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Guidance notes for visitors 
Local Government House, Smith Square, London SW1P 3HZ 
 
Welcome! 
Please read these notes for your own safety and that of all visitors, staff and tenants. 
 
Security 
All visitors (who do not already have an LGA ID badge), are requested to report to the Reception desk where 
they will be requested to sign in and will be handed a visitor’s badge to be worn at all times whilst in the 
building. 
 
Fire instructions 
In the event of the fire alarm sounding, vacate the building immediately following the green Fire Exit signs. Go 
straight to the assembly point in Tufton Street via Dean Trench Street (off Smith Square). 
 
DO NOT USE THE LIFTS. 
DO NOT STOP TO COLLECT PERSONAL BELONGINGS. 
DO NOT RE-ENTER BUILDING UNTIL AUTHORISED TO DO SO. 
 
Members’ facilities on the 7th floor 
The Terrace Lounge (Members’ Room) has refreshments available and also access to the roof terrace, which 
Members are welcome to use.  Work facilities for members, providing workstations, telephone and Internet 
access, fax and photocopying facilities and staff support are also available. 
 
Open Council 
“Open Council”, on the 1st floor of LG House, provides informal  
meeting and business facilities with refreshments, for local authority members/ 
officers who are in London.  
 
Toilets  
Toilets for people with disabilities are situated on the Basement, Ground, 2nd, 4th, 6th and 7th floors. Female 
toilets are situated on the basement, ground,1st, 3rd, 5th,and 7th floors. Male toilets are available on the 
basement, ground, 2nd, 4th, 6th and 8th floors.   
 
Accessibility 
Every effort has been made to make the building as accessible as possible for people with disabilities. 
Induction loop systems have been installed in all the larger meeting rooms and at the main reception. There is 
a parking space for blue badge holders outside the Smith Square entrance and two more blue badge holders’ 
spaces in Dean Stanley Street to the side of the building. There is also a wheelchair lift at the main entrance. 
For further information please contact the Facilities Management Helpdesk on 020 7664 3015. 
 
Further help 
Please speak either to staff at the main reception on the ground floor, if you require any further help or 
information. You can find the LGA website at www.local.gov.uk 
 
Please don’t forget to sign out at reception and return your badge when you depart. 



 
 
LGA Community Wellbeing Board 
2 November 2012 
 
11.00 on 2 November 2012 in Bevin Hall (Ground Floor), Local Government House, Smith 
Square, London, SW1P 3HZ. 
 
Attendance Sheet: 
Please ensure that you sign the attendance register, which will be available in the meeting room.  
It is the only record of your presence at the meeting. 
 
Pre-meeting for Board Lead members: 
This will take place from 9.30 in the Millbank Room (8TH Floor). 
 
Political Group meetings: 
The group meetings will take place from 10.00 -11.00. Please contact your political group as 
outlined below for further details. 
 
Apologies: 
Please notify your political group office (see contact telephone numbers below) if you are unable to 
attend this meeting. 
 
Labour:  Aicha Less:    020 7664 3263 email: aicha.less@local.gov.uk 
Conservative: Luke Taylor: 020 7664 3264 email: luke.taylor@local.gov.uk  
Liberal Democrat: Group Office:  020 7664 3235 email: libdem@local.gov.uk 
Independent:             Vanessa Chagas: 020 7664 3224 email: Vanessa.Chagas@local.gov.uk      
 
Location:  
A map showing the location of Local Government House is printed on the back cover.   
 
LGA Contact:  
Liam Paul: Tel: 020 7664 3214, e-mail: liam.paul@local.gov.uk 
 
Guest WiFi in Local Government House  
This is available in Local Government House for visitors. It can be accessed by enabling “Wireless 
Network Connection” on your computer and connecting to LGH-guest, the password is 
Welcome2010LG. 
 
Carers’ Allowance  
As part of the LGA Members’ Allowances Scheme a Carer’s Allowance of up to £6.19 per hour is 
available to cover the cost of dependants (i.e. children, elderly people or people with disabilities) 
incurred as a result of attending this meeting. 
 
Hotels 
The LGA has negotiated preferential rates with Club Quarters Hotels in central London. 
To book a room in any of the Club Quarters Hotels please link to the Club Quarters website at 
http://www.clubquarters.com.  Once on the website enter the password: localgovernmentgroup 
and you should receive the LGA negotiated rate for your booking. 

mailto:aicha.less@local.gov.uk
mailto:luke.taylor@local.gov.uk
mailto:libdem@local.gov.uk
mailto:Vanessa.Chagas@local.gov.uk
mailto:liam.paul@local.gov.uk
http://www.clubquarters.com/


 

 



 

Community Wellbeing Board - Membership 2012/2013 
Councillor Authority 
  
Conservative 8)  
Louise Goldsmith [Vice-Chair] West Sussex CC 
Keith Mitchell CBE  Oxfordshire CC 
Mayor Linda Arkley  North Tyneside Council 
Francine Haeberling Bath & North East Somerset Council 
Ken Taylor OBE Coventry City Council 
Alan Farnell Warwickshire CC 
Elaine Atkinson Poole BC 
Andrew Gravells Gloucestershire CC 
  
Substitutes:  
Bill Bentley East Sussex CC 
David Lee Wokingham BC 
Colin Noble Suffolk CC 
Konrad Tapp Blackburn with Darwen BC 
  
Labour (6)  
Linda Thomas  [Deputy-Chair] Bolton MBC 
Jonathan McShane  Hackney LB 
Steve Bedser Birmingham City 
Catherine McDonald Southwark LB 
Iain Malcolm South Tyneside MBC 
Lynn Travis Tameside MBC 
  
Substitutes:  
Cllr Hazel Simmons Luton BC 
  
Liberal Democrat (3)   
David Rogers OBE [Chair] East Sussex CC 
Zoe Patrick Oxfordshire CC 
Doreen Huddart Newcastle City 
  
Substitute  
Rabi Martins Watford BC 
  
Independent (1)  
Gillian Ford [Deputy-Chair] Havering LB 
  
Substitutes:   
  

 



 

 



 

LGA Community Wellbeing Board 
2 November 
 
Attendance 2012-2013 
 

Councillors 05.09.12 02.11.12 16.01.13 06.03.13 08.05.13 10.07.13 
       
Conservative       
Louise Goldsmith No      
Keith R Mitchell 
CBE 

Yes      

Mayor Linda 
Arkley 

No      

Francine 
Haeberling 

Yes      

Ken Taylor OBE Yes      
Alan Farnell No      
Elaine Atkinson Yes      
Andrew Gravells No      
       
Labour       
Linda Thomas       
Jonathan 
McShane 

Yes      

Steve Bedser No      
Catherine 
McDonald 

Yes      

Ian Malcolm Yes      
Lynn Travis Yes      
       
Lib Dem       
David Rogers 
OBE 

Yes      

Zoe Patrick Yes      
Doreen Huddart Yes      
       
Independent       
Gillian Ford Yes      
       
Substitute       
       
Bill Bentley Yes      
Colin Noble Yes      
       
 



 

 



v 

Community Wellbeing Board 

2 November 2012 

 
] 

 

 

 

                              
Community and Wellbeing Board and Improvement and Innovation Board – Joint Meeting 

Friday 2 November 2012 

11.00am  

Bevin Hall, Local Government House, London 

 
 
PART ONE – Joint Meeting with Improvement and Innovation Board 
 
 Item Page  Time 
    
1 Declarations of Interest  

An opportunity for Members to declare any personal or prejudicial 
interests.   

 11:00 

    
2 Sector-led improvement in Adult Services                                            3 

Introduced by Dennis Skinner and Oliver Mills. To provide members 
with a summary of the generic approach to sector led improvement, 
and an indication of how this is being implemented and progressed 
in adult social care. 

 11:05 

    
3 The opportunities for efficiency savings in Adult Social care            25 

A presentation from John Bolton on early findings from the Adult 
Care and Efficiency Programme and the potential implications and 
opportunities for further efficiencies. 

 11:15 

    
4 Sector-led improvement and Health reform                                         29 

Introduced by Alyson Morley. To set out the emerging health 
landscape and outline the options for an LGA improvement offer. 

 11:30 

    
 Table discussions 

Discussion questions to be prepared. 
 11:45 

    
 Feedback  12:15 
    
 Concluding points and close.  12:30 
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PART TWO – Community Wellbeing Board 
 
 Item Page  Time 
    
5 Public Health update and progress Report                                           37  

To update members on developments in public health funding and 
the assurance process.    

 13.00 

    
6 NHS Health Check Assessments                                                           45 

Nicola Strother Smith, National Director for NHS Diabetes,  
Cardiovascular and Kidney Care and Jamie Waterall, National 

 13.15 

 

7 LGA Business Planning 2013/14        

8 Update on other Board Business     

• Commissioning for Integrated Hea

• Health Protection 

• Healthwatch 

• Public Health England Appointmen

• Confirmation of portfolio holder sys

• Public Health Events 

• Selected forthcoming Events 

 
 

9 Notes of the last meeting                  

  
 
 

Date of next meeting: 16 January 2013, 11.30

• Show us You Care campaign upda

NHS Health Check Manager, to attend
. 
                                                      77 
 

13.45   

                                                      87  

lth and Care conference  

ts 

tem (Appendix 8b) 

 
13.55 

  

                                                     109 

 

14.00 

 

am, Local Government House 
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Item 2 

 

     

Sector-led improvement in Adult Services 
 
 
Purpose of report 
 
For information. 
 
Summary 
 
This report updates the Boards on the progress in developing Towards Excellence in 
Councils’ Adult Social Care, a programme on sector-led improvement, support and self 
assessment in adult social care. It has been agreed that the Community Wellbeing Board 
would receive updates on the programme every six months. 
 
This work sits within the overall approach to sector-led improvement which is set out in 
“Sector-led improvement in local government” which is attached at Appendix A.  Sector-led 
improvement in local government” describes a comprehensive and coordinated approach to 
sector-led improvement, the key principles on which it is based and the core components of 
the support offer to the sector, including the work of TEASC and the Children’s Improvement 
Board. 
 
This item will be led by Dennis Skinner, Head of Leadership and Productivity, LGA and Oliver 
Mills, National Programme Director for Towards Excellence. 

 
 

 
Recommendations 

 
The Boards are asked to: 
 
1. note the progress made so far as outlined in the report; and  
 
2. agree that officers take this work forward in the way described at points 5 - 14.  
 
Action 
 
As directed by Members. 
 
 

Contact officer: Oliver Mills/Emma Jenkins 
 

Position: National Programme Director/Senior Adviser 
 

Phone no: 07881 820895 / 020 7664 3046 
 

E-mail: Oliver.Mills@local.gov.uk / emma.jenkins@local.gov.uk 
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Sector-led improvement in Adult Services 
 
Background 

 
1. Towards Excellence in Councils’ Adult Social care (TEASC) is a programme of work with 

and for councils to improve performance in adult social care.  Its core elements include 
regional work; robust performance data; self evaluation; and peer support and challenge.  
The sector-led initiative builds on the self-assessment and improvement work already 
carried out by councils.  

 
2. The TEASC programme board is responsible for working with Councils to develop and 

implement sector-led improvement in adult social care, in line with the Local Government 
Association’s publication ‘Sector-led improvement’.  The board is a partnership chaired 
by the Association of Directors of Adult Social Care (ADASS) with senior representation 
from the Local Government Association (LGA), the Department of Health (DH), the Care 
Quality Commission (CQC), the Society of Local Government Chief Executives 
(SOLACE), the Think Local Act Personal partnership (TLAP) and the Social Care Institute 
for Excellence (SCIE).  More information can be found at http://www.local.gov.uk/adult-
social-care.  

 
3. The programme began with a year of transition in 2011/12.  There will be a year of full 

implementation in 2012/13 and a year of consolidation 2013/14.  It is felt that the first year 
of the programme has resulted in significant developments in the process of transition 
from the old performance framework to a new sector-led approach to improvement.  
Overall, these separate components being further developed in the second year are on 
course to be assembled to create the final model of sector-led improvement in adult 
social care, by March 2013. 

 
4. The Department of Health provides funding for the three year programme and it has 

provided £500,000 for 2012/13.  The programme also has a very similar approach to the 
parallel programme in children’s services, particularly around its basis of peer support 
and regional work, although the funding for this is significantly more.  

 
Update on activity since March 
 
5. Working with councils previously judged ‘adequate’ for adult social care by the Care 

Quality Commission in 2010:  Each council has developed an improvement plan funded 
by the programme. Progress against this is formally endorsed by a peer challenge and 
support from a peer director, amongst other mechanisms.  The improvement by three 
Councils has been formally recognised by the Programme Board – Cornwall, Central 
Bedfordshire and South Tyneside.  The remaining four will attend the Board shortly – 
Wirral, Solihull, Gateshead and Redcar & Cleveland.   

 
6. Working with regions: Reflecting the shift from a top down approach to performance to 

a collective ownership of improvement, the model of sector-led improvement is being 
developed with the ADASS regions and networks, supported by the LGA’s and the DH’s 
regional presence.  £17,000 is to be allocated to regions shortly, combined with a 
straightforward process for monitoring region’s delivery plans which will be reported back 
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to the CWB Board in the next report back from the programme.  This follows a distribution 
of £25,000 in 2011/12. This will be circulated with guidance which is being prepared on 
the range of approaches to challenge from one’s peers which are developing in each of 
the nine regions, in order to retain the integrity of the LGA’s offer on peer challenge. 

 
7. Local accounts: councils were encouraged by the programme board to produce an 

annual ‘local account’ as a means of reporting back to local people on performance in 
adult social care.  Though discretionary, most councils have produced one and all 
regions are supporting councils in their production.  The Programme Board recently 
commissioned an independent national overview of local accounts produced so far.  The 
learning from this is shaping a national conference on 12 November at the LGA to share 
practice and look at how local accounts can evolve in an increasingly integrated system.  
This will be further followed by more information for Councils on ‘what good looks like’ in 
local accounts.  

 
8. Progress report: based the principles of co-production, transparency and data sharing, 

the programme board launched its first report on progress in adult social in England at 
National Conference.  This used data supplied by councils to the Information Centre for 
2011/12 and other published evidence, such as ADASS surveys on budgets and 
personalisation.  Distributed with a range of tools to aid analysis and improvement, this 
work will provide a baseline picture and tools which councils can use to analyse and 
benchmark data and a ‘line of sight’ for a range of audiences with a interest in social 
care.  Further work on bringing together the information needed to support improvement 
in ‘real time’ is under consideration, with LG Inform as the key mechanism to host this.  

 
9. Managing the risk of underperformance: the programme board is developing its 

thinking on how best to support councils in need of extra sector-led support, based on 
process outlined in ‘Sector-Led Improvement’.  This has led to the development of an 
‘ADASS mandate’ to clarify the role of Directors at all tiers of the Association.  This 
emphasises the commitment to work together as peers to support each other’s 
improvement.  The focus on the programme will remain on promoting excellence in 
councils’ approach to adult social care, as opposed to an approach that appears to focus 
primarily on addressing poor performance. 

 
10. Coordination of national support offers: the Programme Board is working with other 

key national improvement agencies, such as SCIE, National Skills Academy, Skills for 
Care, Research in Practice for Adults, to coordinate their offers to the sector.  A further 
conversation will take place with the DH in their role as a funder to shape the 
improvement offer each will provide in the future to ensure that these reflect the needs of 
Councils and to assist local improvement planning. 

 
11. Funded projects: A small amount of funding has been provided for issues which are 

identified by the programme board as being critical to the delivery of sector-led 
improvement. For example, work has been commissioned on developing an outcomes-
based approach to monitoring safeguarding.  Work also has now started on updating the 
DH 2009 ‘Use of Resources’ publication to pull together current evidence on use of 
resources and the opportunities for delivering sustainable savings.  It will pick up 
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emerging learning from the LGA Adult Social Care Efficiency programme, and develop 
tools and processes to support delivery of the efficiencies identified.  

 
12. Programme Management: regular communication about the programme’s activity is 

circulated via monthly bulletins. The programme is being evaluated via the LGA’s wider 
evaluation activity on sector-led improvement and the Board is undertaking some self-
assessment activity of how its work is delivering against the key principles of sector-led 
improvement.  Further work around external and independent assurance of the final 
model will be developed.  

 
13. Closer links with other programmes: The implications of integration of adult social care 

with health for sector-led improvement will need to be scoped, as noted in another item at 
today’s Board.  There also will be opportunities to align the other sector-led improvement 
programmes, especially with regards to the regional delivery capacity within the more 
substantially-funded Children’s programme and given the context of the increasing 
number of joint appointments at Director level.   

 
14. Leadership: further work will be undertaken to establish the political accountability of the 

devolved work at regional level, based on existing member led regional structures, as 
well as further engagement with Leaders and Chief Executives.   

 
Financial Implications 
 
15. There are no additional financial implications arising from this report not covered within 

business plans or the additional programme funding. 
 
Implications for Wales 
 
16. These arrangements apply to England only. The idea of local accounts has drawn on 

approaches for social services piloted in Wales. 
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Sector-led improvement in local government 3

We have come a long way since the Local Government Association (LGA) published ‘Taking 
the Lead’ over a year ago.

There is now a real momentum around sector-led improvement. Councils are using the 
support we have offered and new approaches to improvement are being delivered in 
children’s services and in adult social care.

This publication brings it all together. It describes a comprehensive and coordinated approach 
to sector-led improvement across local government, the support that is being provided for 
councils, and where to go for further information or advice.

It is primarily intended for council leaders, portfolio holders, chief executives and directors 
because your active participation is critical to success – to ensuring your council continues its 
own improvement journey; takes up the support on offer; and contributes to the improvement 
of local government as a whole. The LGA is committed to helping you achieve this.

The support offer outlined here is of course just one part of the wide ranging support 
available to councils via the Local Government Association, Local Partnerships, the 
Children’s Improvement Board and the Towards Excellence in Adult Social Care Board.

Councillor Peter Fleming 
Chairman 
LGA Improvement Board

Foreword
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4          Sector-led improvement in local government

With changes to the nationally imposed 
inspection and assessment regime, a 
new approach to improvement has been 
developed by local government. This was 
set out in the LGA’s document ‘Taking the 
Lead’ in February 2011. The approach has 
received high levels of support from councils 
who overwhelmingly endorse the key 
principles on which it is based, that: 

•	 councils are responsible for their own 
performance and improvement and for 
leading the delivery of improved outcomes 
for local people in their area

•	 councils are primarily accountable to 
local communities (not government or the 
inspectorates) and stronger accountability 
through increased transparency helps local 
people drive further improvement

•	 councils have a collective responsibility 
for the performance of the sector as a 
whole (evidenced by sharing best practice, 
offering	member	and	officer	peers,	etc)

•	 the role of the LGA is to maintain an 
overview of the performance of the sector 
in order to identify potential performance 
challenges and opportunities – and to 
provide tools and support to help councils 
take advantage of this new approach 

•	 we all need to continue to lobby for further 
reductions in inspection, assessment and 
data reporting.

The LGA has developed and started to 
deliver the support offer set out in ‘Taking the 
Lead’, along with the sector-led improvement 
activity in children’s and adult social care 
services. Feedback has been encouraging. 

Background and key 
principles
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Sector-led improvement in local government 5

‘Taking	the	Lead’	identified	a	small	core	set	
of activities that are commonly undertaken by 
councils who proactively take responsibility 
for their own performance and improvement. 

This common set of activities provides the 
framework for sector-led improvement across 
councils’ services and activities. It is also the 
framework around which the offer of support 
to councils is based, as follows:

Local accountability 
Councils already make extensive efforts to 
engage with their local residents. Exactly 
how they go about strengthening local 
accountability will vary from place to place. 

Our offer includes:
•	 stronger online guidance and an updated 

tool to help councils assess performance 
against key priorities

•	 support from the Centre for Public Scrutiny 
(CfPS) to make more effective use of 
scrutiny as a key tool for challenging 
performance locally. 

Transparent and comparable performance 
information 
Being able to compare performance with 
other councils and areas is an important 
driver for improvement.

Our offer includes: LG Inform – an easy to 
use data service for local government which 
at no cost, provides: 
•	 a single point of access to a wide range of 
key	contextual,	financial	and	performance	
data

•	 the ability to share and compare 
performance information between councils 
and to manipulate the data and create a 
range of score cards and reports. 

This is a tool for lead members, directors, 
performance managers and those involved 
in scrutiny. So far over 301 councils have 
started to use LG Inform with over 1,380 
registered users. 

