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Background to this response

Regional Voices welcomes the opportunity to comment on the proposals in Healthy Lives, Healthy People: Transparency in Outcomes.

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 1: How can we ensure that the Outcomes Framework enables local partnerships to work together on health and wellbeing priorities, and does not act as a barrier?

It is essential that the 3 Outcomes Frameworks are interlinked to the extent where all major partners locally feel a sense of ownership of all.  With the funding of public health moving predominantly to local authorities Regional Voices has heard a number of cases where individual GPs feel that public health is “nothing to do with them”.  Although this may not be the case for those leading on GP consortia, it is nonetheless a concerning opinion and therefore the Outcomes Frameworks should make it clear how they fit with local partnerships.

To assist with this, credit must be equally distributed where multiple organisations have had input towards one outcome.  How local authorities are required to use the health premium at a local level with different partners could have an effect on the degree of ownership that different partner have with regard to the Framework.

To assist partnership working, the Outcomes Framework should also link to other service delivery goals particularly where other partners are collaborating to address need e.g. drug and alcohol abuse, domestic violence, warm and comfortable homes etc.

Within the current structure of the Public Health Outcomes Framework there is a potential barrier in relation to the language used.  Much is very “clinical” in approach which many involved in public health may not identify, where quality of life is seen as more important.  There are also additional difficulties in the context in which certain words are understood by different sectors.  For example, amongst voluntary and community sector groups, the term ‘resilience’ may be understood in terms of emotional and physical resilience on an individual level rather than being associated with public safety.

The Outcomes Framework is particularly welcomed in its potential to bring a common approach to the recording of outcomes, provided the 3 Outcome Frameworks do not result in 3 different sets of monitoring data required from service providers.  At present, outcomes can be recorded in many different ways and with different requirements by different funders and the Framework has the potential to streamline this if used appropriately, thereby increasing the strength of evidence at local level and making partnerships more feasible.  However, there are issues for those whose organisations currently work across boundaries.  For example, those who work with people over the age of 50 but the indicators relate to those over 65, those who cross geographical boundaries etc.

Question 2: Do you feel that these are the right criteria to use in determining indicators for public health?

The majority of delegates at all our events felt that “wellbeing” needed to be emphasised much more greatly with less emphasis on conditions/medical approaches.  Public health, and the overall health and wellbeing of a population, is influenced by a range of factors of which conditions are often only a symptom.  In order to identify the most appropriate local indicators and commissioning priorities it is important that these are considered in the round (for example income inequality).  

The extent to which communities are, and feel, empowered to improve general wellbeing is also a crucial factor.
Question 3: How can we ensure that the Outcomes Framework and the health premium are designed to ensure they contribute fully to health inequality reduction and advancing equality?

Many organisations within the voluntary sector are opposed to the concept of a health premium, believing this will increase 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.  For example, many respondents at the Regional Voices events were concerned about specific services such as sexual health for specific groups, services targeting gypsies and travellers etc. being less likely to be funded when decisions are taken at the local level due to these being politically less popular.  It is therefore essential that the health premium is designed to ensure that this activity is discouraged and the most vulnerable groups prioritised.

An essential component for all the 3 Outcomes Frameworks is the ability to disaggregate data by equality groups and socio-economic status.  Within some local authorities it would be relatively easy to achieve a reduction in some of the indicators simply by focusing on a small section of their community.  However, by tying the health premium into the disaggregated data, it would be much more difficult for local authorities to just focus on the “quick wins”.

Since 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, especially with regards to reducing health inequalities, it is essential that the health premium takes this into account and is applied over a suitable length of time or is staggered over time according to the length of time in which you might expect to reasonably see an impact of different initiatives.
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.
For smaller organisations, the large multi-disciplinary approach to the Outcomes Framework could make it difficult to prove their part in the process.  For example, a project which encourages participants at parent and toddler groups to eat more fruit rather than other snacks might have a life long impact but this is very small scale to demonstrate success within the Outcomes Framework.
Question 4: Is this the right approach to alignment across the NHS, Adult Social Care and Public Health frameworks?

