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1.
FPH represents the specialist public health workforce in the UK. We are committed to ensuring that public health operates at the very highest of professional standards, underpinned by a strong evidence base. We work closely with a wide variety of organisations and sectors, including government, to promote and deliver lasting improvements in health and wellbeing.

2.
FPH has submitted comprehensive responses to the Government’s proposed reforms in Healthy Lives, Healthy People. It was also a leading signatory on a letter to the Prime Minister outlining concerns around the proposed reforms [all available from www.fp.org.uk]. Our position has been formed through extensive consultation with our members and other public health and health organisations. 
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3.
The emphasis given to public health in the white paper and the Health and Social Care Bill is welcomed. Public health – through its three domains of health improvement (including people’s lifestyles, inequalities in health and the wider social influences of health), health protection (including infectious diseases, environmental hazards and emergency preparedness) and health services (including service planning, efficiency, audit and evaluation). All three domains need to be addressed actively by the public health system if the public’s health and wellbeing are to be protected and improved – reaching every corner of the community, at every lifestage. If supported by sufficient resources,, public health interventions can improve and extend the lives of many thousands of people, saving the NHS – and society – millions of pounds. 

However, FPH is gravely concerned that, if implemented without significant amendment, the proposed new arrangements will put the health of the public at risk through:

· undermining public trust and confidence 

· disrupting the public health system and services, including the ability to effectively respond to an emergency or epidemic situation

· fragmenting the public health workforce.

4.
A model for a new public health system in England which mitigates these risks:

· places responsibility and accountability for protecting and improving people’s health firmly with local authorities at all times;

· establishes Public Health England as an NHS body or executive agency providing independent and trusted advice, and employing all public health specialists; 

· embeds all three domains of public health throughout the system, including commissioning;

· positions the qualified and registered director of public health as an influential, strategic leader responsible for managing the ring-fenced public health budget, and providing public health advice and expertise locally, including to commissioning consortia;

· ensures that local authorities are supported by expert, embedded public health teams 

· secures the continuance of public health training alongside other medical specialities to ensure the long-term viability of the profession.

· ensures effective public health practice through a detailed understanding of the local context, dependent upon good working relationships, built on trust and mutual respect. 

· supports a sustained period of stability to enable the new system to deliver the ambition of the reform.

Public health – everybody’s business

5.
In the era of the NHS, public health intervention has developed from its roots in the sanitary revolution to deliver a much broader range of health improvements. These include the clean air acts, improvements in road safety, tobacco control and the smoking ban of 2007, screening and immunisation programmes, health service planning, and commissioning and emergency preparedness. 

6.
To maintain momentum and reduce health inequalities, it is essential that public health measures are sustained, developed and enhanced, that they are properly resourced and that they are led with authority and expertise. 

7.
In an era of austerity, a firm government commitment to public health makes sound economic sense. There is a wealth of evidence to demonstrate that effective public health interventions can reduce the need for expensive health and care services. Public health expertise within the health services is also essential if the escalating costs of low benefit health technologies are to be controlled and health services commissioners are to have the knowledge to implement the most effective and lowest cost services.  

8.
The Government also needs to maintain and develop its health protection services at national and local level. Protecting the public from infectious disease, environmental hazards and disasters is a matter paramount to the protection of public safety. It would be negligent and reckless not to maintain the expertise that exists and develop it further in the face of future risks including new and pandemic infectious diseases, environmental threats and climate chaos.

9.
The new system must also provide the expertise and infrastructure needed to assess risks to health, trends in ill health and health needs. For example, assessing the risks of alcohol to young people, reviewing trends in common and emerging diseases and addictions, and recognising the benefits of new drugs, medical procedures and vaccines. Public health expertise in this field has, for example, recently devised new risk stratification approaches to treating heart disease and identifying people at highest risk from diabetes, alcohol problems and frequent admission to hospital.

10.
Public health is everybody’s business – but it requires specialist knowledge and leadership to be effective, to save lives and to reduce disease, disability and dependence.  

Protecting and improving people’s health and wellbeing – an effective public health system for England

11.
Ensuring the health and wellbeing of people, protecting their health, and reducing health inequalities requires an effective and resilient public health system, one which integrates all three domains of public health (health protection, health improvement and health services). The system also requires defined responsibilities and clear accountabilities, effective levers for change, and a sound and trusted evidence base. 