For further information:  
www.local.gov.uk/about-lginform

Implementation and support 
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6          Sector-led improvement in local government

Challenge from one’s peers 
We know that challenge from one’s peers is 
a proven tool for improvement. 

Our offer includes: 
•	 at no cost, a ‘corporate’ peer challenge 

to every council over the three years 
from Summer 2011. The challenge is 
primarily an improvement tool capable of 
being tailored to allow individual councils 
to use it to focus on their local priorities. 
However, all corporate peer challenges 
include a core component that looks at 
issues of leadership, corporate capacity 
and	financial	resilience	whose	absence	
we know from experience is linked to 
organisational failure. 

So far, we have spoken to more than 100 
councils about their potential interest in 
corporate peer challenge, with 24 councils 
having	benefitted	from	a	corporate	peer	
challenge in 2011/12 and a further 70 are 
booked in or are being discussed. The 
feedback from leaders and chief executives 
following a peer challenge has been 
very positive, with high levels of overall 
satisfaction and all of the participating 
councils saying they would recommend it to 
another authority. Equally, peers involved 
have fed back on what a useful learning tool 
it is for them.

Investing in Leadership 
Effective	political	and	officer	leadership	is	
key to sustained improvement. 

Our offer includes: 
•	 The LGA is committed to continuing to 

provide development support for political 
leaders and we are making available one 
subsidised place for every council for each 
of the next three years on one of our main 
programmes. This offer was taken up by 
198	councils	in	the	last	financial	year.	

•	 In addition we are offering, at no cost, up to 
five	days	of	member	peer	support	for	councils	
undergoing a change of political control. 
Experience demonstrates this can be of great 
benefit	to	councils	at	a	time	of	change.

•	 Leadership support is also available to senior 
officers	involved	in	children’s	and	adult	social	
care services. See Annexes.

Learning from good practice and the role 
of regional structures and networks 
Learning from others in the sector is a key 
part of a sector-led approach – but it is 
often	difficult	to	find	the	time	or	the	right	
information. 

Our offer includes: 
•	 To help councils we have created the 

Knowledge Hub, a free web-based service 
providing a single window to improvement 
in local government. This illustrates the 
value of retaining capacity at national 
level to support improvement – creating a 
single solution that avoids the potential for 
duplication.
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7          Sector-led improvement in local government

•	 We are also working with and supporting 
sub national groupings of councils and 
member/officer	networks	as	a	basis	for	
implementing the new approach and 
sharing good practice. And we are in 
discussion with a number of sector owned 
regional improvement organisations about 
aligning our national and regional support 
offers so that we can present our joint 
support to the sector as a seamless whole.

Children’s and Adults Services 
Particular issues and challenges can arise 
with these services and as a consequence, 
enhanced programmes are being developed 
in partnership with others.

Our offer includes: 
•	 Sector-led improvement in these areas 

is developed and delivered through the 
national Children’s Improvement Board 
(CIB) and Towards Excellence in Adult 
Social Care Board (TEASC) respectively. 

•	 The CIB is a partnership board involving 
the LGA, the Association of Directors 
of Children’s Services (ADCS), and 
SOLACE (Society of Local Authority Chief 
Executives), supported by the Department 
for Education (DfE). More details can be 
found at Annex A. 

•	 TEASC	is	a	partnership	board	fulfilling	
a similar function for adult social care 
services and includes representatives 
from the Association of Directors of Adult 
Social Services (ADASS), the LGA, the 
Care Quality Commission (CQC), the 
Department of Health (DH), Social Care 
Institute for Excellence (SCIE), Society 
of Local Authority Chief Executives 
(SOLACE) and the Think Local Act 
Personal partnership. More details can be 
found at Annex B. 

Coordination and communication
Our offer includes: 
•	 In instances where councils require 

and are in receipt of support, the LGA 
principal adviser will be the key contact 
and coordinator of input from the LGA, 
CIB regional leads and TEASC structures. 
This is designed to provide a single point 
of contact for councils and a coordinated 
approach to improvement support. 

•	 In some regions, the Regional 
Improvement	and	Efficiency	Partnerships	
(RIEPs) or their successor bodies/
regional LGAs are supporting sector-led 
improvement. Principal advisers work 
closely with these partnerships to share 
information and provide support in a 
collaborative way, according to the extent 
and nature of the role of the regional body 
in the area.

Managing the risk of 
significant	underperformance

Significant	underperformance	at	a	service	or	
corporate level is likely to have a detrimental 
impact on local people and localities, 
the reputation of a council and for local 
government as a whole. 

The sector wants councils to feel able to 
voluntarily signal their need of support 
and to seek it from sector controlled 
improvement activities and bodies at national 
and where appropriate, regional level so 
that improvement support can be put in 
place	and	as	a	result,	help	prevent	specific	
incidences	of	significant	service	or	corporate	
underperformance and in extreme cases, 
avoid government intervention.
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8          Sector-led improvement in local government

We have worked with councils to develop an 
agreed and effective way of understanding 
where	councils	are	facing	significant	
underperformance challenges and have 
taken advice on this from a variety of 
interested independent bodies (including 
CIPFA, the Audit Commission, National Audit 
Office,	SOLACE,	ADCS	and	ADASS).	

In summary our approach, is as follows:

•	 Our team of principal and senior advisers 
gather qualitative information about the 
performance of councils in their areas and 
act as the key point of contact between 
councils and the LGA. They work with and 
are supplemented by our lead and regional 
member peers, who are drawn from 
local councils and make use of political 
networks.

•	 The principal advisers are supported with 
feedback from our wider engagement 
with councils, for example the results of 
a Peer Challenge, analysis of published 
quantitative performance data and 
intelligence gathered from others as 
appropriate (eg government departments, 
service	specific	inspectorates).	

•	 Where information and intelligence is 
shared about performance challenges, 
the purpose will, in all cases, be to enable 
timely, appropriate and effective support to 
be offered, in accordance with the following 
general principles:

 ◦ the individual council will be aware 
information is being shared

 ◦ any	concerns	should	be	specific	and	
evidence-based

 ◦ information	is	treated	in	confidence.

•	 Where the information and intelligence 
gathered appears to identify councils 
facing	significant	performance	challenges	
and a potential serious concern, the 
principal adviser will make contact at the 
earliest opportunity with the authority 
involved. How he/she approaches the 
council and the level of contact will depend 
on the circumstances and relationships 
in each case, but would normally be at 
leader/chief executive level. 

•	 Emerging best practice suggests that 
where the level, type and extent of support 
warrants it, (typically signalled by the 
need to establish a formal Improvement 
Board) codifying the approach to be 
taken, is essential. Whilst a number of 
common	characteristics	can	be	identified	
as	being	associated	with	significant	
underperformance, few such situations are 
identical. Therefore, a bespoke ‘Terms of 
Engagement’ will be created on a case-by-
case basis, setting out the approach to be 
taken. 
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As new arrangements for sector-led 
performance, improvement and assurance 
are developed and local government is 
presented with the opportunity to demonstrate 
its strength and credentials in this respect – 
to	the	benefit	of	councils	and	the	sector	as	a	
whole – it is incumbent upon all those in the 
sector to contribute to their success. 

Locally
•	 Councils should engage positively and 

proactively with this work, considering how 
and	when	they	would	best	benefit	from	our	
improvement support offer.

•	 Leaders and chief executives should take 
a strong interest in this work raising the 
profile	and	widening	the	ownership	of	it	
within their organisations.

•	 Councils should consider what more can 
be done to be transparent and accountable 
to local communities.

•	 Councils should consider whether their 
council can contribute by offering senior 
member/officer	peers.

Regionally
•	 Our principal advisers (see below for 

contact details) will act as the key point 
of contact for councils across the various 
streams of improvement support.

•	 Regional improvement organisations, CIB 
regional leads and TEASC structures will 
work together and with principal advisers 
to coordinate improvement activity and to 
ensure effective political leadership.

Nationally
We will ensure (having regard to partnership 
arrangements with others, eg CIB, TEASC) 
that:

•	 the process is led politically

•	 there is a consistency in the improvement 
support offer across all council services 

•	 this work is communicated to councils in a 
consistent and coordinated way.

Making a success of  
sector-led improvement
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Contact details for further 
information

LGA principal advisers
Marianne Abley 
Principal Adviser, South East 
Telephone: 07917 422 935 
Email: marianne.abley@local.gov.uk

Howard Davis 
Principal Adviser, West Midlands and South 
West 
Telephone: 07920 061 197 
Email: howard.davis@local.gov.uk

Mark Edgell 
Principal Adviser, East Midlands, North East 
and Yorkshire and the Humber 
Telephone: 07747 636 910 
Email: mark.edgell@local.gov.uk

Rachel Litherland 
East of England and London 
Telephone: 07795 076 834 
Email: rachel.litherland@local.gov.uk

Gill Taylor 
Principal Adviser, North West 
Telephone: 07789 512 173 
Email: gill.taylor@local.gov.uk

Michael Coughlin 
Executive Director 
Telephone: 020 7664 3067 
Email: michael.coughlin@local.gov.uk

Dennis Skinner 
Head of Leadership and Productivity 
Telephone: 020 7664 3017 
Email: Dennis.Skinner@local.gov.uk

www.local.gov.uk/sector-led-improvement
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Sector-led improvement in children’s 
services is being taken forward through the 
Towards Excellence for Children work of 
the Children’s Improvement Board (CIB). 
CIB is a partnership board set up by the 
Local Government Association (LGA), 
the Association of Directors of Children’s 
Services (ADCS), and SOLACE (Society of 
Local Authority Chief Executives), supported 
by the Department for Education (DfE). It 
is a direction setting and decision making 
group that is responsible for the overall 
delivery of the Towards Excellence for 
Children programme to develop sector-led 
improvement for children’s services. 

The framework for sector-led improvement 
in children’s services and around which our 
offer of support to councils is based, is as 
follows:

Local accountability 
Self-assessment forms an important basis for 
understanding and managing performance 
in children’s services and councils are being 
asked to open up their self assessment to 
external challenge by their peers in other 
councils. 

Transparent and comparable performance 
information 
CIB is working to develop a suite of common 
data for children’s services. It will provide a 
single source of key information that councils 
can use as a way of understanding their own 
performance	and	provide	a	flexible	reporting	
format to allow comparison to statistical 
neighbours and others. This can form a 
broad based starting point for peer challenge 
and discussions around early support. 
The data and information will be delivered 
through LG Inform.

Challenge from one’s peers 
There are two offers in children’s 
improvement:

•	 An opportunity for council’s to receive 
challenge on their performance from 
their peers in other councils. A number 
of different models of children’s services 
peer challenge have been developed 
by councils working together in regions. 
Councils	have	agreed	to	provide	five	days	
of directors’ of children’s services time 
to undertake this. It is expected that all 
councils will have been engaged in peer 
challenge by 31 December 2012 and CIB 
will review the learning from the different 
approaches being adopted in January and 
February 2013.

Annex A  
Sector-led improvement: 
children’s services
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•	 An opportunity for councils to have, at no 
cost, a children’s safeguarding peer review. 
This is a nationally organised programme 
and twenty six such peer reviews have 
been delivered to date. Whilst this offer is 
open to all councils it is prioritised for those 
where it forms part of an agreed package 
of targeted or early support.  
 
This offer builds on the LGA’s corporate 
peer challenge methodology – but there 
are some differences. First we have 
retained the “peer review” label because 
this is well recognised and understood 
within children’s services. Secondly whilst 
the exact focus for the review will still be 
discussed with the individual local authority 
there	is	less	flexibility	about	the	focus	and	
approach because safeguarding is such a 
high risk area for the sector. 

Investing in Leadership 
The CIB is working with the LGA to increase 
the number of member peers with an 
understanding of children’s services who are 
available to provide support to councils in 
particular	difficulty.	The	LGA	also	supports	
and makes regular input to regional meetings 
of lead members for children. An induction 
event for new lead members is being held 
in July and free leadership academy places 
are being offered to children’s services lead 
members through four two-day Leadership 
Academy events in the autumn and early 
New Year. The CIB has oversight of the 
leadership programmes provided for 
directors of children’s services through the 
Virtual Staff College and is working to ensure 
a	close	fit	between	this	leadership	work	and	
other aspects of children’s improvement.

Learning from good practice and the 
role of regional structures and networks 
The CIB has provided funding to each of 
the nine regions to support improvement 
work in children’s services. Within a broad 
agreement between regions and CIB, each 
region is being asked to prioritise peer 
challenge between councils and providing 
early	support	to	councils	who	are	in	difficulty	
or may be at risk of poor performance. 
Each region has been asked to nominate 
three “regional leads” to champion this 
improvement activity: a lead member for 
children, a chief executive and a director of 
children’s services.

For further information about sector-led 
improvement in children’s services and the 
work of the Children’s Improvement Board: 
http://www.local.gov.uk/CIB

Colin Hilton 
Director of Children’s Services  
Self Improvement 
Telephone: 020 7664 3161 
Mobile: 07747636932 
Email: colin.hilton@local.gov.uk 
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Sector-led improvement in adult social 
care is being taken forward by the Towards 
Excellence in Adult Social Care Board 
(TEASC). TEASC is the Partnership Board 
established to oversee the development of 
a new approach to sector-led improvement 
in adult social care, aligned with the current 
personalisation agenda. The Board includes 
representatives from ADASS, the LGA, 
the Care Quality Commission (CQC), the 
Department of Health (DH), Social Care 
Institute for Excellence (SCIE), SOLACE and 
the Think Local Act Personal partnership. 

The framework for sector-led improvement in 
adult social care and around which our offer 
of support to councils is based, is as follows:

Local accountability 
In adult social care it is a key part of the 
approach that councils undertake and 
publish a regular self-assessment (called 
“local account”) setting out progress against 
their priorities for quality and outcomes in 
adult social care. Local accounts are seen 
as a key mechanism for demonstrating 
accountability for performance and outcomes 
to citizens.

Whilst not mandatory, most councils have 
now	produced	their	first	local	account.	How	
they did this was a matter of local discretion 
and initial analysis demonstrates that 
councils have approached local accounts in 
varying ways but all have built on existing 
mechanisms for engaging people who use 
services and reporting back, for example 
annual safeguarding reports. The Towards 
Excellence Board is planning to evaluate the 
exercise and draw out the lessons.

Annex B
Sector-led improvement: 
adult social care
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Transparent and comparable performance 
information 
The programme will draw on national 
data sets and market intelligence to offer 
comparative data on key outcome areas and 
productivity through LG Inform.

Challenge from one’s peers 
The Adult’s programme provides a 
subsidised peer challenge for each of the 
seven councils currently rated “adequate” 
under the previous CQC assessment regime. 
This is part of the Towards Excellence 
Board’s approach to recognising councils’ 
improvement in the absence of any further 
CQC assessments. 

Where the three core elements:

•	 council’s progress report against its 
improvement plan

•	 the results of the peer challenge, and

•	 endorsement from an independent peer 
director

confirmed	by	feedback	from	the	DH	deputy	
regional directors and LGA principal advisers 
all align, then the council is invited to present 
to the Towards Excellence Board so that its 
progress can be recognised and potential 
learning	can	be	identified	and	shared.	
As at April 2012 the board has been able 
to acknowledge the progress made by 
Cornwall, Central Bedfordshire and South 
Tyneside councils, with the ambition to ‘sign 
off’ improvement in the remaining councils 
during 2012/13.

In addition the Towards Excellence Board 
plans to provide resources to regions to 
support delivery of regional priorities, which 
may include peer challenge based on the 
LGA model.

Investing in Leadership 
The leadership programmes will be reviewed 
with the focus on collaborative leaders as 
the priority for 2012/13, linking to the LGA’s 
health leadership programmes.

Learning from good practice and the 
role of regional structures and networks 
For adults, the approach to improvement 
is being developed with and through the 
ADASS regional branches. Workshops have 
now taken place in all regions (supported 
by the Towards Excellence Board) to 
discuss regional issues and priorities in 
sector-led improvement. The board plans 
to provide funding for regions to support 
key	deliverables	in	2012/13	as	identified	by	
the regions, which may include: supporting 
the delivery of regional peer challenge; 
review and development of local accounts; 
delivery of improvement support and 
stronger engagement of council leaders, lead 
members and chief executives.

For further information about sector-led 
improvement in adult social care and the 
work of the Towards Excellence Board: 
http://tinyurl.com/d8xfyjm

Oliver Mills 
National Programme Director 
Towards Excellence in Council’s Adult  
Social Care 
Email: Oliver.Mills@local.gov.uk 
Mobile: 07881 820 895 
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Improvement & Innovation 
Board and Community 
Wellbeing Board  

 

2 November 2012  
  

Item 3  
 

Productivity Programme Update: Opportunities for efficiency 
savings in Adult Social Care 

 
Purpose of report 
 
For discussion and direction. 
 
Summary 
 
This report updates the Improvement & Innovation and the Community Well Being Boards on 
the progress being made in with the Adult Social Care Efficiency programme. A presentation 
will be given by John Bolton, visiting Professor at the Institute of Public Care. 
 

 
 
Recommendation 

To note the work being undertaken as part of the Adult Social Care Efficiency programme 
and to receive a presentation given by John Bolton.  

Action 

Officers to action as directed. 

 
 
 
Contact officer:   Andrew Hughes 

Position: Productivity Programme 

Phone no: 07909 534 185 / 0207 664 3192 

E-mail: andrew.hughes@local.gov.uk   
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Productivity Programme Update: Opportunities for efficiency 
savings in Adult Social Care 
 
Background 
 
1. The Board have approved the Productivity Programme to develop and operate a range 

of programmes to improve productivity and efficiency in councils. The Adult Social Care 
Efficiency (ASCE) Programme was launched in November 2011 and runs until summer 
2014.  The programme aims to help Councils to develop and implement new and 
innovative approaches to improve efficiency in adult social care in line with the broader 
policy vision.   

 
Adult Social Care Efficiency Programme 
 
2. 52 projects applied to be involved in the Programme and 44 of those were successful.  

40 of these are individual projects, two are joint projects (Barking and Dagenham and 
Havering; Darlington, Redcar and Hartlepool) and 2 are regional or sub-regional projects 
(Yorkshire and Humberside with Wakefield leading; Berkshire with Wokingham leading).  
Participating authorities were awarded £15-20k each.  Overall the LGA will be providing 
c £1million to fund the programme, including £300k from the Department of Health. 

 
3. Phase one of the programme involved participating authorities undertaking a diagnostic 

of their adult social care services.  In June and July John Bolton visited all 44 projects to 
evaluate this work and confirm the focus of the projects to be undertaken as part of the 
ASCE Programme.  He has since produced a report summarising the emerging lessons 
arising from the programme and drawing on other national and international studies to 
build on the learning.  As with other recent reports on efficiencies in social care, 
authorities are exploring approaches to achieving efficiencies in three key ways - by 
reducing the numbers of people who need care; by reducing the costs of care; and 
reducing the bureaucracy of care. 

 
4. The projects address a range of themes from whole systems efficiency reviews through 

to more focused projects looking at re-ablement, assistive technology or employee 
performance.  Others focus on demand management or developing greater collaborative 
relationships with key partners. 

 
5. Early discussions identify a number of common issues that are being explored through 

the programme.  These include how partnerships with the voluntary sector can reduce 
demand for state funded services; how procurement takes place and helps to sustain 
good quality services; the role and nature of personal budgets; the practices of individual 
assessment staff and the impact this has on the costs of care for customers and the 
challenge of developing good outcome measures and how they help in getting the right 
help to people at the right time.  
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6. An ASCE Programme event is being held on 27 November to launch the report, hear 

from a number of authorities that have made significant progress to date and to allow 
participating authorities to get together with others working to address similar 
challenges. The LGA will undertake a review of progress in summer 2013 and a final 
programme report will be available, including efficiency savings achieved, in 2014. 
Learning from the programme will be shared with the wider sector.   

 
7. Professor John Bolton will give a presentation to the Boards on progress of the 

programme early lesson. John is visiting Professor at the Institute of Public Care, former 
Director of Adult Social Care at Coventry City Council and as Head of the Department of 
Health Productivity Team provides professional support to the programme. 

 
Financial Implications 
 
8. The business plans for 2012/13 includes resources to develop the productivity 

programme to support councils improve productivity. Capacity to support the programme 
has also been built into the LGA budgets and business plan. 
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Sector-led improvement and Health reform 

 
Purpose of report  
 
For discussion and direction. 
 
