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Healthy Lives, Healthy People –
Impact Assessments
Overview
1. This suite of impact assessments accompanies the public health White Paper Healthy Lives,
Healthy People. The impact assessments directly impact the public sector only. They are integrally
linked to the impact assessment accompanying the Health and Social Care Bill. The overall policy
of setting up the public health service depends on, and is integrally related to, the changes in the
health service domain, including the National Health Service (NHS) and (other) providers. This is
set out in Equity and Excellence: Liberating the NHS. These plans entail disestablishing existing
NHS bodies where some public health workforce currently reside, namely Strategic Health
Authorities (SHAs) and Primary Care Trusts (PCTs).
2. The overarching policy objective is to protect the public, and to improve the healthy life expectancy of
the population, improving the health of the poorest fastest, by establishing a public health service
incorporating both national and local structures. There are five critical workstreams under this objective.
Each workstream has prepared an Impact Assessment:
• Impact Assessment A on the Structure of Public Health England – relationship to the Department
of Health, NHS and workforce issues (ref IA3024);
• Impact Assessment B on Commissioning within the public health system– how public health
interventions will be designed and purchased (ref IA3025);
• Impact Assessment C on the Ring Fenced Funding of Public Health England – how it will be
funded, including local areas (ref IA3026). This is a consultation stage Impact Assessment;
• Impact Assessment D on Public Health Outcomes – what framework and indicators we could use
to monitor and drive improvements (ref IA3027). This is a consultation stage Impact Assessment;
and
• Impact Assessment E on Information and intelligence – how the public health service will collate
and disseminate evidence (ref IA3028). This is a consultation stage Impact Assessment.
3. An effective health visiting service is a crucial public health function and there is a need to increase the
size of the workforce. The Coalition Agreement set out a commitment to increase the number of health
visitors by 4200. Healthy Lives, Healthy People sets out more details on this policy. Impact Assessment
F is on Health Visitors (ref IA3030).

Introduction
4. As a nation we are living longer, healthier lives than ever before. However, we know that too many
of us damage our health through the choices we make in living our lives and we know that we need
to be ever-vigilant in protecting people from hazards to health (such as infectious diseases) where
individuals cannot readily protect themselves.
5.

Public health services need to be organised and generally commissioned and, in some cases
(particularly for health protection), provided by the Government. They confer significant population
benefits, but there is little incentive for private providers or local communities to provide such
services. Particularly in the case of health protection and public health emergencies, there would
be a substantial downside if such services were not provided.

6. There is no single accepted definition of what constitutes public health services. In broad terms
they are concerned with the health of the population in general, rather than the provision of specific
diagnosis or treatment services to individuals. Or to put it another way, generally they involve an
assessment of the needs, patterns and demands influencing health improvement and protection
requirements for a whole population or group, rather than a physician-level identification of need for
treatment in specific individuals. For example, vaccination and screening (e.g. breast cancer
screening) are services provided across the whole of the population (or a group within the general
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population), where public health experts design an intervention which is then delivered (generally
by the NHS) to the members of a defined group.
7. A new national approach to the organisation and delivery of public health service is required, both
to ensure that accountability for health protection is clarified and enhanced, and that health
improvement is effectively led, in the context of significant structural changes in the health sector,
fundamentally affecting parts of existing public health services. Additional efficiencies will be need
to be found in the design and organisation of the public health system, given the expected changes
in public sector funding in future.
8. At the local level existing arrangements separate the health actions from other determinants of
public health i.e. housing, education etc. and this limits flexibility on the approach to improving
public health outcomes and reducing health inequalities. A more outcome-focussed approach with
more local discretion is needed.
9. It is important to recognise that the healthcare system already provides a significant level of public
health type interventions, and will continue to do so in a future, For example, in a consultation with
a patient, a clinician may advise him or her about lifestyle factors.

Current public health system
10. At present, activity to improve public health and provide health protection (i.e. protection from
infectious disease, contamination and environmental hazards) is generally seen as distinct from the
diagnosis and treatment of disease, but is the responsibility of various different bodies within
England:
a. The Secretary of State for Health (SoS) and various NHS bodies have a role within health
improvement as part of the existing healthcare system. For example, PCTs commission various
services for their local populations (e.g. stop smoking support; weight management) and GPs
may choose to refer people who smoke into these services, or to provide brief interventions
themselves as part of general practice. Hospital Trusts may also provide health improvement
interventions for their patients, such as helping people who are due to undergo to surgery to
quit smoking, or to provide weight management support for people undergoing bariatric
surgery.
b. Various NHS bodies also have a role with respect to health protection, for example, delivering
immunisation and vaccination programmes that help to protect the local population from
disease, and for preparing for, and responding to emergencies with a health dimension.
c. Local authorities have a role in relation to health protection and in practice have responsibility
for a number of areas that affect public health (e.g. housing, environmental services).
d. The Health Protection Agency (HPA) has significant responsibility for health protection,
including an advisory and expert role, with the frontline responsibility for health protection
activity divided between the HPA and local authorities.
e. The National Treatment Agency for substance misuse has responsibilities with regard to the
health improvement issues surrounding drug abuse. They provide advice and support to NHS
bodies to develop interventions that are more effective in helping people who are addicted to
drugs.

Opportunities to improve public health outcomes
11. Public health outcomes in this country often fall behind those of other countries. Examples of areas
for improvement include:
• Cancer is responsible for a half of female deaths under age 65 and incidence is higher than in
other countries for both sexes. Recent estimates suggest that over 30% of cancer is
preventable.
• It is estimated that over 50% of circulatory disease deaths could be prevented, relevant
factors include diet, smoking and physical activity.
• Respiratory diseases are responsible for 14% of all adult deaths and mortality rates are very
high compared to other countries - the mortality rate for females under 65 is double the EU15
average.
• 20% of people suffer from a musculoskeletal condition and it is estimated that the high
average impact on health makes musculoskeletal conditions responsible for up to half the
overall long-term health burden on society, mainly due to pain and loss of mobility.
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A rapid rise in diabetes is projected such that by 2030, almost 1 in 10 people are expected to
have the condition. Type 2 diabetes is largely avoidable and the rise is associated with rising
obesity levels. Other digestive diseases and liver disease are also expected to rise: both
associated with rising obesity and long term rises in alcohol consumption.
Almost 1 in 5 adults experience mental ill health at any one time and there is evidence that
prevalence has been rising over the last 2 decades. Mental ill health can have a very
significant impact on overall health and accounts for a considerable share of the overall burden
of disease and tends to be concentrated amongst disadvantaged groups including older
people, those who are already sick and those who are poor.
Whilst infectious diseases no longer seem a large threat to the health of the nation, there is
evidence that this may change. Drug resistance remains a challenge, and cases of some
diseases such as tuberculosis have been rising in recent years.
Although infant mortality is at an all-time low, we have the highest rates of infant mortality in
the EU151. Health inequalities within England are exacerbated by a 70% gap in infant mortality
rates between managerial and professional and routine and manual groups.
As Michael Marmot’s Independent Review of Health Inequalities http://www.marmotreview.org/
has extensively demonstrated, there are large variations in health that are systematically
concentrated and persistent within sub groups of the population in England. There are
concentrations of both shorter life expectancy and greater disability and these tend to be,
although not exclusively, in some of the poorest areas of England. This means that people
living in disadvantaged areas are more likely to bear a higher burden of ill health and Marmot
describes this as evidence of a social gradient in health. In addition, the impact of poor health
and the risk of an early death are not evenly distributed across the population. Rather, they
tend to follow a social gradient2 with the worst health and earlier deaths concentrated amongst
those with the least education, the unemployed, those in manual or routine jobs and those who
live in deprived areas.

A fragmented public health system
12. The current public health system has grown up organically and as a result is fragmented not
making the most of potential synergies across services. This could lead to inefficiencies due to
overlapping responsibilities and activities as well as loss of opportunities to make a more positive
impact on public health through the lack of clear accountability.
13. Thus at the national level there is a clear rationale for accountability for health protection to rest
with central government, as the nature of various threats to health (ranging from infectious disease
to terrorist attacks) are not generally amenable to individual or local action, but require clear
“command and control” arrangements, resting on a clear line of sight from the centre of
government down to local services. This requires a system which is more integrated and less
dispersed than the present one.

A national approach misses localised opportunities
14. With respect to health improvement functions, there is currently little freedom for local communities
to design and deliver local solutions for the particular challenges they face, within a rigorous
framework of evidence and evaluation. Centrally designed and developed approaches, such as
national campaigns, may be ill-suited to meet the needs of particular groups within a population.
This may lead to a waste of resources and lack of effective interventions for particular groups,
which could exacerbate inequalities.

A healthcare based approach misses opportunities to impact wider determinants
15. Public health expertise can be overlooked in the healthcare dominated NHS organisations, leading
to fewer public health specialists, reduced spend on public health overall, and poor understanding
of how to use public health evidence to deliver or commission appropriate interventions.
16. Since 2002, the primary responsibility for commissioning NHS and public health services has been
led by PCTs. However, there is evidence that combining the responsibility for commissioning
health services and public health services under PCTs has meant that only a low priority has been
given to public health; thus in 2005-6 when PCT budgets were under pressure, public health
1
2

Department of Health (2010) Health Profile for England 2009, page 64
Marmot Review 2010
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budgets were severely cut to provide for cutting deficits in acute trusts and PCTs. This argues for
ensuring there is a clearer focus locally on public health, undistracted by the demands of
commissioning acute and other health care.
17. Last year a report from the King’s Fund suggested that “NHS staff may… lack the skills necessary
to interpret (data) accurately and use it to develop or adapt behaviour change interventions. As well
as drawing on local health professionals’ knowledge (whether GPs, health visitors, or other primary
and community care staff), PCTs should be making full use of available data on the local
population from a wide range of sources. To do so, they should ensure they have the necessary
skills to interpret this data and to develop targeted interventions using the insights provided by the
data.3
18. Although local authorities have statutory duties to work in partnership with PCTs and others to
achieve improvements in public health, and do have wider powers of wellbeing in the non-health
area, working together with the health sector to tackle public health issues has not always been a
priority. However, many of the wider determinants of health (e.g. housing, economic development,
transport) can be more easily impacted by local authorities, who have overall responsibility for
improving the local area for their populations. Local authorities are in principle well-placed to take a
very broad view of what services will impact positively on the public's health, and combine
traditional "public health" activities with other activity locally to maximise benefits.

Driving the Solution: rationale for Government intervention
19. Bringing together the existing different public health bodies into a streamlined public health service,
and shifting local drivers for public health from NHS bodies to local authorities requires central
Government-level leadership and strategic oversight.
20. The Department is aware of the requirement to achieve efficiency savings with respect to central
government administration. Any changes to workforce and associated costs relevant to the Health
Protection Agency (HPA) and the National Treatment Agency for substance abuse (NTA) will need to
be considered along with changes to the Department of Health and other Arms Length Bodies. Further
analysis on this point will be required in the context of the whole department, and therefore a reduction
in workforce for the HPA and NTA has not been considered in the impact assessments.
21. The Impact Assessments in this document impact directly on the public sector only.

Post implementation Review
22. The policies outlined in this impact assessment will be reviewed as they proceed through the
consultation stage to the final policy stage. The intention is to review the final policies after
implementation to evaluate whether the changes have delivered the anticipated benefits. A postimplementation review plan is at Appendix 1.

Specific Impact Tests
Equality impact assessment
23. A full screening for equality impacts, and an action plan, is attached at Appendix 2.
24. We believe that the creation of a public health service, Public Health England, has potential to
make a positive impact on equality groups through reducing the barriers and inequalities that
currently exist. However, more evidence is needed for a detailed assessment.
25. Regarding the transfer of staff from the HPA and the NTA to the Department of Health, we would
expect a neutral impact given that at this time, all staff within those organisations as of 31 March
2012 will transfer on 1 April 2012.

3

Boyce, T, Commissioning and behaviour change, Kicking Bad Habits final report, Kings Fund, 2008
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26. The proposed ring-fenced budget has the potential to have a positive impact but until policy
options are clarified, it is too early to accurately determine the impact.
27. The Public Health Outcomes Framework and indicator set has the potential to contribute to a
reduction in barriers and inequalities that currently exist. However, as this work-stream is under
development, there is not enough evidence to make this assessment . However, as the Outcomes
Framework seeks to contribute to promoting equalities in health for the whole population, a
negative impact is unlikely.
28. It is likely that improving collection and dissemination of public health information will have a
positive effect on equality as better understanding of the outcomes of different groups help to
promote better targeting of effective interventions.
29. We anticipate that the commitment to increase health visitor numbers would have a positive impact
on disadvantaged groups. The policy intention is to improve health outcomes by ensuring
continuation of universal health visiting provision, offering family health services with more
extended contracts to support new families and arrange of interventions for those with greater
needs, championing wider health and wellbeing, prevention and public health and building family
and community capacity. This is likely to have a particular impact on women (and pregnant woman
and socio-economically disadvantaged children
30. By making the proposed changes to social marketing, we would anticipate a positive impact on
equality groups by better targeting information campaigns and ensuring there is a meaningful and
trusted voice delivering relevant messages.
31. As we move into the consultation phase of the White Paper and outline the available
options, we will be in a better position to make an accurate assessment. Discussions with
stakeholders will better equip us to mitigate any potentially negative impacts.

Health impact assessment
32. The policies on the development of the new public health system and health visitors are likely to
contribute to significant positive impacts on health and wellbeing of the population and indeed is
the primary purpose of the overarching policy.
•

Will the proposal have a direct impact on health, mental health and wellbeing?
The overarching policy aim is to protect the public and improve the healthy life expectancy of
the population, improving the health of the poorest fastest. It will do this by establishing a new
public health system. This should ensure that health protection is clarified and enhanced and
that health improvement is effectively led. The Public Health Outcomes Framework should
provide a vision for the future of public health and demonstrate a mechanism for how it can be
achieved. Spending on public health services will also be safeguarded by the establishment of
a ring-fenced budget. Health visitors also provide direct services as well as supporting and
encouraging other health professionals to help promote health. The skills of health visitors,
working with individuals and communities should maximise health outcomes and reduce
inequalities. The policies should therefore have a positive impact on health, mental health and
wellbeing.

•

Will the policy have an impact on social, economic and environmental living conditions
that would indirectly affect health?
The transfer of health improvement functions to local authorities will unlock synergies with the
wider role of local authorities in tackling the determinants of ill health and health inequalities.
This would address problems with the current arrangements that separate health actions from
other determinants of public health. Local authorities will have autonomy to make health
improvement initiatives and innovations that encompass social, economic and environmental
living conditions, which could have a positive impact on public health. The establishment of
health and wellbeing boards in local authorities could also ensure wider determinants of health
are considered.

•

Will the proposal affect an individual’s ability to improve their own health and wellbeing?
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Local authorities are well placed to make decisions that take a broad view of the needs of their
population. Local authorities can combine public health activities with other activities that could
lead to an individual’s ability to improve their own health and wellbeing.
•

Will there be a change in demand for, or access to, health and social care services?
A unified public health system should ensure that protecting and improving health will be
provided in an efficient and cost-effective manner. This may lead to an increase in primary care
services and a decrease in secondary care services with an overall reduction in demand for
health and social care services.
However any changes in demand to access to health and social care services as a result of this
policy would need to be considered in the wider context of changing demographics.

Rural Proofing
33. The policies on the development of the new public health system and health visitors are unlikely to
have a significant impact on rural areas or people. The transfer of health improvement functions to local
authorities will unlock synergies with the wider role of local authorities in areas such as transport or
housing and could therefore lead to a positive impact for rural areas. In formulating their policies for
public health interventions, local authorities would be expected to consider their impact on rural areas.
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Impact Assessment A: Structure of Public Health England
Title:
Structure of Public Health England

Impact Assessment (IA)
IA No: 3024

Lead department or agency:
Department of Health
Other departments or agencies:

Date: 30/11/10
Stage: Final
Source of intervention: Domestic
Type of measure: Primary legislation

What is the problem under consideration? Why is government intervention necessary?
A new national approach to the organisation and delivery of public health services is required to streamline
and integrate existing health protection and improvement bodies and functions and thereby improve the
health of the population. Existing local arrangements for delivery of public health separate action on health
from other determinants of public health, eg. housing, education etc, limiting the scope for improving public
health outcomes and reducing health inequalities. At the same time, significant structural changes in the
health sector necessitate new arrangements for public health delivery.

What are the policy objectives and the intended effects?
The over-riding policy objective is to protect the public, and to improve the healthy life expectancy of the
population, improving the health of the poorest, fastest, by establishing a new public health service, Public
Health England, incorporating both national and local structures. There are two relevant objectives:
1.At a national level, set up the public health service (Public Health England)
2.At a local level, transfer the responsibilities for public health and the post of Director of Public Health, from
NHS Primary Care Trusts to local authorities
The intended effects of these changes are to create efficiency and to improve public health outcomes,
including addressing health inequalities.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
With regard to objective one:
A. Do nothing
B. (preferred option) Set up Public Health England as part of the Department of Health and move Directors
of Public Health to local authorities

When will the policy be reviewed to establish its impact and the extent
to which the policy objectives have been achieved?

See Annex

Are there arrangements in place that will allow a systematic collection
of monitoring information for future policy review?

Yes

Ministerial Sign-off
I have read the Impact Assessment and I am satisfied that (a) it represents a fair and reasonable view of
the expected costs, benefits and impact of the policy, and (b) the benefits justify the costs.
Signed by the responsible Minister:

.................................................... Date: .......................................
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Enforcement, Implementation and
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?

01/04/12 for HPA

Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties4

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

4

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Structure of Public Health England
1. This Impact Assessment is part of a suite of impact assessments that accompany the public health
White Paper. Other impact assessments in this suite are:
• Commissioning within the public health service (IA3025)
• Ring-fenced funding of public health (IA3026),
• Public Health Outcomes Framework (IA3027),
• Information and intelligence for public health (IA3028)
• Health visitors (IA3030)

2. This Impact Assessment considers the structure of the public health service. It impacts directly on the
public sector only.

What are the policy objectives and the intended effects?
3. The overarching policy objective is to streamline existing public health bodies and functions in order
to maximise synergies and efficiencies thereby improving public health, increasing efficacy of health
protection, and ensuring the system offers value for money.
4. At a national level, this relates to bringing together a number of existing public health organisations
into a single public health service, directly accountable to the Secretary of State.
5. At a local level, the objective relates to locating the Director of Public Health in either a local authority
or within GP consortia.
6. We would anticipate seeing increased efficiency and efficacy as a result of the system changes,
leading ultimately to financial savings and improvements in public health outcomes.
7. The preferred options are not for consultation.

What policy options have been considered?
National structure
8. We have considered two options in relation to the national structure of Public Health England.
A. Do Nothing
B. Set up the public health service as part of the Department of Health (DH)
A. Do Nothing
9. Currently, the public health system incorporates a number of organisations, primarily:
• Department of Health policy and analytical leads
• NHS
o Strategic Health Authorities – Regional Directors of Public Health and their teams
o Primary Care Trusts – Directors of Public Health and their teams
• Health Protection Agency
• National Treatment Agency for substance misuse
• Several information services including public health observatories and various registries
10. This list does not include all those who contribute to public health or who are part of the broader
public health system, which would include, for example, clinical staff of the NHS and local
authority staff, such as environmental health officers. However, it does include those involved in
leading specific aspects of public health, including either or both delivery and commissioning of
appropriate interventions. These are the elements of the public health service with which we are
concerned in terms of the new public health service.
11. The Do Nothing option is not viable because:
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•
•
•

In light of the disestablishment of SHAs and PCTs, and given the vital nature of their work,
there is a requirement to ensure public health expertise and workforce is located elsewhere.
Maintaining the status quo is unlikely to meet the overall objective of effectively protecting and
improving the health of the population, improving the health or the poorest, fastest.
In view of the need to achieve significant cost efficiencies in order to respond to the financial
challenge facing the public sector, we need to maximise use of shared corporate services and
minimise duplication in activity across different organisations.

B. Set up Public Health England as part of the Department of Health (DH)
12. This is our preferred option. Alongside the proposals in the White Paper Equity and excellence:
liberating the NHS it supports a fundamental change in the role of the Department of Health that
is intended to unify accountabilty for the protection and improvement of public health in England,
bring it into the heart of national government under the Secretary of State for Health, and sharply
reduce government’s role in the management of the NHS.
13. The HPA is just one component of a public health system that is currently fragmented and
relatively opaque, spread across central government, local government, the NHS and other arms
length bodies such as the Food Standards Agency (part of which has been recently integrated
into DH) and the National Treatment Agency for substance misuse (which will also be integrated).
The objective is a co-ordinated and coherent public health service with clear leadership,
accountable to Parliament and the electorate, that can respond quickly and flexibly to threats to
public health. The Secretary of State, in his role as chairman of the new Public Health Cabinet
Committee, will also be able to bring to bear the combined expertise of the public health service
across government. To carry out that oversight and directional role effectively the Secretary of
State needs a public health service that he is able to deploy flexibly as needs arise and change,
without further potentially costly reorganisations. That realistically can only be delivered by a
service which is integrated within the Department of Health.
14. The alternative, such as a public health service housed in an organisation at arms length from the
Department might reduce short-term transition costs but would not deliver that integration,
flexibility and close oversight of key public health functions which is the essence of the
Government’s plans. A body which focused on the current HPA functions and did not include the
intelligence and analysis functions would perpetuate the current fragmentation. On any arms
length model, there would be a real risk that, over time, the body developed its own agenda and
became less responsive to the wishes of Ministers, who will be taking personal accountability for
the successful operation of the system.
15. At the moment within the UK, there is a very rich range of bodies producing intelligence,
information and analysis. However, this has grown up in a piecemeal fashion, resulting in a lack
of overall coherence with duplication and gaps within the system. Bringing together these
functions offers the opportunity to maintain high quality, streamlined services. This should
enhance user accessibility and ease of access which should in turn mean the available data is
more likely to be used. In addition, creating Public Health England should ensure gaps in the
current evidence base are more readily identified. The decisions to commission research and
development will be better informed as the Department will have better access to information
which means we will be able to better target resources.
16. Anecdotally the relationship between the Directors of Public Health and HPA colleagues had not
always been as effective as it might be. By clarifying the relationships between the local
leadership (DsPH), the local public health service (Health Protection Units) and the rest of the
public health service is vitally important. The clarification of relationships is essential in ensuring
the most effective possible response to health emergencies.
17. In summary, the benefits of a unified public health service should include:
•
•
•
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clearer, stronger lines of accountability through to the Secretary of State;
a more responsive and adaptable service;
more effective analysis and application of evidence, intelligence and data;

•

wider government engagement with the improvement and protection of health, with more direct
access to the experience and advice of front-line health protection staff.