12.
FPH supports a model for a new public health system that gives local authorities (LAs) responsibility and accountability – at all times – for protecting and improving the health of their communities. This includes preparing for and responding to emergency and epidemic situations. The current government proposals on responsibility for ensuring co-ordinated action to protect the public – particularly in the event of another Bunsfield Depot Fire or E.coli outbreak – are unclear. This puts people’s health at significant risk. There must be a clear delineation of responsibilities for health protection at the local, sub-national and national levels, including those of the LA, the DPH, the NHS and any local outposts of Public Health England (PHE). 

13.
It is also vital that with incorporation of the Health Protection Agency (HPA) – currently a Category 1 responder – into PHE, the health protection function at all tiers (local, sub-national and national) is robustly maintained in the new system (and throughout transition) to ensure public protection. 

14.
In this new model, PHE would provide expert support and advice to LAs. Employing a large body of registered public health specialists, PHE would second many of  them out to be embedded in LAs (working as part of the DPH’s team)  and other organisations, where public health expertise is essential, including national and local commissioning bodies. 

15.
Ensuring public and professional trust and confidence in the expertise PHE provides is vital. Creating PHE as an NHS body or as an executive agency, at arm’s-length from the Department of Health (DH), would establish it as an independent, authoritative source of public health expertise whilst still providing the Secretary of State [SoS] with a clear line-of-sight. This would also allow the health protection function to continue essential grant/commercially funded research work – which will not be possible if as proposed it becomes a DH directorate. An independent PHE would be protected to some extent from political or other influence, perceived or actual. 

16.
Devolving responsibility for improving people’s health and wellbeing, and reducing inequalities to local level should not absolve government from its responsibility for this. We welcome the expressed duty within the Bill for the SoS to have regard to reducing inequalities. This should encompass the full range of interventions, including regulation, and should involve a multitude of approaches simultaneously. For example, implementing a 50p minimum pricing regulation on alcohol at the same time as undertaking public awareness campaigns on the harmful effects of excessive alcohol consumption, to ensure maximum impact.  

A strategic leader for health 

17.
Public health specialists are trained and qualified to assess the health needs and aspirations of their population. They work across the three public health domains, and make decisions that affect the health of tens of thousands of people. DPHs are the strategic leaders for public health in their area, providing – through their annual report – independent analysis of the health needs of their local population and, equally important, a critique of how well those needs are being met and what more is required. It is vital that these functions continue in the new system. The Bill currently states that the DPH should produce an annual report on the health of their population but there is no explicit duty for it to also describe their health needs and extent to which these are being met. This should be rectified. 

18.
It is essential, particularly from a public protection perspective, that public health specialists, including DPHs, are trained and registered to specialist level in public health. Currently, the Bill does not does not require a DPH to be qualified. This needs to be rectified urgently in order to safeguard the public.

19.
It is critical that the DPH is placed in a position of influence and authority within the LA, is directly accountable to the LA CEO, and has direct access to cabinet/councillors. They should be the principal advisor on all public health matters to the LA, including its elected members and the Health and Wellbeing Board (HWBB – on which the DPH should have a statutory appointment), across all aspects of LA activity.

20.
To ensure the SoS has a ‘direct line-of-sight’ to specialist public health expertise at the local level, DPHs should have a contractual relationship with PHE. They should be jointly appointed by PHE and the LA, through a statutory appointment process (such as that which currently exists) and should only be sacked with the approval of both the LA and the SoS. This is important to ensure that only those public health specialists that are appropriately trained, registered and experienced are appointed – and to ensure that their ability to provide authoritative professional advice is not compromised. 

Understanding and meeting the health and wellbeing needs of local populations
21.
Understanding the health and wellbeing needs of local communities requires an in-depth analysis and assessment of those needs. The joint strategic needs assessment (JSNA) should provide this, underpinning the commissioning of all local services relevant to health and well-being and informing the development of local health and wellbeing strategies.

22.
An effective HWBB is pivotal to the success of the new local system. There is, however, a real danger that HWBBs as currently proposed by the Bill will be little more than talking shops for the well-intentioned. If real improvements in health and wellbeing, and reductions in inequalities are to be made, and outcomes achieved, they must be given the authority to challenge and sign-off local commissioning plans, ensuring that they are aligned to the JSNA, local health and wellbeing strategies, and address the actual health needs of their communities. 

23.
The NHS reform programme proposes that the commissioning of health services becomes the responsibility of GPs, through the formation of local commissioning consortia. GP organisations have acknowledged that commissioning health services for entire populations rather than individual patients requires public health skills, expertise and knowledge. It is critical that public health expertise informs all commissioning decisions – and that commissioners have access to timely, reliable and relevant information and analysis. To meet this need, there must be a registered public health specialist, on the Board of every health commissioning organisation – including the NHS Commissioning Board, able to access additional expertise from local and national experts when this is needed. There should also be a duty placed on commissioning organisations, including GP consortia, to work with DPHs and their public health teams on all commissioning decisions to ensure the health needs of their communities are met. It is also important that commissioning groups and consortia work closely with clinical consultants, nurses and allied health professionals to ensure a truly integrated system of healthcare provision. 