Summary 
 
This report seeks the Community Wellbeing and Improvement and Innovation Boards’ views 
on the future scope for sector-led support on the health improvement role for local 
authorities. From April 2013, single and upper-tier local government will have new powers 
and duties under the Health and Social Care Act 2012 to work with partners and 
communities to improve health outcomes for their local populations. It is likely that the 
Department of Health will have funding to support sector-led approaches to support the 
consolidation of the new arrangements and to support improvement and innovation.  
 

 
 
Recommendations 
 
Members of the Boards are asked to: 
 

1. note the key proposals outline in the report; and 
 
2. comment and advise on developing the LGA’s sector-led offer to local authorities to 

improve health outcomes. 
 
Action 
 
As directed by Members. 
 
 
Contact officer:   Sally Burlington 

Position: Head of Programmes 

Phone no: 020 7664 3099 

E-mail: sally.burlington@local.gov.uk  
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Sector-led improvement and Health reform 

Background   
 
1. This report seeks the Community Wellbeing and Improvement and Innovation Boards’ 

views on the future scope for sector-led support on the health improvement role for local 
authorities. From April 2013, single and upper-tier local government will have new powers 
and duties under the Health and Social Care Act 2012 to work with partners and 
communities to improve health outcomes for their local populations. It is likely that the 
Department of Health will have funding to support sector-led approaches to support the 
consolidation of the new arrangements and to support improvement and innovation. 

 
Operating principles for sector-led improvement 
 
2. The LGA, in partnership with local councils, has developed an approach to sector-led 

improvement (SLI) that is more effective in driving improvement and innovation than the 
previous top-down and centralised performance management.  The principles underlying 
this approach are: 

 
2.1 councils are responsible for their own performance and improvement and 

for leading the delivery of improved outcomes for local people in their area;  
 
2.2 councils are primarily accountable to local communities – not government or 

national inspectorates – and stronger local accountability through increased 
transparency drives improvement, which is locally appropriate;  

 
2.3 councils have a collective responsibility for the performance of the sector 

as a whole: this is evidenced by sharing best practice, offering member and 
officer peers, and opportunities for developing leadership; and 

 
2.4 the role of the LGA is to maintain an overview of the performance of the sector 

in order to identify potential performance challenges and opportunities – and to 
provide tools and support to help councils and to maximise the implementation of 
this new approach. 

 
3. The LGA aims to ensure that all of the national and local stakeholders who have a role in 

improvement activity adopt these principles. The suite of improvement tools which form 
part of the current offer are summarised in the Appendix A. 

 
Developing this model for health 
 
4. A sector-led model in relation to the local government role in improving health outcomes 

would need to: 
 

4.1 meet the needs for improvement support identified by councils themselves; 
 
4.2 ensure alignment principles outlined above for the SLI model; 
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4.3 learn from the experiences of SLI in children’s and adult services, and the current 
leadership offer for health and wellbeing boards; 

 
4.4 align with ongoing SLI support arrangements across local government, 

particularly adult social care, from April 2013; and 
 

4.5 take account of, complement and avoid duplicating the wider regulatory, quality 
assurance, system leadership and improvement work across the health system. 

 
5. Possible components of the model are set out in Appendix A, along with a summary of 

arrangements already in place. 
 
Conclusion and next steps 
 
6. It is proposed that the LGA: 
 

6.1 develop possible approaches based on direction from the Community Wellbeing 
and Improvement and Innovation Boards, and wider discussions with key 
stakeholders and with councils; 

 
6.2 consult the Health Transition Task Group, which involves key partners including 

the Association of Directors of Adult Social Services (ADASS), the Association of 
Directors of Children’s Services (ADCS), Public Health England (PHE) and the 
NHS Commissioning Board (NHS CB) at its meeting on 7 November; 

 
6.3 hold a roundtable hosted by the LGA Chief Executive with key partners to 

consider how the different support elements in the new system can best fit 
together; and 

 
6.4 develop clear proposals for a SLI offer on the role of local authorities in health 

improvement based on those consultations for agreement. 
 
7. Members’ views are sought on the following questions: 
 

7.1 What are the key priorities which a sector-led improvement offer needs to 
address to help local authorities meet their new statutory duties and to improve 
local health outcomes? 

 
7.2 What more do we need to do to help Health and Wellbeing Boards to be 

improve their effectiveness as local system leaders from 1 April 2013? 
 

7.3 How should we support all councils, including districts, counties and single-
tier local government, to make an effective contribution to improved health 
outcomes? 

 
Financial Implications 
 
8. It is not possible to identify the financial implications of a new sector-led improvement 

offer to local authorities at this stage of discussions.  Officers will identify the costs 
associated with developing and delivering any new SLI offer on health issues and seek to 
secure sufficient funds in future action on this issue. 
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APPENDIX A  

1. Core components of the current general improvement support offer to councils 
 
We have developed a suite of improvement tools based on our extensive track record of 
working with councils.  They are summarised below. 
 
• Supporting political leadership – through a range of programmes, including Leadership 

Academies to help councillors develop their knowledge and leadership skills; an intensive 
leadership development programme for Leaders and Chief Executives; ‘next generation’ 
programme for aspirant future leaders. 

 
• Comparative performance data – through the development of LG Inform, a shared data 

set which enables councils to benchmark their own performance against a wide range 
contextual, finance and performance data. LG Inform includes a common data set for 
children’s and adult services.  Currently open to all councils, we intend to make this 
information open to the public to increase transparency and accountability (we may need 
to consider how it interacts with other available data). 

 
• Peer challenge - in which a tailor-made team of elected members and chief officers work 

with councils to identify the challenges and areas for improvement for individual councils.  
Over the past year, 97 peer challenges – including corporate, adults, children’s 
safeguarding, planning and fire and rescue services have been delivered.   

 
• Sharing good practice – we have developed the Knowledge Hub to provide a web-

based forum for officers, members and stakeholders to create their own networks and 
learning communities with which to share good practice, identify key concerns and create 
extensive libraries of information. Currently, the Health and Wellbeing K-Hub has over 
1,000 members and hosts regular webinars, hot seats and chats on a wide range of 
issues relating to HWBs. 

 
• Specific improvement offers – we currently operate two service specific improvement 

offers, which have a direct relevance to the development of SLI for health: TEASC – 
Towards Excellence in Adult Social Care - and the Children’s Improvement Board.   

 
• Managing risk of underperformance - The LGA’s approach to SLI spans the full 

spectrum from recognising and disseminating information about excellent practice to 
providing tailored and intensive support in cases of underperformance.  We know that 
significant underperformance at a service or corporate level by individual councils is likely 
to have a negative impact on the services for people which the council serves, the 
reputation of individual councils and on the reputation of the local government sector as a 
whole.  The LGA and its member authorities have a collective responsibility to act quickly 
in such circumstances. It is important to emphasise that instances of underperformance 
are extremely rare in the local government sector.   

 
Government are supportive of a sector led approach to improvement and have agreed to 
share with the sector any concerns that they may have about individual authorities in 
order that the sector can respond accordingly.   
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• Promoting innovation - All of our support tools identify and support the dissemination of 
innovation.  K-Hub enables councils and their partners to share good practice amongst 
an on-line community. Leadership academies all include sessions to enable councillors to 
identify and maximise innovative practice.   Our Creative Councils programme with 
NESTA is working with 6 councils to develop innovative solutions and ways of working on 
a range of issues.  

 
Since it was first introduced Peer challenge has moved from a diagnostic to a 
developmental tool. Each peer challenge is tailored to address the specific issues of 
importance local authorities and this provides opportunities to stimulate innovation 
through: the choice of appropriate peers who bring with them expertise in specific areas; 
designing the on-site process in a way that maximises the opportunities for the council to 
learn from and with peers; and follow-up work, which includes signposting to information 
about best and innovative practice. 

 
2.  Possible components of SLI to improve health outcomes 
 
Local government’s new statutory responsibilities and involvement in health can be 
categorised in six broad areas of system change that could be addressed by a new support 
offer. 
 
• Leadership and governance of health – in establishing health and wellbeing boards to 

drive the development of shared priorities for health improvement, more effective 
commissioning and greater integration of services.  Health and wellbeing boards 
(HWBs) will be the local system leaders of health improvement and as such, they will 
have an interest in and a responsibility to ensure that the local health system as a whole 
and their contribution to it is as effective as possible in identifying local health priorities 
and providing appropriate services to improve health outcomes. 

 
• Partnership and integration – HWBs will have a statutory responsibility to promote 

integration.  The Social Care Reform Bill will place far greater emphasis on prevention 
and early intervention as the bedrock of adult social care services.  Increasingly, 
integration in planning, commissioning and provision will be an indicator of effectiveness 
and improvement. 

 
• Local public health – local authorities will be responsible for local improvement services 

and will work with PHE and others to ensure robust local arrangements for health 
protection and emergency preparedness. This is a major extension of local authority 
responsibilities, requiring the transfer of 4,200 staff from PCTs to unitary and upper tier 
councils planning and delivering key public health services, such as open access sexual 
health services, the national Health Check and weighing and measuring of school 
children, and provision of public health advice and information to CCGs.  It will be 
important for local government to assure itself, its health partners and its local 
communities that it is performing these new functions effectively and in a way that is 
locally appropriate. 

 
• Mainstreaming health improvement activities – HWBs also have a leadership role in 

addressing the wider determinants of health through mainstream council and other 
services such as housing, planning, the environment, regeneration, economic growth and 
educational attainment. The focus on the wider determinants of health is, arguably, the 
most compelling reason for transferring public health to local government: it enables join 
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up and integration between specific public health services and general plans and 
services to maximise the extent to which they improve health.  They will need to work 
closely with improvement activities for other services such as adult social care and 
children and young people to avoid duplication. 

 
• Citizen, service user and patient engagement in health improvement – councils will 

commission social enterprises to provide local Healthwatch, the new consumer champion 
for health, social care and public health services.  But all councils will already have a 
complex network of community, voluntary and neighbourhood organisations that have an 
interest in improving the health and wellbeing of the local community.  It will be essential 
for local Healthwatch to function effectively within the wider patient and public 
empowerment context. 

 
• Funding and financial issues – to help councils understand the new funding 

arrangements across the health system and to work with local partners to manage 
financial arrangements effectively. 

 
3.  Existing improvement support on health reform issues 
 
We already have specific programmes and activities focused on the development and 
improvement of the new health system. They are: 
 
• The HWB leadership support offer – funded by DH until April 2013, the programme 

provides national, regional and bespoke support to councils on developing the skills and 
knowledge of HWBs to lead their local health systems.  We are currently discussing with 
the DH how we might build on the current support to develop a new offer to councils and 
their health partners on effective system leadership, including how to drive improvement 
and innovation. 

• Healthwatch implementation offer – funded by DH until April 2013, the LGA is currently 
offering a suite of support for councils to commission effective Local Healthwatch 
organisations. 

• Establishing a shared vision for public health – we have organised a national 
workshop with key leaders in the health system and care system to develop a common 
vision, understanding and set of behaviours to promote shared leadership at national and 
local level for the new public health system.  The RDsPH and PHE Transition Team are 
currently organising a series of regional events to further develop the vision and the LGA 
will be working with stakeholders to organise a national public health conference in 
January 2013.  Improvement and innovation has been a constant theme in all of the 
events so far. 

• Concordat with the NHS CB – the Concordat between LGA and NHSCB will be 
launched in October 2012 and includes a commitment to work together to develop a 
shared approach to SLI.  As yet, this joint work stream has not been developed further 
than a general commitment to work together. 

• Integrated commissioning and provision – LGA is working with DH and NHSCB 
(under the Concordat) to develop models of good practice and key drivers for integrated 
commissioning of health and social care.  This work will clearly have overlaps with SLI 
and we will need to address how improvement activity at national and local level drives 
integration.  

• Shared vision of system-leadership - Various national engagement events on system-
wide leadership and developing a common vision for public health have identified a need 
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to develop a common or aligned approach to performance management in order to 
reduce the risk of conflicting messages and competing priorities for the players in the new 
health system. 

 
Our service-specific offers on adult social care (TEASC) and children and young people 
(CIB) will need to take account of the complexities and inter-dependencies of the health and 
care system and how the activities of other commissioners and performance managers 
impact on the effectiveness of councils in improving performance of adult social care and 
children’s services. 
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Public Health update and progress report 
 
Purpose of report  
 
To inform the Community Wellbeing Board of progress on public health transition issues, 
including LGA activity on public health. 
 
 
Summary 
 
This report gives an update of progress in relation to the transfer of public health functions to 
local government from April 2013, focused on the following areas:  

• Public health funding 

• Public health transition stock-take 

• Public health workforce 

• Health protection 

• Public health events and resources 
 

 
 
 

 
Recommendation 

 
The Community Wellbeing Board is requested to note the report. 
 
Action 
 
LGA officers to action as necessary. 
 

 
 
 
 

Contact officer:  Alyson Morley 

Position: Senior Adviser (Health Transformation) 

Phone no: 020 7664 3230 

E-mail: alyson.morley@local.gov.uk  
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Public Health update and progress report 

 
Background   
 
1. The Health and Social Care Act 2012 introduces major new responsibilities for local 

government, including the transfer of many local public health services from primary 
care trusts to single and upper-tier local authorities from April 2013. The LGA is 
working on a wide range of issues to prepare for the transition. 

 
2. Since the last meeting of the Community Wellbeing Board there has been progress on 

several issues, notably: 

2.1 public health funding 

2.2 transition of public health to local government 

2.3 public health workforce issues 

2.4 health protection 

2.5 events and resources to support transition 
 
3. This report summarises the key developments since the last meeting of the Community 

Wellbeing Board.  
 
Public health funding 
 
4. The LGA has sought to make a strong case for increasing investment in public health. 

Many councils agree with this view.  For example, London Councils stated in its 
response to the DH consultation on Advisory Committee on Resource Allocation 
proposed distribution formula that: “It is important to get the overall quantum to be 
spent on public health right.  There is a case to be made that this has historically been 
too low to achieve a significant and sustained positive impact on health outcomes and 
on health inequalities.  Looking forward it will be important to ensure that the total 
resources available for public health are sufficient to meet needs”.  Newcastle City 
Council made the same general point in its response and illustrated this by reference to 
the significant reduction in early mortality rates from cardiovascular disease, 
highlighting that this would not have been achieved without investment in public health 
measures. 
 

5. The evidence demonstrates the value of increasing the level of public health spending 
devolved locally. There does not appear to be any comparable evidence suggesting 
that equivalent value would be derived from centrally allocated spend (estimated at 
£2.2bn in 2012-13 for the NHS Commissioning Board and £620m for the Department of 
Health), or from that allocated to Public Health England (estimated at £210m for 2012-
13). 
 

6. The LGA was able to see analysis prepared by the Association of Directors of Public 
Health which examined the consequences of the distribution formula proposed in the 
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Department of Health consultation.  This analysis showed that the formula as currently 
published was regressive and areas with the best health outcomes were likely to be the 
biggest beneficiaries in comparison to their current spend, with those with the worst 
outcomes likely to be the biggest losers.   

 
7. LGA officers sought to test this analysis further and found that, if the DH’s 

recommended formula were to be applied, there would only be a three per cent 
correlation between the funding allocated to an individual authority and the extent of 
deprivation in the authority.  By contrast, at current levels of spending there is a 30 per 
cent correlation.  This finding strongly suggests that some adjustment to the proposed 
formula is required to incorporate a more appropriate weighting for inequalities. 
 

8. Within the public health functions transferring to local government, there are two 
dominant categories of expenditure: sexual health services and drug misuse services.  
Details of the latest available analysis are given in Chart 1 below. 

 

Chart 1 - Analysis of local public health spending 2010-11

0 100 200 300 400 500 600 700

£m

Sexual health
Miscellaneous
NHS Health Check
Children 5-19
Fluoridation
Dental public health
Tobacco
Alcohol misuse
Drug misuse
Nutrition, Obesity etc
Information & Intelligence
Public health leadership

 
 
9. Officers concluded in the light of this analysis that the proposed funding requires further 

adjustment, because it clearly did not lead to an effective resourcing allocation for 
sexual health services. The LGA Community Wellbeing Board’s response to the DH 
consultation made the following four points:  

 
9.1 The adequacy of the funding formula cannot be assessed without reference to 

the quantum of funding.  Councils in some areas have serious and well-founded 
concerns that the future public health investment in their communities could fall 
well behind likely need.  The LGA calls for a clear commitment from the 
department for an increase in resources to a level that will maximise the value for 
money available from well targeted investment in public health.  
 

9.2 Whilst the standardised mortality ratio (SMR) for those aged under 75 years may 
be a reasonable starting point for the construction of a needs based formula, the 
weighting suggested to help reduce inequalities must be reconsidered.  The 
suggested weighting does not appear to be based on adequate objective 
evidence and, as has been pointed out by the Association of Directors of Public 
Health, is regressive. 
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9.3 The formula requires further adjustment to provide an effective resourcing 
allocation for sexual health services.    

 
9.4 Considerably more work is needed to establish the correct baseline level of public 

health spending.  Some local authorities have expressed concerns about the 
exercise to identify PCT baseline spending on public health, notably in relation to 
administration and support costs and in specific cases where health budgets 
faced more general pressures. 

 
10. The Chairman of the LGA and the Chair of the Community Wellbeing Board will be 

meeting Minister of State for Health, Anna Soubry, in November to discuss the LGA’s 
key concerns regarding the transfer of public health to local government.  Public health 
funding to local government will be the primary item for discussion. 

 
Public health transition stock-take 
 
11. Local government has a strong commitment to leading the effective transfer of public 

health responsibilities. The LGA has been working, with the Department of Health (DH) 
to support councils to create as strong a basis to take on their new public health 
responsibilities in April 2013.   

 
12. In April 2012, a review of progress was undertaken by Regional Directors of Public 

Health (RDPH) in April this year.  The overall picture was that the transition was well 
underway in almost every area.  It was also clear that some powerful new approaches 
were emerging in particular localities and that there is an appetite for sharing 
approaches to innovation and transformation.  The progress review also highlighted a 
number of significant issues that remained to be addressed at national level before 
transition planning could be completed. The LGA, through its engagement processes 
with government continues to pursue these issues.   Progress is being made on these 
national issues, with some information already sent to local authorities and some 
further notes in an advanced state of preparation and discussion. 

 
13. A further stock-take of progress, led by local government, has just been completed. 

The stock-take has two purposes: it will enable the identification and dissemination of 
good practice and innovation in public health transition; and it will also identify areas 
that would benefit from further support to ensure a smooth transition of public health. 
The stock-take has been led in each region by a team comprising a local authority chief 
executive, the LGA principal adviser, the RDPH and the DH transition lead will 
summarise the regional position and feed into a national consolidated picture, to be 
drawn together in early November by the LGA and the DH.   

 
14. Any specific barriers and risks to a successful transition will be addressed by the core 

group working closely with the local authority in question and health partners to ensure 
that there is a full understanding of the issues and what might be done to help mitigate 
them.  Support will be provided on the basis of the principles set out in the LGA’s 
approach to sector-led improvement.  The position of individual councils will not be 
reported to government as part of this exercise. 

 
15. The stock-take will also identify any issues that need to be resolved at a national level 

and highlight examples of innovations and promising approaches to transformation as 
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well as the regional and national summaries at the earliest opportunity.  The national 
report will be available for dissemination to councils and to Ministers by the end of 
November.   

 
Public health workforce 
 
16. The final processes leading up to the transfer of public health staff on 1 April 2013 are 

being put into place. The LGA is involved in consultation and negotiation via the 
national Concordat Steering Group with the Department of Health and the trade unions. 
All transfers will be carried out using legal transfer scheme documents which will define 
the protected rights that staff have on transfer. National guidance will set out for 
councils what they need to do to help finalise these documents. Discussions are also 
nearing a conclusion on:  

16.1 the pension options for staff who move around the system and new starters 

16.2 the administration of clinical excellence awards 

16.3 future arrangements for specialist trainees 
 
17. A full range of advice and guidance is available on the workforce section of the LGA 

website. 
 
Health protection 
 
18. In the new public health system, health protection work such as local surveillance and 

health protection case management, outbreak investigation and control will be provided 
in conjunction with local authorities by local centres of public health England. The 
decision on who should lead on outbreaks should be guided by who will be making the 
interventions to control them. The DH has published provisional guidance on health 
protection arrangements in the new public health system for local authorities and public 
health professionals. The document is subject to further review in early 2013  

 
19. It is important that there is a shared understanding of the new system and that testing 

is carried out to ensure resilience during the final transition phase. To support local 
testing through “informed conversations”, the LGA, the Health Protection Agency (HPA) 
and the DH issued a series of scenarios to assist all stakeholders in discussions on 
how the new arrangements for emergency planning, protection and resilience (EPPR) 
will work locally. Local testing is a requirement for PCTs as part of the NHS 2012/13 
planning guidance and we have encouraged PCTs to collaborate with each local 
authority.  