Local structure
18. We have considered three broad options in relation to the local structure of the public health
service.
A. Do Nothing
B. Move Directors of Public Health to local authorities
C. Move Directors of Public Health to commissioning consortia
A

Do Nothing

19. In light of the disestablishment of SHAs and PCTs, and given the vital nature of their work, there
is a requirement to ensure public health expertise and workforce is located elsewhere so the do
nothing option is not viable.
B

Move Directors of Public Health to local authorities

20. This is our preferred option. Currently, DsPH are employed by NHS Primary Care Trusts, limiting
scope for influencing the wider determinants of health, such as housing, education, transport and
the built environment. Locating DsPH within local authorities will enable greater synergies with
other local government responsibilities, increasing the likelihood that public health outcomes can
be improved through effective joint working. For example, a DPH may influence, and potentially
support with ring-fenced public health funding, other local authority directors to ensure investment
in transport planning took account of the need to increase physical activity of the local population.
This would enable local authorities to meet their local community’s needs in both reducing
congestion and improving public health. DsPH will be jointly appointed by the Secretary of State
and local authorities and employed by the local authority.
21. We intend to locate DsPH within upper-tier and unitary authorities. This broadly corresponds to
existing provision of public health expertise, with DsPH sitting within PCTs, that are often
coterminous with these local authorities. We recognise, though, that many existing public health
functions within local authorities take place at the lower-tier, district councils, for example,
environmental health officers. We anticipate that local areas will build on existing relationships
between the tiers to enable effective public health commissioning at the local level, though this
will be subject to local discretion and arrangements. Furthermore, some local authorities may
choose to amalgamate DPH roles across boundaries, as some authorities are already
considering for other posts within local government. This is a response to the efficiency agenda
and will be for local determination to balance cost-effectiveness with the drive for locally-relevant
services and strategy.
22. There is a risk associated with moving DsPH to local authorities regarding healthcare public
health and the reduced influence and access to information DsPH will have on commissioning
and monitoring healthcare services from a population perspective. This could be negative both
for local public health in terms of reduced leverage over whole care pathways for DsPH, but also
for NHS commissioning in terms of reducing the cost-effectiveness of commissioning. To
ameliorate this risk, we are working closely with professional public health organisations,
departmental colleagues and stakeholders involved in the design of the NHS commissioning
board and supporting development of GP consortia. Collaborative working will enable us to
develop a joint solution that meets the need both of public health and healthcare commissioning.
C. Move Directors of Public Health to GP consortia
23. This option would ensure consideration of population health remained within healthcare
commissioning. However, it would not enable improved focus on public health within local
government, nor would it provide Secretary of State with line-of-sight accountability for the public
health service. We anticipate GP consortia will require significant input from public health
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expertise, including DsPH. The health and wellbeing board will provide formal opportunities for
this to take place, though informal local relationships and arrangements may develop over time.

Preferred Option: Impacts, Costs and Benefits
This policy will not have any direct impact, positive or negative, on the private or civic society
sectors.

Discussion of the current strengths and weaknesses
24. As presently constituted, the HPA carries out a good deal of essential work. Some teams within
the organisation have hard-won international reputations in their respective fields, and there are
good examples of timely coordination with DH to support national policy, involving appropriate
and efficient division of labour. To give two examples:
25. The recent volcanic ash incident saw excellent coordination between DH Health Protection and
Emergency Preparedness Divisions and the Health Protection Agency's Centre for Radiation,
Chemical and Environmental Hazards to produce a consolidated health risk assessment for
specific scenarios generated by the Scientific Advisory Group for Emergencies (SAGE) and the
COBRA Situation Reports.
26. One of the major successes of the UK response to the 2009 Swine Flu pandemic was the
investigation and database which followed a significant numbers of the early cases and their
contacts, the so-called 'FF100'. This rested on the close working relationship between the
surveillance experts at the HPA and the modellers both in HPA and DH. This meant that the
features of the raw data (i.e. reporting delays, laboratory delays) could be properly understood
and incorporated into the analysis.
27. However, HPA’s status as a separate body makes it more difficult to ensure that its activities
match national priorities – that its work is addressing the questions that most need answering. At
present, DH funding for HPA activity comes from a mixture of core Grant-in-Aid (GiA), and
funding for specific additional projects either through additional GiA or through research projects.
(In addition, as stressed elsewhere, HPA generates a significant amount of external funding.)
This can lead to loss of clarity in distinguishing between what HPA is doing as part of its core
function, and what it is being contracted to do as additional project work. In addition, use of
research funding has meant that to comply with EU regulations projects have had to go out to
competitive tender even if in reality HPA was the only credible bidder. This can introduce
significant delays in getting the required work started. In one instance, DH needed to know
whether to continue piloting an intervention against a common infectious disease. A full academic
level analysis was not required initially, and HPA had the capacity and expertise to take the work
forward quickly. However, the need to treat this as a 'research project' required that the project go
out to competitive tender. HPA provided a bid sufficient to meet the DH requirement, but
insufficient to meet the requirements of a full academic research proposal. The work eventually
proceeded, but only after considerable delay.
28. Most importantly, getting good value from project work is critically dependent on (a) setting up
and agreeing contracts against well-defined specifications and (b) active and effective projectmanagement thereafter, taking account of any changes in circumstances or policy needs. The
former can be time-consuming to define and negotiate, while any failure to project-manage
effectively risks wasted effort and production of work that does not meet policy needs. Although
there are again examples of good practice, the current situation can fairly be described as
patchy. Success is overly-reliant on individual initiative by staff (in both organisations) rather than
stemming naturally from the organisational structure. Such success is consequently vulnerable to
changes in key staff. The risk is that there may be little systematic way of holding the parties to
key deliverables and timelines, and to reporting of progress and early warning of difficulties or
slippage. HPA staff are not directly accountable to DH: they have their own management chain,
and business priorities do not necessarily match the Department’s – for example as to the
relative importance of surveillance as compared to other tasks. Potentially, this risks delay in
identifying public health problems.
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29. The current arrangements for intelligence and analysis involve a wide range of bodies, including
the HPA, Public Health Observatories and the Department. Whilst this has delivered rich sources
of public health intelligence, there is also scope for duplication - for example, though production
and use of separate Situation Reports. This is potentially wasteful, and also risks confusion as to
whether, for example, HPA are providing independent information or speaking on behalf of
Government. Taking a more systematic approach should also reduce the risk of “partially
overlapping” roles leaving significant issues overlooked. At present, rapid sharing of information
is also inhibited by lack of IT integration: for example, as a non-Civil Service body, HPA staff do
not have gsi (government secure internet) email accounts, which restricts the material that can
be sent.
30. In summary, although there are considerable strengths in the current arrangements, the disjoints
in the system could make it more difficult to spot emerging public heath problems at the earliest
possible opportunity and therefore to respond where necessary as early as could be the case.
31. In this respect, the proposed integration of HPA and DH functions complements other steps to
improve preparedness. In particular, the NHS Commissioning Board becoming directly
responsible for assuring NHS preparedness and resilience, the related assurance and
compliance mechanisms being put in place and the obligation to plan jointly with partner
agencies (Public Health England itself, local authorities, Police and Fire services etc). This
should deliver a more joined-up system with greater strength, clarity and accountability.

Benefits
Enhanced Use of Evidence
32. Effective use of evidence to underpin public health policy involves a number of steps, from
research and generation of basic information through to provision of analytical policy advice5 The
key benefit of the proposed change in structure at national level is to ensure that this “evidential
chain” works in its entirety, and in an integrated way. This forms one key strand of the
Department’s evolving Public Health Information Intelligence and Research Strategy.
33. Achieving this requires an organisational structure that can combine – and to some extent
balance, integration of mechanisms to prioritise work and coherence and cost-effectiveness in
information collection and management - e.g. collecting each given piece of information once and
only once then making it available for a wide variety of uses (subject to appropriate safeguards)
with variety in the types and sources of information and analysis used, allowing cross-checking
and “triangulation” using independent sources and methods.
Integration as a Means of Reducing Costs
5

Using evidence to inform policy decisions: key Steps

Generation of data. In the Public Health context, this includes the results of laboratory work (on animals, human samples or
inanimate materials), surveillance activity (some of which is experimental, e.g. serological testing, some of which is
observational). HPA currently generates some of this primary itself, or contracts others to do so.
Interpretation of data into evidence – e.g. testing for statistical significance.
Information Management. As well as generating primary data, HPA is also active in bringing together and organising data
from other sources, dissemination activity etc.. This is also reflected in HPA’s role in providing the scientific secretariat for
various advisory committees.
Modelling. Although in some areas and for some purposes, information – e.g. statistical indicators – can be used to inform
policy without much intervening analysis, there is more usually a need for modelling to provide the bridge between evidence
and policy choices. Essentially, modelling may be needed to understand and assess :the potential impact of a given threat to
public health, bearing in mind inevitable scientific uncertainties (for communicable diseases, this includes capturing the
epidemiology; the likely effect of potential intervention; the effective organisation of interventions (“operational” modelling);
cost-effectiveness of alternative choices. Note that this will only be satisfactory if the previous stages have been adequately
covered. (For communicable diseases, health economics needs to build on the epidemiology of transmission.)
Providing policy advice based on all the above, whether to DH policy teams or relevant Advisory Committees.
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34. Abolishing various bodies and transferring their functions to Public Health England within the
Department of Health will facilitate savings of around 30% to be made from back office and
administrative functions during the Spending Review period. There is a process in place to
identify the relevant figures for the bodies concerned.
35. It is arguable that 30% savings in non-front-line costs could be made in the bodies concerned
without integration. This is potentially true. However, the purpose of integration is not simply to
make savings, rather it is to develop a streamlined, integrated public health service which can
maintain and enhance current performance but at significantly lower cost. Reducing the costs of
the bodies without integration will make it challenging to do more than maintain existing
performance, let alone make the improvements which can be delivered through integration. In
addition, it is arguable that in the case of a smaller organisation reductions of these size would
make it unsustainable, further strengthening the case for integration.
Benefits associated with a reduction in duplication of activity and filling in of gaps
36. Bringing the HPA and the NTA into the DH has the potential to reduce duplication in activity and,
where appropriate, fill in the gaps that have previously fallen between organisations. This is
particularly relevant with respect to information and intelligence, which currently operates across
a number of organisations, including particularly the HPA and the existing DH.
37. The opportunity to better integrate intelligence may enhance the ability of the service to deliver
what is needed and what works best. For example, we know that there is robust cost-benefit
evidence that prevention and early intervention can break down cycles of inequality running
through generations of families (Marmot et al, 2009). The economic returns of early childhood
interventions exceed cost by an average ratio of six to one (NICE, 2009). A number of studies
have demonstrated significant cost benefits from early years interventions, and particularly for
long-term outcomes (Karoly et al, 2005). We believe that better alignment of information, analysis
and intelligence, would put us in a better position to understand the most appropriate
interventions and enable early intervention.
Benefits associated with better responsiveness
38. At the moment, there are many organisations with responsibility for public health functions. At an
individual-level these organisations work well but the approach is not as co-ordinated as it could
be. The proposed system changes will bring greater accountability for the SofS and a better
overview of the whole system. Bringing functions such as the HPA and NTA and other bodies
into the DH will ensure better alignment with national strategy.
39. Another potential benefit of drawing different public health bodies together is removing confusion
and subsequent delays in responding to public health threats and emergencies. Having a
streamlined public health service will improve clarity of accountability and remove the potential for
duplication or gaps in activity due to lack of clear roles and responsibilities between different
agencies and organisations.
Benefits associated with improved public health outcomes and a reduction in health inequalities
40. Ultimately, the objective of this legislation and the associated policy changes outlined in the
public health White Paper is to improve the health of the population, improving the health of the
poorest, fastest. In the Department’s view, a first step to achieving this is to draw together under
the Secretary of State all the different aspects of the public health system that could benefit from
being part of a unified, professional public health service. We anticipate improvements in public
health outcomes, and this is considered in more detail in Appendix D of this document.
41. We will endeavour to monitor the effectiveness of the public health service once it is in operation
both through monitoring progress against the public health outcomes framework and the
effectiveness and efficiency of delivering health protection and emergency response functions.
This work would be led by the public health service information and intelligence elements, but
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overseen by other parts of the Department of Health, who will support Ministerial challenge of the
service.

Risks and Mitigation
42. Despite the arguments already set out in favour of the proposed integration at the national level,
there is no guarantee that bringing HPA into an integrated public health system will ameliorate
the problems outlined above. Rather, the change in status should provide an opportunity to do
so. Realising the advantages will require appropriate management strategies. For example, if at
present good project management is often dependent on the existence of well-defined contracts
between the separate organisations, removing this specific mechanism poses obvious risks.
Mitigation is likely to require more robust processes for business management within the new
structure.
43. Loss of HPA’s (relative) independence also carries risks as well as benefits to the system. Risks
to current income generation – where perceived lack of independence may be key - have already
been noted. In addition, the public health system currently benefits considerably from a cadre of
scientists in HPA able to do longer-term work, to publish extensively in peer-reviewed literature
and offer advice that may be perceived as more objective. To minimise the potential loss of this
resource, engagement with staff during the transition period will be essential, as will effort to
ensure that responsiveness to policy needs does not squeeze out longer-term research
excessively.
44. Once the new system is in place, it will be important to maintain centres of expertise with
separation sufficient to allow analytical staff currently in HPA and DH to peer-review each other's
work. On the most important issues, it is highly desirable to have separate and independent
analyses available – e.g. modelling using different methods - to ensure robustness of
conclusions. This was of great benefit, for example, during the 2009 Swine Flu pandemic. At
present, HPA has sufficient independence to provide such input, with academic researchers
providing further alternative views. Loss of this role for HPA researchers would necessitate
greater reliance on external sources of expertise that might prove more difficult to mobilise in an
emergency.
45. These issues will be kept in mind as the more detailed organisational design is considered. It
may be that sufficient specialist autonomy can be retained within a fully-integrated system.
Alternatively, the provisions set out in the White Paper and Health and Social Care Bill are
sufficiently flexible to allow creation of other models for specific functions – e.g. setting up trading
companies wholly-owned by Secretary of State.
Summary of Risks and mitigation
•
•

•
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Risk: transition to new structures is financially costly in terms of changing people's terms and
conditions.
Mitigation: working with HR to develop an appropriate framework for transition, including looking
to apply TUPE where appropriate to keep transition costs to a minimum – any decisions as to
changing or maintaining terms and conditions will depend on the outcome of an HR framework
and consultation.

•

Risk: moving DsPH to local authorities reduces influence and access to information DsPH will
have on commissioning and monitoring healthcare services from a population perspective
reducing leverage over whole care pathways for DsPH, but also for NHS commissioning in terms
of reducing the cost-effectiveness of commissioning.
Mitigation: working closely with professional public health organisations, departmental
colleagues and stakeholders involved in the design of the NHS Commissioning Board and
supporting development of GP consortia to enable a joint solution that meets the need both of
public health and healthcare commissioning.

•

Risk: losing workforce during transition due to uncertainty and lack of clarity on their future roles.

considered in the Analysis & Evidence Summary. The Department of Health will set up any
necessary mechanisms to ensure the income generation capacity of the HPA is maintained.
50. Over the past four years, the HPA has grown external income at 12.6%,. However, it is uncertain
that this could be sustained under any option. It has been assumed that even without moving
HPA into the public health service this external income would remain the same at constant
prices.
51. In the long run, cost savings should arise from an overall reduction in corporate services where
duplication exists between the merging organisations. Abolishing various bodies and transferring
their functions to Public Health England within the Department of Health will facilitate savings of
around 30% in non-front-line costs, to be made from back office and administrative functions.
There is a process in place to identify the relevant figures for the bodies concerned. These
savings will be considered as part of the overall reductions required as part of the Spending
Review measures being taken by the department. We have therefore not included an estimate of
the savings in this impact assessment.
52. It is arguable that these savings could be made in the bodies concerned without integration. This
is potentially true. However, the purpose of integration is not simply to make savings, but rather
to develop a streamlined, integrated public health service which can maintain and enhance
current performance but at significantly lower cost. Reducing the costs of the bodies without
integration would make it challenging to do more than maintain existing performance, let alone
make the improvements which can be delivered through integration. In addition, in the case of a
smaller organisation reductions of these size would arguably make it unsustainable, further
strengthening the case for integration.
53. All the organisations relevant to consideration here are already undertaking efficiency
programmes as part of their response to the efficiency agenda. This means the level of staffing,
resource and programmes ongoing at the time of this impact assessment may be different if and
when the organisations are drawn together by Royal Assent of the Health Bill (expected 2011).

SUMMARY AND WEIGHING OF OPTIONS
i.
Present the best estimate of the overall net benefit of each option, by deducting
the expected opportunity cost of the intervention (see IA Technical Guidance on how to
derive the Opportunity Cost) from the expected benefit.
ii.
Summarise other factors, including equality and that weigh for or against each
option, using the criteria cited for this IA in section A.
iii.
Draw conclusions:
Table : Costs and benefits and other factors associated with the short listed
options
OPTIONS
COSTS (£)
BENEFITS (£)
NET
Equality/ QIPP
(against
BENEFITS Other
Compliance
Option 1)
(£)
Impacts
Central Worst Central Worst Central
Option 2:
Option 3:
Total
NPV
Costs
and
benefits
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Annex: Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];
There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the new
Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to assess
the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment; criteria
for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]
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Impact Assessment B – Commissioning within the public health service
Title:

Commissioning within the public health service

Impact assessment (IA)

Lead department or agency:

Ia no: 3025

Department of Health

Date: 01/01/2010

Other departments or agencies:

Stage: Final
Source of intervention: Domestic
Type of measure: Other

Summary: Intervention and Options
What is the problem under consideration? Why is government intervention necessary?
Local commissioning: Existing local arrangements for commissioning of public health separate action on
health improvement from other, wider, determinants of health improvement, eg. housing, education etc,
limiting the scope for commissioners to improve public health outcomes and reducing health inequalities.
National commissioning: Existing national arrangements for commissioning of public health separate action
on health protection among a number of organisations, with expertise on public health issues fragmented
across organisational boundaries, limiting the efficiency and innovation in commissioning and delivering
health protections services.

What are the policy objectives and the intended effects?
The policy objectives are to align commissioning activities within those bodies which are most able to i) plan
effectively, ii) take account of the needs of their population most effectively, iii) get value for money (e.g.
through outsourcing), and iv) take into account the full cost and benefit to society when planning a service.
Transferring the local public health commissioning responsibilities to local authorities facilitates joined up
approaches across many other areas of local government work and with other important local partners – all
of which can have a huge impact on the wider determinants of health wellbeing. Transferring the national
public health commissioning responsibilities to one organisation will allow for a more effective use of existing
knowledge and expertise currently deployed across several organisations.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
Local commissioning
Do nothing - Primary Care Trusts remain responsible for commissioning
Preferred option - All local commissioning to be undertaken by local authorities
Alternative option - All local commissioning to be undertaken by GP commissioning consortia
Note that we also consider the impact of assigning commissioning responsibilities to upper tier, as opposed
to lower tier, local authorities.
National commissioning
Do nothing – the Department of Health, Health Protection Agency and National Treatment Agency remain
responsible for commissioning
Preferred option – All national commissioning to be undertaken by Public Health England
When will the policy be reviewed to establish its impact and the extent to which
the policy objectives have been achieved?
Are there arrangements in place that will allow a systematic collection of
monitoring information for future policy review?

SEE ANNEX
YES

Ministerial Sign-off
I have read the Impact Assessment and I am satisfied that (a) it represents a fair and reasonable view of
the expected costs, benefits and impact of the policy, and (b) the benefits justify the costs.
Signed by the responsible Minister:................................................................... Date: .......................................
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Summary: Analysis and Evidence
Summary: Analysis and Evidence
Description: Preferred option – All local commissioning to be undertaken by local authorities
Price
Base
Year
2010

PV Base
Year
2013

COSTS (£M)

Time
Period
Years 10

TOTAL TRANSITION

AVERAGE ANNUAL

TOTAL COST

(EXCL. TRANSITION)

(PRESENT VALUE)

N/A

£1.0M

£9.1M

N/A

£1.5M

£14.1MM

(CONSTANT PRICE)

LOW
HIGH

Net Benefit (Present Value (PV)) (£m)
Best Estimate: N/A
Low: N/A
High: N/A

YEARS

N/A
N/A
N/A
BEST
DESCRIPTION AND SCALE OF KEY MONETISED COSTS BY ‘MAIN AFFECTED GROUPS’
We assume that transferring local public health commissioning responsibilities from PCTs to LAs will result
in a cost saving to primary care trusts (PCTs) of £348m, and a cost to local authorities (LAs) of, potentially,
£348m. Furthermore, we assume an additional cost in joint working between LAs and GP consortia since
there are likely to be more GP consortia than there are PCTs (we assume a higher estimate of this joint
working for the high cost estimate).

OTHER KEY NON-MONETISED COSTS BY ‘MAIN AFFECTED GROUPS’
We do not monetise the transition costs of transferring staff from PCTs to LAs. This may add significant
cost, and will be necessary in order to build capacity within LAs to carry out the new commissioning
functions.

BENEFITS (£M)

TOTAL TRANSITION

AVERAGE ANNUAL

TOTAL BENEFIT

(EXCL. TRANSITION)

(PRESENT VALUE)

N/A

£0

£0

N/A

£140M

£1,164M

(CONSTANT PRICE)

LOW
HIGH

YEARS

N/A
N/A
N/A
BEST
Description and scale of key monetised benefits by ‘main affected groups’
We consider (in the high benefit estimate) that local authorities may be able to make cost savings from
increasing the diversity of supply through outsourcing and improving efficiency in commissioning.

Other key non-monetised benefits by ‘main affected groups’
It would be misleading to monetise the potential impacts on improved health and wellbeing in the
population, since it is dependent on commissioning actions taken at the local level, as yet
undetermined. However, we have argued that it is plausible to assume, based on some (limited)
evidence that transferring commissioning responsibilities for public health services has the potential to
improve the health and wellbeing of the population.

Key assumptions/sensitivities/risks

discount rate

3.5%

Firstly, LAs may not have the capacity to commission public health services effectively, which are of
their nature challenging. Secondly, commissioning may result in a postcode lottery, as local
authorities focus on local needs. This reflects the government's approach to localism, but it could
result in what was deemed an unacceptable variation in service access. Finally, local authorities and
GP consortia will need to continue to work together to ensure that public health and NHS care services
are aligned. This may prove difficult, given different boundaries and different priorities. This may have
implications for joint working and commissioning. There is also potential for cost shifting where
responsibilities are split between the public health service and NHS (e.g. obesity prevention).
Direct impact on business (Equivalent Annual) £m):

Costs:
25

Benefits:

Net:

In scope of OIOO?
No

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
What is the geographic coverage of the policy/option?
From what date will the policy be implemented?