24.
In the new system, and in the period of transition towards it, measures should be taken to enhance integration, reduce fragmentation, and enable the commissioning of entire, seamless pathways of cost-effective care, ensuring that people get the health services they need, when they need them. FPH’s Health Services Committee has produced a comprehensive paper on the scope and impact of public health inputs to commissioning available at: www.fph.org.uk 

The ring-fenced public health budget and health premiums
25.
FPH welcomes the protection of public health funding at national and local level. It is important in these financially challenging times that public health initiatives and interventions which will save money in the longer-term are properly invested in now. 

26.
However, in order to achieve its wide-ranging vision for public health, government has estimated that only 4% of the total NHS budget to public health – around .£4 billion according to the white paper – is required. This figure significantly underestimates the financial resource that will be needed. There is also a real risk that the budget will be viewed as the source of funding for all the additional public health responsibility given to LAs. Clarification on what exactly the ring-fence budget at local and national level will fund, how much will be top-sliced for use by PHE, the NHS Commissioning Board and consortia, and how much will be available for each local authority  is needed urgently. As a minimum, the ring-fenced budget must include sufficient funds to support the transition of public health teams and DPHs to LAs. 

27.
This will need an urgent recalculation of the ring-fenced budget, from a realistic baseline, to resource adequately all those functions – spanning all three domains of public health – which it will be required to fund, now and in the future. 

28.
The DPH should be responsible for managing the ring-fenced budget. As the specialist trained and qualified in the three domains of public health, their expertise and knowledge will enable them to make sound judgements on the allocation of public health funds, based on the JSNA and the health needs of their communities. 

29.
A ‘health premium’ has been proposed to incentivise and reward those areas which achieve improvements in the health and wellbeing of their communities. FPH is concerned that in fact the health premium will act as a perverse incentive, penalising those areas – in most likelihood those areas with the greatest disadvantage, the highest levels of population ‘churn’, and generally the least resource – which are not able to achieve great strides in improving their local population’s health. This will result in greater health inequalities. Careful consideration must be given to the calculation and allocation of this premium. FPH has responded to this issue in full in its response to Consultation on the funding and commissioning routes for public health available at www.fph.org.uk
The future of the public health workforce
30.
Since Healthy People, Healthy Lives was published in 2010, FPH has been made aware of a loss of public health posts throughout England – in particular, public health posts being cut as part of management cost savings in the NHS – and that posts are not being recruited to if they become vacant, seriously undermining the profession’s capacity at a time when so much is expected of it.

31.
It is important now, more than ever, that public health continues as an attractive specialty to both doctors, dentists and individuals from backgrounds other than medicine, providing equity of pay and career options. Public health is a competency based specialty and this must be maintained in line with other specialties. There is concern that, for example, LAs do not have the training structures or workforce plans in place to support the development and assessment of the necessary public health competencies across the workforce.  

32.  It is also vital that in the new system, specialty registrars undertaking public health training have access to the full range of public health experience and settings (such as local health protection units, provider trusts, local authorities) in order to fully develop their specialist public health competencies.
 
33.
To ensure public and profession confidence, public health training must continue to be organised and provided alongside that for other medical specialities with similar arrangements for recruitment, standard setting and quality assurance. FPH’s comprehensive position on this is set out in its response to Developing the healthcare workforce available from www.fph.org.uk 
34.
FPH strongly supports the statutory regulation of all public health specialists. The Government’s steer in Healthy People Healthy Lives is that this is not necessary. This is extremely concerning, particularly from a public protection perspective (see point X above). Doctors and dentists working at specialist level are already required to have statutory registration to ensure the public and their employer are safeguarded. It is therefore logical that public health specialists from backgrounds other than medicine and dentistry, who are not currently statutorily regulated, should be subject to the same level of statutory regulation, including a requirement for revalidation. FPH recommends that the Health Professions Council should take on the regulatory role, building on the work of the existing (voluntary) UK Public Health Register and maximising opportunities for efficiency and economy of scale.  

35.
In order to protect the public and employers, all appointments to public health consultants and specialists posts in the NHS are currently made on the advice of a statutory Advisory Appointments Committee. The system works well, paralleling that for consultants in other medical specialties. To maintain public and professional confidence it should be extended to cover all new public sector employers.  

