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Whole Person Care and reshaping public services 
 
The LGA, Solace and ADASS have all set out clear visions for the future of health and social 
care.  The LGA position is set out in Rewiring Public Services: adult social care and health, the 
Solace position is set out in Principles for health and social care reform, and the ADASS 
position is set out in various policy documents.  Collectively these positions are underpinned by 
a set of core principles which are shared across the sector and fit well with the whole-person 
care approach.  The three key principles underpinning this vision are:  
 

 Put people at the heart of our work: greater integration of health and social care 
resources means wrapping them around the needs of people, rather than the 
convenience of our separate organisations.  We must support people to exercise their 
choices effectively. 

 Take a ‘whole community’ approach to services: efficiency alone will not allow us to 
keep pace with demand.  We need to redesign our support to make sure that all parts of 
the system are working towards the same shared outcomes for health and wellbeing.  If 
we are going to keep pace with demand these outcomes need to be based around 
promoting wellbeing, resilience and independence wherever possible. 

 Autonomy of place: local areas should take responsibility for developing their own 
priorities for improving health and wellbeing and putting in place a range of support, 
services and information that meet their population’s needs. Health and wellbeing 
boards, bringing together political, professional and community leadership, are best 
placed to make these decisions. 

 
The role of Health and Wellbeing Boards in the future 
 
Health and Wellbeing Board progress 
 

 The LGA commissioned Shared Intelligence to carry out a rapid review of the pilot 
health and wellbeing peer challenge programme.  The primary purpose of the review 
was to provide insight into how Health and Wellbeing Boards (HWBs) are developing.  
The review found that: 

 HWBs have made a solid and enthusiastic start, but are at a key stage in their 
development.  They now need to focus more, drive delivery more effectively, 
‘change gear’ and grasp the issue of integration.   

 The quality of local leadership – particularly HWB chairs – is noted positively, as are 
the collaborative relationships between board members. 
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 HWBs need to make best use of qualitative evidence and data.  This will be 

important should boards become more involved in commissioning.   

 The quality of engagement with key stakeholders who are not represented on the 
HWBs – particularly major health care providers – is variable and there is therefore 
room for improvement. 

 CCG involvement in HWBs is developing well but a better understanding of the 
constraints in which CCGs operate would be helpful.   

 The formal nature of the HWBs (akin to council committees) is not seen as 
amenable to handling sensitive issues that need to be addressed.  There is also 
some sense of an agenda-led, rather than priority-led approach emerging. 

 The above findings are reinforced by a separate King’s Fund report, ‘Health and 
Wellbeing Boards: one year on’. 

 
NHS England and Health and Wellbeing Boards 
 

 NHS England is responsible for commissioning community health services – GPs, 
dentists, ophthalmology, community pharmacy – all of which have a vital role to play in 
delivering better health outcomes. They need to ensure that commissioning of local 
community health services is aligned with the priorities of the HWB. 

 They are also the performance managers of CCGs and as such have an important role 
to play in ensuring that CCG commissioning plans reflect, and work to deliver, local 
priorities.  They will also be putting pressure on CCGs to deliver on national 
priorities.  NHS England will therefore need to work with CCGs and the HWB to identify 
and resolve any tensions between achieving local and national priorities. 

 NHS England is also the commissioner of specialised services, which are configured on 
a regional or national basis. The current review of Adults and Children’s Congenital 
Heart Disease services brings into sharp focus the need to address the best 
configuration of services with local concerns about access to vital services. 

 
Health and Wellbeing Board membership 
 

 If HWBs are to be the commissioners of health and care services they will need stronger 
representation from CCGs and NHS England. This does not necessarily mean more 
people at the table; instead it means greater commitment and ownership from CCGs 
and NHS England to the HWB as the place where commissioning plans are developed 
and agreed, rather than viewing the Board simply as a place to rubber stamp plans. 

 For HWBs to have real teeth in driving local commissioning they need to have the power 
to sign off commissioning plans. This will entail close working with NHS England to 
ensure that local commissioning plans are capable of delivering consistent, high quality, 
integrated and effective care and support. 

 The Better Care Fund (formerly the Integration Transformation Fund) is a real driver for 
HWBs to shift gear and take leadership of the local commissioning agenda.  As above, 
this does not necessarily mean that HWB membership should be widened; rather that 
commissioning leads should attend the board and present reports on the development 
of commissioning plans so that the HWB can ensure that plans link to their priorities. 

 The scope of the HWB commissioning budget needs to broaden out substantially over 
time.  Alongside this, membership of the HWB needs to be strengthened to make the 
appropriate links with health, public health, and services that have an impact on the 
wider determinants of health. 
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 As a minimum requirement of whole person care CCGs need to be coterminous with 

HWBs.  However, under the whole person model there would not be a clear role for 
CCGs as commissioners so whether they should continue to exist must be considered. 
 

Potential future support for Health and Wellbeing Boards 
 

 Risk stratification: many HWBs have little appreciation of risk stratification to support 
commissioning decisions. For example, they need to clearly model the impact on district 
hospitals of providing more health care in community settings. 