 
20. This is not intended to be a formal exercise, but rather, a discussion informed by the 

scenarios above, to develop a clearer understanding of roles and responsibilities. 
Exercises are being planned regionally through the NHS Commissioning Board.   

 
Public health events and resources 
 
21. On 11 October LGA held a conference on Healthy workforce, healthy communities. Co-

Chaired by Cllr Jonathan McShane this conference offered delegates a valuable 
opportunity to see the innovative work already being undertaken by councils and public 
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health teams, with their partners and communities. Featuring experts drawn from 
central government, local government and public health, it looked at how to build on 
existing best practice to identify and tackle the challenges and opportunities of the new 
public health landscape.  

 
22. On 19 November the LGA will host Reversing the tide: councils' role in tackling obesity 

conference', a free conference for elected members, local government officers and the 
health sector on how councils and their partners can work together to tackle obesity 
and health inequalities in children, young people and adults.  

 
23. On 3 December the LGA will host A breath of fresh air: councils' role in tackling 

tobacco, a free conference for elected members, local government officers and the 
health sector. It will explore the strategic role of health and wellbeing boards, the issues 
affecting children and young people and the political issues surrounding tobacco 
control. The conference will be delivered through a series of interactive speaker 
sessions and workshops. Anna Soubry, Public Health Minister will be speaking at this 
event. 

 
24. In February 2012, the LGA and DH launched a web-based resource From Transition to 

Transformation in Public Health to assist councils and their partners in preparing for 
their new public health responsibilities. We have been successful in obtaining further 
resources from DH to update the materials and are finalising the additional materials to 
be uploaded to the LGA website in November.  The additional six resource sheets will 
cover the following topics: 

24.1 Deeper into the DNA: an update one the on transformation of public health  

24.2 Developing models for commissioning and delivery in health and wellbeing 

24.3 Ageing well: integrating support, care and wellbeing for older people 

24.4 Starting well: improving health and reducing health inequalities among children 
and young people 

24.5 Living well: mental health, wellbeing and communities 

24.6 Transforming public health in two-tier areas. 
 

25. In addition, we have revisited all of the nine case study areas and provided an update 
on progress. 
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NHS Health Check Assessments 

 
Purpose of report  
 
For noting and discussion. 
 
 
Summary 
 
Members will hear from Nicola Strother Smith, National Director, NHS Diabetes and Kidney 
Care and Jamie Waterall, NHS Health Check Programme Manager on the new role for local 
government in the delivery of the NHS Health Check Assessments. Biographies for the 
speakers are enclosed as Appendix 6a. The NHS Health Check programme offers 
preventative checks to all those aged 40 -74 to assess their risk of vascular disease followed 
by appropriate management and interventions. From April 2013, local authorities will be 
mandated to deliver NHS Health Check assessments for eligible men and women. 
 

 
 

 
Recommendation 
 
Members are asked to note the presentations and discuss the LGA’s role in representing 
the interests and concerns of local government in relation to their new role in delivery of the 
NHS Health Check Programme. 
 
Action 
 
As directed by the Community Wellbeing Board. 
 
 
 
 
Contact officer:   Paul Ogden 
Position:  Senior Adviser (Health and Equalities) 
Phone no:  020 7664 3277 
E-mail:  paul.ogden@local.gov.uk 
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NHS Health Check Assessments 

 
Background   
 
1. The Health and Social Care Act 2012 significantly extends the powers and duties of 

local government in leadership of public health.  The transfer of local public health 
services from primary care trusts to local government, coupled with the creation of 
Health and Wellbeing Boards, is one of the most significant changes to the health and 
wellbeing landscape in a generation. From April 2013 upper-tier councils will have 
responsibility for a wide range of health improvement services including the NHS 
Health Check programme. This briefing will explains why NHS Health Checks are 
important, what a check consists of, and the implications for local authorities. 

 
2. The NHS Health Check programme (formerly known as ‘vascular checks’) will offer 

preventative checks to all those aged 40 -74 (around 15 million people in England) to 
assess their risk of vascular disease (heart disease, stroke, diabetes and kidney 
disease) followed by appropriate management and interventions. The proposals for the 
programme were set out in ‘Putting Prevention First’, published on 1 April 2008 and 
aim to ensure greater focus on the prevention of vascular disease and a reduction in 
health inequalities. Implementation of this programme began in April 2009.  

 
3. Cardiovascular disease (CVD) is the single biggest cause of death in England and 

stroke is the biggest cause of disability contributing to almost one-third (32 per cent) of 
all deaths registered in 2010 (ONS, Births and Deaths in England and Wales 2010). 
Coronary heart disease is the UK's biggest killer, causing about 94,000 deaths each 
year. One in five men and one in seven women die from the disease. The Secretary of 
State for Health announced in December 2011 that a new CVD outcomes strategy 
would be developed. This will set out what needs to be done to deliver improved 
outcomes for CVD - from prevention, through to diagnosis and treatment, long-term 
support and end-of-life care. 

 
4. Whilst great progress has been made in terms of mortality reductions in recent years, 

demographic changes such as an aging population and trends such as increased 
prevalence of obesity mean that these gains may be lost without further action.  

 
5. From April 2013, local authorities will be mandated to deliver NHS Health Check 

assessments for eligible men and women. New public health responsibilities of local 
authorities, which will not be mandated, include local activity on provision of lifestyle 
interventions – including intensive lifestyle interventions for those at high risk of 
diabetes, weight management, smoking cessation and physical activity interventions - 
as part of the NHS Health Check programme. 
 
What does a Health Check consist of?  

 
6. The NHS Health Check programme is a national prevention programme which is 

provided locally, in the main by GPs. The NHS Health Check consists of two parts: 
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6.1 Risk assessment. Individuals attend a face to face consultation where they are 
asked a series of questions and some simple tests are carried out. These are 
designed to determine their risk of developing heart disease, stroke, diabetes and 
kidney disease, which is communicated in terms of 10 year risk of future events i.e 
30% change over the next 10 years. 

 
6.1.1 The questions include: 

• Age, gender and ethnicity 
• Details of their past illnesses and those of close family members 
• Lifestyle habits which have an impact on health such as tobacco, 

physical activity and diet. 
 

6.1.2 The tests include 
• Blood Pressure 
• Body Mass Index  
• Blood test for Cholesterol 
• Blood test for Kidney Disease and or Diabetes (in those at risk). 

 
6.1.3 Additional components to be introduced from April 2013. Ministers have 

announced that from April 2013, the NHS Health Check programme will also 
systematically include alcohol risk assessment and for those aged 65-74 
years old information on the symptoms of dementia and how to access 
services if required.  

   
6.2 Risk management. Once the risk assessment is completed, a discussion with the 

individual then occurs during which the result of their check and risks are conveyed 
to them and what this means for individuals. Lifestyle advice is provided, for example 
to give up smoking, to be more active, to eat healthily, to lower alcohol consumption. 
According to the need of the individual further lifestyle support may be offered by 
referral to other services, such as: 

• Smoking cessation services 

• Physical activity sessions e.g. outdoor gyms in green spaces, walking 
groups, 

• community based exercise programmes 

• Healthy eating sessions 

• Weight management sessions 

• Alcohol awareness sessions 
 

Implications for Local Authorities 
 
7. Local Authorities are required to plan for a programme that will enable all of their 

eligible population to be invited over a five year rolling cycle (inviting 20% of those 
eligible each year). 20% of a Local Authority’s eligible population need to have had an 
“offer” of a NHS Health Check. 
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8. The “take up” i.e. the number of health checks ‘received’, also needs to be monitored 
by Local Authorities as stated within the Public Health Outcomes Framework for 
England 2013-2016 as an indicator for Health Improvement. However, some concern 
has already been expressed that it may be the "worried well" - people who are fit and 
take an interest in their own health - who attend while those who are at high risk of 
serious illness keep away. 

 
9. One of the main challenges going forward will be ensuring adequate workforce 

capacity and funding to provide the necessary lifestyle interventions and ensuring that 
services are fully integrated to enable smooth transition of patients from the check, 
through potentially multiple support services and back to the GP. Other challenges will 
include the transfer of patient data and performance metrics from and to multiple 
providers, GP practices and the local authority. Finally contractual arrangements will 
need to be revised to reflect the shift to the local authority. 

 
10. Elected members have a valuable role in helping to promote uptake and awareness of 

NHS Health Check programme as part of their work to support residents to improve 
their health and well-being.  We are also aware that there is significant variation in the 
current levels of rollout of the programme across England.  This was detailed in a 
report published earlier this year by Diabetes UK entitled The NHS Health Check 
programme, let’s get it right. The full report is included at the end of this report as 
Appendix 6b, and it provides a full breakdown of the 2011-2012 performance for each 
PCT across England. 

 
49



 

 

 
50



Community Wellbeing Board  
02 November 2012 

 
 

Item 6 – Appendix A 
 

     

Speakers – NHS Health Check Assessments  

              
Nicola Strother Smith, MPA (distinction), DCR(T) 
 
1. National Director for NHS Diabetes and Kidney Care (incorporating the NHS Health 

Check programme and NHS Liver Care), Nicola started NHS life as a therapy 
radiographer at the Middlesex Hospital in 1975.  She was appointed superintendent 
radiographer in Colchester in 1990 and subsequently, directorate manager.  Moving on to 
fund holding manager in Gloucestershire in 1993 and then 3 Counties Cancer Network 
Director in 1997. Nicola moved to her current post in 2009. 

 
2. NHS Diabetes and Kidney Care’s role is to improve the services and quality of care 

received by people with diabetes, kidney and liver disease. Their aim is to embed safe, 
evidence-based examples of 'what works' leading to better outcomes for patients. 

 
Jamie Waterall RN, Dip Nursing, BSc, MSc, National NHS Health Check Programme 
Manager – NHS Diabetes and Kidney Care 
 
3. Jamie has a varied clinical and management background spanning secondary care, 

primary care, and strategic and national healthcare management.  Jamie began his NHS 
career working at Nottingham University Hospitals between 1996 and 2008 after which 
he moved to Birmingham to take up the post of Nurse Consultant in Preventative 
Healthcare.  He has more recently taken on a national role with NHS Diabetes and 
Kidney Care as NHS Health Check Programme Manager, working closely with the 
Department of Health policy team and wider stakeholders involved in delivering this 
important public health programme. 
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foreWord
Diabetes is the number one health threat in the UK. Currently 3.7 million people are living with the 
condition, with a further seven million at high risk of developing Type 2 diabetes. It’s a condition that  
costs the NHS over £10 billion a year, yet 80 per cent of these costs are spent on complications that are, 
with good care, avoidable. The number of people with Type 2 diabetes in the UK is rising rapidly and is set 
to reach five million by 2025. Half of the people with Type 2 diabetes already have serious complications 
when they are diagnosed. 

It is imperative that we take action now to stem the rising tide of Type 2 diabetes and the massive 
human and economic costs associated with this serious long-term condition. A key aspect of tackling 
the rise in Type 2 diabetes and its devastating and costly complications is to bridge the gap between 
anticipated prevalence and those diagnosed. Currently about 850,000 people with Type 2 diabetes remain 
undiagnosed and the gap between actual and expected rates is closing only very slowly. 

The NHS Health Check programme, launched four years ago by the Department of Health in England, 
has huge potential to detect people with Type 2 diabetes and to identify those at high risk, who can then 
be given support and lifestyle interventions to reduce their risk and prevent onset of the condition. Diabetes UK 
is disappointed that, so far, this potential has not been realised. Implementation of the programme has 
been poor and patchy at best. A number of PCTs failed to offer a single person an NHS Health Check last 
year and the intensive lifestyle interventions, that are essential to the effectiveness of the programme in 
preventing Type 2 diabetes, are not being comprehensively commissioned. There is considerable variation 
in the way that PCTs have delivered the programme, and, despite a strong policy focus in the Department 
of Health, the overall implementation of the programme has been poor. 

In April next year the responsibility for commissioning the NHS Health Check programme will shift to 
local authorities as part of their new public health duties. Diabetes UK is concerned about the impact 
of this transfer on the future sustainability of the programme and the potential for further variation in its 
implementation at a local level. 

It will be more important than ever in the new environment to ensure the effective implementation of the 
NHS Health Check programme, and the follow up action, to diagnose and prevent Type 2 diabetes in 
those found to be at high risk. We want to see a national implementation team for the NHS Health Check 
programme established within Public Health England and assurance that local authorities will be fully 
funded to commission the NHS Health Check programme in its entirety. 

Barbara young       
Chief Executive, Diabetes UK    

September 2012
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sUMMary
The nHS Health check programme can improve diabetes health outcomes by: 

•	 Identifying people with Type 2 diabetes who can then be treated to improve clinical outcomes.

•	 Reducing future complications through earlier diagnosis and management of the condition.

•	 Identifying people with pre-diabetes who can then be supported to avoid developing the condition.

•	  Reducing the rate of increase of diabetes over time, by identifying those at increased risk who would 
benefit from lifestyle interventions to reduce their risk of developing Type 2 diabetes.

However in 2011–2012:

•	  Only 36 PCTs set the recommended target of offering an NHS Health Check to 18 per cent of their 
eligible population. 

•	 42 PCTs had lower targets in place. 

•	  Seven PCTs offered an NHS Health Check to less than 1 per cent of their eligible population and three 
PCTs did not offer a single person an NHS Health Check in 2011–12.

•	  Over half (58 per cent) of the PCTs in England offered Health Checks to less than 18 per cent of their 
eligible population in 2011–12.

•	  Only three quarters (77 per cent) of the NHS Health Checks expected to be offered in 2011–12 have 
been offered. 

•	 Only half (51.6 per cent) of the NHS Health Checks offered have been taken up.

 diabetes uk is concerned that:

•	 Less than 40 per cent of those who could benefit from an NHS Health Check received one in 2011–12.

•	  This compares poorly with cervical cancer screening which achieves 78 per cent uptake and breast 
cancer screening (77 per cent).

If the nHS Health check programme had been implemented effectively in 2011–12:

•	  9,500 more people could have been diagnosed with Type 2 diabetes and started to manage their 
condition to help prevent further complications.

•	  Many more cases of Type 2 diabetes could have been prevented through referral to interventions to 
reduce risk, producing a gross saving for the NHS.

There is a wide variation in the way the nHS Health check programme is delivered and the 
performance achieved:

•	  In 2011–12, some PCTs offered an NHS Health Check to over 25 per cent of the eligible population, 
but others have offered less than 2 per cent.

•	  There are concerns that the intensive lifestyle interventions recommended by NICE for people at high 
risk of Type 2 diabetes are not being commissioned comprehensively and opportunities to prevent 
thousands of cases of Type 2 diabetes are being missed.

See the appendix for local PCT data. 
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The Government must ensure the nHS Health check programme is fully and effectively 
implemented:

•	  The Department of Health should require Public Health England to establish a national implementation 
team for the NHS Health Check programme.

•	  The Government’s forthcoming cardiovascular disease outcome strategy must ensure the effective 
implementation of the NHS Health Check programme and the follow-up action to diagnose and 
prevent Type 2 diabetes in those found to be high risk.

•	  The Department of Health and Public Health England should ensure that the implementation of the 
NHS Health Check programme does not decline during the transition from NHS to local government.

•	  Local authorities should be fully funded from 2013 to commission the NHS Health Check programme 
and follow up interventions. 

•	 Local authorities should ensure delivery of the NHS Health Check programme. 

•	  Local authorities should ensure that effective mechanisms exist to refer those found to have diabetes 
to appropriate healthcare and to refer those at high risk to effective lifestyle change programmes. 

•	  The Department of Health and Public Health England should raise awareness of the benefits of an 
NHS Health Check and people’s rights to a free Check. 

•	  An NHS Health Check should be equally accessible to everyone who is eligible. There should be 
targeted action to reduce geographical variation and effective action to ensure those in high risk 
groups receive an NHS Health Check.

•	  NICE Public Health Guidance on Preventing Type 2 Diabetes: Risk Identification and Interventions for 
Individuals at High Risk should be fully implemented.

•	  Those commissioning the NHS Health Check programme should collaborate with local and national 
community risk assessment programmes and awareness raising campaigns to increase reach, in 
particular across those groups the NHS traditionally fails to reach, eg through Diabetes UK roadshows. 

•	  There should be effective signposting to organisations providing information and advice to support 
people to adopt healthier lifestyles and reduce their risk of Type 2 diabetes (and other conditions). 
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nHs HealtH CHeCK PrograMMe

wHy an nHS HEaLTH cHEck IS ImpoRTanT FoR THE pREvEnTIon  
and EaRLy dIaGnoSIS oF TypE 2 dIaBETES 

diabetes is increasing at a rapid rate

Health experts agree that the UK is facing a huge increase in the number of people with diabetes.  
Since 1996 the number of people diagnosed with diabetes has increased from 1.4 million to 2.9 million.  
By 2025 it is estimated that five million people will have diabetes. Most of these cases will be Type 2 
diabetes because of our ageing population and rapidly rising numbers of overweight and obese people.

The figures are alarming and confirm that diabetes is one of the biggest health challenges facing the UK 
today. The prevalence of diabetes is nearly four times higher than the prevalence of all cancers combined 
and is still rising.  

pREvaLEncE TREndS – EnGLand (2006–2010)
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Coronary Heart Disease

Stroke and transient 
ischaemic attack
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5

4
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2

1

0

If we are to curb this growing health crisis and see a reduction in the number of people dying from 
diabetes and its complications, we need to increase awareness of the risks, identify those at risk and 
support major changes in lifestyle for these people. About 850,000 people with Type 2 diabetes remain 
undiagnosed and may present with advanced retinopathy, neuropathy or arterial disease. By the time they 
are diagnosed 50 per cent of people with Type 2 diabetes show signs of complications1. Diabetes causes 
24,000 excess deaths per year2.

One in seven people are at high risk of developing Type 2 diabetes3. On average, currently only 75 per 
cent of the expected cases of diabetes are detected in PCTs in England and the gap between actual and 
expected rates is closing at a very slow rate4. 

Before people develop Type 2 diabetes they almost always have pre-diabetes5. Around 15 per cent of the 
population have pre-diabetes and the evidence for prevention in this group is unequivocal6. 

1 Diabetes UK. (2009). State of Diabetes Care

2 The NHS Information Centre. (2011). The National Diabetes Audit 2007–8 Mortality Analysis

3    UK National Screening Committee, University of Leicester. (March 2008). The Handbook for Vascular Assessment,  
Risk Reduction and Risk Management 

4  APHO and QOF data .(2011).

5   Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose Regulation (IGR) 

6    Gillies CL et al. (2007). Pharmacological and Lifestyle Interventions to Prevent or Delay Type 2 Diabetes in People with 
Impaired Glucose Tolerance: Systematic Review and Meta-Analysis. BMJ; 334-299
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who is at risk?

Around three people are diagnosed with diabetes every 10 minutes in the UK7. Obesity, being overweight, 
physical inactivity, poor diet, high blood pressure, high levels of fats in the blood (dyslipidaemia) and  
higher than normal levels of blood glucose levels (Impaired Glucose Regulation/pre-diabetes) all increase 
the risk of Type 2 diabetes. The more risk factors a person has, the higher the chances of developing  
Type 2 diabetes.

The most deprived people in the UK are two-and-a-half times more likely than average to have Type 2 
diabetes at any given age8. 

Type 2 diabetes is up to six times more common in people of South Asian descent and up to three times 
more common among people of African and African-Caribbean origin9. 

Diagnosed diabetes is almost four times as prevalent in Bangladeshi men, and almost three times as 
prevalent in Pakistani and Indian men compared with men in the general population. Among women, 
diabetes is more than five times as likely among Pakistani women, at least three times as likely in 
Bangladeshi and Black Caribbean women, and two-and-a-half times as likely in Indian women, compared 
with women in the general population10. 

nHS Health checks can identify those at risk and facilitate early diagnosis

NICE guidance11 supports the NHS Health Check programme as a principal means of screening to identify 
people with, and at risk of, Type 2 diabetes.

