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ADCS Summary of Public Health White paper

For Information

-          What is public health?

Public health is not just about reducing early mortality from heart disease or cancer (75% of all deaths in 2007) but also reducing the burdens of pain, poor mental health, dependency on carers and issues of well-being:

· Factors that affect health include access to services, community and social networks, genetic and biological factors, wellbeing.

· Healthy start – improving levels of support for maternal depression; reducing maternal obesity, increasing breastfeeding, decreasing smoking during pregnancy, better early years support, recognizing that many of these problems are found more in lower socio economic groups.

· Healthy childhood – reducing road accidents, tackling obesity, tackling substance misuse, teenage conceptions, and STIs in teenagers recognizing the influence of behavior adopted in teenage years on adult behavior.

· Healthy adults -  reduce excessive drinking and smoking and obesity, better mental health provision particularly for those groups most affected, reduce number of sick days of working age population.

· Healthy older adults – recognise the importance of social networks and active lifestyle on older people’s health and the effect of adult behavior on potential for dementia.  Aim to reduce falls.

·  Improving environment to encourage healthy living – green space, safer streets etc.

-          How will these be tackled?

· Through harnessing the latest developments in behavioral science;

· Focus on transition points – starting and leaving school, starting a family, retiring etc;

· Recognition that different problems require different levels of solution – from information to coercion;  that children require a different approach to adults; that some solutions need to be national e.g. air standards, vaccinations, while others are local – access to services, green space. This is based on the Nuffield Council on Bioethics ladder of interventions (p30);

· All actions based on strengthening self-esteem and personal responsibility; promoting health lifestyles and behaviours, improving the environment to make healthy choices easier;

· Based on Marmot’s “proportionate universalism” – including emphasis on early years;

· Increased health visitors, Healthy child Programme and FNP programmes/ community budgets for problem families;

·  DCMS developing a mass participation and Community Sport legacy programme (£100m) to improve community sport facilities and protect playing fields;

· DCLG to “streamline” planning policy to consider social, economic, health and environmental policies and work to protect green spaces of most value to the community, including community group ownership;

· For adults – tobacco and drug strategies to be published, welfare to work will improve mental health.

-          Who will deliver?

· Delivered through local government and NHS and voluntary  sector from April 2013 through:

· Public health outcomes framework built around 5 domains (protecting people from health emergencies, tackling wider determinants of ill health, promoting health lifestyles, prevention of ill health, healthy life expectancy and preventable mortality) – to be consulted upon;

· comparative community level data published;

· Director of Public Health (DPH) to be appointed to top tier local authorities as a joint appointment with Public Health England and reporting to Chief Medical Officer (CMO);

·  DPH to produce annual report on health of local area;

·  LAs expected to use new “general power of competence” to improve public health.

· Health and Well-being Boards to:

·  include DPH, elected members, GP consortia, DCSs , DASSs and NHS Commissioning Board where appropriate;

· develop joint strategies based on JSNA;

· commission plans for health and social care;

· consider joint action with other LAs;

· have a role in commissioning health visiting services and strengthening links with children’s centres  and maternity services.

· Public Health England will be created from a number of other agencies (but remain part of DoH) to:

· develop workforce and evidence base,

·  allocate funding to LAs,

· work with NHS Commissioning Board to commission screening services and expansion of health visitor programme

· commission or provide national services directly – e.g. information campaigns.

· support GP consortia t consider how they can contribute to health equality – including access to services.

· GP consortia will publish information and performance data on public health contribution, have some funding allocated by Public Health England on the basis of public health work; improve education of GPs in public health matters.

·  Central government to:

· co-ordinate activity for emergencies and health threats, 

· create the system to “free up communities” to improve their own health through Cabinet Sub-Committee on public health:

· Increased role for SoS in managing health emergencies.

· Chief medical officer to have an advisory role to SoS on public health and produce annual report on state of the nation’s public health.

· Publish strategy for child poverty in the Spring.

·  Businesses must take more responsibility through a “Responsibility Deal” and employers do more to encourage healthy lifestyles in their employees.

-          Links to Children’s Services and Schools

· “Children’s centres locally will focus particularly on engaging with families where children are at risk of poor outcomes to ensure that they are ready to thrive when they start school. Children’s centres will act as hubs for family support and as a base for voluntary and community groups,.  They will also be alert to children who may be harmed and take the necessary action to protect them.” (p33)

· Schools 
“We expect excellent health and pastoral support to continue to be the hallmark of good schools” but central government won’t tell schools how.  They will be able to draw on expertise from local health professionals and children’s services.

· School based mental health promotion to improve self –esteem.

· School food standards and sport requirements retained and school sports competition from 2012,;

· DPH, LA and schools to work together to form strategy on children’s health and adolescent health;

· Consolidation of existing guidance into “best practice guidance” for schools to contribute to health outcomes

·  Healthy Schools, health FE and Healthy University programmes to continue as sector led voluntary schemes.

· PSHE to continue to be non statutory and DfE will conduct an internal review as to how to support schools better,

· School nursing service will work with partners to develop health reviews at transition points, National Child Measurement Programme and Health child Programme to continue;

· Child protection services to work closely with public health – recognizing the physical and emotional effects of violence on or witnessed by children.

-          How will it be funded?
· Health premium for successfully tackling health inequality;

· Public health funding will be ring-fenced within the NHS “though it will still be subject to the running cost reductions and efficiency gains that will be required across the system” and ringfenced funds to LAs for public health;

· Forthcoming consultation on funding and commissioning including the role of Public Health England, to include how organizations can be “incentivized” to contribute to public health – this sounds like payment by results – including allowing communities to take over preventative services;

·  Some weasel words here: “Early estimates suggest that the current spend on areas that are likely to be the responsibility of Public Health England could be over £4bn”

·  Public Health England will allocated ring fenced budgets to top tier local authorities to fund both local initiatives and non discretionary services such as open access sexual health clinics.

· Allocation will already weight baseline to those with worst health outcomes and health premium on top.

· Shadow allocations in 2012/13.
