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1. Introduction
Despite being a core part of the mandated public health services requirement in the 2012
Health and Social Care Act, the capacity and capability of Public Health Specialists to work
effectively on Healthcare Public Health (HCPH) in support of good commissioning and
provision of healthcare services is insufficient in some geographical areas. There are
significant numbers of examples where this function is not being adequately discharged;
thus neither delivering the statutory function for that authority or maximising the benefit of
the function to the local population and public resources. This poses a threat to this vital
domain of public health.
We have received anecdotal evidence from FPH Part B examiners, from Consultants in
Public Health, from NHS Clinical Commissioning Group commissioners, from trainees and
from others, of concerns about capacity and capability within English public health teams
particularly based within Local Authorities for discharging sufficient quality and quantity of
Healthcare Public Health functions to meet the need. A recent 2015 survey of CCGs and
their view of the public health function1 reported:
“Local public health officials are considered useful and effective in their interactions
with CCGs but at times deputies are regularly sent, who are often less
knowledgeable. A lack of capacity and concerns about resource were undermining
effectiveness in some places”.
We acknowledge that the concern around HCPH capacity and capability is based on
historical comparisons of provision before the 2012 Health Act by commentators and is not
based on objective outcomes of HCPH value affecting system efficiency or effectiveness.
However, the adoption by NHSE of the ‘Rightcare’ work lends strong support to official
adoption of HCPH principles and practice as core to NHS commissioning2.
As part of the work of the Health Services Committee of the Faculty of Public health (FPH),
we undertook a review of this capacity and capability, supported by a small resource from
Sir Muir Gray through his company Better Value Healthcare Ltd. It was agreed we would
target this by holding focus groups and survey events with Trainees, Directors of Public
Health (via the Association of Directors of Public Health (ADPH)), and Training Programme
Directors.
2. Method
Definitions
It was quite clear early on that a refreshed definition of Healthcare Public Health (HCPH)
was required so that participants could be asked for responses against an objective
description of HCPH. This was developed through the Health Services Committee (HSC)
and is appended (Appendix One). We are mainly focussing in this survey on the capacity
and capability in English public health departments and their ability and role in supporting
local NHS commissioning as experienced by public health trainees, their training coordinators and by DPHs. We have, however, asked for views from stakeholders across all
countries of the UK We have not explored or commented on PHE or NHSE Specialised
Commissioning HCPH activities except where they were mentioned by participants.

We gathered and made minor editing amendments to a series of questions/topic areas used
in previous surveys and focus groups to explore views on the current state of Healthcare
Public Health.
Three groups of stakeholders were targeted with focus groups taking place in October 2015
and Survey work undertaken in October 2015 and again for non-responders in January
2016;
 Trainees in Public Health
 Training Programme Directors (TPDs) of Schools of Public Health
 Directors of Public Health (DPHs)
Questions
A series of questions were drawn up to explore stakeholder views on issues relating to
capacity and capability around HCPH. These responses were subjective and individual and
relating to the current situation, rather than any historical position or assessment of trends.
Each group was offered a focus group discussion using a framework to guide discussion,
followed by three discreet stakeholder surveys (SurveyMonkey), developed following and
with the input from colleagues who had attended the focus groups. These took place at an
initial request in the last week of October 2015 with a refreshed survey response in the first
two weeks of January 2016. The questions and frameworks used are shown here (Appendix
Two).
Results
These are included in full in the Appendices and a summary narrative is presented here for
each stakeholder group
2.1.

Trainees.

Survey (64 (14%) out of approximately 450 nationally)
29% of trainees indicated that they only partially understood, or did not understand the
HCPH definition provided. Only 49% said they had adequate exposure or opportunities for
practical experience in HCPH during their training. 38% felt the academic components of
their training adequately supported their HCPH training. The FPH curriculum was felt to
provide adequate learning objectives in HCPH to 29% of trainees. Only 40% of trainees felt
adequately informed of key NHS issues, and 65% felt they did not have adequate access
to NHS data for training purposes – all respondents felt NHS data access was important.
Only 8% of trainees thought that a formal attachment to the NHS was not necessary and
45% thought it should be mandatory.
Survey comments
A range of comments reflecting the survey answers. Widespread support for CCG or NHS
provider placements but expressions of practical difficulty in obtaining these due to both
NHS and LA factors.
Problems
“very difficult to arrange these attachments with the NHS, either for CCG or NHS provider. most are
not interested”
“it highlights the general difficulties in public health now influencing health services”
“opportunities are not routinely offered and aren't part of core training in LA placements”
“Some LAs are at arm’s length from their CCGs and keep their trainees away too”
“We get a lot of opportunities do conduct HNA but not explore the whole commissioning cycle”

“Could do with more CPD and training opportunities in this field”
“Could have done with more HCPH material on MPH”
“Very hard to get CCG placements. This would be really useful training”
“No harm in having a NHS placement, but needs to be clear that there are few jobs there”

Positive
“Luckily my LA has good relationships with the local CCG who helped provide this opportunity”

Ten trainee respondents were from Scotland, and overall their responses towards HCPH
training opportunities were far more positive across the board.