It is estimated that up to 19,000 cases of diabetes could be detected early each year in England through 
the NHS Health Check programme, producing a gross saving of £1m a year over four years12. In addition, 
up to 9,700 cases of Type 2 diabetes could be prevented each year through non-diabetic hyperglycaemia 
(pre-diabetes13) detection producing a gross saving of £40m a year over four years14. 

Overall NHS Health Checks could produce a gross saving of £132m a year over 10 years (averted strokes, 
averted MIs, Type 2 diabetes prevented and detected early, CHD detected early)15.

wHaT IS an nHS HEaLTH cHEck?
An NHS Health Check is a face-to-face risk assessment conducted by a fully trained practitioner. It aims 
to identify a person’s level of risk, allowing people to reduce the risks of Type 2 diabetes (and other 
conditions). It is expected that about half those attending will go on to have a blood glucose test after 
having been identified as high risk for Type 2 diabetes. NICE guidance recommends a two-stage process 
for early diagnosis of people with, or at risk of, diabetes: risk assessment followed by testing if people are 
high risk. This should be integrated into the NHS Health Check programme, and commissioners should 
make arrangements for the local NHS Health Check programme to be commissioned16. In addition, these 

7 Diabetes UK (April 2012). Diabetes in the UK 2011/12: Key Statistics on Diabetes

8 Diabetes UK (April 2012). Diabetes in the UK 2011/12: Key Statistics on Diabetes

9 Diabetes UK (April 2012). Diabetes in the UK 2011/12: Key Statistics on Diabetes

10 Diabetes UK (April 2012). Diabetes in the UK 2011/12: Key Statistics on Diabetes

11  NICE Public Health Guidance 38 (July 2012). Preventing Type 2 Diabetes: Risk Identification and Interventions for Individuals 
at High Risk

12  NHS Diabetes and Kidney Care. (16 November 2011). The NHS Health Check programme Evidence base 
www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx

13  Pre-diabetes refers to Impaired Glucose Tolerance (IGT), Impaired Fasting Glycaemia (IFG) or Impaired Glucose Regulation (IGR) 

14  NHS Diabetes and Kidney Care. (16 November 2011). The NHS Health Check programme Evidence base  
www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx 

15   NHS Diabetes and Kidney Care. (16 November 2011). The NHS Health Check programme Evidence base  
www.healthcheck.nhs.uk/_PresentationsandFeedback.aspx 

16  NICE Public Health Guidance 38. (July 2012). Preventing Type 2 Diabetes: Risk Identification and Interventions for Individuals 
at High Risk
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8 THE NHS HEALTH CHECK PROGRAMME: LET’S GET IT RIGHT

guidelines state that there should be a focus on engaging adults from South Asian, Chinese, African-
Caribbean and Black African populations ensuring they have access to an NHS Health Check17.

The NHS Health Check programme started being implemented in England from April 2009. Fifteen million 
people aged 40–74 years are eligible to be offered a check every five years. It is expected that up to three 
million people a year will be offered an NHS Health Check and 2.2 million will this take up (75 per cent take 
up rate)18. The programme also aims to reduce health inequalities (including socio-economic, ethnic and 
gender inequalities) that result from Type 2 diabetes (and other conditions). 

An NHS Health Check can be delivered in a number of settings including GP surgeries and community 
pharmacies19. A Department of Health guide sets out what every person should receive as the national 
offer of an NHS Health Check20 and states that people being offered one should be informed about the 
programme and what the Check entails. 

Targeting priority groups

The risk factors for Type 2 diabetes are increasing in all social groups21 and it is important to make sure 
that all those eligible for an NHS Health Check are able to access them. Some of those most at risk of 
Type 2 diabetes may not access the Check in traditional NHS settings and would benefit from a more 
targeted approach and for Checks to be provided in a variety of community based settings. 

NICE guidance22 says that people should be encouraged to have a risk assessment and recommends that 
Black and Minority Ethnic (BAME) adults over 25 years, people with severe mental illness and others at risk 
should be given tailored information about the benefits of risk assessments and where to access them. 
The Guidance also says that risk assessments should be provided where people at risk are to be found 
(for instance in long stay institutions).

who should commission and deliver nHS Health checks? 

The NHS Health Check programme has had good cross-party political support and NHS Health Check is 
listed in the national performance measures in the NHS Operating Framework for England 2012–13. PCTs 
are expected to report the percentage of people eligible for the NHS Health Check programme who are 
offered an NHS Health Check and the number of people eligible for the programme who have received 
an NHS Health Check as set out in Department of Health guidance23. The same indicator is included 
in the public health outcomes framework24 which will be used to assess the performance of PCTs and 
local authorities (after 2013) in promoting public health. This data has been collected and reported by the 
Department of Health for the first time in 2011–12. 

Responsibility for commissioning NHS Health Checks is to be transferred to local authorities from April 
201325. NHS Health Checks will be one of a number of public health functions that local authorities will be  
mandated to commission. They will not, however, be mandated to commission the follow up action 

17  NICE Public Health Guidance 38. (July 2012). Preventing Type 2 Diabetes: Risk Identification and Interventions for Individuals 
at High Risk 

18 www.healthcheck.nhs.uk/Default.aspx 

19 www.healthcheck.nhs.uk/Default.aspx 

20  Department of Health. (April 2009). Putting Prevention First. NHS Health Check: Vascular Risk Assessment and Management. 
Best Practice Guidance 

21 National Obesity Observatory. (October 2010). Adult Obesity and Socioeconomic Status

22  NICE Public Health Guidance 38. (July 2012). Preventing Type 2 Diabetes: Risk Identification and Interventions for Individuals 
at High Risk 

23 Department of Health. (22 December 2011). Technical Guidance for the 2012/13 Operating Framework 

24  Department of Health. (January 2012). Improving Outcomes and Supporting Transparency. A Public Health Outcomes  
Framework for England 2012–2016  
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132358

25  Department of Health. (December 2011). Public Health in Local Government: Commissioning Responsibilities.  
Gateway reference: 16747
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such as tests to diagnose diabetes or the intensive lifestyle interventions for those at high risk which are 
essential to the clinical and cost effectiveness of the NHS Health Check programme.

paTcHy and pooR ImpLEmEnTaTIon oF THE nHS HEaLTH cHEck 
pRoGRammE

Despite widespread political support for the NHS Health Check programme, and a strong policy focus in 
the Department of Health, implementation so far has been patchy and, in many places, poor. A survey26 
last year found that, in the third year of the phased implementation (2011–12), only 36 PCTs had actually 
set the Department of Health suggested target of offering 18 per cent of the eligible population an  
NHS Health Check. Only three quarters (77 per cent) of NHS Health Checks expected to be offered in 
2011–12 were offered and only half (51.6 per cent) of NHS Health Checks offered have been taken up27.  
Diabetes UK is concerned that this means less than 40 per cent of those who could benefit from an NHS 
Health Check received one in 2011–12. This is low compared with the uptake of breast cancer screening 
(77 per cent) and cervical cancer screening (78 per cent)28. 

There is also a wide variation across England in the rate of implementation. A ‘postcode lottery’ effect has 
been described due to the freedom that PCTs have in the funding and design of their local NHS Health 
Check programme29. In 2011–12, some PCTs offered an NHS Health Check to over 25 per cent of the 
eligible population, but others have offered less than 2 per cent (range 0 per cent to 91 per cent)30. They 
were expected to set a target to offer 18 per cent in the year. Some PCTs failed to offer a single person an  
NHS Heath Check in 2011–12. See the appendix for local PCT data. 

In addition, Diabetes UK has concerns that the intensive lifestyle interventions recommended by NICE for 
people at high risk of Type 2 diabetes, and which are essential to achieve the aspirations of the NHS Heath 
Check programme in preventing cases of Type 2 diabetes, are not being commissioned comprehensively. 

Reaching out to target groups 

Half of the PCTs who responded to the Heart UK survey31 were providing NHS Health Checks in GP 
surgeries only, with 5 per cent providing it in pharmacy settings only. The remaining PCTs provided it in 
a number of more innovative locations, (including workplaces, pubs, public parks, walk-in centres, town 
centres, town halls, traveller sites, football grounds, public libraries, prisons, youth hostels, village halls, 
mental health centres and supermarkets).

In total, 15 PCTs responded to say that their NHS Health Checks were provided in more than just GP 
surgeries or pharmacies. Twenty-seven PCTs also stated that they had plans to commission NHS Health 
Checks from other providers. The majority of those PCTs commissioning NHS Health Checks outside of 
the traditional GP surgery or pharmacy setting were located in the South of the country32. 

26   Heart UK. (December 2011). Cholesterol and a Healthier Nation: Shared Responsibility for Better Public Health  
www.heartuk.org.uk

27   Department of Health NHS Health Check. (2 June 2012). Number of eligible people that have been offered and 
received NHS Health Check www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/
Integratedperfomancemeasuresmonitoring/DH_129481

28   Breast Screening Programme England. (2009–10). www.ic.nhs.uk/statistics-and-data-collections/screening/breast-
screening/breast-screening-programme-england-2009-10  
Cervical Screening Programme England. (2010-11). www.cancerscreening.nhs.uk/cervical/statistics.html

29   Graley et al. (2011). Postcode Lotteries in Public Health – The NHS Health Check programme in North West London.  
BMC Public Health 11:738

30   Department of Health NHS Health Check. (28 June 2012). Number of eligible people that have been offered and 
received NHS Health Check www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/
Integratedperfomancemeasuresmonitoring/DH_129481 

31  Heart UK. (December 2011). www.heartuk.org.uk

32  Heart UK. (December 2011). www.heartuk.org.uk
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Evaluation

Current performance indicators only measure process, not outcome, measures which should be used 
to judge the success of the programme33. A national evaluation of the NHS Health Check programme 
has been commissioned by the Department of Health. This will examine the impact of the programme on 
prevalence of cardiovascular conditions, social inequalities in health and longer-term outcomes. It will be 
essential that the number of those receiving an NHS Health Check is increased to near the planned levels, 
and that the recommended interventions for those assessed at high risk of Type 2 diabetes (and other 
conditions) are comprehensively commissioned, in order that the programme can be properly evaluated. 
Failure to do this would threaten the entire programme. 

How dIaBETES uk IS woRkInG To RaISE awaREnESS  
and pRomoTE HEaLTHy LIFESTyLES

In 2007, Diabetes UK’s Measure Up advertising and integrated awareness campaign resulted in a  
29 per cent increase in awareness of the risks of diabetes amongst those at high risk of developing  
the condition34. 

The success of the campaign led to the mobilisation of Diabetes UK’s Healthy Lifestyle Roadshows,  
which provide important information about how leading a healthier lifestyle can reduce your risk 
of developing Type 2 diabetes, as well as providing general information about the condition. Risk 
assessments are conducted as part of the Healthy Lifestyle Roadshows using the only validated risk 
assessment (Diabetes UK and Leicester University Trust Risk Score). 

In 2011: 

•	 There were 52 Diabetes UK roadshows 

•	 Around 10,000 risk assessments were conducted 

•	 Over 5,000 people were assessed at moderate to high risk and were referred to their GP

•	  69 per cent of those who were advised to see their GP following their risk assessment have been to 
see or intend to see their GP.

Recall of the risk factors for Type 2 diabetes and of how to reduce risk was high two months after visiting 
the roadshow. 

Diabetes UK provides an online risk assessment tool www.diabetes.org.uk/riskscore which has reach 
over 183,000 people.

Diabetes UK has embarked on a programme of awareness-raising within Black, Asian and Minority Ethnic 
communities by recruiting 'Community Champions' – volunteers who are trained to deliver healthy lifestyle 
and diabetes awareness messages, through information stands and talks at community centres, places of 
worship and at festivals and events. Community Champions receive training on key aspects of diabetes, 
its prevention and how to live with diabetes and avoid complications. The scheme has been highly 
successful in London, where over 100 champions have been trained. It is now being rolled out in four 
more major towns across England. Some champions have been trained to undertake the Diabetes UK risk 
assessments, and others have become 'Dual Champions' in partnership with the British Heart Foundation.

33   Dalton A, et al. (November 2011). Prevalence of Cardiovascular Disease Risk Amongst the Population Eligible for the  
NHS Health Check programme. European Journal of Cardiovascular Prevention and Rehabilitation 

34  Diabetes UK. (2007). Measure Up campaign evaluation
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wHaT nEEdS To HappEn

THe NHS Health Check programme has the potential to make a huge impact on the prevention and  
diagnosis of Type 2 diabetes. It is essential that the programme is fully implemented and sustained:

•	  The Department of Health should require Public Health England to establish a national implementation 
team for the NHS Health Check programme.

•	  The Government’s forthcoming cardio-vascular strategy must ensure the effective implementation of 
the NHS Health Check programme and the follow-up action to diagnose and prevent Type 2 diabetes 
in those found to be high risk.

•	  The Department of Health and Public Health England should ensure that the implementation of the 
NHS Health Check programme does not decline during the transition from NHS to local government.

•	  Local authorities should be fully funded from 2013 to commission the NHS Health Check programme 
and follow up interventions. 

•	 Local authorities should ensure delivery of the NHS Health Check programme. 

•	  Local authorities should ensure that effective mechanisms exist to refer those found to have diabetes 
to appropriate healthcare and to refer those at high risk to effective lifestyle change programmes. 

•	   The Department of Health and Public Health England should raise awareness of the benefits of an 
NHS Health Check and people’s rights to a free Check. 

•	  An NHS Health Check should be equally accessible to everyone who is eligible. There should be 
targeted action to reduce geographical variation and effective action to ensure those in high risk 
groups receive an NHS Health Check.

•	  NICE Public Health Guidance on Preventing Type 2 Diabetes: Risk Identification and Interventions for 
Individuals at High Risk should be fully implemented.

•	  Those commissioning the NHS Health Check programme should collaborate with local and national 
community risk assessment programmes and awareness raising campaigns to increase reach, in 
particular across those groups the NHS traditionally fails to reach, eg through Diabetes UK roadshows. 

•	   There should be effective signposting to organisations providing information and advice to support 
people to adopt healthier lifestyles and reduce their risk of Type 2 diabetes (and other conditions). 
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Community Wellbeing Board
2 November  

  
Item 7 

 

Business Planning 2013/14 

 
Purpose of report 
 
For discussion and direction. 
 
 
Summary 
 
This report invites the Board to express views about the shape of the LGA’s Business Plan 
for 2013/14. 

  
 
 

 
Recommendation 

 
That the Board provide views and guidance about the shape of the LGA Business Plan for 
2013/14. 
 
Action 
 
Board views to be fed into the development of the LGA Business Plan for 2013/14. 
 
 
 
 

Contact officer:   Sally Burlington 

Position:  Head of Programmes 

Phone no:  020 7664 3099 

E-mail:  Sally.Burlington@local.gov.uk  
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Community Wellbeing Board
2 November  

  
Item 7 

 

Business Planning 2013/14 

Background  
 
1. The process of developing the Business Plan for 2013/14 has begun and is due to be 

signed off by the LGA Executive in March.   
 
2. The LGA Leadership Board at its meeting on 17 October provided a high level steer on 

the LGA’s priorities for 2013/14 (see Appendix A).  The LGA Boards are now being 
asked to develop proposals for next year to inform the more detailed business plan and 
budget.  

 
3. Members are invited to offer initial views in to the process. It is anticipated that the 

overall budget for 2013/14 will be broadly in line with this year’s budget and that the 
five priorities remain relevant but with a sharper focus on economic growth, funding 
and public service reform. 

 
4. By way of background members will be aware that the work of the Community 

Wellbeing Board relates directly to all five of the current priorities. These are: 
 

4.1 Public service reform – councils are at the centre, and seen to be at the centre, 
of public service reform and delivering more effective services for local people 

 
4.2 Growth, jobs and prosperity – councils are recognised as central to economic 

growth 
 
4.3 Funding for local government – reform of the public sector finance system so 

councils raise more funds locally, have confidence their financing is sustainable 
and fair, and greater ability to co-ordinate local public services. 

 
4.4 Efficiency and productivity – councils dramatically reduce costs in ways which 

minimise the impact on the quality of life for their residents 
 
4.5 Sector-led improvement – councils are the most improved part of the public 

sector, and local politicians and senior managers lead the transformation of local 
places. 

 
5. The Leadership Board’s initial view is that the efficiency and productivity priority should 

become part of the Public Service reform objective and that sector led improvement 
should be core to everything the LGA does and underpin all of the three priorities.    

 
6. The Community Wellbeing Boards is therefore asked to focus on the following 

questions in respect of the work of the Board: 
 
7. For the LGA’s top priorities, what should we be focussing on and trying to achieve for 

maximum impact on behalf of our members; 
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Community Wellbeing Board
2 November  

  
Item 7 

 

     

7.1 How should the Community Wellbeing Board’s work be reflected in and 
contribute to the those top priorities, and; 

 
7.2 What should the Community Wellbeing Board's priorities be for our work 

programme next year? What have we found out about what works and what 
doesn’t work over the last year? What should we be doing more of? What should 
we be stopping or doing less of? 

 
Conclusion and next steps 
 
8. Members are invited to offer views into the process for developing the LGA Business 

Plan for 2013/14. 
 
Financial Implications 
 
9. There are no additional financial implications arising from this report. 
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Appendix 7a 
 

 
2013-14 Business Plan 

 
Input from the LGA Boards 

 
 
The attached paper, which has been agreed by the LGA’s Leadership Board, 
provides a high level steer on the LGA’s priorities for 2013-14. It recognises that the 
priorities we agreed for the current year – economic growth, funding for local 
government and public sector reform - are still relevant as we move into the next 
financial year. It makes clear the links between these different themes to help us work in 
a cross-cutting way for maximum impact. It also describes the core services which 
support councils with sector-led improvement and which are at the heart of all our work. 
 
 
 
The LGA Boards are now asked to develop proposals for next year to inform the 
more detailed business plan and budget which will be presented to Leadership 
Board in January and signed off the LGA Executive in March. 
 
 
Board members are therefore asked to address the following questions in their 
autumn round of meetings: 
 
 
 
In view of the LGA’s top priorities for next year: 
 
 
- what should we be focusing on and trying to achieve for maximum impact on behalf of 

our members? 
 
 
- what have we found out about what works and what doesn’t work over the last year? 

What should we be doing more of? What should we be stopping or doing less of? 
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2013/14 Business Plan - initial proposition 
 

 
The LGA’s mission is to support, promote and improve local government.  
 
We are the national voice of local government, supporting councils through these 
extremely challenging times by representing them and advocating on their behalf, 
and also supporting them with sector-led improvement. 
 
Our top priorities for local government are: 
  
• Economic growth, jobs and prosperity – councils are recognised as central to 

economic growth 
 
• Funding for local government – reform of the public sector finance system so 

councils raise more funds locally, have confidence their financing is sustainable and 
fair, and greater ability to co-ordinate local public services 

 
• Public service reform – councils are at the centre, and seen to be at the centre, of 

public service reform and delivering more effective services for local people 
 
At the heart of all this work, are our core services to councils which are driven by our 
belief in sector-led improvement. Councils – not government – should be responsible 
for leading the delivery of improved outcomes in their local area as an alternative to top-
down performance management and inspection. 

 
 
We are working with councils to achieve our shared vision for local government: 
 
CHANGING LIVES - local government has the potential to lead local communities, now 
more than ever before, and play a central role in economic growth. In the current 
economic climate, it is down to local government and its leaders, to rise to the challenge. 
Local government leaders are demonstrating they are up to the task and driving councils 
forward t ensure they achieve this role. 
 
EFFICIENT - local government remains the most efficient part of the public sector. 
Councils are not afraid to cut costs and be innovative about ways of improving services, 
as well as being prepared to consider radical solutions where this helps delivery on the 
ground. To achieve this, councillors are having to make difficult and at times unpopular 
decisions, while delivering value for money.  
 
ACCOUNTABLE - local government really can make a tangible, lasting difference to 
people. Key to this is localism which means central government letting go, putting more 
faith in local people, and being confident about local democracy. Councils are often the 
single most important source of practical advice to local communities, actively involving 
people in the design and delivery of their local services.  
 
