an emergency?

Local authorities, supported by their director of public health, will be the local leaders for public health. The PHE unit will support local authorities in their new role by providing services, expertise, information and advice in a way that is responsive to local needs. It will support local authorities to ensure action taken is on the basis of best available evidence of what works. 

The Secretary of State is ultimately accountable for health protection although certain functions will be delegated to local authorities and PHE units. 

As part of ongoing transition work, we will be developing procedures and operational guidance for emergencies that will build on existing civil contingency structures and strengthen the arrangements for emergency preparedness, resilience and response. There will be clear roles and responsibilities for the DH, PHE, directors of public health and the NHS Commissioning Board. 

HR and workforce issues
Q: What will PHE’s terms and conditions of employment be?

The establishment of PHE is a complex task and will require careful and detailed consideration and meaningful partnership working to ensure that the HR issues of importance and concern are fully addressed and resolved.

Future terms and conditions for staff employed by Public Health England are still to be decided.  However, under TUPE/COSOP arrangements, on transfer to PHE, staff will retain their existing terms and conditions as these are protected at the point of transfer.

Regardless of the protections afforded to staff who transfer into PHE, the organisation still needs to determine what its own terms and conditions will be. We are keen that, as an executive agency, PHE has the right terms and conditions for its work. In particular, PHE needs to retain current skills and expertise (some of which are highly specialist) and be able to attract, recruit and retain specialist skills and expertise beyond 1 April 2013, especially as many of these staff may continue to want to spend part of their careers in the NHS.

We therefore want to explore how we can develop a tailored set of terms and conditions for PHE that are not only compliant with the Civil Service Management Code but give us flexibilities to address these important issues.

Q.  When will the terms and conditions be agreed?

There is a programme of monthly meetings arranged from December 2011 onwards with trade union colleagues. In partnership with the Trade Unions, the Department intends to develop a Framework upon which to develop PHE specific terms and conditions and thereafter develop a set of terms and conditions by the end of June 2012.

Q: What is the PHE People Transition Policy

The PHE People Transition Policy will set how the principles of the HR Transition Framework (which provides the guiding standards relating to employee movement) from ‘sender’ organisations to ‘receiver’ organisations will be used to transfer and appoint staff to PHE.

We will be publishing a “Building a PHE People Transition Policy” at the end of January 2012 that will set out:

· the vision and purpose of PHE;

· the process for senior appointments (as these will follow the appointment of the Chief Executive designate);

· the progress on the partnership working; and 

· the HR timeline.

A full People Transition Policy will be published in June 2012 once terms and conditions have been agreed.

Q: When will PHE’s chief executive and senior team be appointed?

Getting the right people in to lead PHE is critical and the work to establish PHE begins now. We expect to appoint a chief executive designate in April 2012 in advance of the organisation starting its operations to manage the transition process, and to further develop and implement the operating model for PHE through 2012/13. The Chief Executive designate will wish to appoint his/her senior team subsequently.

Q: How are you working with staff representatives to finalise the workforce transition?

DH and the trade unions have developed a PHE Partnership Working Group to assist with the establishment of Public Health England. The Partnership Working Group has been set up as the main vehicle for discussions, consultation and negotiation between the Department, Sender Organisations and unions in developing the terms and conditions and managing other employee relations activities needed to establish PHE.

An HR Transition Partnership Forum has been established as a sub-group of the National Social Partnership Forum to provide partnership input to the changes to the whole of the health system, of which PHE is a part. 

It aims to provide a single national forum for the discussion of and development of HR policies and supporting processes to support transition, develop and agree national level HR frameworks and other supporting guidance and support effective transition and ensure HR policies are fair, clear and transparent. It provides an oversight of the more detailed work carried out by the PHE Partnership Working Group. 
Refer also to the HR Concordat frequently asked questions, published on the DH website.
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