Focus group
3 trainees
HCPH
Overall the trainees presented a mixed picture of HCPH. They felt that they and their
colleagues generally had adequate training opportunities to use the theoretical public health
science skills in real life settings; this was often in Local Authority settings where front line
NHS data may not have been available, and where the trainee was often focussing on JSNA
production. The amount of face-to-face contact with the NHS seemed to be variable and
only those trainees expressing an interest were likely to ensure high quality training work
that was embedded within the NHS with direct access to NHS data. There was a feeling
that often trainees were influenced by their TPDs stance on HCPH and its importance, and
how competency in HCPH was pursued by the local programme. Also, trainees own
preferences appeared to allow them to do more or less HCPH during their training.
Attachment to NHS England (NHSE) teams or Public Health England (PHE) appeared to
provide more opportunities. There was support for more structured HCPH attachments.
These trainees were happy with the HCPH definition.
Data
Access to raw NHS data for training and project work was raised and seen as largely
unavailable but critical to undertake HCPH functions.
2.2.

Training Programme Directors

Survey (13 (68%) out of 19 TPDs listed from 14 regions of the UK nationally)
11 TPDs were happy with the definition of HCPH and 1 was not. 4 TPD respondents felt
that trainees had sufficient opportunity to gain HCPH experience during training (but
qualified that by saying that more specialist experience was more difficult to arrange at
times). 7 TPDs though either there was not sufficient experience or they were not sure. 4
TPDs were sure that the academic component of their own training courses covered all the
necessary background for HCPH training but 7 were less sure. The FPH curriculum was
seen to provide adequate learning outcomes for HCPH by 8 TPDs (although one
commented that the curriculum allowed trainees to gain HCPH skills without NHS
experience); 3 TPDs were not sure the learning outcomes were adequate. Only 2 TPD
respondents felt that trainees had adequate understanding of current NHS pressures and
challenges – some of this was felt to be down to trainees own willingness or interest – but
9 were not sure trainees awareness of NHS issues was adequate. 8 TPDs felt trainees got
sufficient access to raw NHS data with only one disagreeing, and 10 felt that this access
was important to training. 10 TPDs felt that formal attachments to the NHS should be either
mandatory or desirable; one explicitly felt it should not be mandatory and one TPD felt any

such attachments were not necessary. Placements in PHE or acute Trusts were seen as
positive examples of good training practice. Many TPDs had experienced barriers to assist
trainees getting adequate experience. This was reported to be often due to a lack of CCG
based trainers or lack of CCG training placements.
Survey Comments
A specific comment relating to barriers associated with out-of-programme time was also
identified:
“Within this region, for registrars to undertake a training placement within an acute trust or
provider setting that will count towards CCT they need to apply for this to be approved as
Out of Programme counting towards training. Nationally there is now a 6 month time frame
for these applications to get through local, faculty and then GMC approval.

Similarly, some trainees whose focus is Local Authority choose not to undertake HCPH
placements:
“Registrars who are looking to be LA based in their careers are not interested in HCPH
placements once they are more senior within the training programme”.

TPDs also commented on the need for adequate Consultant in Public Health roles within
CCGs that would enhance trainees’ opportunities for HCPH training.
Focus group
2 TPDs including chair of TPD group
14.10.2015
General HCPH experience
It was reported that HCPH placements were popular, with those with prior clinical
experience seeming to be able to understand inputs, outputs and outcomes more rapidly.
Bearing this in mind, there was a comment made that HCPH was a critical core competency
but that the current competence level among the body of trainees in HCPH (vested more
usually in those with prior clinical experience) may or may not be preserved in 5 years’ time,
depending on whether such prior clinical experience was maintained within the trainee body
via profiles and selection.
In the NE of England, the situation was felt to be very positive with a strong PHE based
cadre of supervisors. More recent trainee graduates here were felt to have had a particularly
good experience of more strategic matters. Here also, trainees had a formal HCPH rotation
which allowed more specialist focus. Specialist placements exist elsewhere but access into
CCGs and NHS data sources appeared to be much more mixed:
“a feeling that this is not our business anymore”
There was a sense that clinically trained, and especially medically trained, trainees
preferred to work in CCGs more than other settings and in comparison with other trainees.
Exposure to HCPH through the NHS/CCGs
This was felt to be in part affected by the background of the DPH (medically qualified DPHs
seemed more positive towards CCG placement/attachments) and instability in the LA with
a high turnover of DPHs in many settings affecting continuity of placements:
“they have got small local authorities where within 18 months the director of public
health “disappears overnight” due to changes and then thereafter “everything
collapses.”

Smaller CCGs found it more difficult to provide attachments. Those that were provided were
often very popular. Variability could be compounded by the interest of the Public health
trainee: those that were keen on such opportunities were sent. There was a feeling there
should be a more systematic and conscientious effort to get trainees involved in HCPH.
Mandatory attachment were not seen as necessary – it appeared to be accepted that
trainees got a variable amount of exposure to the NHS but that TPDs should ensure trainees
got “a good rounded experience “and “exposure to different organizations.”
There were many pressures on TPDs and HCPH was not always seen as a top priority.
TPDs did suggest having more NHS Consultants would be the best way of supporting
greater trainee involvement in HCPH. There was some anecdotal evidence of poorer quality
technical advice from some sections of the PH specialist community on NHS matters, but
conversely there were very positive experiences of trainees’ work being highly valued when
carried out within CCG environments. More NHS experience was required to challenge
trainees constructively so they produced valuable work capable of robust challenge in NHS
environments.

2.3.