Many at the Regional Voices consultation events still have a number of concerns with regards to the application of 3 separate but overlapping Frameworks.  The role of Health and Wellbeing Boards in aligning work at a local level will be absolutely critical if this is to succeed and not result in different parts of the system taking no responsibility for their role in other Frameworks.

An associated concern expressed by many within the voluntary and community sector is the possibility that the 3 Frameworks could result in 3 separate sets of monitoring for their work which would add bureaucratic burden to them.  However, provided this is not the case, the Frameworks are generally welcomed for their potential to bring clarity and common recording mechanisms.  The exclusion of children’s services from the Frameworks is, however, a concern.
Question 5: Do you agree with overall framework and domains?

As many of the issues are spread across several of the domains, this separation does make the overall Framework quite complex.  The domains are interdependent and it is essential that the links between these are not lost when developing delivery mechanisms for achieving the outcomes through a silo approach.

For some of the indicators it is also not clear why they are in one domain and not another which highlights the complexity of this approach, especially those relating to health improvement and health prevention.  For instance, the indicator for hospital admissions for unintentional and deliberate injuries for 5-18 year olds is in domain 3, yet the same indicator for under 5’s is in domain 4.

Although a move towards outcomes indicators is generally felt as a positive move, many respondents also felt that sometimes targets are useful as an intermediate stage and that local areas might want to consider this when commissioning services.

Specifically, we received the following feedback about each of the domains:

Domain 1

· The title of this domain was seen to be confusing to many in the voluntary and community sector

Domain 2

· There was concern that this domain could encourage silo thinking. Work needs to track horizontally and vertically through the 5 domains

· Some of the indicators within this domain are not actually outcomes but are actions or activities

Domain 3

· It was suggested that this domain should read ‘enabling people to live healthy lifestyles....’.

Domain 4

· The first point here is poorly written – decreasing the number of people living with preventable ill health makes it sound like we’re just going to kill them all off!

Question 6: Have we missed out any indicators that you think we should include?

Regional Voices believes that an alternative approach should have been taken to developing the indicators.  Rather than looking at what is already measured and listing these, along with some other suggestions, we believe a “blank page” approach should have been taken, with the life course approach taken through the White Paper and Marmot Review is used systematically and a wish list of indicators developed based on these.  This wish list could then be mapped against the indicators that already exist rather than the other way around.  As a result of the approach taken, a lot of the indicators are very clinical in approach, as they would have been in the past, and do not focus enough on quality of life.

Many very specific concerns regarding some of the indicators or suggestions for alternatives were provided by respondents at the Regional Voices events, including:

Domain 2

· This domain focuses on promotion of good health but there should possibly also be indicators which acknowledge that many people live in ill health and considers their quality of life

· Reduction in debt.  Work that has taken place in partnership with Wirral PCT and Wirral CAB has highlighted the difference that dealing with debt makes to visits to GP’s

· People with mental health conditions kept out of secondary care

· School readiness

Domain 3

· None of these indicators are focused on older generations, most relate to children or younger adults

· Self reported well being was suggested for this domain

· There is no indicator regarding the number of people eating a healthy diet

· The only alcohol-related measure relates to hospital admissions and this won’t necessarily reflect other areas of concern e.g. excessive drinking at home, addiction to alcohol that doesn’t lead to hospital admission. 
· It was felt there were also potential missing indicators in this domain around: housing conditions, employment, and control over your own life.
Domain 4

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

· Prevention of mental ill health in early life is really important as preventative measure but no outcome for this

· The Chlamydia diagnosis rates amongst 15-24 year olds was questioned by many participants with regards to why it is only for this age group, especially when rates are currently rising amongst older people, and also why there are not other indicators for sexual health

Domain 5

· There was a view that living longer needs to be linked to Quality of life and that an indicator should be developed to reflect this

