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Background to this response
Regional Voices welcomes the opportunity to comment on the proposals in Healthy Lives, Healthy People: consultation on the funding and commissioning routes for public health.

Between February and March 2011, Regional Voices held 10 events across England, mainly targeting the voluntary and community sector.  In total these attracted over 700 people from across the whole scope of the voluntary and community sector, ranging from large organisations such as Barnardos, to very small community-based organisations run entirely by volunteers, and stretching in their remit across the full spectrum of public health.  Each of these events were also attended by representatives from the Department of Health, either from the relevant region or from the central public health team.

Within our response we have therefore tried to reflect the wide range of views raised at the events.  We have answered those questions in the consultation papers where views were brought forwards at the events.  Not all questions have therefore been responded to.


Question 2a: What mechanisms would best enable local authorities to utilise voluntary and independent sector capacity to support health improvement plans? 

Involvement in Health and Wellbeing Boards
There is a concern that existing mechanisms that the voluntary sector use 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.  The voluntary sector has a huge role to play strategically at a local level, through providing evidence of need, understanding of the local population and a reach that goes beyond just health, public health or social care, to the underlying determinants of health.  However, this resource requires investment in order to ensure effective accountability mechanisms.

Although HealthWatch have a mandatory seat on Health and Wellbeing Boards and the voluntary sector will have links through HealthWatch, the sector’s work is far more wide reaching and therefore HealthWatch should not be their only method of engagement.

Through the public health events held by Regional Voices across the country, the voluntary sector has expressed increasing concern at the lack of a mandatory space for a voluntary sector representative on Health and Wellbeing Boards as many local areas are choosing to exclude the sector from the Board through a misguided understanding that the sector are service providers only.  Although not the only route through which the sector could engage, Health and Wellbeing Boards will be a primary route for engagement in health improvement plans for an area and therefore it is recommended that the voluntary sector be provided with a mandatory space in this structure.

For a local area there needs to be full clarity around scrutiny of the mechanisms of engagement and influence to ensure that the voluntary and independent sectors can support health improvement plans effectively.  The sector brings a valuable, in-depth understanding of local need through its reach into communities which could potentially inform the Joint Strategic Needs Assessment (JSNA) process, and ultimately local commissioning strategies, but the mechanisms of engagement need to be defined and the public need to be informed and educated about routes of communication and engagement.

The structure and organisation of the voluntary sector
The voluntary sector is extremely large and diverse.  At a local level there has historically been an infrastructure organisation with capacity to support the sector, communicate messages, and support representation mechanisms to ensure that, even if the sector only has one representative space allocated on a Board or equivalent that the wider sector is able to engage and feed their views in.  They are also critical in helping to gather and collate evidence from local organisations which can help shape services without the views of only one service provider coming to the fore. Unfortunately many local infrastructure organisations are losing their capacity for this work through funding cuts.

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.  Guidance and support to local areas from the Department of Health on the role of infrastructure would be helpful in ensuring that this argument is not lost at a local level.


Question 2b: 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?

Understanding of the sector
The Voluntary and Community Sector varies in size from large national charities to small local organisations purely run by volunteers.  The challenge for commissioners in developing a wider range or providers is that they need to develop a full understanding of the sector in their area as a one size fits all approach to the commissioning of services is not appropriate.  Working with the local sector to develop a directory of providers would go some way to achieving this understanding as would an induction plan for new commissioners in the voluntary and independent sectors.

Delegates also identified a number of interventions that would better enable Voluntary and Community Sector providers to play a full role in health and wellbeing services.  In general there are concerns that health systems are changing so quickly that existing partnerships and relationships will be lost.  It is also essential that the Government distinguishes between the voluntary and private sectors, rather than using the term “independent” as a catch all term.

Size of contracts
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.  Despite the drive towards localism, there is still a growing trend for contracts to be offered on a larger scale and this is leading to a number of smaller organisations being unable to compete.  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.

One of the primary concerns of emerging providers is the approach being put forwards of payment by results.  For large existing providers this may be possible but for smaller organisations, they simply could not operate on this model.  Local authorities will therefore need to provide some support and sharing of risk if a new market is to include a diverse range of providers from the voluntary sector.

Type of contracts
The Department of Health could consider including social value clauses within contracts for health and wellbeing activities to ensure that local services have strong links with communities.  Strong knowledge and experience of localities is essential when trying to drive up quality and improve wellbeing and there are concerns that some larger/national providers will not have this and thereby not be accountable to communities.

Role of grants
Regional Voices particularly support the suggestions surrounding grants in the consultation paper.  The role of grants for smaller organisations should 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.

Feedback
Feedback from commissioners to voluntary and community sector providers (and vice versa) should be improved to ensure that information collected is meaningful, at the appropriate level and contributes to improving the health outcomes of beneficiaries.  There is some concern that voluntary and community sector organisations are often requested to provide vast amounts of information without explanation as to what happens to that information.

