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Consultation Response to Healthy Lives, Healthy People: 
Our Strategy for Public Health in England
Voluntary Sector North West has written this response drawing on consultation events held in the North West on 23rd February and 2nd March which were attended by over 100 people. 
VSNW welcome the Public Health White Paper’s approach to delivering a strategy for healthier communities and in particular the aim to deliver it through local communities.   It is also pleased to see that the approach takes on the main aspects of the Marmot Review and acknowledges that to improve people’s health requires an approach that understands the links between employment, education, environment and health.
We welcome the acknowledgement of the role that the Voluntary and Community Sector (VCS) plays in both supporting vulnerable groups but also acting as catalysts for social action.  It feels the re-positioning of Public health within local authorities will provide more opportunities for local communities to engage with public health initiatives.
We support the embedding of public health within local authorities and the opportunities this creates for joint approaches across all local authority departments.   We also welcome that Government will encourage partnership working with the sector and also opportunities for providers to offer relevant services.
We understand that the new Health and Wellbeing Boards will in many areas replace LSP Health Forum.  The LSP Health Forum has had important contributions from the local VCS.  We are concerned that many local authorities are not including representation from the VCS on the new Health and Wellbeing Boards.  

Whilst a mandatory place is being offered to Health Watch, its role is that of a ‘consumer champion’ working on behalf of individuals in their relationship with health services, which is a different to the role of the local VCS support organisations.  We feel it is important that local authorities should be aware that HealthWatch will not bring the strategic view of the level and type of voluntary and community provision available in a local area that VCS voice organisations, such as Councils Voluntary Service bring.   It would therefore be helpful if further guidance was given to local authorities on the benefits of including strategic VCS representation on Health and Wellbeing Boards in addition to HealthWatch.

With regard to the Health Premium there is a concern that a payment by results approach will only be affordable by large national bodies which will squeeze out local providers and so the bottom up approach to identifying and delivery of community led services will be lost.
Although Ring Fenced funding would appear to have advantages there is a concern that this will lead to a silo approach to public health activity.  Another approach could be to have a ‘minimum spend’ for public health which would thus make it easier for joint agency approaches to public health delivery. 
We also welcome the increased role that is to be given to JSNA’s in identifying the health and social care needs of local communities.  Whilst there are good examples of local VCS engagement with JSNA’s this is by no means universal and we feel the increased importance that is going to be put on JSNA should provide the opportunity to increase VCS involvement.  There are examples of good practice such as Age Concern Lancashire providing the stories behind the data for the Lancashire JSNA to help improve the understanding of needs of older people.
It is important that the conduit for communicating local need that VCS infrastructure  organisations provide through local health and social care forum are valued and used.

It is important that the local voluntary and community sector plays a full and active role in shaping the Health and Wellbeing Strategy.  The VCS often works as both a provider and a voice with the local communities of place and identity whose health needs will need to be improved if public health outcomes are to be achieved.  It therefore has a vital role as a shaper of services.
With regard to the role of GP’s and GP Consortia in public health; there will be a need to develop their understanding of the role that voluntary and community sector organisations play not just in the delivery of public health related services but in supporting communities to develop more healthy lifestyles.  The Target Wellbeing Programme which has been running since 2008 is an example of VCS led public health initiatives delivering in disadvantaged communities in the North West.
We welcome the recognition of the role that the voluntary sector can play in providing evidence of innovative ways of working to deliver public health outcomes.  There is a need to work more closely with locally led initiatives and develop mechanisms for evaluating better community led approaches to public health which recognise that academic approaches to gathering evidence are not necessarily appropriate.  The moving of public health to a locally led approach should provide opportunities to evaluate public health outcomes in more innovative ways. 
Mental Health

The broad based and integrated approach indicated by the White paper is to be welcomed, particularly with its reference to new ways of working that include housing and environmental influences on health so relevant to mental well being. The White Paper cross reference to the mental health strategy raises certain issues firstly in relation to definitions and a dependence on predominantly clinical bases for the definition of ‘mental health problems’ e.g. schizophrenia. It is this potential weighting of the direction of mental health towards a clinical categorisation that is of concern in this context, and the ease with which such definitions can marginalise ex-service users, who often return to being categorised as a service user, and those who could be on the brink of a mental illness yet to become ‘defined’. While recognising that there is much in the White Paper that could prevent mental ill health in the long term we feel that in the medium term those requiring preventative action at a secondary level might be missed due to the way they are defined.