36.
LAs must also support the continuing professional development needs of public health specialists and practitioners working within them. FPH has responded in full to the Review of the regulation of public health professionals available from www.fph.org.uk
The future of public health intelligence and research
37.
The new system must ensure that there is access to timely, reliable, appropriate and relevant public health information and intelligence, which has been assessed, analysed and interpreted, to inform decision-making. Public Health Observatories (PHOs) and cancer registries are vital to providing this important function. Public and professional confidence is maintained in the intelligence provided, as they are viewed as independent from government. Incorporating PHOs into PHE will put this trust at risk unless PHE is established with an appropriate degree of independence, ideally as an NHS body. 

38.
PHOs also support significant areas of research through grant funding. If PHE becomes part of DH, as proposed, incorporation into PHE would prevent PHOs from doing this. 

39.
Current government funding to PHOs has been significantly reduced. This is concerning as it has serious implications for the collation, assessment, analysis and provision of vital public health intelligence. Without the research or evidence base, decision-making could be seriously compromised.

40.
PHE must ensure that the comprehensive intelligence gathering and analysis function currently provided by PHOs and cancer registries continues and is strengthened in the new system.
41.
High quality public health teaching and research addressing all three public health domains, and close working between academics and those working in the field, are crucial to success in protecting and improving health and wellbeing. The reforms pose a danger of fragmentation of this relationship; in particular LAs do not have a strong research tradition. 

42.
The opportunities to build and strengthen relationships presented by the new system must be capitalised on by all within it including PHE, funders, academics, universities, LAs and services providers. The formation of the new National Institute for Health Research School of Public Health could, potentially, be an excellent vehicle for bridging the divide between public health research and practice. Appropriate funding will be required to ensure that evaluation of evidence and research in public health is not sidelined during the current difficult financial climate. 

43.
PHE should support the wide dissemination of all information relating to public health research, development and innovation and will require the resources to do so. 

44.
In the short time since the extension of its remit to cover public health, NICE’s work in the field has become widely respected and highly valued. FPH is keen that this should continue and be developed further and we wish to highlight our concern at an apparent erosion of the NICE remit: there has been an apparent deletion of some work programmes and a delay to NICE publishing reviews of a number of important public health issues. The reasons for this are unclear and we would like to be reassured that any adaptations to the work programme are rooted in a professional assessment of priorities. Guidelines suspended as of end May 2001 include reducing infant mortality among those living in disadvantaged circumstances, social and emotional wellbeing for vulnerable children at home and others. 

The public health outcomes framework

45.
The focus on outcomes is welcome – though FPH notes that many of the proposed indicators are process rather than outcome measures. FPH would support this mix as some allow adverse outcomes to be predicted and intervention to be made at an earlier stage. For example, improvements in outcomes such as life expectancy involve a significant time lag. 

46.
Three separate frameworks have been developed by government – NHS, social care and public health. It is important that there is linkage across all three frameworks to ensure an integrated system. FPH had previously supported the notion of one comprehensive framework encompassing all three areas. FPH has provided a comprehensive response to Transparency in outcomes – proposals for a public health outcomes framework available at www.fph.org.uk 

Government, Marmot and reducing inequalities in health

47.
The Government’s aspiration to tackle health inequalities is welcome, and its proposal to follow a life-course approach in accordance with the Marmot recommendations. However, Marmot also proposes major economic, educational and environmental interventions on which the Government is silent and in some policy areas the direction of travel is contrary to the major policy recommendations of the Marmot report. 

48.
The principal policy recommendations were to: 

· give children a good start in life

· increase opportunities for young people and school leavers

· improve health in the workplace

· reduce inequalities in income between the rich and poor

· improve physical environments and housing

· reduce the gradient of ill health between rich and poor by targeting health improving interventions. 

49.
In reality, government cuts in LA area based grants have, in some areas, led to the

closure of Surestart and children centres; loss of the Future Jobs fund has restricted job opportunities for young people, and there is currently the highest ever level of unemployment of under 25s . Current economic policies are widening the gap between the incomes of the richest and poorest in our society; the implementation of measures to improve workforce health remain sporadic and under resourced, and reliant on good will or the business decisions of private industry; environment and housing budgets are also being squeezed, and measures to reduce the gradient of ill health across society through targeted health promotion and health services interventions are patchy and inconsistent. 

· As a first step towards addressing this, the duty placed on LAs to reduce health inequalities, echoing that to be placed on NHS commissioners and the SoS, is welcomed.  