· It was seen as sensible to keep indicators for mortality rates in persons less than 75 years of age since ultimately everyone has to die of something eventually.  However, a number of participants at the Regional Voices events were concerned that having no indicators relating to those over the age of 75 could mask aspects of age discrimination and lead to prioritisation of the treatment of younger people with diseases.  Some separate indicators for over 75s are therefore seen as essential

Question 7: We have stated in this document that we need to arrive at a smaller set of indicators than we have had previously.  Which would you rank as the most important?
Regional Voices agrees in principle that a smaller set of indicators is preferable.  However, with a subject area as diverse as public health and with so many aspects of health being determined by wider factors in a person’s life such as housing, employment etc. narrowing this down will be extremely difficult to achieve without potentially overlooking important areas.

Due to the diversity of participants at the Regional Voices events and the limited time available, it would have been impossible to get a consensus on this area and therefore we did not ask this question at any of the events.  We would, however, welcome the opportunity to continue the dialogue between the Department of Health and the voluntary and community sector as the Framework develops to ensure the most appropriate indicators are included.
Question 9: How can we improve indicators we have proposed here?

As previously mentioned, the overall set of indicators appears to have a clinical bias, whereas in public health, outcomes are often more related to ‘soft’ factors such as quality of life and wellbeing.  At present the indicators appear to have been determined largely based on existing data sets rather than taking a full life course approach from the recommendations in the Marmot Review and the White Paper.  Although it may not be possible in the short-term, over time we would therefore like to see the indicators move more towards what data is needed to inform the outcome, rather than what has always been collected.

However, there were a number which participants thought should be altered if possible, as follows:

Domain 2

· A number of respondents mentioned the indicator on cycling participation specifically as being a strange one to focus on since use of public transport, walking etc. are not mentioned

Domain 3

· Numbers leaving drug treatment free of drugs dependence is not necessarily a reliable outcome.  Some of the organisations which specialise in this area were concerned that it is relatively easy to get someone to the point where they are free of dependence on leaving treatment but the test is how they manage in their normal life and therefore it would be better to measure this after an elapsed period of time such as 6 months

Domain 4

· The indicators for domestic abuse are in different domains with under 5’s in domain 4 and for 5-18 year olds in domain 3.  It was also questioned if there should be a separate indicator for adults

· The indicator for work sickness rate could potentially create a perverse incentive where people feel under pressure to stay at work when they are ill, potentially making conditions worse, spreading infections and adding stress to employees
· With the indicators on the proportion of persons presenting with HIV at late stage of infection and prevalence of recorded diabetes it was questioned why these two diseases should be treated in different ways – one is for cases recorded and the other for late presentation.  As both diseases are potentially preventable and both have high rates of late presentation, consideration could be given to using the same type of indicator for both

· One participant at the events was particularly keen to ensure that the indicator on under 5s injuries should be split between unintentional and deliberate injuries since, if children start leading a more active lifestyle, unintentional injuries may be an inevitable consequence, whereas the number of deliberate injuries should be reduced.

Question 11: What do you think of the proposal to share a specific domain on preventable mortality between the NHS and Public Health Outcomes Frameworks?

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.  Creating a shared domain on preventable mortality may help to ensure that both the NHS and local authorities take responsibility for ensuring that this situation does not occur too often.

Question 12: How well do the indicators promote a life-course approach to public health?

The domains do not appear to follow a life course approach.  Whilst there are many indicators geared towards the different phases of the life course having them split between the various domains may give rise to fragmentation of services.  Many of the participants believe that the system would be more streamlined if indicators were grouped by life stage rather than the current domains.  For example, for 0-5 years the basket of indicators would include aspects such as obesity at school age, rates of breast feeding, immunisation rates, birth weight etc.  Arranging the indicators in this way would ensure a truly life course approach and would help ensure that an individual at each stage of life has the full choice of health/social care services available.

An approach in this way would also help bring together the various parts of the system, such as education, social services, health as they would be focused on individual need as a whole rather than individual indicators as part of their separate domains.
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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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