While the input of service users at a National level through the Mental Health Strategy Ministerial Advisory Group is mentioned  in the new Mental Health Strategy it is  of some interest to see if this is supposed to relate through to the  Public Health White paper as it will have  responsibility for developing actions in relation to the strategy that will impact on  public health outcomes. It is unclear how this will relate to local public health initiatives outlined in the White Paper. 
Outcomes Framework

Comments on the question of ensuring that the Outcomes Framework enables local partnerships to work together on health and wellbeing priorities, and does not act as a barrier
· To achieve the Outcomes Framework it is essential that the knowledge and expertise of the local voluntary and community sector (VCS) is used in shaping its local priorities.  There is already a concern that the VCS is being omitted from Health and Wellbeing Board’s with some local authorities using HealthWatch as their VCS representative.
· HealthWatch is seen as the ‘consumer champion’ in the Health White Paper – its role being to support individuals.  This is a different role from that of the voluntary and community sector which works with communities of interest and geography who can have specific health needs or live in areas with the greatest health inequalities.  
· This expertise needs to be brought into the development of the Outcomes Framework at a local level and the Health and Wellbeing Board with its role around the Joint Strategic Needs Assessment is the partnership that needs to engage with the local VCS.

· One barrier to the engagement of the VCS with Health and Wellbeing Board’s is the current public spending cuts being put in place by local authorities.  This is leading to cuts in support to local infrastructure organisations which often have a role in representing or providing support for the VCS on partnership structures.  There is a genuine concern that when Health and Wellbeing Board’s look to the local VCS to support them in identifying and shaping the health priorities locally that the sector will not have the capacity to respond.
Comments on the criteria used in determining indicators for public health

Whilst welcoming the overall concept of using an Outcomes Framework a number of issues were raised by participants in the consultations that VSNW held.  
In acknowledging the necessity to include indicators which are measurable it was felt that some of the language used was very much from a medical model and some of the explanations of the domains are full of jargon.   As the Outcomes Framework is intended to enable local communities to engage with public health issues in their local area it was felt that the wording used should not be exclusive.
With regard to the collection of data,  the move from national centrally held data by Public Health Observatory to local self reporting was commented on and a concern about the need for a consistent approach for information to be valid.  It was suggested there needed to a national data set to steer priorities. 
There was also a concern that the framework was also about illness rather than health promotion and did not address quality of life.  The example of an older person or someone with a health condition with no social interaction may be physically well but their quality of life may be poor.  It was not felt to be clear how quality of life could be addressed through the Framework.

Although Children are mentioned in one or two areas of the Framework, it was suggested that something specific for children should be developed.  There was also a concern that no mention was made of ‘looked after children’ in any of the domains. 
Safeguarding needed to be given more prominence within some of the domains both in terms of children and vulnerable adults.  
Comments on the Alignment Approach across the NHS, Adult Social Care and Public Health frameworks
The main comment here was that the Children’s Framework should have been incorporated into the alignment.  
Comments on the overall framework, domains and indicators
The domains are seen as being very interdependent and there was a concern that the linkages between the domains are not lost when developing delivery mechanisms for achieving the outcomes.  It is important that a silo approach is not adopted.  There also does not appear to be a clear rationale as to why some indicators are in one Domain and similar ones are in another.  For instance the indicator about Hospital Admissions for Unintentional and Deliberate Injuries for 5 – 18 year olds is in Domain 3, yet the same indicator for Under 5’s is in Domain 4.  Overall we think there is a blurring between what is Health Improvement and Health Prevention.   Domain five was commented on in that it seemed to be dependent on the achievement of the first four.  It was felt to be an outcome of the other four domains. 