England
By 2013/14

Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

(Million tonnes CO2 equivalent)

N/A
N/A
Potentially, but indirect

Does the proposal have an impact on competition?
What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Benefits:

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Non-traded:

Specific Impact Tests: Checklist
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties6

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

6

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: An
Summary: Analysis and Evidence
Description: Preferred option – All national commissioning to be undertaken by Public
Health England
Price
Base
Year
2010

PV
Base
Year201
3

Costs (£m)

Time
Period
Years 10

Total transition

Average annual

Total cost

(excl. Transition) (constant price)

(present value)

N/a

N/a

N/a

N/a

N/a

N/a

(constant price)

Low
High

Net Benefit (Present Value (PV)) (£m)
Low: N/A
High: N/A
Best Estimate: N/A

years

n/a
n/a
Best estimate
Description and scale of key monetised costs by ‘main affected groups’

n/a

N/A

Other key non-monetised costs by ‘main affected groups’
We do not monetise the transition costs of transferring staff to the public health service. This may add
significant cost.

Benefits (£m)

Total transition

Average annual

Total benefit

(excl. Transition) (constant price)

(present value)

N/a

N/a

N/a

N/a

N/a

N/a

(constant price)

Low
High

years

n/a
n/a
n/a
Best estimate
Description and scale of key monetised benefits by ‘main affected groups’
N/a

Other key non-monetised benefits by ‘main affected groups’
We assume that there may be improved efficiency and innovation in the commissioning activities
currently undertaken by the Department of Health, when the three organisations that provide health
protection services at a national level are bought together within Public Health England. These
potential savings will have to be large enough to offset the costs of transferring staff to the public
health service if we are to conclude that the benefits of the preferred options outweigh the costs.

Key assumptions/sensitivities/risks

discount rate

N/a

As for the local level, there may be potential for cost shifting.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

NO

Benefits:

Net:

Enforcement, Implementation and Wider Impacts
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Measure classified as
NA

What is the geographic coverage of the policy/option?

England
By 2013/14

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?
What is the annual change in enforcement cost (£m)?
Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

(Million tonnes CO2 equivalent)

N/A
N/A
Potentially, but indirect

Does the proposal have an impact on competition?
What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Benefits:

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Non-traded:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties7

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

7

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Evidence Base (for summary sheets) – Notes
Table 1: References

N
O.

LEGISLATION OR PUBLICATION

5

EQUITY AND EXCELLENCE: LIBERATING THE NHS

6
7
8

+ Add another row

Table 2: Annual profile of monetised costs and benefits* for local commissioning arrangements (£m) constant prices

Transition costs
Annual recurring cost
Total annual costs
Transition benefits
Annual recurring

Y0

Y1
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£2M
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N/A
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N/A

N/A

N/A

N/A

N/A

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

LOW

HIGH £140M £140M £140M £140M £140M £140M £140M £140M £140M £140M

Total annual benefits

LOW

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

HIGH £140M £140M £140M £140M £140M £140M £140M £140M £140M £140M
* For non-monetised benefits please see summary pages and main evidence base section

Table 3: Annual profile of monetised costs and benefits* for national commissioning
arrangements - (£m) constant prices

Transition costs
Annual recurring cost
Total annual costs
Transition benefits
Annual recurring
Total annual benefits
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Y4
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Y7

Y8
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A
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N/A
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N/A
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N/A

N/A

N/A
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N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

* For non-monetised benefits please see summary pages and main evidence base section
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Commissioning within the public health system
1. This Impact Assessment is part of a suite of impact assessments that accompany the public health
White Paper. Other impact assessments in this suite are
• Structure of Public Health England (3024)
• Ring-fenced funding of public health (3026),
• Public Health Outcomes Framework (3027),
• Information and intelligence for public health (3028),
• Health visitors (3030)
2. This Impact Assessment considers how public health interventions will be designed and
purchased. It directly impacts the public sector only.
3. The policy objective is to align commissioning activities within those bodies which are most able to
i) plan effectively, ii) take account of the needs of their population most effectively, iii) get value for
money (e.g. through outsourcing), and iv) take into account the full cost and benefit to society
when planning a service.

Local level
4. Since 2002, the primary responsibility for commissioning NHS and public health services has
been led by Primary Care Trusts (PCTs). Although local authorities have had statutory duties on
them to work in partnership with PCTs (e.g. to complete the Joint Strategic Needs Assessment)
and others to achieve improvements in public health, they do not have specific funding to do so.
5. Transferring the local public health commissioning responsibilities to local authorities allows for
tailored local solutions to meet widely varying local needs, and facilitates joined up approaches
across many other areas of local government work (such as housing, planning, social care, and
leisure) and with other important local partners (such as the police, business and schools) – all of
which can have a huge impact on the wider determinants of health and wellbeing. Local
authorities can then take overall responsibility for improving the local area for their populations,
including public health services. This has the potential to demonstrate cost savings (as a result of
increased outsourcing and/or improved efficiencies) and the potential for improved health of the
population (as a result of more joined up services with a focus on public health outcomes). In this
Impact Assessment, we consider the costs and benefits of transferring local public health
commissioning efforts to local authorities compared to the ‘do nothing’ option (i.e. PCT
commissioning). Since PCTs are being abolished under the provisions in the Health and Social
Care Bill, we also consider the costs and benefits of our preferred option in relation to transferring
commissioning responsibilities at a local level to GP commissioning consortia.

National level
6. Not all public health services can be commissioned at a local level. For example, since
surveillance benefits from economies of scale, it is likely that one national provider is more
efficient. Immunisations have elements of a national public good, with positive externalities
occurring outside the locality of local authority geographical boundaries, suggesting that a national
strategy on immunisation is therefore most likely to maximise benefits.
7. At a national level, a number of organisations, including the Department of Health, the Health
Protection Agency and the National Treatment Agency, have responsibilities for commissioning
and/or delivering public health services under current arrangements. Transferring the national
public health commissioning responsibilities to one organisation, the Public Health England, will
ensure that one body nationally is able to strategically plan the full range of public health services
provided at a national level.
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8. This will mean that current service provision, taking place across a number of organisations, is
joined up, giving Secretary of State direct oversight and accountability of the full range of health
protection activities. The rationale for bringing the commissioning of these various services within
one organisation is that there is likely to be improved efficiency and innovation in commissioning
arrangements, for example, from sharing expertise and experience to deliver services at lower
cost. In this Impact Assessment, we consider the costs and benefits of joining up national
commissioning efforts within the Public Health England at a national level, in relation to the do
nothing option.

What policy options have been considered?
Local level
9. We have considered three main options for public health commissioning at a local level, along with
two sub-options.
Do nothing option – PCTs remain responsible for commissioning
10. The Government has announced that PCTs will be abolished and their commissioning functions
moved elsewhere. Given this, the do nothing option is no longer an option.
Preferred policy option – all local commissioning undertaken by local authorities
11. The rationale for this is that public health differs from other healthcare services provided by the
NHS and may benefit from inclusion within local authorities for the following reasons:
•

•

•

Externalities: the consumption of public health services often produces positive
externalities. Vaccinations protect non-immunised individuals by reducing the prevalence
and likelihood of infection; healthy dietary habits encourage others to eat healthily as well.
Since local authorities are responsible for meeting the needs of their local populations, they
are most likely, and able to, take into account these positive externalities when
commissioning services.
Wider determinants: Local authorities may be more able to facilitate joined up approaches
to commissioning public health services across many other areas of local government work
(such as housing, planning, social care, and education) and with other important local
partners (such as the police, business and schools)
Individual versus geographical importance: for many public health services there is an
important geographical influence on the provision of the service. For example, in areas
where teenage pregnancy is high, outreach programmes may be cost-effective. For
immunisations, where there are herd effects to be realised, there may be a geographical
importance to maintaining high vaccination rates in order to prevent outbreaks of infectious
disease. Emergency preparedness also has important geographical elements. Local
authorities are likely to be best placed to undertake local horizon scanning and risk
management, health surveillance, and working with local partners to develop plans and
mitigation strategies for threats and hazards. As local authorities have distinct geographical
boundaries, they are most able to take account of this geographical importance.

12. Note that, under this option, we propose that local authorities will hold the funds, and have overall
responsibility for commissioning all public health services that are proposed to be delivered at a
local level (i.e. mostly health improvement functions). However, local authorities may decide to
change the funding route, subject to contractual and other constraints, if an alternative funding
route would provide better outcomes. For example, a more joined up service may be made
available if local authorities were to give GP consortia the commissioning responsibilities for some
services through, for example, contractual arrangements. Note that, under this arrangement, local
authorities would still be responsible for assessing the needs of their populations, and, importantly,
would still be held to account through the Public Health Outcomes Framework for services
provided.
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Alternative option – all local commissioning undertaken by GP consortia
13. The rationale for this is that it is difficult to split off some public health services from non-public
health elements of a care pathway (e.g. screening from other parts of a pathway). GP consortia
may be better placed than local authorities to commission joined up services for patients, where
public health services are part of some wider pathway of care.
14. However, we argue that GP consortia are not well-placed to address the specific characteristics of
public health services identified previously. For example:
•

•
•

Externalities: Since GP consortia will only be responsible for those patients registered with
them, they may fail to take into account the positive externalities of the provision of some
public health services. This may mean that public health services are under-provided when
under the responsibility of GP consortia. For example, GP consortia may be less willing to
provide mass information campaigns in their areas, choosing instead to free ride on the
efforts of other GP consortia in the area.
Wider determinants: GP consortia are responsible only for delivering health services. They
may therefore not consider the full substitutability and complementarity of different services
that may deliver public health outcomes when commissioning services.
Individual versus geographical importance: Since GP consortia will not have distinct
geographical boundaries, they unlikely to be able to take account of geographical elements
in commissioning public health services.

15. Furthermore, while commissioning consortia will be responsible for commissioning services for the
whole of their local population, there is a risk that if consortia rely heavily on GP services to deliver
public health interventions, unregistered people (and the people who may benefit the most) may fall
through the net. This could have the effect of deepening health inequalities. For example,
evidence suggests that homeless people and those sleeping rough tend to be more likely than the
general population not to be registered with a general practitioner.8 Furthermore, a 1994/95 survey
covering 117 GP practices in and around Bristol found that only 27% would permanently register a
homeless person, with 24% only treating homeless people on an emergency basis.9 This might
mean that homeless people would be unlikely to receive preventative treatments.
16. Finally, local authorities are likely to have a wider population base than a consortium, which may
allow for greater economies of scale in providing (or commissioning to be provided) public health
interventions.
Sub-option under preferred option - lower or upper tier local authority responsibility
17. There are advantages and disadvantages to transferring local commissioning responsibilities for
public health services to lower or upper tier local authorities. The current responsibilities by type of
local authority are outlined in the table below. Transferring local public health commissioning
responsibilities to upper tier local authorities (the preferred option) will mean Metropolitan areas:
transferring commissioning responsibilities to district councils, who have responsibilities for most
local government commissioned services under current arrangements.

8

Anderson et al (2003) Single homeless people, London: HMSO
Allen and Jackson (1994) Health care needs and services in resettlement units, London Policy Studies Institute for the Resettlement Agency
and Department of Social Security
9
Wood et al (1997) Do homeless people get a fair deal from General Practitioners?, Journal of Royal Society of Health 117(5):292-297
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a. Shire areas: transferring commissioning responsibilities to unitaries and county
councils. Whilst unitaries are responsible for commissioning most local government
commissioned services, county councils are not. County councils are responsible
for commissioning education, transport, social care and libraries. On the other hand,
it is district councils who are responsible for commissioning housing, leisure and
environmental health.
b. London area: transferring commissioning responsibilities to the City of London and
London boroughs, who are responsible for commissioning many of the local
government commissioned services.
18. The preferred option means transferring public health commissioning responsibilities to 152 local
authorities.10

10

36 District Councils in Metropolitan areas, 56 Unitaries in Shire areas, 27 Council Councils in Shire areas, 1 City of London and 32 London
boroughs
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Figure 1 Local authority responsibility for major services in England (taken from Communities
and Local Government, Local Government Financial Statistics England, No. 20, 2010)

19. The disadvantages of the preferred option therefore most present themselves in Shire areas,
where commissioning responsibilities in local government are most clearly separated between
County Councils and District Councils (where the local authority is not a Unitary).
20. Transferring responsibilities to County Councils rather than District Councils may limit the ability of
the local authority to take a wide view of public health, using leisure and housing services to
improve public health outcomes under the Public Health Outcomes Framework. However,
transferring commissioning responsibilities to District Councils instead of County Councils would
require assigning an additional 173 Directors of Public Health (DsPH) and their teams, at potential
higher cost. District Councils are also substantially smaller than County Councils, with fewer
responsibilities for assessing population needs, e.g. for education, social care, transport. This might
mean that District Councils would be unable to take advantage of the economies of scope and
scale, discussed later.

34

National level
21. We have considered two options for public health commissioning at a national level.
•
•

Do nothing option – a number of organisations remain responsible for commissioning at a
national level
Preferred option – Public Health England is responsible for all nationally commissioned public
health services

22. At a national level, the public health services that will be commissioned are likely to have either, i) a
national public good element (for example, radiation, chemical and environmental hazards and
emergency preparedness); or, ii) be subject to significant economies of scale that warrant nationwide commissioning (for example, surveillance of infectious disease and hazards and public health
intelligence).
23. Since the majority of public health services commissioned at a national level are likely to be
associated with health protection, we assume that there would be potential for greater efficiencies
and innovation in joining up commissioning and/or delivery of all services within one national
organisation.

Summary of preferred option
24. The following diagram illustrates the preferred option. Public Health England will be responsible for
commissioning all public health services that are commissioned at a national level, holding the
funds for doing so. For some services, they may choose to provide services in house, for example
surveillance of infectious disease. For some other services, they may choose to mandate or
contract responsibility to the NHS Commissioning Board, for example cervical screening, which
may continue to be delivered via the GP contract. The public health service may choose to
contract with providers directly to provide some other national public health services.
25. At a local level, local authorities will be responsible for commissioning all public health services that
are commissioned at a local level. However, as with the national level, local authorities may also
decide to contract with GP consortia or providers to take on responsibility for the delivery of some
services.
Figure 2: Summary of the preferred option
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Preferred option: Impacts, Costs and Benefits
Local level
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5

GP consortia

Costs and benefits
26. The preferred option is to have all local commissioning undertaken by upper tier local authorities at
the local level. This policy will have a number of impacts, including costs of transferring staff from
NHS to LA contracts, costs of transferring commissioning responsibilities from PCTs to LAs, and
costs of increasing the diversity of supply of public health services. However, there may also be
cost savings that come about as a result of transferring commissioning responsibilities to LAs.
Furthermore, we expect there to be benefits in terms of improved health and wellbeing of the
population. These impacts are outlined as follows:
•

Costs associated with transferring from NHS contracts to LA contracts

27. The costs of transferring employees from NHS contracts (within PCTs) to LA contracts has not yet
been estimated.
•

Costs of transferring commissioning responsibilities from PCTs to LAs

28. This policy will mean a new burden being placed on local authorities, both in terms of an increased
workforce and more responsibilities. The cost to LAs of this transfer of responsibility from PCTs
can be estimated using data from the “Operational Efficiency Programme” (OEP). The OEP was a
pilot looking at PCTs to determine the potential for efficiencies in the back office function of a PCT.
29. Based on cost estimates from nine PCTs11, the OEP estimated that £23.0m was spent on needs
assessment/public health under the commissioning function of the PCTs. Spend on needs
assessment/public health include costs of the Public Health Departments and all costs associated
with assessing local health needs, analysing available evidence, agreeing local health priorities and
outcomes and producing the local Joint Strategic Needs Assessment. Since much of this will
currently be done by Directors of Public Health and their teams in PCTs12 under current
arrangements13, we assume that much of this cost would transfer to local authorities under the
proposals in the White Paper14.
30. In calculating what proportion of total PCT spend that expenditure on needs assessment/public
health contributes, we exclude spend on commissioned services from total expenditure.
Commissioned services refer to PCT expenditure on healthcare commissioned from providers.
These are cash flows (e.g. expenditure to NHS/Foundation Trusts for secondary care activity) but
are not costs incurred by the PCT running the commissioning arm of the organisation, and are
therefore excluded for the purpose of calculating costs here. Under this definition, expenditure on
needs assessment/public health is 11.6% of PCT operational expenditure under the current
system. If we assume that total operational costs of PCTs are currently £3 billion15, then this
means that around £348m of expenditure might transfer to local authorities to carry out their
commissioning activities for public health services, under the assumptions made. Under the base
case, we therefore assume a cost saving to PCTs of £348m, and a cost to local authorities of
£348m.16
11

Stockton-on-Tees Teaching, Hartlepool, Middlesbrough, Redcar and Cleveland (these four PCTs are confederated into one joint
organisations and so presented combined figures), Brighton, North Staffs, Stoke on Trent, West Kent, Surry
12

For simplicity, we assume no change in the number of DsPH since we assume that there is currently one DPH per PCT (152 in England), and
there will one per upper tier local authority (151 in England) in the new system.

13

Although, for simplicity we make this assumption, the level to which the assumptions holds will differ across PCTs. Some PCTs will have
larger public health teams that are involved in all stages of the commissioning process - analysing population needs, evaluating best practice,
designing services, etc as well as more traditional public health provisions/commissioning. In these cases, some of these functions may sit with
consortia, some with LAs, and some jointly between the two as the currrent JSNA (joint strategic needs assessment) does.

14

The White Paper states that commissioning activities will include public and patient engagement, service specification, prioritisation of
services and investment, evaluation and performance management.
15

This is from analysis of PCT accounts - it is total PCT expenditure minus healthcare purchased from providers minus running costs of the
provider arm of the PCT.

16

Note that local authorities may also face some additional costs of "Management and Strategy", "Patient & Public Engagement", "Market
Management / procurement / contracting" and "Performance Management" within their capacity as local commissioner of public health services.
However, we assume that the majority of these costs as faced by PCTs under current arrangements will be incurred in commissioning
healthcare services (by GP Consortia) rather than public health services (by LAs). For example, management and strategy and patient and
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31. This equates to around £2.3m per PCT/LA per year. If we assume that commissioning
responsibilities are transferred to 325, rather than 152, local authorities under the option to transfer
commissioning responsibilities to lower tier, rather than upper tier local authorities, we might
estimate that this would cost around £400m17. Whilst this may be an over-estimation, since teams
working under the DsPH in District Councils would likely be smaller than under County Councils, it
illustrates that the cost would be substantial. We suggest that the additional benefit that might
come about from lower tier LAs being better able to join up the commissioning of traditional public
health services with the services that target the wider determinants of health would be unlikely to
offset this significant cost.
32. To counteract the additional burden estimated under the preferred option, the Department of Health
is planning to provide ring-fenced public health funding to local authorities. This funding will be
taken from the existing health services budget. It will be allocated according to a needs-based
formula with a health premium that recognises and rewards improvements in health outcomes
made by local areas. The costs and benefits associated with the policy of a ring-fenced local public
health budget are considered in Appendix C.
•

Costs to local authorities of jointly planning services with GP consortia

33. Equity and Excellence: Liberating the NHS states that good public health will rely upon close
partnership working between local government DsPH and GP consortia at the local level. Under
current arrangements, local authorities have had statutory duties on them to work in partnership
with PCTs and others to achieve improvements in public health, by undertaking Joint Strategic
Needs Assessments (JSNA). The Department for Communities and Local Government estimate
that the total cost of carrying out JSNAs is around £10.9m, of which £4.9m is attributable to local
authorities18. Under the new system, it is plausible to assume that the costs of joint working may
increase, as there are likely to be more GP consortia compared to PCTs. To illustrate, we assume
that the total cost of carrying out JSNAs (both by local authorities and GP consortia) will increase
by 10%-25%, to take account of the potential increase in the number of local GP consortia. This
equates to a cost of £1.1m to £2.7m nationally.
•

Costs (and cost savings) of increasing the diversity of supply

34. Broader government policy recommends the commissioning of a more diverse supply of services,
in particular embracing providers from the private and voluntary sectors. Increasing the diversity of
supply alongside the preferred option of transferring all local commissioning responsibilities for
public health to local authorities should ensure:

a. a more effective focus on the needs of disadvantaged groups;
b. clearer specification of objectives for policies, through the discipline of setting out clearly
the requirements of the work;

c. improved efficiency and quality through competition; and
d. increased innovation, through opening up services to a wider range of potential suppliers,
who can introduce more innovation; this is of particular relevance to public health
services, where ill health and inequalities may reflect social and cultural factors;
improvements in public health are therefore more likely to require innovative approaches
to tackling behaviour change.
35. A review into the public services industry by the then Department for Business Enterprise and
Regulatory Reform states that:

public engagement will relate to e.g. design of community services for long term conditions, market management and procurement will relate to
e.g. buying secondary/community healthcare from Acute Trusts/Mental Health Trusts/Independent Sector/Third Sector.
17

173 additional LAs, multiplied by an average operational cost of £2.3m per year.

18

See page 75 in Department for Communities and Local Government (2007) “Local government and public involvement in the Health Bill.
Regulatory Impact Assessment”
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“The evidence shows that there are clear benefits, to both users and taxpayers, in subjecting
incumbent service providers to competition. The academic literature typically found the cost
savings from competitive tendering to be between 10 per cent and 30 per cent (including
when the in-house team won the bid) with no adverse effect, and sometimes an improvement,
in service quality.”19
36. We might predict that local authorities will be able to contract out services more efficiently than GP
consortia, firstly because local authorities already have experience of contracting out services, e.g.
social services, and secondly, because they may be larger organisations than GP consortia. There
is some evidence to suggest that organisations that have experience in contracting are more likely
to contract out other services, benefiting from economies of scope.20 There is also evidence that
suggests that larger organisations are more likely to contract out for services, suggesting that there
are economies of scale in commissioning.21
37. Based on this evidence, it might be plausible to assume that local authorities would be able to gain
a 10 per cent cost saving over current arrangements (equating to around £35m per year), by
increasing the diversity of supply.
38. We might also assume that this saving would be greater than if the commissioning responsibility
had transferred to GP consortia, for the reasons previously outlined. However, this argument is
limited somewhat by the different regulation arrangements for GP consortia and local authorities. If
commissioning for public health services locally had been undertaken by GP consortia, under the
alternative option considered in this Impact Assessment, then the commissioning of public health
services would be subject to the proactive powers of Monitor, who could enforce competitive
tendering where relevant. However, local authorities will not be regulated by Monitor, but will carry
out their commissioning role in line with general procurement guidelines. For local authorities, the
regulator will have the ability to advise on breaches, but not to take enforcement action. There is
therefore a risk that the potential cost savings identified may not be achieved in practice, with local
authorities failing to increase the diversity of supply. For the low benefit/high cost scenario, we
therefore consider zero savings from increasing the diversity of supply.
39. Note also that increasing the diversity of supply of public health services, and the associated
contracting requirements, is likely impose some additional costs on local authorities, such as extra
senior staff time, consultancy and legal fees, tendering risks, risk premia for financiers etc. The
absence of a centrally determined tariff for public health services also means that commissioners
will need to engage in contract negotiations when not providing services in-house; this is likely to
have significant transaction costs. Measuring outcomes to compare the performance of providers
can be very difficult in health, as measuring health outcomes in general is a very challenging task.
This suggests that the potential advantages of contracting services out as opposed to providing
them in-house need to be weighed up against these additional costs. Thus, it may not be sensible
to contract out all services, despite the potential advantages. For estimating costs and benefits, we
therefore assume that local authorities will only contract out services for which the benefits
outweigh the costs.
•

Cost savings associated with improved efficiency

40. Some longer-term savings in the operational costs associated with commissioning may be
expected from transferring this to local authorities as it seems plausible to expect some
efficiencies; for example:
•

Staff reductions: Local authorities already have some staff with a public health focus,
perhaps allowing for some reduction in combined staffing levels. For example, under
current arrangements, local authorities provide specialist HIV social care services (or
contract these services to Non-Governmental Organisations (NGOs)), while PCTs
commission primary prevention, secondary prevention/diagnostic and treatment

19

BERR (2008) Public services industry review, Understanding the public services industry: How big, how good, where next? Areview by Dr
DeAnne Julius CBE

20

Levin et al. (2008) Contracting for Government Services: Theory and Evidence from U.S. Cities: Consider evidence that suggests that a given
service is 15-35% more likely to be privately contracted if a city privatises one additional service (which suggests that writing contracts becomes
easier with experience)
21

Ibid
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services for HIV. There may therefore be some scope to reduce staff responsible for
commissioning these services within local authorities under new arrangements, since
staff within local authorities may already have some similar competencies that are
currently based in PCTs.
•

Complementarity: Linking the public health focus with control of levers relevant to the
wider determinants of health, such as transport, housing and education might enable
the joining-up of service design and commissioning across public health (including the
determinants of health). For example, the public health services currently
commissioned by PCTs to target obesity may be targeting the same groups of people
already assessed by local authorities under their education programmes. Similarly,
some sexual health services may be more efficiently delivered in school programmes
or through libraries, rather than through the more traditional genitourinary medicine
(GUM) clinics. More joined-up commissioning may allow for the potential for
economies of scope by targeting the same people only once.