Directors of Public Health

Survey (36 (27%) respondents out of 133 DPHs)
Only 19% of DPHs felt that their local CCGs were able to utilise public health support,
including the JSNA, to adequately tackle the task of planning based on population need.
32% of DPHs felt there was not adequate capacity to meet the mandated Council
responsibilities to provide NHS commissioning support and a further 35% stating capacity
was only partially adequate. For core Local Authority public health roles, 39% felt there was
adequate capacity, 36% felt there was partial capacity and 25% felt there was inadequate
capacity to perform their core Local Authority roles.
Survey Comments
There were extensive comments from the survey from 36 DPHs but a definite sense from
almost all respondents that their resources were under significant pressure and that HCPH
functions were particularly affected because that work (often based geographically in CCGs)
was particularly carefully scrutinised by Local Authorities. There was no sense from DPHs
that the statutory requirement to supply PH skills back to the NHS was a helpful lever in
protecting HCPH functions.
Most comments were negative:
“Not recognised as important by the council”
“ a dying element of the specialty”
“few staff who could support trainees in Provider settings”
“high turnover of DPHs as they retire”
“We are witnessing the end of a professional public health function”
“HCPH expertise is in danger of being lost to the system”
Some positive:
“overall PH support to both the CCG and LA is working well… but the potential
exceeds capacity”

“we deliver the core offer (to CCGs) to a specified MOU”
There were also comments about useful PHE support but also (more commonly) limited
PHE or NHSE support, advocacy, and remoteness for DPHs in their roles to maintain HCPH
capacity. The overwhelming impression reading through these was of a service under
significant pressure but with HCPH capacity particularly badly hit and predictions of a
worsening of that situation with the prospect of further LA cuts in England.
Focus group
2 DPHs on behalf of APDH

General HCPH comments
There was an acknowledgement that some Local Authority areas felt HCPH capacity was
‘withering away’. There was an expansive discussion about the definition of HCPH but some
agreement that the actual activities and skill sets embraced by the definition were poorly
understood or utilised by some Local Authorities. There was discussion about HCPH being
a skill-set very few other people had in health and social care environments, while wider
health improvement roles could sometimes be undertaken elsewhere (and sometimes by
less qualified, and cheaper staff). There was a recognition that some Public Health
specialists, especially medically trained ones, were leaving Local Authority positions for
PHE or private consultancy.
Public Health specialist input to CCGs was not felt to be adequate in capacity terms but
there was also a concern than whilst organisational and professional memory meant that
Public Health Consultants were often highly valued in local systems, changes in personnel
and some newer Consultant appointments lacking NHS experience meant a weakening of
the value attached to specialist Public Health by some CCGs.
Skills in HCPH
There was a need to ensure those with the right skill sets were placed in positions where
they could be successful in their roles – there was a worry that some saw HCPH functions
solely within PHE or the NHS. There was a real risk to the concept of specialist Public Health
in Local Authorities if it retracted, or was forced to retract, to concentrate on health
improvement. The lack of appreciation of the core value of HCPH in health and social care
commissioning systems was consequence of a post-2012 system that by design made such
integration of functions more challenging, but also a responsibility of PH professionals to
advocate with strong examples of the benefits of HCPH and appropriate language.
The role of HCPH in the emerging social care commissioning agenda was well recognised
but as yet not well-explored in most settings.
3. Overall findings
Overall the work has indicated that stakeholders report a very mixed picture in relation to
the current state of HCPH capacity and capability. The TPDs who responded were very
mixed in their views about opportunities for HCPH training, acknowledging that high quality
placements in PHE, NHSE or CCGs could be expanded, especially if there were more
qualified trainers. There are also problems with lack of capacity of approved training
locations in NHS provider units, meaning that such opportunities for trainee placement
become non-training location placements which risked forcing out-of-programme time to be
negotiated by trainees, producing a barrier to opportunities. Four TPDs were unsure if
academic training adequately covered what was required for HCPH training.

Trainees were also very mixed in their responses and many felt that HCPH opportunities
were lacking.
DPHs were clearly most concerned with overall capacity of the PH specialist function but
also indicated that HCPH was among the weakest function they were able to deliver with
loss of experienced staff, loss of funded posts or diversion of staff to LA-facing work being
common comments.
A collated summary of all narrative survey responses will be available from the Faculty.

4. Discussion
Response rates: Although responses were obtained from each group, relative to the total
number of individuals targeted, the response rate was variable, ranging from 14-68% but a
total number of responses of 113. It is difficult to assess if there is any systematic bias as a
result of these differing response rates but it a reasonable supposition that individuals with
strongly held views (in both directions but possibly more commonly negative) are more
likely to respond to a survey. We would not claim this review provides a representative
sample but the results provide a snapshot of those respondents’ views that has validity in
its own right. Similarly the results do not make reference to outputs or outcomes of
commissioned action; this review is based on subjective reporting of headcounts and
processes and does not in itself provide a critique of the effectiveness of public health action
in the settings covered. It does however provide a view from the profession about the current
and future situation with regard to professional input.
Respondents’ perspectives: There was a degree of consistency between TPD respondents
and trainees about a very mixed view of training opportunities in HCPH. The survey was not
able to assess responses by area, although it was noticeable that Scottish trainees were far
more positive about HCPH training opportunities overall. There were many comments about
lack of opportunity and their reflection that this may have represented a deeper cultural
change in the way Local Authority-based public health in some places felt more distant in
terms of day-to-day relationships with CCGs or NHS providers and responsibilities to
support NHS commissioning. Some trainees were very content with their training
opportunities even if for some that did not necessarily encompass work directly with NHS
staff. Those trainees did not appear to see that as an issue.
English DPHs, as senior officers in often highly political environments, have a difficult role
in prioritising their resources against a backdrop of both reducing general local government
resourcing and a specific reduction in budgets allocated to Public Health. In addition, local
environments for DPHs are likely to be highly variable so a wide range of responses and
views is inevitable. However, there were enough similar responses to draw some
conclusions that in at least some places, capacity and or capability for delivering HCPH
back into NHS commissioning was already under real threat.
The recently released 2014 Survey of CCGs1 provides a mirrored commentary with CCGs
commenting on Public Health support. The raw data has not been released but responses
from 40 CCGs were obtained (out of a total of 211 CCGs across England equivalent to a
response rate of 19% or 23% of the NHSCC membership). Across many aspects of public
health input to CCGs, responses suggested that there was a mixed experience of public
health; for many domains, around a quarter of respondents reporting ‘somewhat’ positive
responses to public health colleagues roles. No specific questions were reported that
covered the role of public health specialist in CCG mainstream commissioning but
comments such as ‘a lack of capacity to provide advice’ suggests there is a problems in