Domain 2 Tackling the wider determinants of ill health: tackling factors which affect health and wellbeing
· The inclusion of cycling was queried in this domain as in Domain 3 there is an indicator looking at the levels of physical activity. 
· Reduction in Debt could be included as an indicator of ill health.  Work that has taken place in partnership with Wirral PCT and Wirral CAB has highlighted the difference that dealing with debt makes to the number of visits to GP’s. 
· Mental Health indicators currently reflect settled accommodation.  It was suggested that an indicator which shows numbers of people with mental health problems kept out of secondary care would also be useful.  
Domain 3: Health Improvement: Helping people to live healthy lifestyles and make healthy choices
It was suggested that this domain should read ‘enabling people to live healthy lifestyles....’.  

· Self reported well being was identified as an important indicator and should have prominence in any list of indicators.

· The price of healthy food versus fast food was mentioned and whether legislation was required that would impact on this.

· There is no indicator regarding healthy food availability in a local area which can affect people’s choices.

· There is no indicator about healthy eating or nutrition.
· The only alcohol-related measure relates to hospital admissions and this won’t necessarily reflect other areas of concern e.g. excessive drinking at home, addiction to alcohol that doesn’t lead to hospital admission. 
· It was felt there were missing indicators around: housing conditions, employment, control over your own life and whether you can look forward.
Domain 4:  Prevention of ill health: Reducing the number of people living with

preventable ill health

· It was noted that there was no reference to the incidence of peri-natal mental health issues.  

· Domestic abuse indicator this is targeting under 5’s and in Domain 3 5 – 18 year olds.  Should there not be an indicator for adults?  

Domain 5:  Healthy life expectancy and preventable mortality: Preventing people from dying prematurely
There was a view that living longer needs to be linked to Quality of life and that an indicator should be developed to reflect this.
Funding and Commissioning Routes for Public Health

The funding of Public Health through local authorities is considered to provide opportunities for the voluntary and community sector (VCS) providing there is a strong understanding and recognition by the new structures of both Health and Wellbeing Boards and GP Consortia of the role that the VCS currently plays in delivering and developing health and wellbeing services in their local communities.
The key areas where the VCS can help shape services will be through the Health and Wellbeing Boards and the Joint Strategic Needs Assessment.  

The difference between HealthWatch and voluntary and community sector organisations needs to be recognised.  Local Authorities in setting up Health and Wellbeing Boards need to understand the difference otherwise they will not be making use of the expertise in terms of delivering health improvement and prevention services that the sector can provide.  The argument put forward that the VCS cannot sit on a Health & Wellbeing Board because it is a provider is not consistent with other approaches, i.e. Local Enterprise Partnerships are not excluding businesses from their Boards.

Some of the issues highlighted in the response to the two questions below include

· The need for both local authorities and the Dept of Health to ensure that funding which enables infrastructure organisations to enhance the voice of the sector is not diminished to the extent that the wellbeing needs of local health communities are not expressed.

· The need to make voluntary sector providers more visible to commissioners

· The role of grants in supporting very small organisations who deliver services which support individuals to maintain a quality of life. 
What mechanisms would best enable local authorities to utilise voluntary and independent sector capacity to support health improvement plans? 

There is a concern that existing mechanisms that the VCS used to feed into local health improvement plans through Local Strategic Partnerships are being lost with the development of the new Health and Wellbeing Boards and the public sector funding cuts.  Some local infrastructure organisations will be losing their capacity to support the representation mechanisms they have in place already and for gathering intelligence from local organisations which can help shape services.
If there is to be a genuine commitment to engaging with the voluntary and community sector because of its knowledge and expertise then the infrastructure which enables that collective voice to contribute needs to be supported so that it can act in an accountable way.
There must be open and transparent mechanisms for the VCS to engage with the development of the Joint Strategic Needs Assessment.  Currently this engagement is very patchy, with good examples such as Age Concern Lancashire’s engagement with Lancashire JSNA with regard to older people’s needs.  This however is not replicated widely, and one of the issues is that the JSNA currently sits within the corporate directorate of many local authorities which makes it difficult for the VCS and some local authority staff directly involved with service provision to engage.