•

Substitutability: Since local authorities have responsibility for commissioning some of
the services which feed into the wider social determinants of health, local authorities
may be better placed to plan service provision strategically across public health,
improving outcomes and reducing cost. This may mean substituting more traditional
public health services (e.g. obesity counselling services traditionally provided by the
health service, GUM clinics typically based in acute hospitals), for other levers at the
disposal of local authorities (e.g. more bicycle lanes, school nurses).

41. To illustrate potential savings, we might therefore assume a cost saving over status quo of £105m
(i.e. 30% reduction in costs compared to PCTs). However, since we have proven only the
plausibility of this reduction in costs, and not described in any detail how these cost savings may be
recovered, for the low cost estimate we assume zero efficiency savings.
•

Improved health and wellbeing of the population

42. By moving the role of the Director of Public Health we are seeking to give greater responsibility,
backed by dedicated resources as outlined above, to local authorities to enable them to make a
major impact on people’s health and wellbeing.
43. As has been discussed, linking the public health focus with the control of levers relevant to the
wider determinants of health, such as transport and housing, might enable the joining-up of service
design and commissioning across public health, potentially offering more joined-up services for the
citizen. This could have significant benefits in terms of improving public health outcomes through
the commissioning of more effective and locally-tailored interventions at a local level. For example,
Cochrane (2005) suggests that interventions to target child obesity are most effective when they
use a whole school approach and consider the school environment, and involved families and the
wider community. Levers of engagement and enjoyment were also found to be important. These
findings suggest that a wider pool of policy levers to influence behaviours may improve the
effectiveness of interventions, which would imply improved outcomes.
44. It would be misleading to monetise the potential impacts on improved health and wellbeing in the
population, since it is dependent on commissioning actions taken at the local level, as yet
undetermined. However, we have argued that it is plausible to assume, based on some (limited)
evidence that transferring commissioning responsibilities for public health services has the potential
to improve the health and wellbeing of the population.
•

Indirect impacts

45. There is unlikely to be any direct impact on either the private or civic society sectors as a result of
these changes. There may be indirect impacts if organisations in these sectors are commissioned
by local authorities in the future to deliver specific public health interventions or support functions.
•

Summary

Table 4: Summary of costs and benefits of the preferred option at the local level
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Low
(central)
estimate

High
estimate

Notes/caveats

Nonmonetised
£348m to
LAs
-£348M TO
PCTS

Nonmonetised
N/a

£1.1m

£1.7m

These costs are currently
unknown.
There is some uncertainty as
to how much PCTs spend on
commissioning public health
services; estimate is based on
assumptions made on results
from a pilot.
Assumes a 10-25% increase
above the current costs of
carrying out JSNAs.

£0

£35m

Cost savings associated with
improved efficiency
Improved health and wellbeing of the
population

£0

£105m

Nonmonetised

Nonmonetised

Net benefit

-£1m

£139m

Costs
Costs associated with transferring
from NHS contracts to la contracts
Costs of transferring commissioning
responsibilities from PCTs to LAs

Costs to local authorities of jointly
planning services with GP consortia
Benefits
Cost savings of increasing the
diversity of supply

N/A

Dependent on the level to
which local authorities
increase the diversity of supply
and outsource services.

Although plausible, subject to
local decision-making in
commissioning arrangements

Risks
46. There are a number of potential risks to the preferred option of transferring existing responsibilities
to commission public health interventions from PCTs to local authorities at a local level. These
include:
o
o

o

o

Capacity: Local authorities may not have the capacity to commission public health
services effectively, which are of their nature challenging.
Postcode lottery: commissioning may result in a postcode lottery, as local authorities
focus on local needs. This reflects the Government's approach to localism, but it could
result in what was deemed an unacceptable variation in service access. It should be
noted, though, that PCTs already commission services, to a lesser extent, based on
local needs, so this is already part of the fabric of public health commissioning.
Fragmentation: Local authorities and GP consortia will need to continue to work
together to ensure that public health and NHS care services are aligned. For example,
for HIV, there may be links to other blood-borne viruses, especially hepatitis C, hepatitis
B and TB for African communities. There may also be links with mental health services.
This will necessitate close working with GP consortia. However, this may prove difficult,
given different boundaries and different priorities. This may have implications for joint
working and commissioning.
Cost shifting: where services could be delivered through the NHS or via local
authorities, there are incentives for cost-shifting. Thus to take the example of obesity
services, we expect local authorities to take the lead, but we would want GPs to provide
brief interventions around weight management as well. To manage this risk, we will
need to prioritise QOF public health payments to ensure primary care continues to
deliver public health interventions. DsPH will also need to develop good relationships
with GP consortia to manage any problems locally.
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National level
Costs and benefits
•

Costs associated with transferring staff to Department of Health contracts

47. The costs of transferring employees to Department of Health contracts has not been estimated.
•

Cost savings associated with improved efficiency Public Health England will commission, for the
most part, health protection services. These services aim to protect the population from
infectious disease, chemical hazards and pandemic flu, for example. The different ways in which
this aim is delivered will currently vary depending on the specific expertise within the organisation
(e.g. the microbiologist specialist expertise within the Health Protection Agency (HPA) and the
more policy-based expertise within the Department of Health). By bringing this expertise within
one organisation, we might suggest that different specialists will develop a greater understanding
of each other’s knowledge and expertise, and be able to draw on these specialisms more
successfully, leading to improved efficiency in commissioning/delivering services. We suggest
that it is plausible to assume that this benefit will go beyond the benefit of working in partnership
across organisational boundaries, as is the case under status quo.
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48. This is supported, to some extent, by the literature on networking. Buchel and Raub (2002)22
suggest that networks can deliver three distinct benefits. These benefits are discussed below with
reference to commissioning by Public Health England

a. Strengthening employee satisfaction and loyalty through network activity. Buchel and
Raub (2002) argue that participating in an exchange of ideas with like-minded colleagues
with a common interest may boost employees’ motivation and satisfaction at work. To
provide some illustration of this potential benefit, we consider commissioning of services
in preparation for some future pandemic flu. If modellers, currently sitting within the
Health Protection Agency, were working more directly with policy makers, currently sitting
within the Department of Health, they may be able to better share what their expertise can
bring to effective commissioning. This may have the potential to not only improve policy
making, better motivating DH employees, but may also mean that modelling was,
potentially, better used to inform commissioning arrangements, thereby potentially
motivating HPA employees.

b. Improving efficiency through reuse of knowledge. Buchel and Raub (2002) also argue
that networks can deliver value by reusing existing company knowledge. Existing
company knowledge is currently split between the three organisations that operate on a
national level with the objective of health protection. By bringing these various experts
together into one organisation, there may be better reuse of knowledge across the
organisation. For example, the analytical capabilities within the DH and HPA may both be
strengthened by better sharing knowledge on analytical techniques used to inform
commissioning arrangements. If this allowed evidence to be better deployed in
commissioning activity, this may lead to better value for money in commissioning
arrangements.

c. Fostering innovation through leverage of knowledge. Finally, Buchel and Raub (2002)
suggest that, since networks are composed of organisational members who share a
strong interest in a particular topic and frequently work at the cutting edge of current
knowledge, their interaction may lead to the creation of entirely knew knowledge. For
example, policy and analytical colleagues within DH work on developing policy to reduce
the number of healthcare-associated infections (HCAIs),, developing substantial expertise
on the topic as a result. In addition, employees of the HPA work on collecting data from
surveillance of HCAIs analysing this data for trends in risk factors, for example. Bringing
together this different expertise on a day-to-day level, and without organisational
boundaries, may foster greater shared knowledge and more innovative ways of
commissioning services to reduce the number of HCAIs.
49. These illustrative examples suggest that there may be scope for increased efficiency and more
innovation in commissioning public health services at a national level from bringing all health
protection activities within one organisation. In addition, it suggests better employee loyalty and
motivation as a result.
50. However, these results are not guaranteed, and depend on how closely employees currently
working across the three organisations will work together within the Public Health England.
Additional benefits of bringing the different organisations together into one organisation may also
depend on how well benefits of networking are already taken advantage of under current crossorganisational working.
Risks
51. There are a number of potential risks to the preferred option of transferring existing responsibilities
to commission public health interventions from the HPA and NTA to Public Health England at the
national level. These include:

22

Buchel and Raub (2002) “Building knowledge – creating Value Networks” European Management Journal 20(6): 587-596
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o

Cost shifting: as for local commissioning arrangements, where services could be
delivered through the NHS or via Public Health England, there are incentives for cost
shifting.

SUMMARY AND WEIGHING OF OPTIONS
Local level
52. The following table summarises the costs, benefits and impacts of the preferred commissioning
option at the local level, to transfer all public health commissioning responsibilities at the local level
to upper tier local authorities.
53. We argue that, at worse, the transferring of commissioning responsibilities will lead to higher costs
of joint working between local authorities and GP consortia, with limited benefits. At best, this
policy option may lead to improved efficiencies in commissioning services, and better health
outcomes for the population.
54. However, the costs of transferring local commissioning arrangements to local authorities do not yet
take account of the transitional costs of transferring staff from PCTs to local authorities, building the
necessary capacity within local authorities. Under the low cost scenario, this cost could be as high
as £1.2billion and we would estimate that the benefits of the transfer of commissioning
responsibilities over a 10 year period would outweigh this costs. However, the high cost scenario
suggests the benefits of transferring commissioning responsibilities to local authorities are unlikely
to outweigh the costs.
55. Note, however, that the abolition of PCTs necessitates that the commissioning for public health
services be transferred to some other organisation at a local level (i.e. the do nothing option is not
an option in reality). We have provided a number of justifications in this Impact Assessment as to
why we believe that local authorities are the ‘best’ organisation to commission public health
services.
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Table 5: Costs and benefits and other factors associated with the preferred option for
commissioning at the local level
OPTIONS
COSTS (£)
BENEFITS (£)
NET
Equality/
(against
BENEFITS (£) Other Impacts
Option 1)
Low
High
Low
High
Central
£1m p.a.
£1.7m p.a.
£0 p.a. £140m p.a.
N/A None
Option 2:
Total
NPV
Costs and
benefits

£1m over
10 yrs
£9.1m over
10 yrs
This
assumes
that the cost
of
commissioni
ng in PCTs
will be
exactly
equal to the
cost of
commissioni
ng in LAs

£17m over
10 yrs
£14.1m
over 10 yrs
Assumes
that LAs
cannot
make cost
savings
compared
to PCTs.
Net cost is
a result of
increased
costs of
joint
working
with GP
consortia.

£0 over 10
£1.4bn
yrs over 10 yrs
£0 over 10
£1.2bn
yrs over 10 yrs
The high benefit estimate
assumes that LAs can
make cost savings
compared to PCT
commissioning. In
addition, although it is
plausible to predict that
there would be
improvements to the
populations health and
wellbeing, it would be
inappropriate to provide
an estimate, since
decisions taken by LAs
will be taken at a local
level

N/A
N/A
Since we do not
monetise
benefits, we have
not provided an
estimate of net
benefit; however,
since the costs
are neutral under
the high cost
estimate, we
could expect the
net benefit to be
positive

LAs are already
well-versed in their
responsibilities
under equality and
human rights
legislation

National level
56. The following table summarises the costs, benefits and impacts of the preferred commissioning
option at the national level, to transfer all public health commissioning responsibilities at the
national level to Public Health England.
57. We argue that, at worse, there will also be transitional costs of transferring staff, with limited
benefits. At best, this policy option may lead to improved efficiencies and innovation in
commissioning services, with better use made of sharing knowledge and expertise among those
working in the commissioning of public health services. However, the cost of transferring staff to
carry out commissioning activities within Public Health England is likely to require that significant
efficiencies and innovations are made to ensure that the benefits of the preferred option outweigh
the costs
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Table 6: Costs and benefits and other factors associated with the preferred option for
commissioning at the national level
OPTIONS
COSTS (£)
BENEFITS (£)
NET
Equality/
(against
BENEFITS (£) Other Impacts
Option 1)
Low
High
Low
High
Central
N/A
N/A
N/A
N/A
N/A None
Option 2:
Total

N/A

N/A

N/A

N/A

N/A

NPV

N/A

N/A

N/A

N/A

N/A

Costs and
benefits

We assume that there may be improved efficiency and
innovation in the commissioning of public health
services from joining up commissioning activities at a
national level. These potential savings from increased
efficiencies and innovation will have to be large enough
to offset the costs of transferring staff to the Public
Health Service if we are to conclude that the benefits of
the preferred options outweigh the costs.
We do not consider any benefits of transferring
commissioning responsibilities to the PHS.
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DH is already wellversed in its
responsibilities
under equality and
human rights
legislation

Annex: Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];
There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the new
Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to assess
the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment; criteria
for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]
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Impact Assessment C: Ring-fenced Funding for Public Health England Fenced Funding
for the public health service
Title:
Ring-fenced funding of the public health service

Impact assessment (IA)

Lead department or agency:
Department of Health
Other departments or agencies:

IA no: 3026
Date: 30.10.10
Stage: Consultation
Source of intervention: Domestic
Type of measure: Other

Summary: Intervention and Options
What is the problem under consideration? Why is government intervention necessary?
There is evidence that insufficient priority has been given to public health services in recent years. This
could lead to lower improvements in health of the population over the medium to long term and a higher
need for NHS treatment services.
Over 80% of NHS funding is allocated to Primary Care Trusts (PCTs) and the Department of Health has not
broken down PCT allocations by policies, at either the national or local level. It has been for PCTs to decide
their priorities for investment taking into account both local priorities and the NHS Operating Framework.
The incentives faced by PCTs and DH central budgets have not led to sufficient priority being given to public
health.

What are the policy objectives and the intended effects?
The main policy objective is to safeguard spending on public health services by establishing a ringfenced public health budget and thereby help to improve public health and overall health outcomes.
Investment in public health services is a cost-effective way to improve population health and reduce the
need for NHS treatment services.
A second objective is to ensure that the funding for public health work is provided according to the
baseline need and that public health funding allocations act to reduce inequalities.
A third objective is to ensure that local areas which achieve improvements in public health outcomes are
rewarded for their achievement. This will encourage local areas to improve their performance.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
1. Do nothing
2. Transfer existing PCT public health budgets to local authorities without a ring-fence
3. Establish a national public health budget and transfer some of this funding to local authorities with a ring
fence
4. Establish a national public health budget and transfer some of this funding to local authorities with a ring
fence with higher funding for areas with poorer health to help reduce health inequalities, and a “health
premium” to incentivise progress and reward success
Option 4 is the preferred option.
When will the policy be reviewed to establish its impact and the extent
to which the policy objectives have been achieved?

SEE ANNEX

Are there arrangements in place that will allow a systematic collection
of monitoring information for future policy review?

YES

Ministerial Sign-off For consultation stage Impact Assessments:
I have read the Impact Assessment and I am satisfied that, given the available evidence, it represents a
reasonable view of the likely costs, benefits and impact of the leading options.
Signed by the responsible Minister:................................................................... Date: .......................................
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Summary: Analysis and Evidence
Description: Do Nothing
Price
PV
Time
Base
Base
Period
Year
Year
Years
COSTS (£m)

Policy Option 1
Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

The Coalition Agreement said that the Government would give local communities control over public health
budgets, including payments by outcomes. In the White Paper 'Equity and excellence' the Government proposed a
ring-fence for budgets. The impact assessment therefore focuses on this option, but includes others for illustrative
purposes and to inform the consultation exercise that begins shortly with the publication of detailed proposals. We
will develop the costings as we finalise the system in the light of consultation responses.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’

Key assumptions/sensitivities/risks
Discount rate
With the disestablishment of Strategic Health Authorities and Primary Care Trusts, funding for
public health interventions needs to move to whoever has responsibility for commissioning
them. The “do nothing” option is therefore not viable.

Direct impact on business (Equivalent Annual) £m):

Costs:
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Benefits:

Net:

In scope of OIOO?
No

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties23

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

23

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence
Policy Option 2
Description: Transfer existing PCT public health budgets to local authorities without a ring-fence
Price
PV
Time
Net Benefit (Present Value (PV)) (£m)
Base
Base
Period
Low: Optional
High:
Best Estimate:
Year
Year
Years
Optional
COSTS (£m)

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

The Coalition Agreement said that the Government would give local communities control over public health
budgets, including payments by outcomes. In the White Paper 'Equity and excellence' the Government proposed a
ring-fence for budgets. The impact assessment therefore focuses on this option, but includes others for illustrative
purposes and to inform the consultation exercise that begins shortly with the publication of detailed proposals. We
will develop the costings as we finalise the system in the light of consultation responses.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
Public health spend will be separated from healthcare spend.
This option should lead to better co-operation with other wider local authority mentioned
interventions.

Key assumptions/sensitivities/risks
Discount rate
This option cannot ensure that the money will be spent on public health activities so it does not
achieve the objective of protecting public health spend.

Direct impact on business (Equivalent Annual) £m):

Costs:
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Benefits:

Net:

In scope of OIOO?
No

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties24

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

24

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence

Policy Option 3

Description: Establish a national public health budget and transfer some of this funding to local
authorities with a ring fence

Price
Base
Year

PV
Base
Year

Time
Period
Years

COSTS (£m)

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

The Coalition Agreement said that the Government would give local communities control over public health
budgets, including payments by outcomes. In the White Paper 'Equity and excellence' the Government proposed a
ring-fence for budgets. The impact assessment therefore focuses on this option, but includes others for illustrative
purposes and to inform the consultation exercise that begins shortly with the publication of detailed proposals. We
will develop the costings as we finalise the system in the light of consultation responses.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
The option will protect public health funding and promote synergies within current local authority
activities.

Key assumptions/sensitivities/risks
Discount rate
Without ensuring higher funding for areas with poorer health, there is a risk that funding is not
matched to need and therefore does not promote action on health inequalities.
This option does not ensure that local areas which achieve improvements in outcomes are
rewarded.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties25

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

25

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence
Policy Option 4
Description: Preferred Option - Establish a national public health budget and transfer some of this
funding to local authorities with a ring fence with higher funding for areas with poorer health to help
reduce health inequalities, and a “health premium” to incentivise progress and reward success

Price
PV
Time
Base
Base
Period
Year
Year
Years
Costs (£m)
Total transition

Average annual

Total cost

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
years

Best estimate
Description and scale of key monetised costs by ‘main affected groups’
The additional costs will be those of developing a separate allocation formula for public health rather than
the current single PCT formula. These costs will be low. There will also be costs associated with the
process of issuing allocations for the public health service. Costings are being developed and will be
finalised at a later stage.

Other key non-monetised costs by ‘main affected groups’

Benefits (£m)

Total transition

Average annual

Total benefit

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

years

Best estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
Ring-fencing the public health budget will protect public health spend in the forthcoming years of spending
cuts or when the demands on the NHS are increasing at a faster pace than resources. This should lead to
higher population health than would otherwise be the case
The funding mechanism includes a health premium, designed to promote action to reduce health
inequalities (and reward success), will ensure higher funding for areas with poor health outcomes,

Key assumptions/sensitivities/risks

discount rate

There is a risk that once the ring-fence budget is set at a particular level, this cements spend, even if it is not
enough or too high and thus could lead to less than optimal health outcomes.

Direct impact on business (Equivalent Annual) £m):

Costs:
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Benefits:

Net:

In scope of OIOO?
No

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
What is the geographic coverage of the policy/option?

Options
2013

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?
What is the annual change in enforcement cost (£m)?
Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties26

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

26

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Evidence Base (for summary sheets) – Notes
Use this space to set out the relevant references, evidence, analysis and detailed narrative from
which you have generated your policy options or proposal. Please fill in References section.
References
Include the links to relevant legislation and publications, such as public impact assessment of
earlier stages (e.g. Consultation, Final, Enactment).
N
O.

