Response from Hackney Local Involvement Network (Hackney LINk) to
· Healthy lives, healthy people: our strategy for public health in England – White Paper consultation
· Healthy lives, healthy people: consultation on the funding and commissioning routes for public health

· Healthy lives, healthy people: transparency in outcomes - proposals for a public health outcomes framework
submitted on 22 March 2011
1.
Hackney Local Involvement Network (Hackney LINk) is the independent statutory body responsible for public involvement in the borough’s health and adult social care services.  We have around 460 members. Membership is open to individuals who are resident in Hackney or benefit from Hackney services and to local voluntary organisations.  We have places on a number of statutory bodies.  The LINk is run by an elected Steering Group of 15 people.
2.
We believe that the opportunity for good health is a fundamental human right and that it is the responsibility of governments to strive for equitable social, economic and environmental conditions in which the health of all can thrive. Government nationally and locally should have a fundamental responsibility to ensure that the health of the population is its first priority in the formulation of all policy and intervention strategies.
3.
We believe that everyone has the right to good health irrespective of class, gender, race, culture, religion or belief system, physical or mental ability, age or sexual orientation and that the government has a fundamental responsibility to ensure universal and equitable access to high quality healthcare, education and other services according to people's needs and not their ability to pay.
4.
We are convinced that good public health requires a commitment to ensuring that people have homes that are safe, warm, dry, secure and affordable in an environment that is peaceful and safe.
5.
People should also have the right to health education which provides the information and support necessary to keep healthy and to gain the confidence and resources to tackle the causes of ill health. 

6.
In October 2010 we submitted a response to the NHS White Paper ‘Equity and excellence: Liberating the NHS’.  In that response we made clear that we supported the creation of a ring-fenced public health budget.  However, we also made clear that we wanted public health provision to be an integral part of the planning and commissioning of services.
7.
In relation to the public health White Paper we are concerned that the abolition of primary care trusts (PCTs) will lead to fragmentation of public health.  It is very unclear how effective coordination will be maintained.  Commissioning responsibility is being divided as follows:
· health improvement to local authorities; 

· public health services to the NHS Commissioning Board and possibly GP commissioning consortia;
· health protection to the Department of Health.
Effective coordination is essential. 
8.
We are very concerned that the new GP consortia might disengage from public health or distort the provision of public health services.  It is therefore essential to have a strong public health presence influencing all commissioning decisions.  Since GPs are not public health experts themselves, it is imperative for public health experts to be able to ensure that commissioning decisions are made in a way which secures preventive health care and involves rigorous attempts to reduce health inequalities based on evidence of what works at a population level. 

9.
The fact that joint strategic needs assessments will be produced through the new ‘health and well-being boards’ could result in GPs feeling less directly involved with issues relating to the public health needs of their areas.  The increased focus of GPs on commissioning treatments and on their own research or financial interests could mean that, in so far as the Department of Health does delegate to them responsibilities relating to the provision of health protection, they will exercise a distorting influence on provision.
10.
We are unclear how ‘health and well-being boards’ will contribute to public health. The boards are being left to determine for themselves how far they go, beyond their minimum statutory duties, in promoting joined-up working.  The resulting uncertainty about who should do what may make it all the more difficult for decision makers to be held to account when critical public health outcomes are not achieved.  This problem could be exacerbated by the government’s emphasis on ‘light touch’ regulation of local authorities.
11.
The government is proposing that an incentive payment, or premium, will be paid to local authorities in disadvantaged areas which make progress on improving the health of the local population.  Whilst we welcome any additional funding for disadvantaged areas, we fear that it may not be helpful for local authorities which are unsuccessful in securing health improvements to be given an additional disadvantage relative to local authorities which are more successful.  Moreover, the potential for improvement is likely to vary considerably between different local authority areas and is unlikely to be measurable in advance.  It will probably depend partly on the effectiveness of the public health activities previously undertaken by PCTs.

12.
We note that the section of the White Paper entitled ‘Wider factors influencing health, wellbeing and health inequalities’ (pp. 14-7) suggests a misrepresentation of the findings of the independent review of health inequalities undertaken by Professor Sir Michael Marmot ‘Fair Society, Healthy Lives’.  The White Paper’s interpretation, framing and application of the central ideas in the review appear to emphasise personal characteristics and attributes in a way that the review itself did not.
13.
We also note that the following paragraph from ‘Our Health and Wellbeing Today’, a review of evidence on health and well-being which informed the development of the White Paper, suggests that the government is content to maintain poverty provided that those who suffer from it do slightly better on health indices.

In summary, the challenge of reducing health inequalities is about:

• reducing the proportion of people dying prematurely and the proportion of those experiencing poorer health; and

• reducing the systematic patterns in poorer health and premature mortality such that being poor or living in a particular area does not predispose people to worse health outcomes.  (p. 22, para 5.18, emphasis added)

14.
We are sceptical about the ability of Public Health England to protect front line services while being subject to the planned reduction of one third in non front line administration costs across the whole system.
15.
We fear that the impact of ring-fencing public health expenditure will be undermined because local authorities, facing huge financial pressures, will be tempted to place some of their existing expenditure under the heading of ‘public health’ as a means of limiting their need to cut other services.

16.
We are very concerned that the large cuts in services currently provided by the voluntary sector will have a negative impact on public health and will increase inequalities.  We regard them as inconsistent with the government’s vision of a ‘Big Society’.
17.
We want to see effective public involvement in public health services.  Local public health services should be developed in collaboration with Local Healthwatch organisations so that the experience and knowledge of local people can inform the local public health agenda.
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