 Integrated information and metrics: this is an on-going issue between health and social 
care, especially where HWBs and CCGs are not coterminous. 

 Greater commissioning support through joint commissioning units  

 Better ways of engaging with local providers to have an ‘honest discussion’ with 
providers on the future shape of local health and care economies: this does not 
necessarily mean a seat on the HWB for providers but it does mean HWBs having early 
and on-going dialogue with providers on developing alternative models of care and 
support which improve outcomes and quality, reduce costs, and ensure sustainability of 
health services. 

 Moving to the next level: although HWBs are constituted as a committee of the council 
they should not have to behave like committees with voting, restrictive practice for 
bringing forward items and reports or restricting progress between meetings.  HWBs 
need to act faster, more decisively and be clear that HWB members can take decisions 
at meetings on behalf of their organisations, rather than simply reporting back. 

 
The Better Care Fund 
 

 We welcomed the announcement of the Better Care Fund (BCF) in the Spending 
Review.  In a context where all major partners agree that integration is a critical 
component of system reform, any mechanism to help facilitate and incentivise it is to be 
encouraged. 

 However, this money is not new. Instead, it demarcates a portion of health and care 
spending (much of it currently tied up in contracts and service delivery) and mandates its 
use to support integrated care and support. 

 We therefore believe that the major strength of the policy lies in its role as a tool to 
incentivise new behaviours locally. By introducing a requirement that plans be agreed by 
local authorities, CCGs and Health and Wellbeing Boards, the BCF has strengthened 
the space in which discussions about integration and collaboration occurs. In a system 
which could be at risk of fragmentation this is an important counterbalance. 

 Another strength of this approach is that it creates a policy mechanism for shifting spend 
from acute hospital-based services to early intervention, re-ablement and community-
based support, which in turn creates mechanisms to address upstream pressures in 
both the health and care system. 

 The ambition must be for the BCF to expand in future years and we were therefore 
pleased by the commitment in the Autumn Statement to make sure that “pooled funding 
is an enduring part of the framework for the health and social care system beyond 
2015/16” .  

 As local areas become more comfortable and confident commissioning integrated 
services, the BCF should expand. This would allow further transfer of resources from 
acute services to upstream interventions focussed on promoting resilience and 
independence.  In the longer term such an approach will be necessary, but not 
sufficient, to addressing long term adverse fiscal pressures on both the health and care 
systems. 



 

Community Wellbeing Board 

15 January 2013 

Item 6 

 
 Over time, this approach could and should facilitate a transition toward place-based 

budgets for health and care (as seen in Community Budgets and the LGA’s ‘Rewiring’ 
principles).  Through such an approach the current divide between health and care 
services can be minimised.  

 Building on the Autumn Statement commitment noted above, the next Comprehensive 
Spending Review should offer a natural extension to the BCF, allowing for localities to 
plan over a longer time frame (3-4 years) aligned with the NHS Operational Planning 
timeframes.  

 It should also seek to tackle the wider determinants of health, including housing and 
social support, for example. This could be achieved by beginning to bring other budgets 
(for example housing or public health) within the BCF umbrella during the transition 
toward fully integrated, place-based approaches. 

Providers 
 

 We support the aspiration for the NHS to be a key provider for excellence in clinical 
services.  Acute hospitals are constants in every area – however, they come in very 
different shapes and sizes, often cover more than a single council area, have different 
income sources and they do not always have a monopoly on service excellence. 

 In addition to acute hospitals, primary care providers play a key role as do NHS 
community and mental health services.  Whole person care needs to facilitate a shift in 
role and resources to them. 

 If NHS Trusts, especially acutes, are to be the preferred provider then they will need to 
be transformed to:  

o Become more focused on prevention. 
o Value routine care as highly as specialist care. 
o Be more outward-facing and rooted in local communities. 
o Use hospital admission as the last resort rather than the default setting. 

 Over 90 per cent of social care is delivered by the private and voluntary sectors.  Some 
of the most innovative, whole person and preventative approaches to care are coming 
from voluntary sector organisations and registered housing providers, working closely 
with local communities, the NHS and local government on a directly commissioned 
basis. 

 
Other points 
 

 More needs to be done to ensure that services are wrapped around the individual.  
Developments, such as Direct Payments and user-held records, are the means for 
achieving this.  And by doing so they are an important way of allowing the potential 
power of integration to be held not by the system but by the individual.  This will further 
help bring the two cultures closer together. 
 

 Health and Wellbeing Board leadership is, as described above, incredibly important.  
However, the role of managerial leadership is also key.  In designing a future system we 
need to make sure that the optimum balance is struck between NHS clinical leadership 
on the one hand, and local government’s managerial leadership on the other, which is 
about harnessing the resources of, for example, public health and local communities’ 
assets, to help achieve wellbeing.  
 

 Employment issues (and questions around, for example, the living wage) should not be 
tackled through commissioning.  They are employment issues and should be seen as 
such. 