LEGISLATION OR PUBLICATION

9

EQUITY AND EXCELLENCE: LIBERATING THE NHS

10
11
12

+ Add another row

Evidence Base
Ensure that the information in this section provides clear evidence of the information provided in
the summary pages of this form (recommended maximum of 30 pages). Complete the Annual
profile of monetised costs and benefits (transition and recurring) below over the life of the
preferred policy (use the spreadsheet attached if the period is longer than 10 years).
The spreadsheet also contains an emission changes table that you will need to fill in if your
measure has an impact on greenhouse gas emissions.
Annual profile of monetised costs and benefits* - (£m) constant prices
Y0

Y1

Y2

Y3

Y4

Y5

TRANSITION COSTS
ANNUAL RECURRING
TOTAL ANNUAL
TRANSITION
ANNUAL RECURRING
TOTAL ANNUAL
* For non-monetised benefits please see summary pages and main evidence base section

Microsoft Office
Excel Worksheet
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Y6

Y7

Y8

Y9

Evidence Base (for summary sheets)

What are the policy objectives and the intended effects?
1. This Impact Assessment is part of a suite of impact assessments that accompany the public health
White Paper. Other impact assessments in this suite are
• Structure of Public Health England (IA3024)
• Commissioning in the public health service (IA3025)
• Public Health Outcomes Framework (IA3027)
• Information and intelligence for public health (IA3028)
• Health visitors (IA3030)
2. This Impact Assessment considers how the public health service will be funded. It directly impacts
the public sector only.
3. In the context of the historically insufficient priority given to public health services and public health
spend within the total resources available to the NHS, the policy objective is to safeguard spending
on public health services and thereby help to improve public health and overall health outcomes.
Investment in public health services is a cost-effective way to improve population health and
reduce the need for NHS treatment services.
• The Independent Advisory Group on Sexual Health and HIV has said that a substantial part of
the £300 million set aside for improving sexual health has been absorbed by primary care
trusts (PCTs)27.
• The British Heart Foundation have argued that funds intended for public health have been
used to offset deficits in acute care budgets28.
• As one newspaper investigation revealed: “NHS trusts across England have siphoned off
almost £100 million from government funds intended to combat obesity, alcohol abuse and
sexually transmitted infections as a panic measure to escape financial crisis. Data provided
by 103 PCTs showed that half axed almost all the projects promised by the government in the
Choosing Health White Paper in 2004. Less than 10% of PCTs used the full public health
allocation for the intended purpose29.
4. As a justification for ring-fencing it is worth noting that the cost per quality-adjusted life year (QALY)
for preventive interventions is often better than for treatment services. The median cost per QALY
of public health interventions examined by NICE is £365 while the cost per QALY (strictly, cost per
life year) for five broad treatment services at the margin has been estimated to be of the order of
£10,000 (CHE Research Paper 3230). The evidence available inevitably does not cover many
interventions or treatments, but it gives an indication of the health loss from potential cuts to public
health budgets.
5. The same data on cost per QALY indicates the potential impact on health inequalities from a
distribution of resources towards areas with poorer health.
6. A second objective is to ensure that the funding for public health work is distributed according to
each area’s relative baseline need and that public health funding allocations act to reduce
inequalities.
7. A third objective is to ensure that local areas which achieve improvements in public health
outcomes are rewarded for their achievement. This will encourage local areas to improve their
performance.

What policy options have been considered?
We have assessed the impact of four options:
1. Do nothing
27

The Times, Sexual health funds used to cut trust debts, August 2006, http://www.timesonline.co.uk/tol/news/uk/article697093.ece
BHF submission to Conservative Public Health Consultation
71 The Guardian, Trusts raided public health cash in panic over funding, October 2007,
http://www.guardian.co.uk/uk/2007/oct/19/health.politics
30
http://www.york.ac.uk/media/che/documents/papers/researchpapers/CHE%20Research%20Paper%2032.pdf
28
29
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2. Transfer existing PCT public health budgets to local authorities without a ring-fence.
3. Establish a national public health budget and transfer some of this funding to local authorities
with a ring-fence.
4. Establish a national public health budget and transfer some public health funding to local
authorities with a ring-fence, with higher funding for areas with poorer health to help reduce
health inequalities and a ‘health premium’ to incentivise progress and reward success.
Option 1 – do nothing
8. The ‘do nothing’ option is not viable because in light of the disestablishment of Strategic Health
Authorities (SHAs) and PCTs, funding for public health interventions will need to move to wherever the
responsibility for commissioning them transfers.
Alternative: option 2 – transfer existing PCT public health budgets to local authorities without a ring-fence
9. Although transferring local public health budgets to local authorities would separate public health
spending from healthcare spending it would not ensure that the money was spent on public health
activities as opposed to other local authority priorities and would therefore not achieve the objectives of
protecting public health spend. This is particularly true in the light of the pressure which is likely to be
placed on local authority budgets after the 2010 Spending Review.
10. This option might, however, allow better co-ordination with other, wider, local authority managed
interventions affecting public health, such as housing and support for sport and cycling.
11. One disadvantage of separating public health funding from healthcare funding could be a
consequential lack of integration between commissioning of public health and health care interventions.
This can be reduced by ensuring robust mechanisms for co-operation across the system, for example
pooling of budgets.
12. It would not be appropriate for the budget and commissioning role to transfer to GP consortia as they
will be responsible for patients from across a number of different areas under patient choice of GP.
They will therefore lack sufficient geographic focus for public health initiatives which are most effective
within whole geographic areas.
Alternative: option 3 – establish a national public health budget and transfer some of this funding to local
authorities with a ring-fence
13. This option would protect public health funding and promote synergies with current local authority
activities.
14. The disadvantage of a ring-fence is that it will reduce, to some extent, the flexibility with which local
authorities will be able to use their resources locally, and risks resources being used inefficiently.
However, this risk can be mitigated. Although the Department will set national outcomes, it will not
prescribe exactly how the budget is spent. Rather, the budget will be devolved to local authorities who
are best placed to make decisions about the services needed locally, within a framework of national
outcomes. They will be able to use the ring-fenced budget widely to improve public health in their local
area, including jointly with other local authority budgets such as those for children’s service, schools,
housing, transport and environmental health. The ring-fence itself ensures delivery of the policy
objective of protecting spending on improving public health.
15. As noted above, one disadvantage of separating public health funding from healthcare funding could
be a consequential lack of integration between commissioning of public health and healthcare
interventions. In order to mitigate this risk we will seek to design a system that allows the NHS and
public health bodies to work together closely. Thus local authorities will also be able to commission
from public health providers and Public Health England will be able to fund the commissioning of a wide
variety of services by the NHS, either via the NHS Commissioning Board at the national level, or GP
consortia at the local level.
Preferred: option 4 - establish a national public health budget and transfer some public health funding to
local authorities with a ring-fence and a ‘health premium’ to incentivise progress and reward success
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16. In the preferred option, in addition to the ring-fenced local public health budgets being transferred to
local authorities we will also ensure higher funding for areas with poorer health and introduce a health
premium, designed to promote action to reduce health inequalities and reward success.
17. The split between what funding is retained nationally and what is passed to local authorities will be
based on what is best done at each level.
18. The additional benefit of this option is that funding is matched to need and it promotes action on health
inequalities. The purpose of success payments will be to ensure that no area that has succeeded in
delivering health improvements in its local population will have funding taken away on the basis of its
new health outcomes, rather it will incentivise and reward success.
19. This is not a ring-fence which will determine how the money should be spent, but rather what its overall
purpose should be. The budget will be devolved to local authorities and local Directors of Public Health
who are best placed to make decisions about the services needed locally. They will be able to use the
ring-fenced budget widely to improve public health in their local area, including jointly with other local
authority budgets such as those for children’s service, schools, housing, transport and environmental
health.
20. The public health White Paper sets out to estimate current spend on those services that would in
future be funded from the public health budget. This is the first step in determining the size of the public
health budget. Final decisions on the size of the budget will depend on a number of factors, including
the cost effectiveness of public health interventions. The full remit of Public Health England and
commissioning responsibilities in the new system will be subject to consultation.
21. The baseline allocation of resources is expected to be based on a formula, the development of which
will be overseen by the Advisory Committee on Resource Allocation. We are also developing the
health premium that will promote action to reduce health inequalities. The details of the health premium
will be subject to consultation.
22. The approach to allocating resources will depend on the detailed design of the local authorities'
responsibilities for public health. In particular, it will depend on the services and outcomes that fall to
the local authorities. For this reason, we cannot yet specify the design of the allocation methodology,
but we expect to be considering relative health outcomes, cost effectiveness of population interventions
and population characteristics as possible drivers of the target allocation.
23. In due course, the Secretary of State for Health will ask the Advisory Committee on Resource
Allocation to give him recommendations on the design of the allocation, taking account of responses to
the consultation on funding and commissioning routes for public health.

Option Impacts, Costs and Benefits
Costs and benefits
24. We have considered the costs and benefits of the three features of the preferred option, namely: the
ring-fence; funding recognising deprivation; and the reward element.
Ring-fencing public health funds
25. A benefit is gained from ring-fencing the public health budget over not doing so, as it will protect public
health spend in the forthcoming years of spending cuts or when the demands on the NHS are
increasing at a faster pace than resources. The ring-fence will lead to higher population health than
would otherwise be the case. It is however not possible to quantify this benefit in monetary terms or in
terms of health gains as we are not able to predict how much lower public health spend would be
without the ring-fence, see paragraph 2 above.
26. There is a risk that once the ring-fence budget is set at a particular level, this cements spend, even if it
is not enough or too high and thus could lead to less than optimal health outcomes. The balance of
funding between public health and the NHS would be reassessed regularly to avoid this risk.
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27. The government will ring-fence public health funds from within the overall NHS budget to ensure that it
is prioritised. The additional costs will be those of:
•
•

E.

developing a separate allocation formula for public health rather than the current single PCT
formula. The cost of this will be low;
the process of issuing allocations for the public health service. [Cannot determine these until
details are developed]

SUMMARY AND WEIGHING OF OPTIONS

i.
Present the best estimate of the overall net benefit of each option, by deducting
the expected opportunity cost of the intervention (see IA Technical Guidance on how to
derive the Opportunity Cost) from the expected benefit.
ii.
Summarise other factors, including equality and that weigh for or against each
option, using the criteria cited for this IA in section A.
iii.
Draw conclusions:
• Which options are QIPP compliant (ie without compromising quality they yield net cash savings by
2014. (See DH IAs Made Easy Guide.)
• Identify the preferred option and briefly state why it is the preferred option?

TABLE : COSTS AND BENEFITS AND OTHER FACTORS ASSOCIATED WITH THE SHORT
LISTED OPTIONS
OPTIONS COSTS (£)
BENEFITS (£)
NET
EQUALITY/ QIPP
(AGAINST
BENEFITS OTHER
COMPLIANCE
OPTION
(£)
IMPACTS
1)
CENTRAL WORST CENTRAL WORST CENTRAL
OPTION
2:
OPTION
3:
TOTAL
NPV
COSTS
AND
BENEFITS
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Annex: Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];
There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the new
Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to assess
the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment; criteria
for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]
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Impact Assessment D: Public Health Outcomes Framework

Title:

Public Health Outcomes Framework

Impact assessment (IA)

Lead department or agency:

IA no: 3027

Department of Health

Date: 27/10/10

Other departments or agencies:

Stage: Consultation
Source of intervention: Domestic
Type of measure: Other

Summary: Intervention and Options
What is the problem under consideration? Why is government intervention necessary?
The current Government, elected in May 2010, abolished the Public Service Agreement (PSA) system,
and the system of Local Area Agreements. Whilst the proposed NHS Outcomes Framework will be able
to monitor and drive forward improvements in NHS services, there are no equivalent arrangements in
place for the delivery and monitoring of improvements in public health yet. This impact assessment is
concerned with the potential costs and benefits of the proposed Public Health Outcomes Framework,
though no actual costs and benefits can yet be estimated.

What are the policy objectives and the intended effects?
The Outcomes Framework provides a vision for the future of public health, and demonstrates a mechanism
by which this vision can be achieved. This vision is ‘To Protect and Improve the Nation’s Health and Well
Being’. As part of the consultations on the Public Health White Paper there will be a consultation document
on the Outcomes Framework that will propose indicators and invite suggestions as to which indicators will
finally be included in the Outcomes Framework. The consultation will also invite suggestions on the
structure of the framework itself. Public Health delivery partners will then be encouraged to demonstrate
improvement against these indicators, this will then have a direct effect on protecting and improving the
nation’s health.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
1. Do nothing
2. Develop a public health outcomes framework

When will the policy be reviewed to establish its impact and the
extent to which the policy objectives have been achieved?

See Annex

Are there arrangements in place that will allow a systematic
collection of monitoring information for future policy review?

Yes

Ministerial Sign-off For consultation stage Impact Assessments:
I have read the Impact Assessment and I am satisfied that, given the available evidence, it represents a
reasonable view of the likely costs, benefits and impact of the leading options.
Signed by the responsible Minister:................................................................... Date: .......................................
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Summary: Analysis and Evidence
Summary: Analysis and Evidence
Description: Do Nothing
Price
PV
Time
Base
Base
Period
Year
Year
Years
COSTS (£m)

Policy Option 2
Policy Option 1
Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’

Key assumptions/sensitivities/risks

Discount rate

Without the introduction of an Outcomes Framework, there would be no robust system in place that is
able to monitor the extent of health protection or emergency preparedness measures. Addressing this
issue is of vital importance if we are to consider resilience or preparation for emergency events. In
addition to a lack of monitoring of public health outcomes, there is an implicit lack of accountability at
the local and national level that would drive forward improvements in health protection, health
improvement and well-being.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties31

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

31

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence
Description: Develop a public health outcomes framework
Price
PV
Time
Base
Base
Period
Year
Year
Years
Costs (£m)
Total transition

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Average annual

Total cost

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

Policy Option 2

years

Best estimate
Description and scale of key monetised costs by ‘main affected groups’
As the development of the new outcomes framework is still in its early stages (with consultation questions
detailed in a separate document to be published shortly) the final approach taken, as well as the individual
outcome indicators selected, will be determined post-consultation, costs cannot be estimated at this stage.

Other key non-monetised costs by ‘main affected groups’
.

Benefits (£m)

Total transition

Average annual

Total benefit

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

years

Best estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
There should be refocusing and strengthening of public health outcomes and their delivery at local and
National levels. Outcome measures may incentivise cost-effective interventions
Resources should be saved from reducing the burden of current top-down performance management
Structures and streamlining as a result of synergy across the adults social care and NHS outcomes
Framework.

Key assumptions/sensitivities/risks

discount rate

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No

Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
What is the geographic coverage of the policy/option?

65

England

From what date will the policy be implemented?

01/04/2013

Which organisation(s) will enforce the policy?
What is the annual change in enforcement cost (£m)?
Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties32

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

32

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Evidence Base (for summary sheets) – Notes
Use this space to set out the relevant references, evidence, analysis and detailed narrative from
which you have generated your policy options or proposal. Please fill in References section.
References
Include the links to relevant legislation and publications, such as public impact assessment of
earlier Stages (E.G. Consultation, Final, Enactment).
N
o.

Legislation Or Publication

13 Outcomes Not Targets, Conservative Party (2008).
Http://Www.Conservatives.Com/~/Media/Files/Green%20papers/Health_Policy_Paper.Ashx?Dl
=True
14

Equity And Excellence: Liberating The Nhs

15
16

+ Add another row

Evidence Base
Ensure that the information in this section provides clear evidence of the information provided in
the summary pages of this form (recommended maximum of 30 pages). Complete the Annual
profile of monetised costs and benefits (transition and recurring) below over the life of the
preferred policy (use the spreadsheet attached if the period is longer than 10 years).
The spreadsheet also contains an emission changes table that you will need to fill in if your
measure has an impact on greenhouse gas emissions.
Annual profile of monetised costs and benefits* - (£m) constant prices
Y0

Y1

Y2

Y3

Y4

Y5

TRANSITION COSTS
ANNUAL RECURRING
TOTAL ANNUAL
TRANSITION
ANNUAL RECURRING
TOTAL ANNUAL
* For non-monetised benefits please see summary pages and main evidence base section

Microsoft Office
Excel Worksheet
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Y6

Y7

Y8

Y9

Evidence Base (for summary sheets)

Public health outcomes framework
1. This Impact Assessment is part of a suite of impact assessments that accompany the public health
white paper. Other impact assessments in this suite are
• Structure of Public Health England (IA3024)
• Commissioning in the public health service (IA3025)
• Ring-fenced funding of public health (IA3026)
• Information and intelligence for public health (IA3028)
• Health visitors (IA3030)
2. This Impact Assessment considers what framework and indicators could be used to monitor and drive
improvements in the public health service. It directly impacts the public sector only.
3. The Outcomes Framework provides a vision for the future of public health, and demonstrates a
mechanism by which this vision can be achieved. This vision is ‘To Protect and Improve the Nation’s
Health and Well Being’. As part of the consultations on the Public Health White Paper there will be a
consultation document on the Outcomes Framework that will propose indicators and invite
suggestions as to which indicators will finally be included in the Outcomes as well as suggestions on
the structure of the framework itself. Public health delivery partners will then be encouraged to
demonstrate improvement against these indicators, this will then have a direct effect on protecting and
improving the nation’s health.
4. The current Government, elected in May 2010, abolished the Public Service Agreement (PSA)
system, and the system of Local Area Agreements. Whilst the NHS Outcomes Framework will be able
to monitor and drive forward improvements in NHS services, there are no equivalent arrangements in
place for the delivery and monitoring of improvements in public health yet. This impact assessment is
concerned with the potential costs and benefits of the proposed Public Health Outcomes Framework,
though no actual costs and benefits can yet be estimated.

What policy options have been considered?
5. We have assessed the impact of two options:
1. Do nothing
2. Develop a public health outcomes framework
Option 1 – do nothing
6. As mentioned above, currently there is no single system in place that specifically measures public
health outcomes. The Health and Social Care Bill, building on Equity and excellence: liberating
the NHS, published in July 2010 has put forward proposals to abolish Vital Signs and the National
Indicator Set which currently report on selected public health indicators.
7. Current inefficiencies include:
a. Top-down bureaucratic focus on processes rather than outcomes.
b. Vital Signs tiers do not allow local decisions to be made about priorities for health
improvement.
c. Duplication of performance management processes.
d. Lack of prioritisation of public health and wellbeing outcomes at the expense of NHS
process and treatment focused delivery.
8. Without the introduction of an Outcomes Framework, there would be no robust system in place
that is able to monitor the extent of health protection or emergency preparedness measures.
Addressing this issue is of vital importance if we are to consider resilience or preparation for
emergency events.
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9. In addition to a lack of monitoring of public health outcomes, there is an implicit lack of
accountability at the local and national level that would drive forward improvements in health
protection, health improvement and well-being.
10. Without a performance framework that addresses delivery and impact on different groups, it will
not be possible to continue to assess the impact of services on core public health outcomes for
these groups. Doing nothing does not further develop our approach to tackle the gender, age,
geographical, or socioeconomic health inequalities that currently exist.

Preferred: option 2 – develop a public health outcomes framework
11. In line with the approach taken by the NHS Outcomes Framework and the Social Care Outcomes
Framework, the current proposal for the Public Health Outcomes Framework includes selected
indicators in five domains. These domains currently include (subject to change):
a. Enhanced Healthy Life Expectancy and Preventable Mortality;
b. Health Inequalities;
c. Health Improvement;
d. Prevention of Ill-Health; and
e. Protection and Resilience.
12. The indicators in this Outcomes Framework will be selected because they provide the most robust
mechanism by which progress towards the overarching public health outcomes can be monitored
13. In addition, this framework will provide a mechanism by which improvement by delivery partners
can be monitored, incentivised, and held to account.
14. Regarding the development of candidate indicators pre-consultation, the following criteria were
used:
a. HM Treasury Transparency Framework criteria
b. Are there evidence-based interventions to support this indicator?
c. Does this indicator reflect a major cause of premature mortality or avoidable ill health?
d. By improving on this indicator, can you help to reduce inequalities in health?
e. Do you think this indicator will be meaningful to the broader public health workforce?
f. Is this indicator likely to have a negative / adverse impact on any particular groups? (If
yes, can this be mitigated?)
g. Is it possible to set measures, SMART objectives and targets against the indicator to
monitor progress in both the short and medium term?
h. Are there existing systems to collect the data required to monitor this indicator and;
i. Is it available at the appropriate spatial level (e.g. local authority)?
j. Is the time lag for data less than one year?
k. Can data be reported quarterly in order to report progress?
15. Post consultation on the candidate indicators, additional criteria will be applied prior to final
publication incorporating the following three principles/analytical tasks:
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Risk-adjustment. Underlying characteristics (e.g. socio-economic profile) could impact on
achievement at a local level. This will pose challenges for comparing indicators between
areas and negotiating local contributions to national ambitions. It is anticipated that a
process of risk adjustment will be developed and applied where feasible and based on data
broken down by agreed characteristics. This process might be applied differently to
differentiate between those health improvement indicators where a financial incentive might
be applied and those indicators used for monitoring purposes.
Calibration. Where feasible, the analytical, research and development functions of Public
Health England will review the incremental contribution of indicators in terms of their relative
importance to contributing to the overarching public health outcomes of 1) improving healthy
life expectancy and 2) reducing the healthy life expectancy gap between the least deprived
and most deprived communities. This will enable Health and Wellbeing Boards to formulate
their priorities. It is important to note that for indicators which focus on the broader
determinants of health, requiring cross-cabinet collaboration, the analytical and Research &
Development support might sit outside of Public Health England.



Comprehensiveness: A broad set of candidate indicators will be circulated as part of the
consultation process including those that focus on the broader determinants that impact on
the public’s health. The consultation should expose any gaps and ensure that the list
remains comprehensive, reflecting the areas of public health activity most likely to impact on
the aforementioned overarching outcomes. Comprehensiveness will be considered prior to
publication of the final indicator set alongside the need to be representative and balanced.

16. It is important to note that these principles will pose significant challenges with regards to their
translation into practice, (e.g. data availability) which will be fully considered post the initial
consultation period.
17. Achievement of public health outcomes requires a cross-government approach and this must be
supported by the alignment of the outcome framework across the NHS, public health and adult
social care, taking a life-course approach. The Secretary of State for health has made clear the
value of evaluation and we will continue to build proposals and options based on strong evidence
where it is available.
18. Consultation will include:
• departmental stakeholder events;
• engagement with the public health community (Directors of Public Health Advisory Group) and
Black and minority ethnic communities;
• engagement across Government, and wider public health workforce, including regional teams
(Public Health Observatories, Regional Public Health Groups); and
• a formal 12 week consultation.
19. Secretary of State has made clear his intention that an Outcomes Framework which will drive
forward improvements in public health will be fully implemented by 2013/14. He has also made
clear his intention that the Public Health Outcomes Framework will have strong links with the
Outcomes Frameworks for both the NHS and Adult Social Care.

Impacts, Costs and Benefits of preferred option
Costs and benefits
20. Identifying impacts as a result of achieving different outcomes would be the subject of a further
Impact Assessment after the consultation period. Local level contribution to the outcome
indicators will be driven by local need, dependent on the outcomes chosen and any associated
level of ambition agree regarding outcome indicators.
21. Regarding the Outcomes Framework under development, anticipated positive impacts are:
• an overall reduction in the performance monitoring burden at a local level;
• refocusing and strengthening of public health outcomes and their delivery at local and national
levels;
• synergy / alignment between the NHS Outcomes Framework/ Adult Social Care Framework
and Public Health Outcomes Framework; and
• prioritisation of health indicators with the greatest potential to impact on the public’s health
(and health inequalities), supported by an evidence base of intervention to improve health
outcomes.
22. Regarding the Outcomes Framework under development, possible negative impacts are:
• Current proposal for the Public Health Outcomes Framework may be seen by local authorities,
and others as regressive because of its top-down nature.
• Continuity may be difficult to achieve between existing frameworks (e.g. Vital Signs / National
Indicator Set) and the new outcomes framework.
• The prioritisation process to develop top-level indicators could result in unintended
consequences e.g. they become the focus for local action over and above local need /
priorities.
• There may be limitations in the evidence base underpinning the interventions required to
improve selected outcome indicators.
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23. The Outcomes Framework is under development and the final approach taken as well as the
individual outcome indicators selected will be determined post-consultation. Therefore it is not
possible to estimate costs at this stage.
Anticipated costs
•

•
•

If new data collections are needed to monitor outcomes, then these will have cost implications
for the public health service. In most cases, data underpinning outcome indicators may
already be collected. However, the frequency and timeliness of existing indicators may have to
be improved in order to be suitable for accountability purposes.
In other cases, based on the final indicator set, new data collection systems may need to be
established incurring additional costs including as appropriate, the setting up and evaluation of
pilots.
To be determined at a local level, additional costs may be as a result of diverting public health
expenditure to meet locally agreed ambitions resulting in opportunity costs.