some areas around HCPH input into CCG business. Where that advice was available it was
reported as valuable in 75% of cases.
A previous 2014 FPH report into HCPH membership survey3, albeit with a 10% response
rate identified a wide range of concerns about capacity and capability from respondents and
many of the same themes around reducing resources and a shifting focus from NHS to
health and social care work within Local Authorities was described. This might be
considered both understandable and appropriate given limited resources in Local Authority
Public Health teams but it does suggest that HCPH work for the NHS may be particularly
vulnerable to any reductions in overall specialist capacity at LA level.
A trainee members survey about HCPH training carried out in 20144 received 37
responses and although we cannot assume equivalent selection or response, reported
very similar findings: Approximately half the SpRs questioned felt that population
healthcare should be given more emphasis during specialty training, and that current
learning outcomes could be made more relevant. Approximately half also felt that their
Master’s course could be stronger in this area. A considerable proportion of SpRs
reported that they would welcome more opportunities to have practical experience of
population healthcare during their training and over half of those answering felt that they
did not currently have enough of these opportunities. Almost three quarters said that they
would like more training opportunities in this field. The observation was made that without
local consultants who practice HCPH accredited as educational supervisors, it was hard to
arrange placements in population healthcare.
Reasons for not wanting more emphasis or training opportunities in population healthcare
included a concern that public health is currently too focused on healthcare and not on
disease prevention. A common theme emerging from the exercise was an interest in more
exposure to the work of CCGs. Another common theme that came out particularly strongly
in the focus group was concerns over inconsistency in the training experience. The survey
reported that the definition of population healthcare confused trainees.
Other considerations arising from input to the survey report were discussed by the Health
Services Committee and others and can be broadly summarised:


there is an equally important message about the value of HCPH to the whole
system



Current NHS CCG experience really values HCPH having a core role in clinical
governance, medicine management, cost-effective commissioning, provider
contract input, etc. Current CCG capacity is reduced in many of these areas now.



In particular we stress the value of HCPH in its role in providing and supporting
clinically-led commissioning - acting as clinical advisors to commissioners and
providing vital support for the development of services between clinicians and
commissioners.



CCG GP commissioners need supportive public health sciences and management
skills alongside them to maximise their expertise and input in the time they have
available.



HCPH specialists need to be core to value-based commissioning (Rightcare) for
the NHS.

The breadth of HCPH roles within councils was not specifically explored. In subsequent
reflection within the Health Services Committee, additional HCPH roles were highlighted:



Supporting medicines management (widening the pharmacy needs assessment
role towards wider medicines management linked for councils to public education
on medicines use/compliance/reducing wastage/equitable supply for marginalised
groups/reducing antibiotic use in communities/wider pharmacy health improvement
roles etc. including teenage pregnancy and STIs)



Supporting the clinical governance (oversight) of commissioning/planning of
health-facing services under council responsibilities i.e. patient safety





Child death overview panel work is a good example because it
requires epidemiological input as well as Root Cause Analysis
Other mortality oversight – e.g. suicide rates, maternal and infant
mortality rates, road death rates etc.

Demographic change and increasing needs for HCPH: With the financial
constraints that challenge the public sector and the projected increase in an older,
sicker population calling on these resources, there is a great need for HCPH
expertise. It is required as systems redesign and support both the transformation of
healthcare services to improve outcomes and the role in supporting new provider
organisations (MCPs/ ACOs) to maximise the triple aim principles of Right careto improve healthcare for populations; improve the value that patients receive from
their healthcare and improve the value that populations receive from investment in
their local health system which more than ever requires a Population Medicine
approach to inform its Sustainability and Transformation Plans (STPs) as set out in
the 2016/7 NHS planning guidance6

5. Conclusions
This survey, the narrative comments from DPHs, from trainees and from Training
Programme Directors, subsequent discussion in the Health Services Committee, and the
sources of evidence quoted leads us to a number of conclusions about Healthcare Public
Health (or Population Medicine):
The importance of HCPH in health and social care systems


HCPH has real value in its role providing and supporting clinically-led
commissioning - acting as clinical advisors to commissioners and providing vital
support for the development of services between clinicians and commissioners.



CCG GP commissioners need HCPH skills alongside them to maximise their
expertise and input in the time they have available.



HCPH specialists are core to value-based commissioning (Rightcare) for the NHS.

Capacity in HCPH in England


Current NHS CCGs value HCPH having a core role but current CCG capacity is
reported as reduced in many areas



PHE and NHSE have an important role in supporting effective HCPH at a local
level but capacity appears limited in some areas to achieve this.