Role of infrastructure organisations
The role of infrastructure organisations within the voluntary sector should also not be overlooked in terms of how the sector should best be supported to increase the range of providers.  These organisations have been critical in supporting the sector develop consortia, supporting providers in writing tenders, providing voice and in collating views to advise on market shaping.  If there is to be an increase in the range of the providers delivering health and social care services, then the ability of infrastructure to continue to provide this support needs to be maintained.  As mentioned above, acknowledgement of this role in any guidance material provided to local areas would be welcomed to ensure that this essential service is not lost as an “easy target” in local authority cuts.

Supporting the sector reach quality standards
For many commissioners there is a frustration in dealing with some organisations within the voluntary sector that they can appreciate would deliver a fantastic service, yet they do not have some of the basics in place to mean they can be commissioned (e.g. appropriate governance structures, basic policies etc.)  This is frustrating for both commissioners who cannot work with an ideal service provider and for the provider themselves who may have committed a huge amount of time and resource to developing their tender response.

Regional Voices would be keen to work with the Department of Health to identify a mechanism for providing support to the sector to reduce this problem at a local level, potentially through the development of a kite mark or similar and would welcome a conversation about this.

The commissioning process
Inaccessible procurement and commissioning processes and a lack of transparency about contracting opportunities were both cited as barriers that prevent smaller voluntary and community sector providers from bidding to deliver services.  To ensure equal opportunity for a wider range of providers, tender opportunities should be clearly advertised and procurement processes proportionate to their value, so that smaller providers are not excluded from bidding.  A recognition by commissioners of the full cost incurred by voluntary and community sector providers would also be welcome.

Support during the transition period
The “funding cliff” where a huge number of organisations are all losing their funding at once will mean that a large number of organisations will go out of business as we move through the transition period to the new system.  Greater transition support is required to ensure there is a diverse provider base left.


Question 4: Is there a case for Public Health England to have greater flexibility in future on commissioning services currently provided through the GP contract, and if so how might this be achieved?
There are a number of services currently provided through the GP contract which could be also provided by alternative providers with a view to increasing take up from communities that may currently have low participation rates, especially for those communities who often do not register with GPs.  An example of this would be in providing immunisation where some communities have a much lower take up rate.  A good quality third sector organisation working locally might be more trusted in these areas by those most at risk and could potentially increase vaccination rates, provided they could employ the appropriate medical personnel.  In addition to increasing rates of uptake of services, this could also save significant amounts of money by reducing the number of people presenting at A&E by providing new entry routes into the NHS.  However, it is essential that some of these services are also still provided within a GP setting as the majority of the population will still wish to access services in this environment.

Question 5: Are there any additional positive or negative impacts of our proposals that are not described in the equality impact assessment and that we should take account of when developing the policy?
Regional Voices welcomes the move of most of the health improvement element of public health to local authorities but this also raises a number of concerns as follows:
· There is some potential that by ring fencing public health activity that the wider determinants of health will not be truly integrated with public health (silo working) or that activities that currently fall outside public health may suddenly be transferred to within this area due to reductions in budgets elsewhere in local authorities;
· Local authorities may not receive sufficient funding to commission and deliver health improvement services because the national formula for public health resource allocation will not be sensitive enough to identify current variation in PCT investment;
· If the budget already has commissioning commitments attached it will reduce the flexibility to respond to local public health priorities;
· The variety of commissioning routes (e.g. promotion of screening through local authorities and delivery through primary care) could reduce the accountability on any one organisation;
· The commissioning of children’s services being different depending on the age of child is of particular concern to a number of organisations that Regional Voices works with.  There is a view that this will further fragment delivery in an area where transition between commissioning routes is already complex;
· For many services a whole pathway approach to commissioning is vital to ensuring that efficiency savings are met e.g. tackling increasing alcohol admissions needs to be addressed through interventions along the entire pathway from prevention to treatment.


Question 7: Do you consider the proposed primary routes for commissioning of public health funded activity (the third column) to be the best way to:
a) ensure the best possible outcomes for the population as a whole including the  most vulnerable; and
b) reduce avoidable inequalities in health between population groups and communities?
If not, what would work better?
The proposed approaches have a lot of support from organisations within the voluntary and community sector in theory.  However, there are a number of concerns that the scale of the change will inevitably result in a “black hole” for some areas, with funding for some activities falling through the gaps.  Within the 3 outcomes frameworks there is already discrepancy in what constitutes health, public health and social care and there is a very real risk that local authorities and GP consortia will “pass the buck” for some areas, each decreeing that it falls within the other’s remit.  The areas depicted within the table are all relatively obvious, yet there will be others not included in the scope of the guidance, where the funding route is less clear.