Anticipated benefits
•
•
•

Outcome measures may incentivise cost-effective interventions. It is not possible to quantify
these at this stage.
Resources saved from reducing the burden of current top-down performance management
structures and streamlining as a result of synergy across the Social Care and NHS Outcomes
frameworks.
Until the framework is fully developed and indicator set agreed following consultation, it will not
be possible to quantify or evaluate the net benefit of this approach.

24. Wherever possible, we will use existing data sources, and will report on progress at the national level.
We anticipate the National Child Measurement Survey as being the only area where responsibility will
transfer from the NHS to local government.

SUMMARY AND WEIGHING OF OPTIONS
1.

Option 2, representing the setting up of an Outcomes Framework, is the preferred option.

2.

Provided the outcome indicators and levels of ambition selected are appropriate, and fulfil the
conditions explained above and in the consultation document, we would expect benefits to outweigh
costs.

3.

However, the full costs and benefits of establishing an Outcomes Framework cannot be estimated at
this stage, with considerable uncertainties about the likely shape and content of the framework.
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Annex: Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];
There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the new
Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to assess
the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment; criteria
for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]

72

Impact Assessment E: Information and intelligence for public health
Title:
Information and intelligence for public health

Impact assessment (IA)

Lead department or agency:
Department of Health
Other departments or agencies:

Ia no: 3028
Date: 14/10/10 (draft)
Stage: Consultation
Source of intervention: Domestic
Type of measure: Other

Summary: Intervention and Options
What is the problem under consideration? Why is government intervention necessary?
The nation has a wealth of information on public health, collected in a variety of ways, and used by different people and
organisations for many purposes. The range of information and number of agencies involved means that there is some
complexity in current arrangements, leading to gaps and overlaps in the provision of information and intelligence. The
new public health system offers a unique opportunity to review these complex functions and draw together those which
make a difference into a more coherent form. This should reduce duplication and fill critical gaps. We will harness the
information revolution to deliver information-led, knowledge-driven public health.

What are the policy objectives and the intended effects?
Information and intelligence supports and is generated through the underpinning public health functions of
surveillance and epidemiology, and provides the rational basis for public health decision-making at individual,
local and strategic level. The policy objective is to consider and weigh options for ensuring provision of issue- and
locality-specific public health evidence functions, in line with changes happening across the public health system.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
1. Do nothing
2. In-house provision of all issue- and locality-specific public health functions
3. Public Health England commissions all such functions from outside organisations
4. Public Health England commissions such functions where possible and performs in-house where necessary
Option 4 is the preferred option because it offers the most flexible solution enabling functions to be provided in the most
appropriate and cost effective way, in keeping with the requirements, documented elsewhere, of an information
revolution. Further recommendations will be made by the public health Information and Intelligence Strategic Working
Group on which functions are provided by Public Health England and which are commissioned and on ballpark costs

When will the policy be reviewed to establish its impact and the extent
to which the policy objectives have been achieved?

See annex

Are there arrangements in place that will allow a systematic collection
of monitoring information for future policy review?

Ministerial Sign-off For consultation stage Impact Assessments:
I have read the Impact Assessment and I am satisfied that, given the available evidence, it represents a
reasonable view of the likely costs, benefits and impact of the leading options.
Signed by the responsible Minister:................................................................... Date: .......................................
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Summary: Analysis and Evidence
Summary: Analysis and Evidence
Description: Do Nothing
Price
PV
Time
Base
Base
Period
Year
Year
Years
COSTS (£m)

Policy Option 3
Policy Option 1
Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

Description and scale of key monetised costs by ‘main affected groups’ PH I&I strategic working group are in
the process of recommending which information and intelligence functions are to be secured for the future and
which are to be provided in-house by the public health service and which are to be commissioned. Costings
for these functions are being developed and will be finalised in light of the responses to the consultation
exercise that begins shortly with the publication of detailed proposals.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’

Key assumptions/sensitivities/risks
Discount rate
There is complexity in the current arrangements with gaps and overlaps in the provision of
information and intelligence.
There have been commitments given to an Information Revolution as part of Big Society.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties33

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

33

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence

Policy Option 2

Description: In-house provision of all issue- and locality-specific public health functions

Price
Base
Year

PV
Base
Year

Time
Period
Years

COSTS (£m)

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

0

0

0

(Constant Price)

Low
High
Best Estimate

Years

Description and scale of key monetised costs by ‘main affected groups’
Description and scale of key monetised costs by ‘main affected groups’ PH I&I strategic working group are in
the process of recommending which information and intelligence functions are to be secured for the future
and which are to be provided in-house by the public health service and which are to be commissioned.
Costings for these functions are being developed and will be finalised in light of the responses to the
consultation exercise that begins shortly with the publication of detailed proposals.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
If elements of Public Health England could be retained in different physical locations around the country,
this would enable greater collaboration and innovation with academic and/or NHS colleagues and would
increase impact through personal relationships on locality-specific functions.

Key assumptions/sensitivities/risks
Discount rate
There is a risk of losing face to face contact with local areas and disrupting existing issuespecific teams

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

E
What is the geographic coverage of the policy/option?

England
2012

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?
What is the annual change in enforcement cost (£m)?
Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Benefits:

Annual cost (£m) per organisation

Micro

< 20

Small

Medium Large

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

N/A

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties34

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

34

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence

Policy Option 3

Description: Public Health England commissions all such functions from outside organisations

Price
Base
Year

PV
Base
Year

Time
Period
Years

COSTS (£m)

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
Optional

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

0

0
0
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’

Description and scale of key monetised costs by ‘main affected groups’ PH I&I strategic working group are in
the process of recommending which information and intelligence functions are to be secured for the future and
which are to be provided in-house by the public health service and which are to be commissioned. Costings
for these functions are being developed and will be finalised in light of the responses to the consultation
exercise that begins shortly with the publication of detailed proposals.

Other key non-monetised costs by ‘main affected groups’

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
Where appropriate skills are available, this option could increase value for money and drive
innovation through market competition.

Key assumptions/sensitivities/risks
Discount rate
This option would have a lower level of control than direct provision by the public health service
with particular risks during emergencies. At the moment the requisite level of skill to perform
issue or locality specific functions is not present in other organisations.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
Wider Impacts
What is the geographic coverage of the policy/option?

England

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?

N/A

What is the annual change in enforcement cost (£m)?

N/A

Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Benefits:

Micro

< 20

Small

Mediu
m

Large

N/A

N/A

N/A

N/A

N/A

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties35

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

35

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Summary: Analysis and Evidence

Policy Option 4

Description: Public Health England commissions information and intelligence functions where
possible and performs in-house where necessary

Price
PV
Time
Base
Base
Period
Year
Year
Years
Costs (£m)
Total transition

Average annual

Total cost

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:
years

Best estimate
Description and scale of key monetised costs by ‘main affected groups’
Description and scale of key monetised costs by ‘main affected groups’ PH I&I strategic working group are in
the process of recommending which information and intelligence functions are to be secured for the future
and which are to be provided in-house by the public health service and which are to be commissioned.
Costings for these functions are being developed and will be finalised in light of the responses to the
consultation exercise that begins shortly with the publication of detailed proposals.

Other key non-monetised costs by ‘main affected groups’

Benefits (£m)

Total transition

Average annual

Total benefit

(excl. Transition) (constant price)

(present value)

optional

optional

optional

optional

optional

optional

(constant price)

Low
High

years

Best estimate
Description and scale of key monetised benefits by ‘main affected groups’

Other key non-monetised benefits by ‘main affected groups’
The preferred option should reduce gaps and overlaps in the provision of information and intelligence. The
option will allow information and intelligence to be provided in the most appropriate and cost effective way,
in keeping with the requirements of an information revolution.

Key assumptions/sensitivities/risks

discount rate

Evidence functions need to be introduced into the public health system without vital health protection
measures being interrupted.

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

E and Wider Impacts
What is the geographic coverage of the policy/option?

Options
2012

From what date will the policy be implemented?
Which organisation(s) will enforce the policy?
What is the annual change in enforcement cost (£m)?
Does enforcement comply with Hampton principles?

N/A

Does implementation go beyond minimum EU requirements?

N/A

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

Does the proposal have an impact on competition?

No

What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

NA

NA

NA

NA

NA

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Benefits:

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties36

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

36

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Evidence Base (for summary sheets) – Notes
Use this space to set out the relevant references, evidence, analysis and detailed narrative from
which you have generated your policy options or proposal. Please fill in References section.
References
Include the links to relevant legislation and publications, such as public impact assessment of
earlier stages (e.g. Consultation, Final, Enactment). Evidence Base
N
O.

LEGISLATION OR PUBLICATION

17

EQUITY AND EXCELLENCE: LIBERATING THE NHS

18
19
20

+ Add another row

Ensure that the information in this section provides clear evidence of the information provided in
the summary pages of this form (recommended maximum of 30 pages). Complete the Annual
profile of monetised costs and benefits (transition and recurring) below over the life of the
preferred policy (use the spreadsheet attached if the period is longer than 10 years).
The spreadsheet also contains an emission changes table that you will need to fill in if your
measure has an impact on greenhouse gas emissions.
Annual profile of monetised costs and benefits* - (£m) constant prices
Y0

Y1

Y2

Y3

Y4

Y5

TRANSITION COSTS
ANNUAL RECURRING
TOTAL ANNUAL
TRANSITION
ANNUAL RECURRING
TOTAL ANNUAL
* For non-monetised benefits please see summary pages and main evidence base section

Microsoft Office
Excel Worksheet
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Y6

Y7

Y8

Y9

Information and intelligence for public health
1. This Impact Assessment is part of a suite of impact assessments that accompany the public
health white paper. Other impact assessments in this suite are:
• structure of Public Health England (IA3024);
• Commissioning in the public health service (IA3025);
• Ring-fenced funding of Public Health England (IA3026);
• Public Health Outcomes Framework (IA3027); and
• health visitors (IA3030).
2. This Impact Assessment considers how the public health service will collate and disseminate
evidence. It directly impacts the public sector only.
3. Information and intelligence supports and is generated through the underpinning public health
functions of surveillance and epidemiology, and provides the rational basis for public health
decision-making at individual, local and strategic level. The importance of information and
intelligence functions to the effectiveness of a public health system cannot be over-emphasised.
4. The objective of this workstream is to consider and weigh options for ensuring provision of issueand locality-specific public health evidence functions, in line with changes happening across the
public health system. Examples of these functions are: Health Profiles, Hospital Episodes
Statistics, support for Joint Strategic Needs Assessments, syndromic surveillance, investigation
of outbreaks, the work of the specialist observatories.

What policy options have been considered?
5. We have considered four options:
1) Do nothing
2) In-house provision of all issue- and locality-specific public health functions
3) Public Health England commissions all such functions from outside organisations
4) Public Health England commissions such functions where possible and performs in-house
where necessary
Option 1: Do nothing
6. The needs of a public health evidence function are wide ranging. Information is required from
many sources and crossing many service provision sectors, including:
• population - demography, resident population numbers and characteristics
• health status - general surveys, also registration and surveillance of particular groups
• disease - all types of epidemiology
• services - provision of health and social care services, usage, outcome, effectiveness,
efficiency, drug prescriptions, safety
• people - life style, risk-factors, views, experience of services, comparisons between groups
• social and environmental - information about the wider determinants of health, also information
relating to occupational health
• mortality - causes, trends
7. In addition, this information needs to be available at several levels of aggregation, including
neighbourhoods, communities, administrative boundaries, regional and national. As a result,
many agencies are involved in providing this information and intelligence, including the Public
Health Observatories, the Office of National Statistics and the NHS Information Centre.
8. Given the range of information and the number of agencies involved, there is some complexity in
current arrangements, leading to gaps and overlaps in the provision of information and
intelligence. For example, a workshop in 2008 on surveillance in the NHS, hosted by Informing
Healthier Choices, identified over 70 information systems producing surveillance information.
Also there are currently at least 35 national clinical audit schemes in the NHS.
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9. The development of a new public health system provides the opportunity to draw together a
variety of existing public health organisations and structures into a unified professional service
that maximises synergies across functions and minimises duplications and gaps. This extends to
information functions, and the Impact Assessment focused on the architecture of the public
health system examines the impact of bringing different information organisations into Public
Health England, including the Health Protection Agency surveillance functions, Public Health
Observatories and existing public health registries.
10. In light of the above and the commitments, as part of Big Society, to an Information Revolution in
which information is accessible to all, relevant and well structured, the Do Nothing option is not
an option. This is further supported by the overarching efficiency imperative across the public
sector and the important fact that the rest of the information system is changing (e.g. bringing in
the Health Protection Agency) requiring significant and affirmative action.

Alternative: option 2 – in-house provision of all issue- and locality-specific public health functions
11. This approach could be enacted either through a large centralised team delivering efficiencies of
approach, though this risks losing face to face contact with local areas and would disrupt existing
issue-specific teams (e.g. the Oxford based obesity observatory or York-based health economics
function) leading to unnecessary loss of effectiveness. Alternatively, elements of Public Health
England could be retained in different physical locations around the country, e.g. with embedded
teams working alongside academic institutions and/or NHS Commissioning Board outposts. This
would enable greater collaboration and innovation with academic and/or NHS colleagues and
would increase impact through personal relationships on locality-specific functions.
Alternative: option 3 – Public Health England commissions all such functions from outside organisations
12. This could include organisations such as the NHS Information Centre or academic groups, or it
could be purely commercial companies. There would be a lower level of control than direct
provision, which could present risks especially during an emergency. Furthermore, the required
level of skill to perform these issue- or locality-specific functions is not currently consistently
present in other organisations. This is particularly true for specialist health protection information
functions, where other bodies do not have the capacity, skills or necessary understanding. On the
other hand, commissioning some specific services, where appropriate skills were available
outside Public Health England, could increase value for money and drive innovation through
market competition, but only if sufficient purchaser-skill were present.
Preferred: option 4 – Public Health England commissions such functions where possible and performs
in-house where necessary
13. This approach would see Public Health England perform some issue- and locality-specific
functions in-house while commissioning others to outside organisations.
14. This is our preferred option because it offers the most flexible solution enabling functions to be
provided in the most appropriate and cost effective way, in keeping with the requirements,
documented elsewhere, of an information revolution
15. The PH I&I Strategic Working Group will share/test recommendations for the future I&I system
and a process is in place to deliver this, with ballpark costs, during November. Namely:
a. an audit on public health information and intelligence functions is being conducted by the
working group, by end of the week commencing 22 November 2010;
b. the working group will then recommend which information and intelligence functions are to
be secured for the future, with ballpark costs, and which are to be provided in-house by
Public Health England and which are to be commissioned, week commencing 29
November 2010;
c. the criteria for deciding whether information and intelligence functions are commissioned
out or performed in-house are being examined by the working group;
d. these recommendations and criteria will be submitted, along with a draft submission, to a
senior review group (David Harper, Sally Davies and Richard Murray) for clearance during
week commencing 29 November 2010;
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e. the revised submission, with appropriate clearances, will be sent to Ministers week
commencing 6 December 2010, after which, following feedback, future plans for
information and intelligence and the required budgets can be tightened up; and
f. it is acknowledged that there needs to be an assessment of the appropriate level of
spending and how it is deployed, taking account of the risk to other policies. Also it is
agreed that interdependencies exist between the information and intelligence
arrangements, the outcomes framework and the ring-fenced budget.

Option 4 Impacts, Costs and Benefits
16. The successful implementation of the preferred option will require alignment on those information
and intelligence functions which are to remain within the public health service and those which
can safely and cost effectively be commissioned from outside organisations.
17. We are working with critical partners in order to develop the policy required to introduce the
evidence functions into the Public Health Service successfully and without vital health protection
measures being interrupted. Once policy has been further developed, we will be in a position to
update the Impact Assessment.

SUMMARY AND WEIGHING OF OPTIONS
i.
Present the best estimate of the overall net benefit of each option, by deducting
the expected opportunity cost of the intervention (see IA Technical Guidance on how to
derive the Opportunity Cost) from the expected benefit.
ii.
Summarise other factors, including equality and that weigh for or against each
option, using the criteria cited for this IA in section A.
iii.
Draw conclusions:
• Which options are QIPP compliant (ie without compromising quality they yield net cash savings by
2014. (See DH IAs Made Easy Guide.)
• Identify the preferred option and briefly state why it is the preferred option?

TABLE : COSTS AND BENEFITS AND OTHER FACTORS ASSOCIATED WITH THE
SHORT LISTED OPTIONS
OPTIONS
(AGAINST
OPTION
1)

COSTS (£)

BENEFITS (£)

NET
EQUALITY/ QIPP
BENEFITS OTHER
COMPLIANCE
(£)
IMPACTS

CENTRAL WORST CENTRAL WORST CENTRAL
OPTION
2:
OPTION
3:
TOTAL
NPV
COSTS
AND
BENEFITS
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Annex: Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];
There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the new
Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to assess
the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment; criteria
for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]
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Impact Assessment F: Health Visitors

Title:

Commitment to fund 4,200 additional health
visitors in England

Impact Assessment (IA)
IA No: 3030
Date: 09/10/2010

Lead department or agency:

Stage: Final
Source of intervention: Domestic

Other departments or agencies:

Type of measure: Other

Summary: Intervention and Options
What is the problem under consideration? Why is government intervention necessary?
The Public Health White Paper and the supporting evidence document “The Health of the Nation” set out
the importance of pregnancy and the early years of life for children’s physical, mental and emotional
development and cite the supporting evidence. The Marmot Review Fair Society, Healthy Lives (2010) also
points to the importance of support at the start of life for remedying health inequalities.
These sources also indicate that outcomes fall substantially short of what is plausibly achievable with well
focused interventions. Yet, one channel of support of families in particular, health visiting, has been in
decline and the age profile of the workforce suggests this could continue. In some areas, this has meant
insufficient capacity to deliver a universal service offer to all families.

What are the policy objectives and the intended effects?
To improve the social environment in which children, particularly from disadvantaged homes, spend their
early years. The intended result is to secure better physical, mental and emotional developmental
outcomes.

What policy options have been considered? Please justify preferred option (further details
in Evidence Base)
1. Do nothing
2. To increase the health visitor workforce by 4,200 by May 2015 (from a baseline of April 2010) and
improve health outcomes by:
- ensuring continuation of universal health visiting provision.
- offering family health services with more extended contacts to support new families and a range of care
interventions for those with greater needs,
- championing wider health and wellbeing, prevention and public health, and building family and community
capacity,
- extra capacity for health visitors to lead teams to improve health outcomes for children.

When will the policy be reviewed to establish its impact and the
extent to which the policy objectives have been achieved?

It will be reviewed
10/2014

Are there arrangements in place that will allow a systematic
collection of monitoring information for future policy review?

Yes

SELECT SIGNATORY Sign-off For final proposal stage Impact Assessments:
I have read the Impact Assessment and I am satisfied that (a) it represents a fair and reasonable view of
the expected costs, benefits and impact of the policy, and (b) the benefits justify the costs.
Signed by the responsible Minister:................................................................... Date: .......................................

87

Summary: Analysis and Evidence
Policy Option 4
Summary: Analysis and Evidence
Policy Option 2
Description: Fund 4,200 Additional Health Visitors In England by 2015
Price
Base

PV
Base

Time
Period

COSTS (£m)

Net Benefit (Present Value (PV)) (£m)
Low: Optional
High:
Best Estimate:

Total Transition

Average Annual

Total Cost

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Low
High

Years

525m

231m
148m
Best Estimate
Description and scale of key monetised costs by ‘main affected groups’
HV training costs: qualified nurses to health visitors: £101m
: backfilling qualified nurses: £130m
Running costs: Pay etc: £272m (£9m rising to £142m in 2014/15)

Other key non-monetised costs by ‘main affected groups’
Maximum of 5 lines

BENEFITS
(£m)
Low
High

Total Transition

Average Annual

Total Benefit

(excl. Transition) (Constant

(Present Value)

Optional

Optional

Optional

Optional

Optional

Optional

(Constant Price)

Years

Best Estimate
Description and scale of key monetised benefits by ‘main affected groups’
Maximum of 5 lines

Other key non-monetised benefits by ‘main affected groups’
The main benefits of increasing the number of health visitors will be to children and families. There are
likely to be positive effects for children from earlier identification of development needs (the 2.5 year
checks), but the main benefits are likely to be over the lifetime of the child.

Key assumptions/sensitivities/risks

Discount rate

Increase in HV numbers occurs in a phased manner : 25%, 25%, 50% over 2011/12-2013/14
Attrition rate assumed each year = 22%; unit costs based on PSSRU figures.
Risks relate to benefit realisation and will be mitigated by monitoring, evaluation and feedback to modify the
programme as appropriate .

Direct impact on business (Equivalent Annual) £m):

In scope of OIOO?

Costs:

No
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Benefits:

Net:

Measure classified as
NA

Enforcement, Implementation and Wider Impacts
What is the geographic coverage of the policy/option?
From what date will the policy be implemented?

England
01/05/2015

Which organisation(s) will enforce the policy?

DH

What is the annual change in enforcement cost (£m)?

0

Does enforcement comply with Hampton principles?

Yes

Does implementation go beyond minimum EU requirements?

No

What is the CO2 equivalent change in greenhouse gas emissions?

Traded:

Non-traded:

(Million tonnes CO2 equivalent)

n/k
No

n/k

Does the proposal have an impact on competition?
What proportion (%) of Total PV costs/benefits is directly attributable
to primary legislation, if applicable?

Costs:

Benefits:

0

0

Annual cost (£m) per organisation

Micro

< 20

Small

Mediu
m

Large

Yes

Yes

Yes

Yes

Yes

(excl. Transition) (Constant Price)

Are any of these organisations exempt?

Specific Impact Tests: Checklist
Set out in the table below where information on any SITs undertaken as part of the analysis of
the policy options can be found in the evidence base. For guidance on how to complete each
test, double-click on the link for the guidance provided by the relevant department.
Please note this checklist is not intended to list each and every statutory consideration that
departments should take into account when deciding which policy option to follow. It is the
responsibility of departments to make sure that their duties are complied with.
Does your policy option/proposal have an impact on…?