Training in HCPH



The revised definition of HCPH, adopted by FPH, needs to be widely circulated and
discussed within training environments. HCPH is a core domain of public health
practice nationally and should be explicitly championed as such.



More work on refining the learning outcomes in HCPH for training is required.



The role of HEE and PHE as well as FPH in ensuring all training programmes
adequately ensure direct experience in HCPH is key.



There appears to be a lack of training opportunities in England specifically in HCPH
in NHS settings.

It is accepted that the response rate of the survey may limit the generalisability. That said,
the responses for a sizeable number of Trainees, Directors of Public Health and Training
Programme Directors who all indicated some concern about HCPH, be it a lack of training
opportunities (locations and trainers), Local Authority commitment or prioritisation of this
specific function under the umbrella of ‘public health functions’, respondents reports of
CCGs view about the role of public health in NHS commissioning, and even some
uncertainty among trainees about the actual definition of HCPH itself. In our view, these
findings are very concerning and may indicate substantial risk to Healthcare Public Health
capacity or capability or both in some places or settings. They indicate a need for the system
to consider additional actions to safeguard and maintain the skills needed at specialist level
to provide local HCPH input back into the NHS as set out in the 2012 Act5.
6.

Recommendations

We make the following recommendations for the attention particularly of the Faculty of
Public Health, Public Health England, Health Education England, and NHSE.
6.1.
6.2.

6.3.

6.4.

6.5.

6.6.

6.7.

That the Health and Social care system recognise the concerns about current
and future HCPH capacity and capability in England at Consultant level.
That all bodies explore actions to enhance HCPH skills, training and
opportunities and mitigate the risks to this core specialist public health function
that this review has identified.
FPH and HEE consider more formal mandatory or explicit placement of specialty
trainees into NHS environments – both commissioner (CCG/PHE/NHSE) and
provider NHS healthcare organisations.
All bodies consider ways, with TPDs, to allow a wider range of provider units to
be accessible for specific pieces of work (utilising existing Trainers supporting
project supervisors within those organisations) without this triggering out-ofprogramme requirements
That the reported reduction in capacity in HCPH in Local Authorities is monitored
and steps taken to ensure a core effective delivery in all areas of England back
into the NHS as envisaged in the 2012 Act.
NHSE and PHE should review internally and with CCGs, the HCPH capability
needs of the local NHS and social care system and consider options on how
these will be best provided and safeguarded.
Encourage members to showcase examples of good practice, especially in
integration areas, where high quality HCPH work can be demonstrated within
health and social care planning and provision.

Chris Packham
On behalf of the Health Services Committee, Faculty of Public Health, 19.2. 2016
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Appendix One

Appendix Two
Training Programme Director Survey

The Faculty of Public Health is conducting a survey to look at Capacity and Capability in Healthcare
Public Health (HCPH). We have enclosed a short definition of what we mean by that (enclosed)
Thinking about HCPH as described by that definition:
1) Does the definition of HCPH we have provided clarify or help your understanding of what HCPH
means?
Yes
No
Not sure
Comment_______________________________________________________________________

2) Do you think trainees have enough opportunity to gain practical experience in HCPH during their
training?
Yes
No
Not sure
Comments _____________________________________________________________________

3) Do you feel that the academic course component of your training programme provides enough
background to support trainees HCPH skills?
Yes
No
Not sure
Comments______________________________________________________________________

4) Does the Faculty Curriculum provide you with a framework to guide learning outcomes relating to
HCPH to support training?
Yes
No
Not sure
If not, please comment ____________________________________________________________

5) Thinking about the issues facing the planning and provision of NHS healthcare, do you feel
trainees have an adequate understanding of those issues?
(We are particularly interested in whether you think close® working with the NHS is necessary to
help trainees understand the commissioning and provision pressures on the healthcare system)
Yes
No
Not sure

If not, please comment ____________________________________________________________

6) Do trainees get access to raw NHS data during training?
Yes
No

7) Do you think that matters in practicing HCPH?
Yes
No
Not sure
Comment_______________________________________________________________________

8) During training, do you think that a more formal attachment to the NHS (eg CCG or NHS provider)
) akin to that provided for health protection would be beneficial after Phase 1 of training to structure
their skill development at this stage of training'
Unnecessary
Desirable
Should be mandatory
Comments______________________________________________________________________

9) Do you have examples of good practice where trainees are currently securing access to health
care public health experience?
_______________________________________________________________________________

10) Have you encountered any specific barriers to securing the necessary experience for their
trainees?
Yes
No
Comments______________________________________________________________________

11) Any other comments or observations
_______________________________________________________________________________
_______________________________________________________________________________

Many thanks for your time
Please do send us comments or suggestions
Chris Packham
Chair, Health Services Committee, FPH
Chris.packham@nottshc.nhs.uk

Appendix Three Focus Group responses:

Trainees focus group responses
Focus group (3)
Two trainees in person plus one dialling in
Date: 14.10.2015
Trainees:
Introductions were made. Trainee 1 (Yorkshire and Humber, Trainee 1 (Yorkshire and Humber and
Trainee 3 (West Midlands).
The facilitator for this workshop was Chris Packham (C.P.)
The facilitator spoke about the idea of this was that some people had made comparisons between
capacity and capability in health care public health. All the registrars were sent the definition and
questions in advance. The health service committee felt we needed to do this work as well as Muir
Gray.
The input will be used for a survey to drafted and sent out to the trainees.
Do you feel as trainees they know about HCPH?
Trainee 1 and Trainee 2 had similar interest in HCPH. Trainee 1 worked with the local authority and
intentionally focused on health care public health and he felt that if you showed interest it is not
difficult to work around getting relevant experience. Trainee 2 mentioned how he had completed a
project based on health care public health with NHS England and worked at PHE. He described this
as his choice and interest to specialize in this area. This was prescripted. Trainee 1 was of the opinion
it was a self-directed approach.
Trainee 3 felt she had not done much work around HCPH and works for PHE in the West Midlands
with the public health consultant. She mentioned how HCPH had a network meeting where
consultants passed their portfolio. They very rarely saw a trainee in those meetings. She did not think
HCPH was being identified as a core aspect. Trainees were self-selecting the way they could develop
their skills in HCPH.
NHS: exposure to HCPH
Trainee 1 felt that there was accessibility to get the experience but it was also very easy to miss it.
The Local authority that he worked for had two PH consultants who were very proactive. But if they
were not so proactive and willing to share information about public health then trainees would have
no idea about it. Trainee 2 also observed that the exposure could be challenging.
Skills masters courses
C.P mentioned that the theoretical training had a variable amount of HCPH. He mentioned how this
is ambiguous and asked the trainees for any views about the theoretical courses whether they
provided enough knowledge on public health
Trainee 3 did a year long full-time course and observed that one could get good theoretical training
and that it did cover HCPH for the UK as well as internationally. They made it easy to understand the
structures.
Trainee 2 however disagreed. He felt that some of theoretical areas were relevant specially if one
had a non-health background but it did not cover the commissioning side to it.
Trainee 1 felt that it did not cover a lot of aspects of HCPH.
Does it also matter that the lecturers have less experience and hence it can provide lesser
examples
Trainee 1 felt that people were moving away from the domain of Public health because they viewed
it as complex and that there may be a risk in it. If this was more coherent then this could be rooted
away from the problem
C.P asked the others as to what they thought of this
Trainee 3 felt that she agreed to this. She took the decision to work in HCPH as a friend of hers had
advised her to do so. But until then, the concept of the “individual bits” was vague.
Trainee 2 agreed that he had no knowledge of it until he had worked in HCPH. He thought there
might be opportunities with it. He had attended a workshop with Muir Gray and he felt that it had
helped considerably.
Trainee 1 mentioned he had exposure of PH but he had more exposure to HCPH after choosing to
work in it.

C.P asked about curriculum : is there a lot of option to pick and choose as to what trainees get,
does the curriculum stress what it needs to?
Trainee 3 reported that she was not familiar with the new curriculum. But in terms of the old one she
felt it was difficult to know what was required with particular competencies and she thought that this
had to be labelled.
Trainee 1 felt that this was not prescriptive and a lot of it needed clarification as to where particular
skills manifested in the three domains including HCPH.
Trainee 2 agreed to this. He felt that the balance of the portfolio was up to the educational supervisor
and the trainee. This was positive in terms of flexibility but there seemed to be a reticence to HCPH
as it sometimes could be challenging without prior health care training or experience.
Has flexibility gone too far and can you get away with not doing too much on HCPH?
Trainee 3 felt that if what the trainee was aiming for was to be a generic consultant with transferrable
skills then being trained generically was fine but the question is that would he/she have more
confidence if they had more experience in HCPH. She gave the example of health protection and
raised the question as to whether we wanted a consultant just having a portfolio with health protection
only. She felt that this was very limited.
Trainee 2 felt that he was cautioned away from dealing with too much HCPH. The balance could be
improved and perhaps it was too flexible. The health “improvement” area was not as explored. The
curriculum should be “structured” and mirrored in MPH programmes and also in the exam curriculum.
This would help it from being too broad. Trainee 1 observed that some of his fellow trainees were
offered placements in Public health commissioning but they were not so keen about it as they did not
have much idea about it.
Trainee 3 felt that maybe a common call should be taken as to whether trainees could spend a few
months “here” and “there” and then the rest of the time, if there was flexibility for the trainees to
choose what they were interested in.
Trainee 3 mentioned that the other point was that there were plans in the medical training to make it
a community core concept which PH was also going to get in in the future. She mentioned how there
was more opportunity to get people trained through this and felt that there should be ideas etched
out as to how HCPH would be expected to be within the community core concept.
The other probed further about this. Trainee 3 spoke about how in a meeting organized by the SRC,
this community core programme was discussed and that GMC had plans of including Public health
and this would be a 3 year community call programme time and it is yet to be seen if there would
be a knock-on effect on non-medics.

The other trainees had not heard about this. Trainee 3 discussed that this may result into widening
the difference between medics and non-medics. Trainee 1 expressed that this would be a concern.
C.P asked everyone whether they wanted a more prescribed package.
Trainee 1 liked the idea and felt that it should be structured that way. The only flaw was that it would
generally be for a duration of 3 months and sometimes completion of a project in that time could be
challenging.
Trainee 2 felt that he enjoyed the flexibility as well but if there was some clarity in the specialty itself.
Trainee 3 suggested a 6 months placement where the trainee could work in health improvement and
other areas.
Trainee 1 felt that if the timescales could be extended and the time with NHS/CCG could be extended
then that would be beneficial.
Trainee 2 mentioned that if it was well-managed 3 months could probably be enough to complete a
project as long as it did not affect phase 3. If the three domain core was structured then that would
help.
Trainee 3 mentioned that there were secondary health placements in her region and if that could
explore a bit more then that would be more beneficial.
Data
C.P mentioned that with health services data questions, it was observed that trainees were struggling
due to lack of familiarity. Was there access to raw NHS data for trainees?
Trainee 1 felt that there was not and he felt that it did matter. There were difficulties with data sharing.
Trainee 2 had to analyse data with his clinician and it took him some time to learn it.
He felt NHS trusts had easy mechanisms to provide access to the data.