RELIABLE - councils are relied on, day in day out, to deliver excellent services whatever 
the circumstances. They are a safety net, picking up where other services fail, handling 
issues that are important to people's everyday lives. Councillors are an important 
resource for the local communities they represent. Councils provide the glue for local 
communities, ensuring social cohesion and supporting the most vulnerable people in 
society. 
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Our top priorities are as important now as they were a year ago when we first signed up 
to them. We will ensure all our work, including that of each of the LGA’s policy boards, 
focuses on them and that as a result of our collective efforts, councils have the right 
system of funding and the right powers to get the UK economy back into economic 
growth and to support local services 
 
Economic growth, jobs and prosperity – councils have a key role to play in driving 
economic growth and promoting consumer and business confidence. Over the last year 
we have been focusing on this agenda, through our local growth campaign, including our 
work on housing and planning, and infrastructure funding. We have demonstrated that 
councils have a key role to play in targeting investment and economic development 
activity to boost local economies and create jobs. It is also clear that councils are 
ambitious to do more but lack the economic levers and control over funding necessary to 
lead growth locally. Our work so far has involved lobbying for devolution of powers and 
funding streams on issues such as skills, transport, investment in housing and 
broadband. We are working with councils on green growth and the visitor economy. We 
have also been pressing for the powers devolved through city deals to be rolled out to a 
greater number of places. We are about to enter a phase of lobbying to fight proposed 
reforms that threaten to undermine local decision making on planning.  Moving forward, 
there is a need to develop a strong and convincing case for local economic leadership, to 
influence spending decisions and manifestos in the lead up to the general election. With 
that in mind, we have commissioned research designed to set out new options for the 
future as to how councils can support economic growth, new jobs and wealth creation. 
 
Funding for local government - councils were cut earlier and harder than the rest of the 
public sector as the government began to implement its deficit reduction policy and this is 
already having a profound impact on people’s lives. Last year we developed a model for 
the next decade which shows all future sources of council revenue against future service 
spending demand. Our model shows a likely funding gap of £16.5 million a year by 
2019/20 or a 29 per cent shortfall between revenue and spending pressures. Assuming 
that social care and waste are fully funded, other services face cash cuts of over 66 per 
cent. If capital financing and concessionary fares are also funded in full, the cash cut for 
remaining services rises to over 90 per cent. Local government has a track record of 
being the most efficient part of the public sector. But our model shows that efficiency is 
not going to be enough. Future sustainability starts with reform of adult social care 
funding. The financial future of local government is driven by care spending which will 
continue to grow strongly while councils’ revenues will fall and then stagnate. The 
situation is even more challenging for councils with ageing populations. In this context it is 
important that councils are allowed to have a proper dialogue with residents about how 
much tax they want to pay and what services they want to receive in return. There is also 
the need for an effective conversation with local people about simply cutting out services 
that can no longer be afforded. These are therefore the issues we will be working on with 
councils over the coming year. Above all else, residents and local businesses need 
councils to have a fair and simple funding system that gives greater financial autonomy, 
supports local services and encourages economic growth. 
 
Public service reform – the scale of the public spending cuts mean that a fundamental 
and ambitious rethink is needed to the way local services are funded and organised. The 
costliest and most intractable public service issues are almost without exception shared 
among a number of local agencies. Many councils are already working with other public 
sector organisations on this and the Whole-Place Community Budget pilots in particular 
will provide the evidence for radical change. From these experiences we are developing a 
picture of the council of the future and local public services more generally. We are 
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focusing on new solutions such as demand management and behaviour change, with 
services increasingly designed round the needs of individuals. We will also provide 
support with generating new income streams and new approaches to commissioning, 
building on the work we have been doing with councils in the main areas of spend - 
children, adults and families - and also procurement and capital and assets. We are 
lobbying to ensure that other reforms such as the transfer of public health to local 
government, and changes to the planning system, make the most of councils’ local 
leadership role across all public services in the interests of citizens. In the area of 
workforce reform we will negotiate to deliver national agreements that are seen as fit for 
purpose by councils along with a reformed pension scheme, without further serious 
industrial disruption or significant opt out rates. Alongside this, we will continue to work 
with councils to develop practical advice on the workforce challenges they face. 
 

 
 
We will continue to deliver these priorities through the core services that we provide to 
councils.  
 
We have come a long away since we published “Taking the Lead” in 2011. The 
government welcomed our proposals and there is now a real momentum around sector-
led improvement. Councils are using the support we have offered and new approaches 
to improvement are being delivered in children’s services and adult social care. Through 
this work councils are demonstrating collective responsibility for the performance of local 
government as a whole by sharing best practice and providing peer support.  
 
This includes 
 
- at no cost, a corporate peer challenge to every council, including a core 

component looking at issues of leadership, corporate capacity and financial 
resilience  

 
- leadership programmes which have already provided opportunities for hundreds 

of politicians, equipping them to deal with the challenges being faced by their 
councils 

 
- support to help councils with capturing and sharing innovative practice through 

our Knowledge Hub, a free web-based service providing a single window to 
improvement in local government 

 
- access to transparent and comparable performance information through LG 

Inform 
 
- sector-led improvement programmes in children’s and adults services 

developed and delivered through the Children’s Improvement Board and the 
Towards Excellence in Adult Social Care Board 

 
- direct support where councils are facing significant underperformance 

challenges 
- practical support to help councils improve efficiency and productivity.. 
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Community Wellbeing Board
2 November 

 
Item 8 

 

Update on other Board Business  

 
Purpose of report 
 
Members to note the following: 
 

• Show Us You Care campaign update  

• Commissioning for Integrated Health and Care conference  

• Health Protection 

• Healthwatch 

• Public Health England Appointments 

• Confirmation of portfolio holder system (Appendix 8b) 

• Public Health Events 

• Selected forthcoming Events 
 
 
 
 
Recommendations 

 
Members are asked to: 
 
1. note and discuss the updates contained in the report. 
 
2. confirm the portfolio holders system outlined at Appendix 8b to the report. 
 
Action 
 
As directed by Members. 
 
 
 
 

Contact officer:   Sally Burlington 

Position:  Head of Programmes 

Phone no:  020 7664 3099 

E-mail:  Sally.Burlington@local.gov.uk  
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Community Wellbeing Board
2 November 

 
Item 8 

 

Update on other Board Business  

Show Us You Care campaign update  

1. As part of the Show Us You Care campaign we ran a survey over the summer which 
proposed three tests against which the sector could judge the adequacy of the White 
Paper using a series of scorecards.  More than 80 council leaders, charity directors, 
directors of adult services, chief executives and social care experts responded.  The 
survey showed that more than four in five experts (83 per cent) believe Government 
plans have failed to move towards a system that provides sufficient funding.  In 
addition, nearly nine in ten (88 per cent) say that the proposals don't address the 
funding needed to meet the demographic pressures facing the country.  The timetable 
for reform is also called into question with almost two in three people (62 per cent) 
saying the proposed timetable doesn't recognise the urgency of the problem or commit 
to immediate action. 

2. We are encouraging member councils to join up to our campaign.  At the National 
Children’s and Adult Services (NCAS) conference last week we also launched a guide 
to reform, jointly published with SOLACE, the LGA and ADASS, intended for Council 
Leaders and Chief Executives. Alongside the guide we also published a template letter 
for authorities to send to their MPs and a draft press release for use in the local area. 

 
Commissioning for Integrated Health and Care conference  
 
3. ‘Commissioning for Integrated Health and Care’ will be held at Local Government 

House on the 29th October. This is a joint event between the NHS Commissioning 
Board and the LGA. The conference is fully booked with high profile delegates 
representing health and local government commissioners and system leaders from 
across the country. There is now a waiting list in operation. Norman Lamb will be 
speaking in the morning, and Sir Merrick and Sir David Nicholson will be presenting in 
the afternoon to launch the Concordat agreement between the LGA and NHS CB. Also 
speaking will be Prof Steve Field, Prof Michael Marmot and a number of other high 
profile speakers. There are also several sponsors supporting the conference. For more 
information, please visit the website: http://www.local.gov.uk/web/guest/events/-
/journal_content/56/10171/3664087/EVENT-TEMPLATE  

 
Health Protection 
 
4. In the new public health system, health protection work such as local surveillance and 

health protection case management and outbreak investigation and control will be 
provided in conjunction with local authorities by local centres of public health England 
in future, using agreed standard procedures. The decision on who should lead on 
outbreaks should be guided by who will be making the interventions to control them. 
The Department of Health has published provisional guidance on health protection 
arrangements in the new public health system for local authorities and public health 
professionals. The document is subject to further review in early 2013 (Appendix 8a). 

 
5. It is important for all partners to ensure that there is a shared understanding of the new 

system and that testing is carried out to ensure resilience during the final transition 
phase. To support local testing through “informed conversations”, the LGA with the 
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Item 8 

 

Health Protection Agency (HPA) and the Department of Health issued a letter which 
contained a series of scenarios to assist all stakeholders in discussions on how the 
new arrangements for Emergency Preparedness, Resilience and Response (EPRR) 
will work locally. Local testing is a requirement for PCTs as part of the NHS 2012/13 
planning guidance and we have encouraged PCT’s to collaborate with each local 
authority. 

 
6. This is not intended to be a formal exercise, but rather, a discussion informed by the 

scenarios, to develop a stronger understanding of roles and responsibilities. Exercises 
are being planned and conducted regionally and through the NHS Commissioning 
Board, and together these activities will inform the national EPRR Programme Board. 

 
Healthwatch 
 
7. Following direct lobbying by the LGA we are pleased to announce that Earl Howe, 

Parliamentary Under-Secretary of State for Quality at DH, has confirmed revised 
indicative funding of £16.5 million for local authorities to deliver Healthwatch, up from 
the £11 million originally offered. This is additional funding for local Healthwatch and 
the new information providing service, on top of the baseline of £27 million which will 
transfer from LINks to local Healthwatch next year. 

 
8. Last month the LGA delivered its six monthly review/progress report to the Department 

of Health’s Healthwatch programme Board. This report details the work undertaken by 
the LGA’s Healthwatch Implementation Programme for the six months beginning in 
April 2012. From June 2012 the activity of a core programme team has been 
supplemented by a network of regionally based part time Healthwatch Implementation 
Team Advisors working in partnership with a range of associates and partners. The 
primary focus for this programme-supported by DH has been to provide support to local 
authorities with their commissioning plans for local Healthwatch and where appropriate 
– associated activities such as NHS complaints advocacy. Almost all LGA member 
local authorities have benefitted from the programme of support provided by the 
Healthwatch programme. 

 
9. Last month the LGA launched Establishing Local Healthwatch (LHW) a series of 

briefings to assist local authorities and their partners in local communities and the NHS 
to support the commissioning, setting up and early development of local Healthwatch. 
The briefings are intended as a general introduction to what is involved and a brief 
summary of issues and questions which local authorities and others may wish to 
consider. 

9.1 Introduction and the local authority role 

9.2 Commissioning and development 

9.3 Working with health and wellbeing boards  

9.4 Governance 

9.5 Advice, information and signposting 

9.6 Children and Young People 

9.7 Working with Clinical Commissioning Groups (CCG)’s 

9.8 Working with hard to reach groups 

9.9 Making an impact with Healthwatch  

9.10 Local Healthwatch, HWBs and Scrutiny roles, relationships and adding value 
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Appointments to Public Health England 
 
10. Duncan Selbie welcomed the appointment of members of the executive agency’s new 

senior management team. The new directors are: 

10.1 Dr Paul Cosford, Director of Health Protection 

10.2 Professor John Newton, Chief Knowledge Officer 

10.3 Jonathan Marron, Director of Strategy 

10.4 Sally Warren, Director of Programmes 

10.5 Lis Birrane, Director of Communications 

10.6 Richard Gleave, Chief Operating Officer 

10.7 Tony Vickers-Byrne, Director of Human Resources 
 
11. The new agency will be fully operational from 1 April 2013 
 
Confirmation of the Community Wellbeing Board portfolio holder system  
 
12. Members are asked to discuss and confirm the portfolio holders system outlined at 

Appendix 8b. 
 
Upcoming Public Health Events 
 
13. On 19 November the LGA will host 'Reversing the tide: councils' role in tackling obesity 

conference', a free conference for elected members, local government officers and the 
health sector exploring how councils and their partners can work together to tackle 
obesity and health inequalities in children, young people, adults and local communities. 

 
14. On 3 December the LGA will host ‘A breath of fresh air: councils role in tackling 

tobacco a free conference for elected members, local government officers and the 
health sector exploring how councils and their partners can work. It will explore the 
strategic role of health and wellbeing boards, the issues affecting children and young 
people and the political issues surrounding tobacco control. The conference will be 
delivered through a series of interactive speaker sessions and workshops. Anna 
Soubry, Public Health Minister confirmed her appearance at this important event. 

 
Other selected forthcoming Events 
 
15.  

Date Event 
  
08 November 2012 Health and Wellbeing Boards - Final National Learning 

and Sharing Event 
19 November 2012 CIEH -  England’s new public health service - making it 

all work 
20 November 2012 Smith Square Debate - Adult Social Care 
17 January 2013 The council’s role in tackling drug and alcohol problems 

in our community  
23 February 2013 LGA Public Health Conference 2013 
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Health protection and   
local government
Purpose of this document

This document describes the 
arrangements for preventing, planning 
for and responding to health protection 
incidents and outbreaks within the new 
system, focusing on those which do not 
require mobilisation of a multi-agency 
response under the Civil Contingencies 
Act 2004 (“CCA”)1. It complements the 
Department’s publications on emergency2  
preparedness, resilience and response 
(EPRR) arrangements3.   

This document also gives further details 
about the nature of the local authorities’ 
planned new duty to protect the health of 
the population. The precise nature of that 
duty is subject to the detail of regulations 
to be made under section 6C of the 
National Health Service Act 2006 (“NHS 
Act 2006”) (as inserted by section 18 of 
the Health and Social Care Act 2012), 
which will come into force in April 2013. 

This document is therefore subject to 
further review in the light of those 
regulations and other public health 
regulations to be made under the 2006 
Act as amended by the Health and Social 
Care Act (“HSC Act”)4. 

 

Background

The aim of the new arrangements is 
for an integrated, streamlined health 
protection system that delivers effective 
protection for the population from health 
threats, based on a clear line of sight from 
the top of government to the frontline; 
clear accountabilities; collaboration and 
coordination at every level of the system; 
and robust, locally sensitive arrangements 
for planning and response5.

Currently, health protection at the local 
level is delivered by a partnership of the 
NHS, the Health Protection Agency (HPA) 
and local authorities. The HPA leads and 
delivers the specialist health protection 
functions to the public and in support 
of the NHS, local authorities and others 
through local health protection units 
(HPUs), a network of microbiological 
laboratories and its national specialist 
centres. 

Current arrangements are set out more 
fully in the joint statement commending 
a model memorandum of understanding 
between HPUs and local authorities6, 
and a memorandum between HPA and 
primary care trusts (PCTs)7.

The HPA currently has statutory health 
protection responsibilities of its own.  

Public Health in  
Local Government
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;

It also provides support to the directors 
of public health in PCTs in delivering their 
responsibilities for protecting the health of 
the population they serve. 

Unitary and lower tier local authorities 
also have existing health protection 
functions and statutory powers under the 
Public Health (Control of Disease) Act 
19848, as amended by the Health and 
Social Care Act 2008, and regulations 
made under it as well as other legislation, 
such as the Health and Safety at Work Act 
etc 19749 and the Food Safety Act 199010  
and associated regulations, which enables 
them to make the necessary interventions 
to protect health.

The new arrangements for health 
protection from April 2013 will build 
on the strengths of the existing system. 
The functions currently carried out by 
the HPA under statute11 will transfer 
into Public Health England, an executive 
agency of the Department of Health. 
PCTs and strategic health authorities 
will be abolished by 1 April 2013. 
More detail on legislative framework is 
available at Annex A.
 
The key elements of health protection

Health protection seeks to prevent or 
reduce the harm caused by communicable 
diseases and minimise the health impact 
from environmental hazards such as 
chemicals and radiation. 

As well as major programmes such as 
the national immunisation programmes 
and the provision of health services to 
diagnose and treat infectious diseases, 

health protection involves planning, 
surveillance and response to incidents and 
outbreaks. 

Local authorities (and directors of public 
health acting on their behalf) will have 
a critical role in protecting the health of 
their population, both in terms of helping 
to prevent threats arising and in ensuring 
appropriate responses when things do go 
wrong. They will need to have available 
to them the appropriate specialist health 
protection skills to carry out these 
functions.

The scope and scale of work by local 
government to prevent threats to health 
emerging, or reducing their impact, will be 
driven by the health risks in a given area. 

Understanding and responding to those 
health risks will need to be informed 
by the process of health and wellbeing 
boards developing joint strategic needs 
assessments (JSNAs), joint health and 
wellbeing strategies, and commissioning 
plans based upon them. 

Local government will work with local 
partners to ensure that threats to health 
are understood and properly addressed. 

Public Health England, with its expertise 
and local health protection teams, will 
have a critical role to play in helping local 
authorities understand and respond to 
protential threats. 

The NHS will also continue to be a key 
partner in planning and securing the 
health services needed to protect health. 

i

Public Health in Local Government: Health protection in local government

2
 
94

http://www.legislation.gov.uk/ukpga/1984/22
http://www.legislation.gov.uk/ukpga/1984/22
http://www.legislation.gov.uk/ukpga/1974/37
http://www.legislation.gov.uk/ukpga/1974/37
http://www.legislation.gov.uk/ukpga/1990/16
http://www.legislation.gov.uk/ukpga/2004/17/contents
http://www.legislation.gov.uk/ukpga/2004/17/contents


The following paragraphs briefly describe 
the key aspects of health protection in the 
new system.

Prevention

Local authorities already have existing 
duties and powers to tackle environmental 
hazards (see earlier “Background” 
section). The move of local public 
health functions from the NHS into local 
government opens up new opportunities 
for joint work with environmental health 
colleagues to tackle areas where there are 
potential threats, including food-borne 
infectious diseases and environmental 
hazards. 

The local leadership of the director of 
public health will play an important part 
in ensuring that the local authority and 
local partners are supporting preventative 
services that tackle key threats to the 
health of local people.

Some examples of this preventative role 
might include:
• ensuring there are integrated services in 
place to prevent and control tuberculosis 
in line with local need, particularly in areas 
where there are vulnerable populations, 
such as recent migrants, people who are 
homeless and unregistered populations. 
These services will need to integrate the 
public health service elements with the 
clinical diagnostic and treatment services 
commissioned from NHS providers 
to provide a comprehensive local 
tuberculosis plan
• commissioning measures to minimise 
drug-related harm, such as transmission 
of blood-borne viruses among injecting 
drug users

• developing local plans and capacity 
to monitor and manage acute incidents 
to help prevent transmission of sexually 
transmitted diseases, to control outbreaks 
and to foster improvements in sexual 
health 
• developing local initiatives to raise 
awareness of risks of infectious diseases 
based on population needs identified 
through the local JSNAs12

• working with environmental health 
colleagues who regulate businesses 
providing tattooing, cosmetic piercing, 
semi-permanent skin-colouring, 
electrolysis and acupuncture so as to 
reduce risks of harm
• joint initiatives with Public Health 
England to identify homes with high 
internal levels of radon (a natural 
radioactive gas) in high radon areas and 
possible steps to reduce levels
• preparing for extreme weather events 
such as heatwaves and flooding with a 
view to preventing and/or reducing the 
impacts on health, such as the impact on 
mental health and wellbeing of flooding 
• advising on preparation of cold weather 
plans
• advising on health protection aspects of 
new services and facilities
• working with environmental health 
colleagues to improve local air quality, 
including working with businesses and 
individuals to reduce air pollution.

In taking forward this preventative role, 
local authority public health teams will 
need to work closely with local Public 
Health England centres, which will 
provide a range of health protection 
services, including collection, analysis, 
interpretation of surveillance data, 
expert advice on hazards and effective 
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interventions, and support to develop and 
implement local prevention strategies. 
Further work is under way to finalise the 
precise offer from local Public Health 
England centres to local authorities.

Planning and preparedness

Effective planning is essential to limit the 
impact on health when hazards cannot 
be prevented. The legal duty under the 
NHS Act 2006 to protect the population 
will rest with the Secretary of State and 
will be discharged through Public Health 
England, which will provide the specialist 
health protection expertise to support 
local agencies in developing their plans to 
respond to public health emergencies and 
incidents.
 
Upper tier and unitary local authorities 
already have duties in relation to 
emergency planning as Category 1 
responders. Public Health England (on 
behalf of the Secretary of State) and the 
NHS Commissioning Board have similar 
duties.
  
Upper tier and unitary local authorities 
will take on a new role in support of the 
Secretary of State’s health protection 
duty. This will be a statutory requirement 
which will be placed on them (under the 
section 6C regulations referred to above) 
to take steps to protect the health of their 
geographical population from threats 
ranging from relatively minor outbreaks 
and health protection incidents to full-
scale emergencies. 