Impact

Statutory equality duties37

Yes

Page ref
within IA
107

Statutory Equality Duties Impact Test guidance

Economic impacts
Competition Competition Assessment Impact Test guidance

No

Small firms Small Firms Impact Test guidance

No

Environmental impacts
Greenhouse gas assessment Greenhouse Gas Assessment Impact Test guidance

No

Wider environmental issues Wider Environmental Issues Impact Test guidance

No

Social impacts
Health and well-being Health and Well-being Impact Test guidance

Yes

Human rights Human Rights Impact Test guidance

No

Justice system Justice Impact Test guidance

No

Rural proofing Rural Proofing Impact Test guidance

No

Sustainable development

No

8

9

Sustainable Development Impact Test guidance

37

Race, disability and gender Impact assessments are statutory requirements for relevant policies. Equality statutory requirements will be
expanded 2011, once the Equality Bill comes into force. Statutory equality duties part of the Equality Bill apply to GB only. The Toolkit provides
advice on statutory equality duties for public authorities with a remit in Northern Ireland.
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Evidence Base (for summary sheets) – Notes
Use this space to set out the relevant references, evidence, analysis and detailed narrative from
which you have generated your policy options or proposal. Please fill in References section.
References
Include the links to relevant legislation and publications, such as public impact assessment of
earlier stages (e.g. Consultation, Final, Enactment).Evidence Base
N
o
.

Legislation or publication

21 Impact Assessment on the CHPP (now the Healthy Child Programme http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalass
ets/@dh/@en/documents/digitalasset/dh_084076.pdf
22
23
24

+ Add another row

Ensure that the information in this section provides clear evidence of the information provided in
the summary pages of this form (recommended maximum of 30 pages). Complete the Annual
profile of monetised costs and benefits (transition and recurring) below over the life of the
preferred policy (use the spreadsheet attached if the period is longer than 10 years).
The spreadsheet also contains an emission changes table that you will need to fill in if your
measure has an impact on greenhouse gas emissions.
Annual profile of monetised costs and benefits* - (£m) constant prices
Y0
Transition costs
Annual recurring
Total annual costs
Transition benefits
Annual recurring
Total annual benefits

Y1

Y2

Y3

Y4

£88m

£127

£190

£172

Y5

Y6

Y7

Y8

* For non-monetised benefits please see summary pages and main evidence base section
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Y9

Health Visitors
1. This Impact Assessment is part of a suite of impact assessments that accompany the public
health white paper. Other impact assessments in this suite are:






structure of Public Health England (IA3024)
commissioning in the public health service (IA3025)
ring-fenced funding of public health (IA3026)
Public Health Outcomes Framework (IA3027)
Information and intelligence for public health (IA3028)

2. This Impact Assessment directly impacts the public sector only.

What is the problem under consideration? Why is government intervention necessary?
3. The Public Health White Paper and the supporting evidence document “The Health of the
Nation” set out the importance of pregnancy and the early years of life for children’s physical,
mental and emotional development and cited the supporting evidence.
4. The Marmot Review Fair Society, Healthy Lives (2010) also points to the importance of support
at the start of life for remedying health inequalities.
5. These sources also indicate that outcomes fall substantially short of what is plausibly achievable
with well focused interventions. Yet, one channel of support of families in particular, health
visiting, has been in decline and the age profile of the workforce suggests this could continue.
In some areas, this has meant insufficient capacity to deliver a universal service offer to all
families. Without timely government intervention, fewer families would be able to benefit from
the universal offer.

What are the underlying causes of the problem?
Two underlying causes seem likely to be responsible for the problem.
•

There is some evidence that commissioners have not seen health visiting and delivery of the
Healthy Child Programme as a priority. Although there have been recent steps to strengthen health
visiting capacity to safeguard children, the NHS has not generally accorded a high priority to
investment in early years support. The commissioning of public health has often been displaced by
more urgent calls on the commissioning skills and funds available to PCTs. The related reforms in
public health should, in due course, ensure that adequate funding is available and that an adequate
focus upon public health interventions is given at a local level.

•

The second problem is that the supply of health visitors has fallen short of demand in some areas.
6. Strategic Health Authority workforce leads have identified that the main reasons for declining
numbers of recruits and for difficulties in retained health visitors are:
It is an ageing workforce, many of whom have nurse retirement option to retire at 55 years. In
areas where workforce numbers have fallen, those remaining have had to focus support on the
most vulnerable children and on safeguarding responsibilities, at the expense of the wider public
health professional role originally envisaged.
Practice teacher numbers have also declined and thus system capacity to train new health
visitors is reduced and flexibilities to change the pattern of practice education have not yet been
widely adopted.
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The training requirements - a year’s full time training on top of a nursing qualification - can
prove a disincentive to entry, especially if this involves leaving a higher paid nursing post, which
may have included ‘unsocial hours’ payments. Many training programmes now pay salary at
band 5 whereas historically nurses were seconded on their current grade.

What policy options have been considered?
7. Although the evidence firmly establishes the importance of early years’ environment in
determining outcomes, the evidence of the cost-effectiveness of different interventions to secure
the needed early support is less robust. Consequently, given the urgency of securing results, it
makes sense to pursue a range of complementary interventions to expand the health visitor
workforce and health visiting service, and ensure best fit with Sure Start Children’s Centres and
other early years services, whilst evaluating cost-effectiveness through the implementation
period.
Option 1: Do Nothing
8. The Do Nothing option (Option 1), against which the other options are compared, would
involved allowing the new arrangements for public health commissioning to bed down, and
leave it to the discretion of individual local authorities and Directors of Public Health in due
course to determine the balance between health promotional interventions. However, such a
strategy would involve considerable delay and a widening gap in health visitors workforce
capacity. As discussed earlier, this would lead to fewer families being able to benefit from the
universal service offer.

Option 2: Increase health visitor workforce capacity by 4200 by May 2014
9. Hence, it is proposed to build on the central role that health visitors already play and the trust
families place in them. They lead delivery of an evidence-based programme of support – the
Healthy Child Programme - through both directly providing services and managing the skill-mix
health visiting team to support families. The Healthy Child Programme covers parenting
support, developmental checks, vaccinations and immunisations, health advice; offering
additional support and therapeutic interventions for families with particular needs; and helping
families to access wider community or specialised support as appropriate. The Impact
Assessment carried out in respect of the Programme in 2008, sets out in more detail its policy
intention and impact.
10. This option would seek to ensure there is sufficient HV capacity to deliver this core programme
of support to all families, with additional help for those who need it; to enhance the offer of
support during pregnancy and the early weeks of life; to strengthen relationships between the
health visiting team and Sure Start Children’s Centres; and to develop the health visitors’ public
health role in promoting wider community response to families and their needs.
11. The Government has estimated that an increase in capacity of the order of 4200 is required in
order to lead and deliver the intended support to families, to help ensure that all children get the
best possible start in life and that any problems are identified and addressed as soon as
possible.
12. In the first instance, to achieve change it is proposed that DH and then the NHS Commissioning
Board should commission these developments. In time, the intention is that responsibility
should pass to local authority commissioners arrangements set out in the Public Health White
Paper.
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Impacts, Costs and Benefits of Option 2
13. The workforce context: Numbers of health visitors in England have been declining over several
years. The annual workforce census shows that in April 2010, there were 10,124 health visitors
in post, the 2009 return shows 10,859 in post and the 2004 figure is 13,303. This reduction in
numbers has coincided with an increase in birth rates. The birthrate in England has risen since
2001, despite falling for several years beforehand. In 2008, 672,809 children were born in
England of which 54% were born in the South compared to 46% in the North. Further, the age
profile of health visitors shows that the majority are between 45-54 years old, which has a
negative impact on the overall supply chain of the workforce. Annex A shows recent provisional
monthly data demonstrating a continuation of the downward trend.
14. The Department has completed some projection analysis of the workforce that would suggest
that health visitor numbers will continue to fall unless there is direct intervention to reverse the
trend. Annex B illustrates that in September 2009 there were 10,859 (headcount) health visitors
employed in the NHS in England. If the historic trend in the number of health visitors were to
continue we would expect there to be around 8,400 staff (headcount) in 2014. These figures
are based on models fitted to the 2005-09 workforce data by age group and are unadjusted for
new trainees joining the workforce or for any other factors that may affect the trend e.g.
improved retention rates.
15. Against this background it is clear that the “do nothing” option would involve further decline in
health visitor numbers and detriment to children and families before local public health
commissioning could reverse this trend.
16. A 4,200 increase in the workforce would take account of these trends, based upon several
research sources including work conducted by Professor Sarah Cowley38 who first began
charting resource and estimating future need.
17. The evidence that a substantial increase in health visitor numbers would have an impact upon
welfare includes a YouGov poll39 in which 76% of parents asked wanted support and advice on
child health and development specifically from a health visitor with up to date health care
knowledge. This was as compared to 58% looking to support from family members, 33% to a
qualified nurse and 16% to a child care worker. This material is set out in Helping new families
– support in the early years through universal health visiting (Conservative Research
Department 2008).
18. An increase of 4,200 in the HV workforce is the best current estimate of the scale of expansion
needed to secure an improved, universal health visitor led service to children and families at the
start of life, consistent with the case advanced by Marmot (Marmot Review Fair Society, Healthy
Lives (2010)) and others for focusing investment and support at this crucial stage.
Set out the costs of delivering the impacts listed in section
19. A comprehensive programme of action is planned, to address the factors that lie behind the
workforce decline and to ensure the expanded workforce is delivered as cost-effectively as
possible, generating maximum benefit to children and families.

38

Prof. Cowley, ‘The contribution of the NHS to reducing health inequalities’, submission to the Health Select Committee’s
Inquiry into health inequalities, November 2007 and Prof. Cowley, ‘A Funding Model for Health Visiting: Baseline
Requirements’, Community Practitioner, 2007 80(11) pp.18-24.
39
YouGov survey on behalf of Family and Parenting Institute ‘Parents of Under 5s, 12 March 2007.
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Reversing the workforce trends
20. Provisional work has been conducted mapping current health visitor numbers to weighted
populations of under 5s. This model is being further refined. Initial work showed a weak,
although just statistically significant positive, correlation between numbers of health visitors and
deprivation but significant areas of deficit in metropolitan areas and London particularly.
The implementation programme (An implementation programme will shortly follow publication of the
Public Health White Paper)
21. This covers a comprehensive programme, including:
• communication of the importance of the first years of life, and the refreshed and expanded
vision of the HV contribution, to the NHS and local authorities, the professions and NMC,
partners in SSCCs and other early years services, the higher education institutes, and all
who will have a part to play in securing implementation, to maximise their engagement
• a national recruitment drive, linked to action to develop more flexible and cost effective
training routes which meet the Nursing Midwifery Council standards for entry to the nursing
and midwifery register as a specialist community public health nurse.
• return to practice initiatives and exploration of flexible retirement and other retention
initiatives, to maximise the contribution from trained health visitors and provide practice
education in new ways.
• a new training module for the existing workforce on building community capacity, so that
they can refresh and update their skills.
22. The implementation programme also addresses future commissioning arrangements. Under the
new arrangements set out in the Public Health White Paper, it is proposed that health visiting
and delivery of the Healthy Child Programme will be funded through the new Public Health
Service. In due course, it is envisaged that the funds will form part of the local public health
budget, with opportunities for local Health and Wellbeing Boards to oversee the best fit with
other local early years services, including Sure Start Children’s Centres
23. However in the first instance the Department of Health and then the NHS Commissioning Board
will lead commissioning of the health visiting service on behalf of Public Health England,
working closely with PCTs, GP consortia and other local partners. This reflects the need for
swift and focused action to address the particular challenges associated with securing an
increase of some 50% in this workforce and ensuring alignment between commissioning,
workforce planning and training plans and funding through a period of transition. In the longer
term responsibility for commissioning health visiting is expected to transfer to local
commissioning.
24. The implementation plan includes further work to ensure best fit with developing plans for Sure
Start Children’s Centres and their services, and to promote effective joint working between the
health visiting service, Sure Start Children’s Centres, midwives and general practice to ensure
most cost-effective use of the total workforce.
Policy implementation costs
25. In order to increase the total number of health visitors by an extra 4200 by 2014/15, a model
was constructed to estimate the gaps in the annual number of health visitors, and cost estimates
were applied to the gap to estimate the total costs of this commitment. This is described further
below.
Estimating the number of health visitors required each year
26. The April 2010 workforce census shows a total of 10,124 health visitors. Using this as the base
figure and considering a target of 14,324 health visitors (4,200 higher than the April 2010
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census figure), the model estimates the annual increase required, given assumptions of the
attrition rate, the number of training commissions already in place, and the assumed return to
practice of retired health visitors. These assumptions are described further below and the
modelling results are illustrated in the table below.

Extra HVs trained to
make up shortfall against
8
2014-15 target

Modelled estimates of workforce numbers

Year
2010-11
2011-12
2012-13
2013-14
2014-15

Assumed Cumulative
Cumulative
total of
Modelled
new HVs
total of
assumed
w'force joining after new HVs Assumed
return to
based on
1 yr
joining return to
practice
attrition conversion
after1 yr practice
2
3
4
5
6
recruits
recruits
2005-09
training
training
514
10,265
514
9,789
642
1,156
153
153
9,313
640
1,796
49
202
8,837
640
2,436
24
226
8,361
640
3,076
12
239

Modelled
w'force
based on
attrition and
assumed
training and
return to
practice
7
recruits
10,779
11,098
11,311
11,499
11,675

Shorfall
against
2014-15
target
3,545
3,226
3,013
2,825
2,649

Cumulative
total of extra
Extra QN
QN
conversions conversions
662
662
1,324
-

662
1,324
2,648
-

Expected HVs
incl. extra QN
9
conversions
10,779
11,098
11,973
12,823
14,324

Notes:
1. Source: provisional workforce census data, NHS Information Centre for health and social care
2. Forecast based on continuation of historic trend in attrition, 2005-2009.
3. Training commissions for 1 year health visitor qualification for trained nurses. 2010 figure (514)
is actual commissions for 2009-10, 20011 figure is planned commissions for 2010-11. Figures
for 2012-14(640) are assumed to be at 2011 level.
4. Cumulative total of new trainees joining the workforce during 2010-2014 using NMET data.
5. Estimates based on information from DH return to practice pilots policy team, based on London
and E.Midlands pilots.
6. Cumulative total of return to practice recruits during 2011-14.
7. Sum of modelled workforce based on attrition, and cumulative total of trainees and return to
practice recruits.
8. The expansion is phased as 25%, 25%, 50%.
9. In 2010-11 and 2011-12 this is the modelled workforce based on attrition and training and return
to practice. In 2012-13 and 2013-14, this also includes the additional qualified nurses who have
completed their conversion course.

Estimating the costs of the additional health visitors
Fixed or one-off costs
The fixed costs of additional health visitors comprises the costs of training nurses to become health
visitors and the costs of backfilling the nurses posts.
This cost, based is based on the PSSRU (Public Social Service Research Unit, University of Kent) unit
costs of health and social care and internal DH information on training course costs and the paybill for
health visitors and nurses. These costs include the backfill costs and the return to practice costs.
These costs accrue over the first there years based on the expansion rate of 25%, 25% and 50%.
Ongoing costs:
These costs include
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(a) the salary and other costs incurred by staff activity: home visits, other contacts with clients in clinics,
the associated administration work for home visits and contacts, in-service training, supervision of staff
etc. (£9m in the first year, then rising to £142m in the last year as the target of 4200 additional health
visitors is met)
(b) travel and associated costs (around £10m over the fours years)
(c) costs for running a recruitment campaign (assumed to be £1m annually)
(d) the additional costs of growing the wider child health nursing pool in parallel to expansion of the
health visiting workforce, to increase support for families whilst the health visiting workforce is
expanded and to create a pipeline from which future HV trainees could be added (£60m over the
four years).
The following table illustrates the cost profile of the expansion of the HV workforce.
Estimated costs1 (£m) of achieving 4,200 (headcount) increase in health visitors by 2014-15
Start-up costs for extra qualified
nurses (QN) converting to health
2
visitors (£m)

Year
2011-12
2012-13
2013-14
2014-15
Total costs
2011-12 to
2014-15

Total
Training for
conversion QN backfill start-up
3
4
from QN
costs
costs
25
47
72
25
43
68
51
40
91
101

130

231

Ongoing paybill costs(£m)

Travel to
home
visits
costs
0.3
2
3
5
10.3

5

Other
Total
ongoing ongoing
6
7
costs
costs
9
9.3
44
46
77
80
142
147
272

282.3

Total
workforce
8
costs
81
114
171
147

Communic
ations
9
costs(£m)
1
1
1
1

Costs of
additional child
health nurse
w'force (500
head count)
10
(£m)
6
12
18
24

513

4

60

Total
costs
(£m)11
88
127
190
172
577

Notes:
1. Costs are presented in 2011-12 prices. Costs are based on PSSRU unit costs of health and social care and
internal DH training course costs, paybill costs etc. Unit costs for paybill (around £40,000 per annum)
and health visitor training (around £6500 per annum) err on the larger side, to reflect the fact that such a
large workforce expansion may accrue larger unit costs than the trend.
2. The expansion is phased as 25%, 25% 50%, i.e, the total number of new conversion courses is 662 in
2011/12 and 2012/13 and 1324 in 2013/14. This leads to the expansion being realise din 2014-15.
3. All of the qualified nurses who convert to health visitor roles are backfilled. Due to the 3-year lead time
for qualified nurses, all of the required new trainees enter the system in 2011-12 so that they exit training
in 2014-15. The attrition rate for nursing undergraduate courses is assumed to be the same as the recent
trend, at 22% in aggregate.
4. Total start-up costs are the sum of training and backfill costs.
5. These costs include the assumed return to practice of 239 health visitors by 2014/15. The return to
practice numbers at the national level was modelled on information available from two pilot sites, by
considering the ratio of return to practice recruits in the pilot sites to the total workforce in those sites
and extrapolating to obtain a national figure.
6. These salary and oncosts will cover all other costs incurred by all other staff activity: home visits,
associated administration work, other contacts with clients in clinics, in-service training, supervision of
other staff, management meetings etc.
7. These are the total travel and other ongoing costs.
8. These are the total of workforce start-up and ongoing costs.
9. These costs are for the running of a recruitment campaign to include return to practice recruitment and
new entrants to the profession.
10. These are the additional costs of growing the wider child health nursing pool in parallel to the expansion
of the health visitor workforce to provide support.
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11. These are the total of all workforce costs (start-up, ongoing and additional health nurses) and
communication costs.
The total costs over the first four years are discounted at 3.5% to result in a PV cost figure of
£525m. To take into account the opportunity cost of such investment, we use the multiplier of
2.4, which brings the total cost to £1260m.
Consider the plausible range of benefits arising from Option 2
Public health outcomes, cost benefit analysis and Programme evaluation
27. Whilst we have been able to apply an estimated cost to a four-year health visitor implementation
programme (based on certain assumptions about training, attrition rates, salary costs, etc), it is
not possible to conduct a thorough cost benefit analysis based on improved public health
outcomes at this stage.
28. However, we are confident that the benefits of adding 4,200 extra health visitors will outweigh
the costs of doing so. As discussed earlier, we believe that this number is required to provide
the core programme of support to all families, with additional help for those who need it; to
enhance the offer of support during pregnancy and the early weeks of life. Health visitors can
therefore potentially benefit families and children through a number of ways.

29. Evidence tells us that poverty and failure to initiate breastfeeding both contribute to 1% of all
infant deaths40. 22% of women do not initiate breastfeeding and the UK ranks as one of the
lowest countries in Europe on the proportion of babies receiving any breast milk.41
Breastfeeding has clear health gains for both mother and baby, improving life chances, health
and well being. Benefits of breastfeeding for the infant include protection against
gastrointestinal, urinary, respiratory and middle ear infection. For the woman, breastfeeding can
reduce the risk of certain forms of cancer, including all breast cancer.
30. Health visitors have the potential to help women to continue breastfeeding beyond the early
days if they are working in settings which are implementing the UNICEF UK Baby Friendly
Initiative, which is an evidence-based approach to supporting women who wish to breastfeed, in
hospitals and at home.
31. The average breastfeeding prevalence at 6-8 weeks for England in the last quarter of 2009/10
was 45.2%42. Rates are lowest in the most vulnerable groups in society, with half the number of
babies in routine and manual groups being breastfed at 6 weeks, compared to those in
managerial and professional groups. We estimate that every additional infant breastfed will lead
to cost savings from avoiding hospital admissions, of the following type:
Cost saving per additional infant breastfed in one year:
otitis media
gastroenteritis
asthma
LRTI
breast cancer

£ 8.40
£ 43.20
£ 35.63
£ 4.30
£ 15.32
£106.85

40

Infant mortality statistics from DH analysis – percentages relate to population attributable fractions
OECD Family database; CO1.5: Breastfeeding rates, www.oecd.org/dataoecd/30/56/43136964.pdf
42 Q4 2009-10: DH Vital Signs Monitoring Returns
41