Trainee 1 thought the idea of having a clinician and data in PH was imperative and there should be
a thought as to how we could combine this with the CCG. Trainee 1 also felt that he had to report a
of quality issues in regards to data. If this could be addressed then this could be “powerful”.
Trainee 2 felt that this could be an only opportunity to learn as a registrar as later as consultants he
felt that they would not get to learn and get access to data. It was also important to sit with clinicians.
Trainee 3 worked with a lot of evidence and worked with lots of evaluations work for NHS services.
She worked with engineers via the academic route but not through the service route. She felt that the
University was doing this as there was no capacity elsewhere and there was only limited access to it
at the CCG or local authority.

Definition of HCPH
The trainees were asked what the thought of the definition
Trainee 3 thought that it was a good starting point and that there was nothing to add or to take away.
Trainee 2 felt that it was an interesting definition and a good reflection process. Trainee 1 felt it was
a good definition.
The questions of the survey were circulated first to the trainees who attended this workshop and after
a few suggestions; this was sent out to all the trainees

TPD focus group narrative
2 TPDs
10.9.2015
Introductions were made at the beginning of the meeting. The workshop began with the question as
to what the TPDs thought about population health care in their region.
TPD 1 (region) mentioned they had health care training placements in their region and observed that
the registrars liked them especially the doctors as they know how the system worked from working
in it and were taught to analyse in terms of what’s going on and also how to measure the outcome.
This helped them get the knowledge, however in 5 years’ time whether this could be implied is yet to
be seen.
TPD 2 (region) felt that they were less challenged. The north-east clinical educational supervisors
are in majority from PHE. They have got screening and have just finished their first cohort of trainees
going with NHS England and PHE. TPD 2 felt it went really well. They felt they had a very good
experience as they got a lot of opportunities to be involved in the “higher up sharper end” and they
have go to know what is going on in this service. The trainees are having a formal rotation and they
can pick up things they can specialize in.
TPD 1 mentioned that there is nothing formal in her region but there are specialist placements in
north London. The skills in health care public health are lacking by going back at CCGs, due to
cultural factors (“this is not our business anymore”) and difficulty in getting access from the front line
data. A lot of data is removed from the NHS.
TPD1 observed that 70 percent of the registrars are doctors. The registrars that come from a PCT
background do not understand enough to do the CCG work. The doctors prefer to work with the
CCG.
The TPD View : Are all the trainees getting the exposure through the NHS/CCGs ?
TPD 2 felt that in the north-east it is very variable and the main reason for this is that there are more
non-medical directors. The ratio for medics is one out of 12 and TPD2 felt that even non-medics want
to see more medics as they get engagement with the CCGs but one of the challenges is that they
have got small local authorities where within 18 months the director of public health “disappears
overnight” due to changes and then thereafter “everything collapses.”
TPD 1 spoke about how London and Sussex had 14 local authorities and the ones in London are
“tiny”. CCG attachment is variable as well in terms of how much public health is involved. The CCG
attachment is very popular for example in Surrey. TPD 1 explained that only if the trainees are
interested in Public health training then they are sent for these placements. She felt that there needs
to be a conscientious effort to get trainees involved in public health.

Mandatory or not: trainees spending time with CCGs
Both TPDs advised that it was not mandatory. They mentioned that when an individual funding
request is assessed, the trainees get exposure to CCGs if it is requested. TPD 2 mentioned that it

was more through luck than design. He pointed out that the CCG is on one floor and Public health
on another floor.
Health care Public Health: a core part of the trainee’s experience
TPD 2 felt that it was a major part for the trainee’s experience. He mentioned that the curriculum did
not imply where PH could be used; it is more to do with “what” it is. The new curriculum is yet to be
explored.
TPD 1 informed us that previously when they had put down trainees for the placements, the local
authorities as well as the CCG were associated so that they automatically got GMC approval . There
is variable amount of exposure to the NHS.TPD 2 mentioned that it should the role of the TPDs and
directors of PH that the trainees were getting “a good rounded experience “and “are getting exposure
to different organizations.”
Is this clear enough
Both TPDs felt that this was not clear enough. When probed as to whether they as TPDs felt that
they should do something about it, the TPDS mentioned that they had not even considered it as
there were other things such as Public health practitioner development and budget controls from
specialty training that was more of a priority. The core with which they have to work with is being
threatened as well. There are fewer public health trainees as trainees not getting jobs is also an
underlying concern due to traditional public health funds. TPD 2 mentioned there were jobs in local
authorities and also a lot of pressure from PHE but they were having trouble in filling the posts.
Part A and Part B, a year’s placement and focus on projects such as healthcare public health which
is very closely aligned with NHS England or working with GPs cannot be monitored. It also could be
ADPH on their own but it is hard to determine the relationship they are going to have with the CCG
other than a strategic one.
The answer could be having more consultants in the NHS and training placements could get popular.
TPD 1 spoke about more and more senior people coming from NHS background and they do the
ESCs, work with the NHS but pointed out that they do not understand it.
TPDs mentioned that the consultants in NHS follow a bad practice for screening. TPD 2 spoke about
how the response received for NHS data questions in the last 6 years were getting poorer.
TPD 2 spoke about trainees working with CCGs especially in the West Midlands to tackle this. They
also discussed that good CCGs value registrars. TPD 2 strongly believed that there is a need for
trainees to undertake training in projects where they are answering challenging questions about
health care practice. He pointed out that the system is more unified now without determining levels/
or looking at particular issues in their area(previously this is what took place) and it is more difficult
to find projects where training is more specific.
TPDs: Do you get feedback from CCGs about public health forms
The TPDs said it was very anecdotal. The clinicians do not have much to do with local authorities
anymore. TPD 2 discussed that when a registrar has done these forms for NHS England, the
feedback has been very positive. As they have been able to dissect a problem rather a superficial
report that does not give much information.
Culture of the NHS
TPD 2 felt that due to jobs being cut at the NHS a lot of projects are scheduled for 2018. They have
the issues identified but they do not feel it is important to get the piece of work done so that it forms
the basis of the work. As these projects can help in making decisions about service re-design.