There is also a need to raise the awareness of what the VCS has to offer not just to local authorities as they take on the Public Health role but also the emerging GP Consortia.  One way of doing this which is proving successful is the development of a Voluntary and Community Sector Provider Directory.  

The Provider Directory lists all the VCS organisations who provide health and social care and related services within a specific geographic area.   Currently, such a listing also shows which priorities of a local PCT the organisation meets, thus enabling commissioners to identify potential providers whom they could promote tender or grant opportunities to.  In the North West as well as the Here to Help Directory of Health and Wellbeing has been developed in Halton & St. Helens and can be found at www.here-help.info, there are similar directories which cover Greater Manchester and Cheshire. 
What can be done to ensure the widest possible range of providers are supported to play a full part in providing health and wellbeing services and minimise barriers to such involvement?

The Voluntary and Community Sector is varies in size from large national charities to small local organisations purely run by volunteers.  The challenge for both local authorities, GP Consortia and the Dept of Health is twofold.   One, if it wants to ensure that it uses a wide range of providers then it cannot take a one size fits all approach to the commissioning of services.  Secondly, it needs to understand the sector in its local area and what it has to offer and the Directory approach outlined above would go some way to achieving this.

There is a concern that because it would be simpler to offer large contracts which small providers would not be able to deliver over a large footprint, that small organisations will lose out in any bidding process to large national organisations.  The question was raised regarding national contracts and how these fitted in with localism.
Although large national companies will often sub-contract this is often not to the benefit of small organisations who sometimes find that the operating margins are so tight that they are subsidising the service.

The Consortia model is one way forward for smaller organisations to bid for contracts and more encouragement is needed that this approach is acceptable to commissioners.

The role of grants for smaller organisations should also not be overlooked.  In delivering health prevention it is often a way of funding the more holistic or innovative approaches as well as acknowledging that a voluntary run organisation does not have the capacity to write tender applications.  The important role of grants has also been highlighted by the NW Public Health Service Transition Oversight Group in their response to this White Paper.
Many Infrastructure organisations have been supporting local VCS service providers to be able to write tenders and also develop their organisations to meet quality standards.  If there is to be an increase in the range of the VCS providers delivering health and social care services, then the ability of infrastructure of continue to provide this support needs to be maintained.

There is sometimes criticism of smaller organisations that that they do not meet quality standards; under the Health & Social Care Bill the Care Quality Commission will be licensing health providers; will this licensing also apply to providers delivering through local authorities?  

Finally, we would like to reiterate and support the comments made by the NW Public Health Service Transition Oversight Group in their response to this White Paper particularly about the important role of grants in supporting the VCS through this transition period.   Their comments about the important role of infrastructure support in helping new groups develop and become established and the need to fund the ‘voice’ role which allows the VCS to play a role in advising on the shaping of services are particularly pertinent in the light of the concerns raised in this response with regard to Health and Wellbeing Boards and VCS involvement.
Voluntary Sector North West is the regional voluntary sector network for the North West.  Its purpose is to support a connected and influential voluntary and community sector (VCS).  VSNW works with over 150 members which

· either work directly, across the region, to support and deliver services for individuals, or

· are VCS infrastructure or support organisations that work with local voluntary and community groups.

By drawing on the experience of its members, VSNW contributes to national and regional policy and acts as a voice for the voluntary and community sector in the North West. 
VSNW are one of nine regional networks who are members of the Regional Voluntary Sector Network Forum (RVSNF).  RVSNF is now one of the DoH VCS Strategic Partners.
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