The director of public health on behalf of 
the local authority will therefore provide 

advice, challenge and advocacy to protect 
the local population. 

Responsibility for responding 
appropriately to the local authority’s 
advice (and accountability for any adverse 
impact if that advice is not heeded) rests 
with other organisations.13

However, local authorities will have a key 
lever to improve the quality of health 
protection plans through the effective 
escalation of issues. This includes raising 
issues locally, with the partner concerned, 
or with the health and wellbeing board, 
or directly with commissioners if there 
are concerns about commissioning of 
prevention services. 

To help ensure that public health advice 
is appropriately taken account of, there 
is a range of legal duties and escalation 
routes, which are discussed further below.
 
Local health resilience partnerships

The health sector needs to have effective 
plans for emergencies that affect public 
health and that extend beyond the 
immediate locality, and to be able to 
contribute effectively to local resilience 
forums (LRF) and situations where a 
multi-agency emergency response is 
required. 

Local health resilience partnerships 
(LHRP) will be established to provide 
a forum to facilitate consistent health 
sector preparedness and planning for 
emergencies at the LRF level. 

LHRPs will be co-chaired by a lead 
director of public health and the NHS 
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Commissioning Board local area team 
lead for emergency preparedness 
and response. They will facilitate the 
production of health sector-wide plans to 
respond to emergencies and contribute 
to multi-agency planning for risks 
identified, in line with the requirements 
of the national and local risk registers 
and the CCA.  

LHRPs will thus provide a mechanism 
to support local authorities in fulfilling 
their duty to protect the health of their 
population from full-scale emergencies. 
They will be a forum where directors 
of public health can bring any concerns 
about the adequacy of those plans. 
Further information to support the local 
roll-out of LHRPs has been published14.
 
Surveillance

Surveillance can be defined as “the 
continuing scrutiny of all aspects of 
the occurrence and spread of disease 
pertinent to effective control in order to 
inform and direct public health action”15. 

Public Health England will build on the 
existing surveillance capacity of the HPA 
to ensure that an integrated national, 
regional and local surveillance capacity 
able to identify and track outbreaks across 
the country is maintained. 

Public Health England will ensure that 
all relevant partners, including directors 
of public health and local public health 
teams, are kept fully informed of trends 
and possible threats. Local authority 
environmental health teams will play a 
vital role in local surveillance, for example, 

through bringing individual cases to the 
attention of Public Health England.
 
Response to local incidents and 
outbreaks

Public health incidents and outbreaks 
should be dealt with at the most 
appropriate level, and by the most 
appropriate organisation. The response 
depends on the nature of the incident; 
most are dealt with at the local level.
 
In the new system, health protection 
work such as local surveillance, and 
health protection case management and 
outbreak investigation and control will be 
provided by local centres of Public Health 
England in future, using agreed standard 
procedures.   

Swift sharing of information, assessment 
of seriousness and mobilisation of surge 
capacity will be crucial to a successful 
health protection function under the 
new arrangements. There will be formal 
communication arrangements and agreed 
standard operating procedures with local 
directors of public health to ensure that 
directors of public health and NHS leads 
can engage as necessary.

The NHS Commissioning Board local area 
team emergency planning lead, working 
in association with relevant clinical 
commissioning groups (CCGs), will ensure 
that NHS resources that are agreed with 
Public Health England and/or the director 
of public health to mount an effective 
response to any local health protection 
incident are made available appropriately. 
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If any party has concerns about the 
response to a particular incident and 
emergency, he or she can escalate that 
concern to designated leads in the NHS 
Commissioning Board and Public Health 
England, or to the local authority. 

A key part of locally agreed plans for 
protecting the population will need to be 
clear arrangements for escalation during 
the course of an incident or outbreak. 

These arrangements are designed to build 
on the existing operating models, which 
work well. These involve close working 
between health protection units and 
local authority directors of public health 
and their teams, and other NHS staff as 
necessary. 

Effective communication and advice to 
the public about threats to health and 
how to reduce risk is critical to health 
protection. The director of public health, 
as the champion for health across 
the local authority’s business, will be 
well placed to provide authoritative 
professional advice to officers, elected 
members and to the general public, 
drawing on the specialist expertise as 
necessary of Public Health England. 
Local incident plans will need to include 
arrangements for communication during 
an incident.
 
Relationships and accountabilities

Successful health protection will require 
strong working relationships at the local 
level. To underpin and support good 
working relationships, there will be a 
number of legal and other levers to ensure 

that the relevant organisations do what is 
required of them to protect the public and 
take public health advice. 

The Secretary of State will expect Public 
Health England, as an executive agency of 
the Department of Health, to cooperate 
with the NHS (NHS Commissioning Board, 
CCGs, commissioning support services 
and providers) and local authorities, 
and to support them in exercising their 
functions.

Public Health England will be able to 
provide a wealth of health protection 
expertise to local authorities to help 
them in their health protection function. 
To assist this process, Public Health 
England will agree a memorandum of 
understanding with local authorities 
setting out the specialist support, advice 
and services that they will provide; in 
health protection, this offer will build on 
existing arrangements between the NHS, 
local authorities and the HPUs.

Subject to consultation, the mandate 
with the NHS Commissioning Board will 
set out what the NHS Commissioning 
Board will be expected to deliver in terms 
of health protection generally, as well 
as emergency planning, resilience and 
response and outbreak management, and 
any cooperation requirements necessary 
to achieve those objectives. 

The NHS Commissioning Board and 
CCGs have a duty to cooperate with 
local authorities on health and well-being 
under the NHS Act 200616. This includes 
cooperating around health protection, 
including the sharing of plans.
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The Health and Social Care Act 
2012 makes clear that both the NHS 
Commissioning Board and CCGs are 
under a duty to obtain appropriate advice, 
including from persons with a broad range 
of professional expertise in “the protection 
or improvement of public health”17.

The Department of Health is exploring 
the appropriateness of including a 
requirement on healthcare providers to 
cooperate with local authorities as part of 
the mandated requirements for contract 
terms set out in the Standing Rules18.
 
Putting the new mandatory function into 
practice

Over and above their existing 
responsibilities as Category 1 responders 
under the CCA, subject to Parliamentart 
approval upper tier and unitary local 
authorities will be required to take steps to 
protect their local population. The focus of 
this will be on developing plans with Public 
Health England and the key health and 
care partners within the local area.
 
The Department of Health plans to 
leave as much room as possible to local 
discretion over this new health protection 
function at local authority level, because 
what will suit a county council, for 
example, is likely to differ considerably 
from what is right for a metropolitan 
borough. 

Furthermore, the Department of Health 
does not expect local authorities to 
produce a single all-encompassing “health 
protection plan” for an area, but rather to 
ensure that partners have effective plans 
in place. This includes commissioning 

plans aimed at prevention of infectious 
diseases, as well as joint approaches for 
responding to incidents and outbreaks 
agreed locally with partners.  

Local cooperation agreements, 
memorandums of understanding and 
protocols between key partners on 
response to outbreaks are already in 
place and work well in some areas. These 
will be revised and updated for the new 
system. The Department of Health is not 
planning to specify in detail what should 
be in plans. 

However, there are certain core elements 
to local arrangements which experience 
suggests should be in place in every area. 
Directors of public health should therefore 
consider whether plans set out: 
• clearly defined roles and responsibilities 
for the key partners (comprising at 
least the local authority, Public Health 
England, NHS Commissioning Board, 
CCGs and primary and secondary care 
NHS providers), including operational 
arrangements for releasing clinical 
resources (eg surge capacity from NHS-
funded providers) with contact details for 
a key responsible officer and a deputy for 
each organisation
• local agreement on arrangements for a 
24/7 on-call rota of qualified personnel 
to discharge the functions of each 
organisation
• clear responsibilities in an outbreak 
or emergency response, including the 
handover arrangements
•  information-sharing arrangements 
to ensure that Public Health England, 
the director of public health and the 
NHS emergency lead are informed of all 
incidents and outbreaks

Public Health in Local Government: Health protection in local government;
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•  arrangements for managing cross-
border incidents and outbreaks
•  arrangements for exercising and 
testing, and peer review
•  arrangements for stockpiling of 
essential medicines and supplies, as 
appropriate
• escalation protocols  and arrangements 
for setting up incident/outbreak control 
teams
• arrangements for review (the 
Department of Health recommends this 
should take place at least annually). 

The Department of Health suggests that 
local authorities establish a local forum 
for health protection issues, chaired by 
the director of public health, to review 
plans and issues that need escalation. 
This forum could be linked to the health 
and wellbeing board, if that makes sense 
locally.

Public Health in Local Government: Health protection in local government;
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Case study 1:  Coventry and Warwickshire Health Protection Committee

Coventry and Warwickshire have established a joint Health Protection Committee to 
provide health protection input into the JSNA processes (Warwickshire County and 
Coventry City Councils) and to agree and monitor health protection activities and 
plans in Coventry and Warwickshire.  

The scope of the committee includes issues such as communicable diseases, 
emergency planning, infection control, sexual health, environmental quality, 
antenatal/newborn and adult screening quality assurance groups, immunisation and 
vaccine-preventable diseases. 

The group is at present chaired by the directors of public health at NHS Coventry 
and NHS Warwickshire. The director of the local health protection unit is also 
involved. 

It is envisaged that the groups will report to the Arden Cluster Board prior to April 
2013 and on an ongoing basis to the health and wellbeing boards (Warwickshire 
County Council and Coventry City Council) and health scrutiny boards (later where 
appropriate).  
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Ensuring that data can flow to the right 
people in the new system in a timely 
manner will be key to making the new 
arrangements work. 

Data requirements and information 
governance issues are being considered 
by the Department of Health and 
information governance regulations will 
be amended if necessary to ensure all 
relevant health protection professionals 

have appropriately controlled access to 
data and information that they need for 
planning and for addressing incidents and 
outbreaks.  

The Public Health Outcomes 
Framework19, published on 23 January 
2012, contains a health protection 
domain. Within this domain there is a 
placeholder indicator, “Comprehensive, 
agreed inter-agency plans for responding 

Case study 2: Sandwell’s joint infection prevention and control 
committee 

Sandwell’s joint infection prevention and control committee (JIPCC) has overseen 
measures across the health service, primary care contractors, local authority, nursing 
homes and the independent sector since 2006. 

The actions of the JIPCC have been required in response to the high level of local need 
for prevention and control of infection and environmental hazards, and reflect the new 
demands which some local authority public health services will continue to face. 

Recognising infection control as an ecological problem has ensured that partners 
understand their responsibilities – if antibiotic prescribing is inadequate, Clostridium 
difficile infections may arise in nursing homes – if Clostridium difficile testing isn’t 
sensitive then cases may go undetected and emerge elsewhere. 

Sandwell has seen an 86% fall in MRSA, a 56% fall in Clostridium difficile isolates and 
a 67% fall in Clostridium difficile enterocolitis deaths in recent years. 

The JIPCC has also overseen a 20% fall in tuberculosis in five years, achieved 90% 
immunisation rates for all childhood immunisations, achieved genitourinary medicine 
access targets, achieved substantial improvements in antibiotic prescribing, and 
implemented effective decontamination processes.

Sandwell has also developed a tracking system to characterise and quantify the health 
impact of environmental hazards, including noise, air and water quality, complaints and 
nuisances – applying new public health controls assurance methodology with routine 
council-held data sources and target and monitor evidence-based interventions. 

Several local authorities are now collaborating with Sandwell in a development that has 
attracted World Health Organization endorsement. 

The continued operation of the JIPCC and the environmental tracking system will 
benefit from the return of public health to the local authority, which brings analytical, 
critical appraisal, surveillance and research skills to the heart of public health delivery.  
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to public health incidents”. The 
Department of Health is taking forward 
work to ensure that it can effectively 
measure progress against this indicator.

Next steps and further work

Regulations setting out the mandatory 
functions of local authorities, including 
the requirement to protect the health of 
their population, are expected to be laid 
in early 2013, to come into force by or on 
1 April 2013. 

The Department of Health intends to 
share the draft regulations with public 
health and local government stakeholders 
as soon as possible and will continue to 
work closely with them as it develops its 
policy.

The Department of Health welcomes 
comments on this guidance and will 
keep it under review. Please send any 
comments to Liliya Skotarenko via email 
to: liliya.skotarenko@dh.gsi.gov.uk.

1 Available at: http://www.legislation.gov.uk/
ukpga/2004/36/contents
2 “Emergency” is defined by the Civil Contingencies 
Act 2004, section 1 to mean: (a) an event or situation 
which threatens serious damage to human welfare 
in a place in the UK, (b) an event or situation which 
threatens serious damage to the environment of 
a place in the UK, or (c) war, or terrorism, which 
threatens serious damage to the security of the UK. 
Civil Contingencies Act 2004. Available at: http://www.
legislation.gov.uk/ukpga/2004/36/section/1
3 Arrangements for emergency preparedness, resilience 
and response in the new system from April 2013 are 
available at: http://www.dh.gov.uk/health/2012/04/
eprr
4 The Health and Social Care Act 2012 is available at:  
http://www.legislation.gov.uk/ukpga/2012/7/contents/
enacted

5 Factsheets on the role of public health in local 
government and the Public Health England operating 
model are available at: http://healthandcare.dh.gov.uk/
public-health-system
6 Available at: http://www.cieh.org/
assets/0/72/1126/1198/b97a703a-a311-4ae3-9979-
01f80cfadea6.pdf
7 Such a memorandum can be found at: http://www.
mkchs.nhs.uk/assets/_managed/agenda-papers/
Enc%20No%202903%20Board%20Paper%20
Green%20Header%20Template%20MOU.pdf
8 The Public Health (Control of Disease) Act 1984 
is available at: http://www.legislation.gov.uk/
ukpga/1984/22
9 The Health and Safety at Work etc Act 1974 
is available at: http://www.legislation.gov.uk/
ukpga/1974/37
10 The Food Safety Act 1990 is available at: http://
www.legislation.gov.uk/ukpga/1990/16
11 See The Health Protection Agency Act 2004. 
Available at: http://www.legislation.gov.uk/
ukpga/2004/17/contents
12 Available at: http://healthandcare.dh.gov.uk/draft-
guidance
13 For example, the NHS Commissioning Board, the 
clinical commissioning groups, Public Health England 
and individual provider organisations, both NHS and 
non-NHS
14 Available at: http://www.dh.gov.uk/health/2012/07/
resilience-partnerships 
15 Last JM. (1988). A Dictionary of Epidemiology 
(Second Edition). Oxford University Press: New York
16 The NHS Act 2006, section 72. Available at: http://
www.legislation.gov.uk/ukpga/2006/41/section/72
17 For NHS Commissioning Board: Health and Social 
Care Act 2012, part 1, section 23, inserting section 
13J into the NHS Act 2006; for CCGs: HSC 2013, part 
1, section 26, inserting section 14W into the NHS Act 
2006. Available at: http://www.legislation.gov.uk/
ukpga/2012/7/contents/enacted
18 The Standing Rules will set the ongoing legal 
requirements for both the NHS Commissioning Board 
and the CCGs
19 Improving outcomes and supporting transparency: a 
public health outcomes framework for England 2013-
1016. Available at: www.dh.gov.uk/health/2012/01/
public-health-outcomes
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Annex A: Legislative framework 

Under section 2A of the NHS 2006 Act 
(as inserted by section 11 of the Health 
and Social Care Act 2012), the Secretary 
of State for Health will have a duty to 
“take such steps as the Secretary of State 
considers appropriate for the purpose 
of protecting the public in England from 
disease or other dangers to health”. 

In practice, Public Health England will 
carry out much of this health protection 
duty on behalf of the Secretary of State.

Subject to Parliament, unitary and upper 
tier local authorities will also be given 
a new statutory duty to carry out the 
Secretary of State’s health protection 
role under regulations to be made under 
section 6C of the NHS Act 2006 (as 
inserted by section 18 of the Health and 
Social Care Act 2012) to take steps to 
protect the health of their populations 
from all hazards1, ranging from relatively 
minor outbreaks and contaminations2, to 
full-scale emergencies, and to prevent as 
far as possible those threats arising in the 
first place3. 

They will continue to use existing 
legislation to respond to health protection 
incidents and outbreaks (see above).

Directors of public health will be 
employed by local authorities and will 
be responsible for exercising the new 
public health functions on behalf of local 
authorities. Directors will also have a 
responsibility for “the exercise by the 
authority of any of its functions that 
relate to planning for, and responding 

to, emergencies involving a risk to public 
health”4.

Under new section 252A of the NHS 
Act 20065, the NHS Commissioning 
Board will be responsible for (a) ensuring 
that clinical commissioning groups and 
providers of NHS services are prepared 
for emergencies, (b) monitoring their 
compliance with their duties in relation 
to emergency preparedness and (c) 
facilitating coordinated responses to such 
emergencies by clinical commissioning 
groups and providers.

The Health and Social Care Act 2012 
also amends section 253 of the NHS Act 
2006 (as amended by section 47 of the 
2012 Act), so as to extend the Secretary 
of State’s powers of direction in the event 
of an emergency to cover an NHS body 
other than a local health board (this will 
include the NHS Commissioning Board 
and clinical commissioning groups); the 
National Institute for Health and Care 
Excellence; the Health and Social Care 
Information Centre; any body or person, 
and any provider of NHS or public health 
services under the Act.

Under the consequential amendments 
made by the Health and Social Care Act 
2012, the NHS Commissioning Board 
and Public Health England (as part of 
the Department of Health exercising 
the Secretary of State’s responsibilities 
in relation to responding to public 
health emergencies) will be Category 
1 responders under the CCA, requiring 
them to cooperate and work together 
in the planning of responses to civil 
contingencies. 

Public Health in Local Government: Health protection in local government;

11 i

 
103

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_114589.pdf


Clinical commissioning groups will be 
Category 2 responders under the Act 
giving them a duty to provide information 
and cooperate with civil contingency 
planning as needed. Local authorities6 will 
remain Category 1 responders under the 
CCA.

1 Building on the principle of the “all hazards” 
approach as outlined in health protection legislation 
and accompanying guidance. Available at: http://www.
dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@
dh/@en/@ps/documents/digitalasset/dh_114589.pdf
2 All kinds of contamination, including chemical or 
radiation, as per section 45A of the Public Health 
(Control of Disease) Act 1984 as amended by the 
Health and Social Care Act 2008 

3 This is very similar to the principles set out in 
Health Services Guidance (93)56 on public health 
responsibilities of the NHS and the roles of others, 
which highlights the leadership role of the director of 
public health in a health authority and notes that he or 
she should “ensure that appropriate arrangements are 
in place for the control of communicable disease and of 
non-communicable environmental hazards and that the 
responsibilities of those involved are clearly defined in 
each case.”

4 See new section 73A(1)(d) of the NHS Act 2006, as 
inserted by section 30 of the Health and Social Care Act 
2012
5 Section 252A has been inserted by section 46 of the 
Health and Social Care Act 2012
6 ”Local authority” holds the definition as under section 
2B of the National Health Service Act 2006 (as inserted 
by section 12 of the Health and Social Care Act 2012) 
means a county council in England; a district council in 
England, other than a council for a district in a county 
for which there is a county council; a London borough 
council; the Council of the Isles of Scilly; the Common 
Council of the City of London.
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Community Wellbeing Board
2 November 2012 

 
Item 8b 

 

Community Wellbeing Board – Portfolio Holders 

Background 
 
1. Over the last few months the Community Wellbeing Board Lead members have agreed in 

principle to introduce a system of portfolio holders. Given the diversity and breadth of policy 
and improvement work that the board covers, we believe that this approach will allow 
members to further develop their experience and knowledge in specific areas. It will also 
allow the Board to better meet a growing number of commitments with a variety of 
Departmental and third sector working groups, and to better reply to other event invitations. 

 
2. The chart overleaf contains the names of those board members who have expressed an 

interest in certain policy areas so far.  
 