DPH focus group work
4.9.2015
Summary ADPH:
This workshop was attended by two members of the ADPH. The two participants and the facilitator
had corresponded previously regarding this workshop. The facilitator of this meeting was Chris
Packham (C.P).
C.P asked both the members of the ADPH as to what they felt the current state of HCPH was in local
authorities.APPH1 mentioned that they had public health staff as that was the name given to them
to retain staff and she did not have health care public health consultants as they had geographical
responsibilities due to their matrix. There were different models that were acceptable at local level.

ADPH 2 felt that it was unclear what we were addressing through the definition.
C.P spoke about how the health care public health was a function that we were trying to define rather
than what certain people were doing as different people were doing a different set of things.
ADPH 1 mentioned how this was an important topic as people were worried that health care Public
health was withering away. When she attended recently for a health care public health talk in PHE ,
their definition included smoking cessation and lifestyle advice. ADPH 1 and ADPH 2 felt that they
did not agree with this as public health was being delivered through health care routes. ADPH 1
observed that different people were using different definitions. Local authorities did not understand
Public health. They had an idea of early intervention and they understood only a bit of health
promotion. ADPH1 felt that the basic core skills set was missing.
ADPH 2 mentioned that there was an issue with people coming from the clinical background as well
a non-clinical background and that one had to fight very hard to keep the consultants.
ADPH 1 mentioned that how they could survive without health promotion consultants but could not
function without properly trained consultants as they were capable of running health promotion
agenda but the not health care promotion agenda with supervision and at the moment it depended
heavily on the local authority. They know they needed it but they were not getting it. ADPH 2
mentioned that people had moved to PHE and consultancy. She felt that the CCGs had to massively
step in.
ADPH 2 felt that they needed the level of seniority combined with knowledge and skills. She spoke
about how her local authority had an outdated training system, and that they did not understand the
specialist role people did and seniority. They felt things could be done more “cheaply”.
ADPH 1 mentioned that the fundamental thing is that how they managed the language if there was
a desire to continue to have the very highly trained public health specialists as otherwise the sheer
scale of money that was being used now was a waste.
C.P probed about the input from CCGs.
ADPH 1 mentioned that they knew they needed it but they were not getting it.
ADPH 2 spoke about how public health reputation was good where there were resources. She
mentioned that they were at the system for a long time and the GPs were aware that the new
consultants did not have the knowledge as it was not carried over and people were able to do less.
The future of PH is it back in CCGs or NHS
C.P raised the question as to how we could gather more information as we want it more focussed
than the previous survey conducted by Mark Lambert. C.P asked the participants as to what ADPH
thought of this as a whole.
ADPH 1 spoke about how as part of ADPH, members thought it was important to inform in the
question planning for the surveys in a practical and pragmatic way. As ADPH, she felt they needed
more people who had got the right skill set to be successful in their roles. She felt that they were as
good as their support team. She felt that there was a need to define adequate support for ADPH.
ADPH 2 spoke about how the public health model was being revised and extended her support to
increase clarity through this project. She spoke about how the only place for HCPH was at the PHE
or the NHS. She felt that it was the end of ADPHs in Local authority as it just did a bit of health
promotion. She mentioned that they felt that they did not have enough political astuteness as they
did not have an understanding and it was also not communicated effectively as to why HCPH was
important.
ADPH 1 felt that It was not technical analysis and interpretation, it was how they were selling it. She
mentioned how the members of the local authorities did not like the idea of sustainability. But they
loved the idea of “Hampshire being a green pleasant land”. Both felt that it was imperative to enable
the public health consultants to be able to tell their stories to their audience. ADPH 2 spoke about
how they had started to appoint more PH consultants but there was the question as what was the
value of this.

ADPH 2 suggested diversifying and trying to get the PH consultants to do social care so that ADPH
could help them with their evidence as they were trying to make themselves (ADPH) as
approachable and “lovable”.
ADPH 1 felt that the only problem was that they thought early intervention, or the national evidence
was unwelcome as people wanted to carry out with their “pet projects”. ADPH 2 mentioned how she
felt that health service was accountable to the county councils.
Feedback
Both were supportive of formal questions to be sent out to other members.
Questions:
After a lot of correspondence, C.P. set the questions for the survey to tailor it to ADPH.