In the short-term at least it is extremely likely that there will be gaps in funded activity with the inevitable result that health inequalities will increase.  It is therefore essential that Health and Wellbeing Boards can also be a forum for these areas to be discussed and a resolution on their appropriate funded route agreed.


Question 11: Which approach should we take to pace-of-change?
There is a general concern amongst the voluntary and community sector about the scale of the changes and the pace of change being implemented currently and the impact that this will have on the communities they represent.  As mentioned above, it appears likely that there will be gaps within the new system in terms of funding allocation and ensuring some delay in the pace of change in public health in comparison to those within the NHS would appear to make sense to try to reduce the likelihood of these gaps appearing.  Conversely, however, some respondents at the Regional Voices consultation events expressed a concern that the slower pace of change within public health is resulting in extreme uncertainty in their work and is also likely to lead to gaps in funding where PCTs are withdrawing from public health work but there is not yet anyone to pick this up.


Question 12: Who should be represented in the group developing the formula?
It is recommended that the formula be cross checked with a range of voluntary sector organisations prior to being implemented.  The Department of Health’s third sector strategic partners would be an ideal forum for this, with this group having links through to the wider sector.


Question 13: Which factors do we need to consider when considering how to apply elements of the Public Health Outcomes Framework to the health premium?
Many organisations within the voluntary sector are opposed to the concept of a health premium, believing this will increase inequalities.  If implemented it was therefore suggested that the health premium should be tested on a small scale before being taken on nationally to ensure that this is not the case and also that it cannot be abused by those “massaging figures.”

There were also concerns around how the Outcomes Framework might be used with regards to the health premium with a view that local authorities would choose to focus on outcomes which could be achieved quickly or easily, rather than those that take longer to demonstrate results to ensure they achieved the premium.  When considering which elements to apply, this should be a key factor.

In addition, the majority of public health interventions will not have immediate results in terms of outcomes and may only be demonstrated over a significant time period.  It is therefore important that any health premium takes this into account and is applied over a suitable length of time or in stages depending on the time required for each outcome to demonstrate change.

The concept of a health premium could also reduce the likelihood of local authorities commissioning innovative services, instead sticking with what they already know works a small amount rather than taking the risk on an initiative which may deliver a lot but is untested.


Question 14: How should we design the health premium to ensure that it incentivises reductions in inequalities?
There is much concern that marginalised people and communities will become more invisible when funding is directed through local authorities.  Working at a local level can mean that stigmatised groups are less likely to receive prioritised services, resulting in an increase in health inequalities as less politically popular services may be overlooked.  It is therefore essential that the health premium is designed to ensure that this activity is discouraged and the most vulnerable groups prioritised.

It should also be acknowledged when designing the premium that those outcomes which simply stand still rather than being improved may actually be the best possible result.  Due to the economic situation, with job losses and wider cut backs it is widely expected that health inequalities will increase.

Recognition should also be given within the health premium system to the fact that people tend to move out of an area as they become more affluent and others move in and therefore the premium should be designed to take into account migratory patterns.  For example, within the South West, data on health tends to be viewed quite positively.  However, if those migrating into the area after retirement are excluded, the landscape for the health of those who are native to the area is quite different.

A further concern relating to the health premium is that, for those areas who fail to make an impact in reducing health inequalities, the premium will not be paid, thereby lowering the amount available to them to tackle health inequalities in future.  This could lead to a cycle of increasing geographical health inequalities between local areas.


Question 16: What are the key issues the group developing the formula will need to consider?
As the budget for the health premium is not going to be additional money for public health but needs to be found from the current public health pot, the actual budget available for public health will be lower as a starting point which could lead to difficulties in financing all necessary areas of public health.

It is also essential that any health premium paid is also ring fenced for spending on public health.

Clarification is sought from the Department of Health in the response to this consultation on the approach if a local authority does not qualify for the premium payment.  What support would be provided to these local authorities to improve and what would happen to the unused payments?




In each of the nine English regions there is a network which champions the engagement of the third sector in regional policy and strategy. They develop and support the contribution of the sector to regional progress and raise awareness and understanding of the sector’s roles. Regional Voices is the national forum of each of the regional networks in England.

All the networks share common purposes but they also reflect the particular nature of their own region. All are independent organisations accountable through their membership to the third sector. They work closely with specialist networks in their region such as those concerned with black and minority ethnic organisations, disability issues and social enterprises.

The regional networks link local involvement and experience with the decision-making structures in the regions by providing an informed and independent voice for the sector. On a national level, Regional Voices connects each of the regional networks, enabling the critical connection between national, regional and local infrastructure.

Regional Voices is funded through the Department of Health Third Sector Strategic Partners Programme to ensure input from the sector in developing health and social care policy and to support organisations to improve health and social care services. As one of the sixteen Strategic Partners Regional Voices is strengthening links between the Department of Health and the third sector.
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