Role of portfolio holder 
 
3. The portfolio holders will: 

• Develop or share expertise in a specific area(s) of the Board’s work 
• Represent the Community Well Being Board  
• Engage at a national level with key stakeholders  
• Provide feedback to the Board and officers on engagement activity 
• Represent agreed Board lines rather than personal or party opinions 
• Develop awareness of practice in other authorities  

 
The Board Lead members  
 
4. The Board Lead members will retain responsibility for: 

• Adult social care funding and reform 
• Public health 
• Sector led improvement in adult social care   
• Sector led improvement in Health and community well being  
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Community Wellbeing Board
2 November 2012 

 
Item 8b 

 

 
Proposed Areas for Portfolio Holders*: 
 
Area Current lead** 

 
Health promotion 
Obesity and physical activity Cllr Linda Thomas, Cllr Steve Bedser 
Alcohol and drugs Cllr Linda Arkley, Zoe Patrick 
Mental health and wellbeing (with adult social 
care) 

Cllr Ken Taylor, Cllr Doreen Huddart, 
Cllr Lynn Travis 

Sexual Health Cllr Jonathan McShane, Cllr Steve Bedser,  
Cllr Francine Haeberling, 

Smoking Cllr Steve Bedser 
Health at work Cllr Alan Farnell 
Seasonal mortality (to be held jointly with the 
E&H board) 

Cllr David Rogers 

Health Screening Cllr Lynn Travis 
 

Children and Young People’s health (to be held 
jointly by CYP Board) 

 

 
Adult social care and well being 
Learning Disabilities Cllr Bill Bentley (sub) 
Safeguarding  Cllr Lynn Travis 
Workforce (with health) Cllr Elaine Atkinson  

Cllr Gareth Barnard (as Skills for Care 
representative) 

Dementia Cllr Francine Haeberling,  
Cllr Lynn Travis 

Later Life Cllr Steve Bedser, Cllr Louise Goldsmith,  
Cllr David Rogers (Dignity Commission),  
Cllr Bill Bentley (substitute) 

Personalisation Cllr Bill Bentley (substitute) 

 

Other areas 
Asylum and migration (to be held jointly by 
C&YP Board) 

Cllr David Simmonds (Children and Young 
People’s board) to chair LGA Task Group 

Equalities and diversity  
Adult learning Cllr David Rogers 
 
*Board members can hold more than one portfolio 
** Board members can move to different areas 
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Community Wellbeing 
Board 

2 November 2012 
 Item 9 

 
Note of decisions taken and actions required   
 
Title:                           Community Wellbeing Board  

Date and time:           05 September 2012, 11.20pm 

Venue: Westminster Suite, Local Government House 
 
Attendance 
 
Position Councillor Council / Organisation 
   
Chairman 
Deputy chair 
Deputy chair 

David Rogers OBE 
Gillian Ford 
Linda Thomas 

East Sussex CC 
Havering LB 
Bolton MBC 

   
Members Keith Mitchell CBE 

Francine Haeberling 
Ken Taylor OBE 
Elaine Atkinson 
Jonathan McShane 
Catherine McDonald 
Iain Malcolm 
Lynn Travis 
Zoe Patrick 
Doreen Huddart 

Oxfordshire CC 
Bath & North East Somerset Council 
Coventry City Council 
Poole BC 
Hackney LB 
Southwark LB 
South Tyneside MBC 
Tameside MBC 
Oxfordshire CC 
Newcastle City 

   
Apologies Lynda Arkley 

Andrew Gravells 
Alan Farnell 
Steve Bedser 
Louise Goldsmith 

South Tyneside 
Gloucestershire 
Warwickshire CC 
Birmingham City Council 
West Sussex CC 

   
In Attendance Cllr Bill Bentley 

Cllr Colin Noble 
 
Sarah Pickup 
Helena Herklots 
Chris Horlick 
Diana Grice 
Duncan Selbie 
Lindsey Davies 
Ivan Ellul 
Jo Webber 
 
Andrew Cozens 
Paul Ogden 
Alyson Morley 
Matt Hibberd 
Emma Jenkins 
Liam Paul 

East Sussex CC 
Suffolk CC 
 
ADASS 
Carers UK / Care and Support Alliance 
Partnership 
ADPH 
Public Health England 
Faculty for Public Health 
NHS Commissioning Board 
NHS Confederation 
 
LGA, Associate 
LGA, Senior Adviser 
LGA, Senior Adviser 
LGA, Senior Adviser 
LGA, Senior Adviser 
LGA, Members’ Services Officer 

 
109



 
 

 

 
Item Decisions and actions Action by 
   
1. Welcome and introduction to the Community Wellbeing Board  
   
 The Chair of the Board, Cllr David Rogers OBE, opened the meeting 

by welcoming new members to the Board and also highlighted the 
recent changes to the Ministerial team at the Department for Health 
(DH), including a new Secretary of State, Jeremy Hunt MP, and a new 
Minister of State for Care, Norman Lamb MP. Officers and Lead 
members would write to the new Ministers over the coming weeks and 
ensure a constructive dialogue was re-established with them. 
 
Members questioned officers regarding the mechanisms for 
measuring progress against the Board’s objectives and vision, and its 
interaction with regional networks. It was explained that Board 
members would be kept up to date with ongoing work via fortnightly 
updates, and that updates on progress against work objectives would 
be brought to subsequent meetings. 

 
 
 
 
 
 
 
 
 
 
 
 
 

   
 Decision  
   
 The Members of the Community Wellbeing Board noted and 

approved the Board’s remit and Terms of Reference. 
 

   
 Action  
   
 1. The Chairman and Community Wellbeing team to welcome new 

ministers to their posts with personal letters sent by the Chair 
which detail areas of work for future co-operation and discussion. 

2. Board members to receive a fortnightly update on the work of the 
LGA Community Wellbeing team 

3. Updates against work objectives to be brought to future meetings 

Community 
Wellbeing Team 
 
 

Liam Paul 
 

Community 
Wellbeing Team 

   
2. Panel discussion - Adult Social Care  
   
 Sarah Pickup President of the Association of Directors of Adult Social 

Services (ADASS) 
 
Prevention focus in the White Paper - Speaking on behalf of ADASS, 
Sarah welcomed the inclusion of measures in the white paper and 
draft bill which would have the effect of giving commissioning of 
preventative and re-ablement services equal weight to the 
commissioning of other services.  
 
Funding proposals - Regarding funding measures Sarah added that 
government support for a cap in principle was helpful, and extension 
of the existing taper could also have a positive impact. The proposed 
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focus on deferred payments represented no more than a refinement 
of the option already available through most local authorities, unless a 
way to fund a universal deferred payments scheme was sought and 
found by the government.  
 
With no extra funding on the horizon, the key challenge was reforming 
the Adult Social care system to be sustainable, remembering that any 
distribution of funding would not be likely to replicate existing models, 
and would require a national assessment of need. 
 
The Dilnot commission proposals indicated a new way to fund the 
system, and the Care and Support White Paper / draft bill set out how 
the system should be run, but much practical work would have to be 
done to ensure the change envisaged was actually delivered by the 
bill. A further huge challenge was funding the costs of accommodation 
and ADASS would continue working with providers to establish the 
costs of this element of care. 
 
Helena Herklots, Chief Executive of Carers UK (representing the Care 
and Support Alliance) 
 
Role and objectives of the Care and Support Alliance - Speaking on 
behalf of the Care and Support alliance Helena explained that its role 
was to keep the reform of social care at the top of the political agenda, 
through media campaigns, group letters and demonstrations. Many of 
the group’s objectives were held in common with those of the LGA. 
 
Draft Bill, Dilnot Commission proposals and baseline spend - The 
Care and Support alliance was supportive of the aims in the White 
Paper and draft Bill, (but aware of the scale of work needed to 
implement the measures contained therein); broadly support of the 
Dilnot report and its recommendations; and would continue to argue 
for immediate action and an increase in baseline levels of spend, to 
address unmet need. 
 
Tactical campaigning - She explained that the organisation’s 
campaigning was tactical, and would highlight different elements of 
the above three elements at different times, retaining a focus on the 
impact to individual MPs constituencies for greatest effect. 
 
Cost of inaction – Helena highlighted the estimated size of the Care 
economy, and its status as one of the UK’s few growth sectors, as 
well as the estimated £1.3 billion cost to economy of lost work due to 
Carers taken out of the workforce.  
 
Communications and the language of the debate - Shifting 
perceptions of social care, especially its cost, was an important aim – 
as part of a general need to speak about social differently to generate 
understanding in the public of the need for reform. 
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Chris Horlicks, Chief Executive of Partnership 
 
Chris spoke on behalf of Partnership, a financial services company 
which offers financial products that provide annuities for care self-
funders.  
 
Importance of Financial advice – Chris argued that self-funders in the 
system were under served, and in particular that better financial 
advice and ‘signposting’ for those who were likely to need care later in 
their life would save money for both individuals and the state. 
 
Communication – Members were advised that government and 
partners would have to be clear what costs the solution proposed by 
Dilnot, (or any alternative funding arrangement), actually covered, 
above and beyond the local authority rate.  
 
Preparedness of the Financial Sector – Markets in the UK and 
elsewhere currently do not offer a significant pre-funded long-term 
care product, and Chris did not envisage this developing. However the 
reforms were an opportunity to give much-needed clarity regarding 
individual and state contributions which is a prerequisite for the 
development of new financial products.  
 
Following the speakers’ contributions, the Chair invited members of 
the Board to consider the proposed Vision, objectives and work plan 
for LGA work on Adult Social Care. The subsequent discussion 
focused on the following points: 
 
• Supporting and engaging with Carers – Both members and 

speakers acknowledged that carers were often thrust into the role 
at little notice, with some individuals not identifying as carers until 
three or more years later. Many remained unaware of the help and 
entitlements available to them. To address this, there was 
agreement that timely advice and information was a key priority, 
via the internet, but also via a variety of other mediums such as 
information cards in Pharmacies and local shops.  

 
• Regulation of financial services for care self-funders - Members 

were assured that strict regulation existed for both financial 
advisers and to ensure that consumers who had paid for financial 
products were protected in the event of malpractice. 

 
• Care in the Community – It was pointed out that managing change 

is a key skill for council social workers on the frontline. Honest 
conversations and innovations such as compacts between councils 
and the whole family involved in a person’s care could generate 
acceptance of preventative measures, such as community based 
care, amongst service users and carers. 

 
• Public awareness of the costs and thresholds for eligibility – 

Helena Herklots pointed out that for organisations campaigning on, 
and delivering Adult Social Care, communications can be difficult. 
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Terms such as social care may not be the best for raising the issue 
in the public’s consciousness, but referring to caring for the elderly 
and disabled has more resonance. Chris Horlicks reminded those 
present that politicians must talk openly about the costs of care, 
and highlighted the need for an information campaign outlined by 
the Dilnot commission.  

 
• Economic costs of inaction – Campaigning should highlight would 

be the economic costs to the economy of a ‘do-nothing’ approach – 
in terms of working hours lost by carers and missed investment 
opportunities. 

   
 Decision Action 
   
 Members of the Board agreed the LGA Vision for Adult Social Care 

and the Board’s priorities and proposed outline of work for the coming 
year in this work area. 

Sally Burlington 
Matt Hibberd / 
Emma Jenkins 

   
3. Panel discussion - Public Health Transition  
   
 Duncan Selbie, Chief Executive, Public Health England 

 
Duncan began by introducing himself and gave a brief overview of 
Public Health England’s remit in the new public health system. 
 
Duncan welcomed the return of public health responsibilities to local 
government, and added that whilst much progress had been made on 
public health in the last 30 years, outcomes for many health measures 
have not improved, and some have even got worse.  
 
Two-thirds of avoidable early deaths remained attributable to Cancer 
or Cardio-vascular problems, whilst the remaining third were linked to 
mental health issues. 
 
In the future Public Health England would not engage in performance 
management, but would seek to support local government by 
providing evidence to support local action to address local public 
health priorities. 
 
Diana Grice, President, Association of Directors of Public Health 
(ADPH) 
 
Potential and challenges of transition – Diana welcomed the 
opportunity for local accountability over the Public Health service, but 
reminded members that for the system to be successful there needed 
to be clarity regarding which organisations and bodies provide and 
commission services. Making the arrangements and accountabilities 
transparent and reasonably consistent would be a challenge.  
 
Association of Directors of Public Health Activity – Over the coming 
months prior to the new arrangements ‘going live’ in April 2013, the 
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ADPH will continue to lobby for greater investment in public health, 
and would maintain particular scrutiny of transitional arrangements for 
health protection to ensure continuity of services such as screening 
and immunisation. The organisation is working closely with the LGA 
on a wide range of issues including the development of the LGA’s 
web-based resource on public health and on securing a fair and 
adequate public health grant for local authorities to discharge their 
new public health responsibilities. ADPH will work with their members 
to ensure that they work collaboratively with local political leaders to 
be effective Public Health champions in their wards for the 
communities they serve. 
 
Skilled Workforce - Members were reminded that whilst the duties 
upon local government were new, the duties were not new to the 
existing public health staff. The skills of this workforce would need to 
be retained and developed over the coming years. 
 
Lindsey Davies, President, Faculty for Public Health 
 
A holistic attitude to Public Health – The Faculty viewed public health 
as organised efforts by society to improve the wellbeing of the 
population – which meant not simply health protection efforts, but 
health improvement activity and access to health services as and 
when needed. All three elements were mutually dependent.  
 
Concerns regarding fragmentation – Lindsey explained that the 
Faculty for Public Health was positive about the new public health 
system, and believed that public health professionals and local 
government would be a powerful partnership. If implemented 
successfully the plans could work well, but fragmentation of services if 
roles and responsibilities were not clarified. 
 
The Chair then referred the members of the Board to the proposed 
priorities and vision for the Board’s work on Health Transition, and 
invited comment, and questions to the speakers. 
 
Members made the following points: 
 
• Funding levels for sexual health services – Members were 

concerned that spending on HIV and sexual health would 
represent a huge proportion of the public health budget at the local 
level, potentially putting pressure on other services. Members 
urged those present to work to ensure that the level of funding for 
sexual health is adequate to meet need.   

 
• Understanding of backbench councillors – The LGA, councils and 

partners must ensure that backbench councillors, as well as 
executive councillors, become well informed on the challenges and 
opportunities created by the public health reforms. 

 
• Dialogue and confidence building amongst the workforce – It 

remained essential to support and prepare public health staff for 
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working in a political environment. 
 
• Integration – Mental Health was highlighted as an example where 

the NHS delivers an acute intervention, but where preventative and 
early intervention work by other agencies generates lasting savings 
and wellbeing. Local authorities now had the opportunity to 
address health problems in their area; from sexual health to 
problems from poor housing, by using data from Public Health 
England to inform their joint health and wellbeing strategies 
(JHWSs), and by using their health and wellbeing Boards to drive 
improvement.  

 
• Funding - Officers reported that the LGA was involved in regular 

meetings with the DH and partners such as the ADPH to try to 
address local government’s concerns regarding the adequacy of 
the total quantum of resource and the suitability of the distribution 
formula. The LGA had and would continue to provide detailed input 
into the work of the Advisory Committee on Resource Allocation 
(ACRA).  

 
• Whilst the standardised mortality ratio for those aged under 75 

years may be a reasonable starting point for the construction of a 
needs based formula, the weighting suggested to help reduce 
inequalities must be reconsidered.  The formula requires further 
adjustment to provide an effective resourcing allocation for sexual 
health services. 

   
 Decision Action 
   
 Members of the Board agreed the LGA Vision for Public Health 

Transition and agreed the Board’s priorities and proposed outline of 
work for the coming year in this work area. 

Sally Burlington 
Alyson Morley 
Paul Ogden 

   
   
4. Panel discussion - Commissioning for Integrated Health and 

Care 

 

   
 Jo Webber 

 
Levels of integration – Jo explained that integration could occur at a 
system-wide, operational, service or personal level – and takes 
different forms depending on the service being provided or scope of 
the project. 
 
Under the new system Children’s Healthcare would be commissioned 
in seven different places, illustrating the challenge faced by local 
government and others who support integration. Some services, for 
example stroke care, would likely necessitate integration over a 
geographical area covering multiple Health and Wellbeing boards, 
which would challenge policy-makers to ensure integration even if 
savings emerged outside their immediate geographical area. 
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Jo speculated that work at the service level may be the best way to 
integrate services, (such as the falls service in Newcastle where 
providers work together), although it was worth examining whether 
examples of operation integration such as Torbay were replicable, as 
they were often reliant on strong and inspirational leadership to 
become established. Personal budgets are now becoming established 
at the individual level, but their development, and similar schemes 
would take time, but held the potential to impacts both on value for 
money and the quality of care provided. 
 
The challenge for the NHS was to lead by influencing the discussion 
and not by command and control.  
 
Ivan Ellul 
 
Ivan began by highlighting the role of the NHS Commissioning Board 
(NHS CB), which would be tasked with running the health service 
removed from direct control by politicians. It would help establish 
clinical commissioning groups (CCG’s), support their work once 
operational, and commission certain services on behalf of Public 
Health England, such as immunisation. 
 
Whilst integrated care was about addressing the needs of individuals, 
a successful approach would need to look at primary, secondary and 
community care, and beyond to issues such as housing and 
regeneration. 
 
Tasked with improving public health outcomes, the NHS CB would 
provide information which will allow local authorities to benchmark 
their services and then prioritise and innovate in their responses, 
under the direction of Health and Wellbeing boards. The NHS CB 
would also work with industry, for example in developing Telecare, 
and with partners across government to develop new approaches 
such as community budgeting. 
 
Members were invited by the Chair to discuss their concerns and 
priorities regarding integrated care, and the ensuing question and 
answer session with the above speakers covered the following points: 

• Potential and infancy of CCG’s – Members of the Board pointed to 
examples of CCG’s spending money in different and more co-
ordinated ways to ensure best value, even whilst they remain 
emergent and require support from the NHS CB and local 
authorities to establish themselves. It was noted that local 
authorities were the only stable part of the public health system at 
the current time. 

• New dynamics in the public health system – Members made clear 
that the CCG’s would be working within a new system, less 
focused on clinical interventions, and that all actors in the system 
would need to be aware of the cultural differences between the 
organisations involved. 
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• A workforce for Integrated care – to truly integrate services, 
training and development for those working in health must equip 
staff with cross-cutting skills to allow them to be effective working 
on issues in both traditional health issues and care. 

• Year of Care Funding model - Jo Webber added that the current 
funding tariff based on episodic payments was not optimal for 
saving money or quality of care – the planned ‘risk adjusted 
capitated model’ would help incentivise integration by providing 
funds for the care of the individual for an entire year.  

   
 Decision Action 
   
 Members of the Board agreed the LGA Vision for Commissioning for 

Integrated Health and Care and the Board’s priorities and proposed 
outline of work for the coming year in this work area. 

Sally Burlington 
Tom 
Shakespeare 

   
5. Key issues for councils and the LGA: setting Board priorities  
   
 Members noted an update from Andrew Cozens, LGA Associate, 

which focused on the future work of the Board in general. Andrew 
explained that the Board had inherited priorities from the 2012-13 
LGA Business plan, which gave direction to the Board’s overall work 
plan, and the team would continue to work on delivering against these 
over the coming months.  
 
Activity was categorised into two main banks of work: 

1. Supporting delivery and improvement of health and adult social 
care at a local level, through a variety of national and other 
support services and products; and 

2. Shaping and influencing central government and other partners 
‘setting the weather’. Both areas were underpinned by a focus on 
local leadership and solutions. 

  
Alongside this work, the Board would also need to identify its priorities 
for the following financial year, to feed into the LGA’s corporate 
business planning process. 
 
Andrew also identified some issues not already touched on by 
preceding conversations, which would warrant attention from the 
Board, including assurance, media and improvement work following 
the recommendations of the Mid Staffordshire NHS Foundation Trust 
Public Inquiry and Winterbourne View Inquiry 2013, and also work 
shaping the attitudes of the new Department for Health ministerial 
team (immediate).  
 
Other strands of work included support to local government regarding 
equalities and diversity (provided through the Equalities framework); 
support to councils on asylum and migration issues (through the 
Asylum and Migration Task group), and work on local Healthwatch 
implementation ahead of the 2013 ‘go-live’ date. 
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 Decision Action 
   
 Members of the Board agreed the suggested vision and direction for 

the future work of the LGA's Community Wellbeing Board in the 
following areas: 

o Healthwatch and Citizen Engagement in Health 

o Children’s Health Services 

o Asylum, Refugee and Migration  

o Equality Support 

o Health and Wellbeing Boards (HWBs) Leadership Offer 

 

Sally Burlington 
 

 

Paul Ogden 

Sam Ramanah 

Emma Jenkins 

Paul Ogden 

Lorna Shaw 
   
6. Decisions and actions from previous meeting  
   
 The note of decisions taken and actions required at the meeting of the 

Community Wellbeing Board on 25 July was presented.  
 

   
 Decision  
   
 Members noted and approved the minutes of the last meeting.  
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