97

32. Based on number of infants breastfed in 2009 (303,318 children, based on the 2009 births
(ONS) and a 45.2% prevalence rate), we estimate that a 10 per cent increase in breastfeeding
prevalence at six months would lead to a cost savings of £3.22m per year for the additional
infants that are breastfed. Assuming a similar cohort that is breastfed each year, the overall
cost savings discounted over 10 years would result in a PV of £30m. Clearly these are only the
financial cost savings and take no account of the benefits to the quality of life of each cohort
over several years and the quality of life of the mother, particularly the benefit of reduced
probability of breast cancer over a 30 year period. Were these to be considered, the benefits
would be significantly higher.
33. In addition to direct benefits to the child’s health and development, the right support in the early
years
34. affects readiness to learn at age 5 and longer term development, with benefits to the individual,
the
35. economy and wider society. For example, a key element in the Healthy Child ProgrammeI is the
2.5 year check of all children to be able to assess the health and emotional development of the
child and be able to identify at an early stage any concerns regarding slow development.
Shortage of health visitors mean this is not currently being offered to all families. It is estimated
that approximately 7% of children in the UK suffer from specific and primary speech and
language impairments (Tomblin, J.B. et al 1997). A study called "The Cost to the Nation of
Children's Poor Communication (2006) estimated that 10% of all children have a long term
persistent SLCN (Speech, Language, Communication Needs), whereas over 50% of children at
school entry age experience more transient difficulties which could be overcome through
appropriate support. There is also evidence which points to the important role, that Allied Health
Professionals play in addressing speech, language and communication needs, ensuring
children have optimum levels of communication in order to access education and avoid
behavioural problems with devastating consequences later on (e.g. 60% of the prison population
experience communication problems).
36. If this problem is picked up early by the health visitor during the 2.5 year check, and appropriate
support is provided, it could potentially enable the child to start with normal school life. Based
on the population of 2 year olds and assuming 5% of these could have a SLCN that may be
possible to be overcome through early intervention, we estimate that there would be 32,000
children at least who could benefit from early detection. We are not able to quantify current
rates of detection of SLCN at the 2.5 check bythe existing workforce. However, a conservative
assumption is that, at a minimum, at least 10% more of such children may be detected, as a
result of the additional health visitors at the 2.5 year check. There is no evidence available on
how much improvement there would be in the quality of life of a child detected and treated
early. However, assuming that there is a minimum 0.05 increase in the QALY per child (a very
conservative estimate) and applying a monetised value of £60,000 per QALY gained, we
estimate that the present value of benefits over a 10 year period would be equal to £476m
(applying a discount rate of 1.5%). The benefits over the school years of the child or indeed
lifetime of the child would be significantly higher.
37. Health visiting interventions also benefits new mothers and families. One such example of
health visitors being able to help mothers with post natal depression. Women with post-natal
depression are likely to experience persistent feelings of inadequacy and hopelessness, an
increased propensity to terminate breastfeeding early and to have difficulty with dealing with
infant feeding and crying. These problems in the early mother–infant relationship arising in the
context of post-natal depression can lead to suboptimal cognitive and emotional development of
the child.
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38. A study on the clinical effectiveness of health visitor training to address depression postnatal
women43 examined the effects from using health visitors trained to identify depressive
symptoms at six to eight weeks postnatally by using the Edinburgh postnatal depression scale
(EPDS) and clinical assessment , and also trained in providing psychologically informed
sessions based on cognitive behavioural principles for an hour a week for eight weeks. The trial
found that 12% more women in the intervention group showed reduced EPDS scores (reduced
level of depression) than those in the control group.
39. Moderate to severe post-natal depression is a common condition that affects approximately
13% of women in the early months following childbirth (Petrou et al 200244, O’Hara and Swain
1996). Using this figure for the number of women who had given birth in 2009 would result in an
estimated 86,000 suffering from post-natal depression. If half of these women were provided
the targeted health visitor intervention, from the clinical evidence, it would appear that around
12% of them would benefit, compared to the women who were not provided targeted health
visitor intervention. Assuming that each woman benefiting would have a QALY of at least 0.05,
we estimate that the total benefit to postnatally depressed women who have a targeted health
visitor intervention would be around £770m in PV terms (applying a discount rate of 1.5% and a
value of £60,000 per QALY). If all such women could be targeted the figures could well double.
40. These are just a few examples and are based on quite conservative assumptions. However,
health visitors could provide a range of benefits through the core programme, which would
provide a total benefit significantly in excess of the costs, particularly when considering benefits
over the lifetime of the child rather than 10 years as assumed here. For instance, the Impact
Assessment undertaken for the Child Health Promotion Programme in 2008 estimated that the
total benefits from having pregnant women checked at 12 weeks of pregnancy for obesity, and
children checked at 2.5 years for obesity, could yield benefits of more than £7bn over the
lifetime of the children.
Set out the assumptions upon which projections for Option 2 have been based, and the risks to
which they are subject.
41. The extent and rapidity of the programme creates risks that benefits will not be delivered as
expected. This risk is best mitigated by monitoring, evaluation and feedback to enable the
programme to be modified to ensure benefit realisation.
42. As set out in the implementation plan, the Department will monitor progress, undertake research
to inform and shape ongoing work and evaluate the added value of the extra 4,200 health
visitors in the following ways.
43. On workforce expansion, we will monitor workforce trends and assess the impact of workforce
initiatives in order to measure success and cost-effectiveness. This will include work with The
Centre for Workforce Intelligence.
44. The Department also intends to commission research, including through the National Nursing
Research Unit at King’s College London, to inform and help shape ongoing work on health
visitor expansion. This will include:
•
•

work on cost-effectiveness and outcomes
outcome measurement

43

Clinical effectiveness of health visitor training in psychologically informed approaches for depression in
postnatal women: pragmatic cluster randomised trial in primary care – Jane Morell, Pauline Slade et.al., BMJ, 15
January 2009
44
Economic costs of postnatal depression in a high-risk British cohort, British Journal of Psychiatry, 2002

99

•
•

work on skill-mix
work on user experience.

45. It will also be important to review progress through the Public Health Outcomes Framework.
The consultation document includes proposals for outcomes and indicators covering the early
years. Proposals under consideration for future development and inclusion include
development of an indicator relating to the 2 to 2.5 year check.
46. Implementation plans will be adapted and fine-tuned in light of emerging evidence to maximise
effectiveness.
Set out expected impacts upon Equality and Human Rights:
47. An EqIA for the health visitor commitment is included with the Public Health White Paper EqIA.
SUMMARY AND WEIGHING OF OPTIONS
Option 1 – Do Nothing Likely to result in a further decline in health visitor numbers before local Public
Health commissioning was able to reverse this trend.
Option 2 - Increase of 4,200 over 5 years An increase of 4,200 would afford the health visitor
workforce the capacity to focus on delivery of the Healthy Child Programme, offering a stronger
universal service, more intensive services for disadvantaged families and building community capacity
to offer better support, with consequent short and long-term benefits to physical, mental and emotional
health and well-being and wider gains to society and the economy.
Background information
The health visitor role
48. Health visitors are nurses or midwives who hold post-graduate specialist practitioner
qualifications and work in the field of child family and public health.
49. They combine a nursing or midwifery and public health education giving them the ability to
combine biomedical and psychosocial knowledge with understanding of the health system and
of child and family health and wellbeing. They apply skills in working with individuals and
communities and, through the key roles set out below, seek to maximise health outcomes and
reduce inequalities,
50. Health visitors offer proven preventative health services for all families and children in the first
years of life, through the evidence based Healthy Child Programme. Increased numbers of
health visitors will be focused on building capacity to offer a stronger universal service, more
intensive services for disadvantaged families and building community capacity to offer better
support.
51. In leading and delivering the Healthy Child Programme (pregnancy through to 5 years)
the health visitor will provide and/or oversee the team that provides
A service to all families that includes:
• Antenatal visit/family health assessment/preparation for parenthood.

•
•
•

New birth visits - parenting, feeding, health checks - planning future health care.
First year contacts: formal health programme immunisation, physical and developmental
checks, information, support, feeding parenting, safety, relationships.
One to three years: formal health programme, dental health, keeping safe, nutrition, speech
language, communication and play and the 2-2.5 year review.
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•

Three to five years: a formal health programme for school entry.

Specific services for families when there is an issue affecting health and well being
Health visitors use their expert professional judgement to agree appropriate levels of additional support,
building on parents’ strengths. Some of this support is provided by them, some they delegate or refer
to the appropriate professional or practitioner. Examples of common needs and services are:
•
•
•
•
•
•
•
•

Relationship counselling
Maternal Mental Health/Pre-natal Depression
Parenting support
Parenting advice on family health and minor illness
Sleep problems
Feeding/weaning problems
Pre-school behaviour
Speech/communication problems

Ongoing additional services for vulnerable children and families
Health Visitors are skilled at identifying families with high risk and low protective factors, enabling these
families to express their needs and deciding how they might best be met.
This may include:
• Offering evidence-based programmes.
• Encouraging the use of the Common Assessment Framework.
• Referring families to specialists.
• Arranging access to support groups, for example those provided in the local Sure Start
Children’s Centre.
• Organising practical support - for example working with a nursery nurse on the importance of
play.
• Delegating focused contacts to a team member and monitoring effectiveness.
Contribution to multidisciplinary services in safeguarding and protecting children
•

Health Visitors are educated to recognise risk factors, triggers of concern, and signs of abuse
and neglect, as well as protective factors. Using this knowledge, they can concentrate their
activities on the most vulnerable families. Through their preventative work, they are often the
first to recognise that the risk of harm to children has escalated to the point that safeguarding
procedures need to be implemented.

•

Health Visitors maintain contact with families while formal safeguarding arrangements are in
place. It is essential to do this so that families receive an effective service during a crisis and
ensures that families receive preventative health interventions.

•

Health visitors contribute to all stages of the child protection process, including serious case
reviews, and may be called upon to appear in court to explain the action they have taken. They
support the work of the local safeguarding children board through the delivery of multi-agency
training programmes and through their membership of working and task subgroups.

Community/Public Health roles through or in partnership with Sure Start Children’s Centres
• Establishing the children’s centre health promoting environment.
• Delivering a wide range of health services in the children’s centre.
• Establishing effective partnerships between the children’s centre, local GPs, the primary
healthcare team and maternity services.
• Having an information-sharing protocol in place across local children’s services.
• Coordinating health campaigns, improving information.
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•

Offering education and training for children’s centre staff.

Health Visitors – creating and leading effective teams with a good mix of skills.
•
•
•
−
−
−

Children and families benefit enormously from the broad range of skills offered by different team
members.
Leadership of the Healthy Child Programme gives Health Visitors the opportunity to manage
their own staff and create a team approach across professions and service boundaries.
There is potential for some outreach workers to retrain to become Sure Start health practitioners
or Sure Start Health Visitor assistants. Other nurses in the health visiting team could be Sure
Start nurses. This would:
for outreach workers, give experience of working in multidisciplinary teams and training and
experience on family health. This could potentially be linked to new access training.
for nurses, provide practical experience and development prior to HV training and (should NMC
approve new education programmes) provide an 'on the job approach' to HV training.
increase the numbers in the Health Visitor ‘supply pipeline’ and provide improved services for
families in the interim.

Early years health promotion and prevention
52. The Healthy Child Programme is an evidence-based programme and every child should
continue to have access to a universal or core programme of preventive pre-school care based
on the considerations of agreed screening procedures, evidence favouring health promotion
procedures and the need to establish which families have more complex needs. These are all
services that children and families need to receive if they are to achieve their optimum health
and wellbeing. If the programme were not in place or not delivered equitably then the
consequences are that early action to address ill health and disability because many problems
in pregnancy, childhood and later life are preventable, will not be taken and will result in adverse
outcomes and inequalities in health.
How many people use these services?
53. 671,508 children were born in England in 2009. This means that for the Healthy Child
Programme, universal services such as screening, immunisations and development reviews are
provided for over 600,000 children every year. Numbers of children and families who benefit
from the progressive elements of the Programme are not available. We do know that as part of
the Health Child Programme’s progressive service, the Family Nurse Partnership programme, a
nurse-led home visiting service for first time vulnerable young parents, is currently provided to
approximately 4,000 clients, with plans to expand the programme so that it will have reached
7000 families by 2011.
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Annexes (Health visiting IA)
Annex 1 Post Implementation review
Annex 1: Post Implementation Review (PIR) Plan
A PIR should be undertaken, usually three to five years after implementation of the policy, but
exceptionally a longer period may be more appropriate. A PIR should examine the extent to which the
implemented regulations have achieved their objectives, assess their costs and benefits and identify
whether they are having any unintended consequences. Please set out the PIR Plan as detailed below.
If there is no plan to do a PIR please provide reasons below.
Basis of the review: [The basis of the review could be statutory (forming part of the legislation), it
could be to review existing policy or there could be a political commitment to review];
To consider the benefits brought to children and families by the expansion of the health visitor
workforce by 4,200 over the period (beginning 6 months ahead of close).
Review objective: [Is it intended as a proportionate check that regulation is operating as expected to
tackle the problem of concern?; or as a wider exploration of the policy approach taken?; or as a
link from policy objective to outcome?]
Policy review in order to assess benefit and outcomes – will inform future policy and service
decisions relating to health visiting.
Review approach and rationale: [e.g. describe here the review approach (in-depth evaluation, scope
review of monitoring data, scan of stakeholder views, etc.) and the rationale that made choosing
such an approach]
As part of the overall programme plan, we are including review and evaluation of the policy in
order to build an evidence base which demonstrates whether and how health visitor interventions
make a positive impact. We intend heath visiting to be a component of a wider evaluation piece to
be commissioned by DH R&D, which will look at the entire Healthy Child Programme (age 0 – 19).
Baseline: [The current (baseline) position against which the change introduced by the legislation
can be measured]
April 2010/11
Success criteria: [Criteria showing achievement of the policy objectives as set out in the final impact
assessment; criteria for modifying or replacing the policy if it does not achieve its objectives]
To be agreed but would relate closely to the Public Health Outcomes Framework going forward.
Local commissioners and providers will be required to report against agreed outcomes for child
and family health and well being.
Monitoring information arrangements: [Provide further details of the planned/existing arrangements in
place that will allow a systematic collection systematic collection of monitoring information for
future policy review]
To be agreed.
Reasons for not planning a PIR: [If there is no plan to do a PIR please provide reasons here]
n/a
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Annex 2
Health visitors employed by NHS organisations in England (headcount)
Provisional data, NHS Information Centre

10,500
10,400
10,300
10,200
10,100
10,000
9,900
Health
visitors

9,800
9,700
9,600
9,500
9,400
9,300
9,200
9,100
9,000Z
Sept 09

Oct 09

Nov 09

Dec 09

Jan 10

Feb 10

Mar 10

Apr 10

May 10

June 10

Provisional monthly data from published IC report (Sept 2010)
Qualified HVs

Month
Sept 09
Oct 09
Nov 09
Dec 09
Jan 10
Feb 10
Mar 10
Apr 10
May 10
June 10

Nos
HC
10,347
10,316
10,318
10,287
10,231
10,215
10,213
10,124
10,102
10,018

FTE
8,860
8,833
8,842
8,815
8,771
8,753
8,744
8,705
8,718
8,667
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Annex 3

Modelled changes to health visitor workforce 2010-14
Historic/current w'force

Model 1

Model 2

Target 1

Target 2

16,000

14,000

12,000

10,000

Headcounts

8,000

6,000

4,000

2,000

0
2005

2006

2007

2008

2009

2010

2011

2012

2013

2014

Model 1
continuation of historic trend only - no adjustment for new trainees or recruits or
entering workforce
Model 2
Target 1
Target 2

continuation of historic trend with adjustment for new trainees and return to
practice recruits entering workforce
1,000 more HC HVs than 2009 figure
4,200 more HC HVs than 2009 figure
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Appendix 1 Overarching Post Implementation Review
Basis of the review: [the basis of the review could be statutory (forming part of the legislation), it could be to review
existing policy or there could be a political commitment to review];

There will be an overarching review of the policy of developing a public health service which will include an
evaluation of the transition process for establishing the public health service.
Review objective: [is it intended as a proportionate check that regulation is operating as expected to tackle the problem
of concern?; or as a wider exploration of the policy approach taken?; or as a link from policy objective to outcome?]

Public Health England will be in place by April 2012. The objective of the review will be to evaluate whether
the changes deliver the expected health benefits. We will be able to review the success of the transfer of
functions and review whether this has taken place at an acceptable cost.
Review approach and rationale: [e.g. Describe here the review approach (in-depth evaluation, scope review of
monitoring data, scan of stakeholder views, etc.) And the rationale that made choosing such an approach]

The Department of Health has established a transition programme which will design and implement the
new Department of Health - including the new public health service, Public Health England
The public health outcomes framework will provide a mechanism by which improvement by delivery
partners can be monitored, incentivised, and held to account. It is however, too early to establish a detailed
timeframe for assessing the performance against the indicators set out within the outcomes framework.
Local authorities will not receive hard budgets until the 2013/14 financial year and it will be difficult to
assess the impact on outcomes for a number of years.
DsPH will also need to produce an annual report
Baseline: [the current (baseline) position against which the change introduced by the legislation can be measured]

Success criteria: [criteria showing achievement of the policy objectives as set out in the final impact assessment;
criteria for modifying or replacing the policy if it does not achieve its objectives]

Monitoring information arrangements: [provide further details of the planned/existing arrangements in place that will
allow a systematic collection systematic collection of monitoring information for future policy review]
Once in place, the indicators outlined within the outcomes framework will provide information on how the
national and local public health service are achieving against the outcomes. Local authorities will be
primarily accountable to their local populations.
Reasons for not planning a PIR: [if there is no plan to do a PIR please provide reasons here]
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Appendix 2:

Equality Impact Assessment
1. Introduction
The public health White Paper, Healthy Lives, Healthy People, sets out a radical new
approach to public health and is focused on protecting the public from health threats (such as
infectious diseases and environmental hazards), improving the healthy life expectancy of the
population, and improving the health of the poorest, fastest.
This is an initial equality impact assessment (EqIA) of the proposals contained within the public
health White Paper. The focus of this assessment is largely on the high-level structural changes
needed to establish Public Health England. The five critical work streams are:

1. Structure – relationship to the existing Department of Health, NHS and workforce issues,
in other words, staffing Public Health England
2. Commissioning – how public health interventions will be designed and purchased
3. Funding – how the public health service will be funded, including at local authority level
4. Outcomes – what framework and indicators we could use to monitor and drive
improvements
5. Information – how the service will collate and disseminate public health evidence
In addition, there is one policy-specific option, which has been assessed within the Impact
Assessment – the commitment to increase health visitor numbers.

2. Responsibilites of the Department of Health in relation to inequalities
The Department of Health (the Department) is committed to equality, diversity and human
rights. In its role, it seeks to be an effective champion for all, by:
•
•
•

setting national direction and supporting delivery, in ways that promote equality and
tackle inequalities in health that arise from disadvantage and discrimination
taking action to support people to maximise their health, wellbeing, independence,
choice and control, and
supporting all the people who work in the system and for the Department to deliver
these goals, recognising the value of their differences in the contribution they make.

The Department has a statutory duty to have due regard to the need to:
a) eliminate discrimination and other conduct prohibited under the Equality Act 2010
b) to advance equality of opportunity between people who share a protected characteristic
and people who do not
c) foster good relations between people who share a relevant characteristic and people
who do not.

3. General Overview
The premise of Public Health England will be to protect the public; and to improve the
healthy life expectancy of the population, improving the health of the poorest, fastest.”
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We know that compared to other comparable countries, there are significant areas for
improvement within the current system. For example, rates of mortality amenable to
healthcarei rates of mortality from some respiratory diseases and some cancersii, and some
measures of strokeiii have been amongst the worst in the developed worldiv. In part, this is due
to differences in underlying risk factors, which is why we need to re-focus on public health.
However, international evidence also shows we have much further to go in managing care
more effectively. For example, the NHS has high rates of acute complications of diabetes and
avoidable asthma admissionsv; the incidence of MRSA infection has been worse than the
European averagevi; and venous thromboembolism causes 25,000 avoidable deaths each
yearvii.Inequalities in life expectancy between areas such as Barnsley and Burnley and the rest
of England are widening. In Burnley, residents are almost 50 per cent more likely than the
national average to die of heart disease or stroke before the age of 75. In Leicester men from
the most deprived areas of the city die some six years younger than those in the least deprived
areas. There are also differences related to ethnic origin – South Asian people are five times
more likely to get diabetes than people from a white background.viii
In February 2010, the Marmot Review team published ‘Fair Society, Healthy Livesix’ based on
a yearlong independent review into health inequalities in England led by Sir Michael Marmot.
The review found:
•

•
•
•
•

reducing health inequalities is a matter of fairness and social justice. In England, there
may be people who are currently dying prematurely each year as a result of health
inequalities who would otherwise have enjoyed, in total, between 1.3 and 2.5 million
extra years of life.
There is a social gradient in health – the lower a person’s social position, the worse his
or her health. Action should focus on reducing the gradient in health.
Health inequalities result from social inequalities. Action on health inequalities requires
action across all the social determinants of health.
Focusing solely on the most disadvantaged will not reduce health inequalities
sufficiently.
Effective local delivery requires effective participatory decision-making at local level.
This can only happen by empowering individuals and local communities.

With particular regard to inequalities, Marmot found that “social inequalities exist across a wide
range of domains: age, gender, race, ethnicity, religion, language, physical and mental health
and sexual orientation…These inequalities interact in complex ways with socio-economic
position in shaping people’s health status.” Given the finding of a ‘social gradient’ in health. It is
important for policy makers at a national and local level to give due consideration to tackling
the root causes of inequality.
The findings from Marmot are supported by the Office of National Statistics report, ‘Focus on
Social Inequalities’. The report uses statistics from the 2001 Census to examine the extent of
inequality in a number of key areas of life including health and highlights inter-relationships, for
example, that health affects ability to work which in turn impacts on income and living
standards. The report describes a “web of complex social, economic and cultural influences
which determine relative advantage and disadvantage, many of which are not amenable to
influences of public policy”. The diagram below illustrates how these factors could come
together during the life course of a person to influence their outcomes in life.
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Potential Influences upon inequalities adapted from the Office for National Statistics
Report, Focus on Social Inequalities (2004)

Birth cohort: Gender,
ethnic origin, county of birth,
disability at birth, low birth
weight.

Immediate family: Family
size and household
composition, standard of
social class, housing,
income/wealth, education,
values, parenting
behaviour.

Disability –acquired, moving
house/area, schools
attended, educational
attainments, partnership
formation and breakdown,
childbearing.

Local amenities (e.g. parks,
arts, sports, libraries), levels
of unemployment, quality of
area, transport, education
services, health services,
employment opportunities.

Initial
Characteristics

Family, Social
and Area
Characteristics

Maturation and
Life Course
Events

Influences from
Environment,
Services etc

Other social influences:
Family outside household,
friends/peer group,
neighbourhood, work,
professional groups, sport
and other leisure activities,
voluntary and religious
groups.
Area Characteristics:
urban/rural, type of housing

Age/Maturation, life cycle
state, health/disability
acquired, health –related
behaviour (smoking,
drinking, exercise, healthy
eating and drug-taking),
personality, outlook on life.

Income and
Standards of
Living: Income,
consumer durables,
basic necessities.

Outcomes in
Adult Life
Education,
Training and
Skills: Educational
attainment,
qualifications, skills
and knowledge.

Health: Infant mortality,
mortality/life expectancy,
health life expectancy,
morbidity, disability,
teenage pregnancy,
self-reported health.

Social and Civic
Participation:
Social participation,
political and civil
engagement,
citizenship, criminal
behaviour.
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The Government is determined to have a stronger, more effective public health strategy.
The current public health system has grown up piecemeal and, as a result, is not making the
most of potential synergies across services. There is also little freedom for local communities
to design and deliver local solutions for the particular challenges they face. By transferring
responsibility for public health improvements from Primary Care Trusts (PCTs) to local
authorities, those responsible for commissioning public health services will be better able to
work in a coordinated manner across the local authority to tackle issues such as lower
educational attainment, insecure employment, poor housing and material disadvantage.

4. Scope of the EqIA.
This EqIA is the first document in a series of equality impact assessments and we would
anticipate publishing further EqIAs as policy decisions are finalised and move towards
implementation. There will be an extensive period of consultation on specific aspects of the
new system for example, how the budget will be allocated and outcomes measured. We want
to hear from local government, professionals, academics, clinicians, business, voluntary and
public sectors and members of the public. However, it should be noted that a number of the
policy proposals are fixed subject to the Parliamentary process.
The EqIA for the public health White Paper predominately focuses on the policy intentions
relating to the creation of the public health service including:
•
•
•
•
•

Structure of Public Health England
Commissioning routes
Proposed ring-fenced funding for public health
Public health Outcomes Framework
Information and intelligence

This EqIA should be read in conjunction with the EqIA for the Health and Social Care Bill (the
Bill). In addition, a more comprehensive story on the health of England is set out in Our Health
and Wellbeing Today, published to accompany Healthy Lives, Healthy People. This paper and
the EqIA has shaped the content of the public health White Paper.

5. Relevance to Equality and Human Rights – Challenges and opportunities
and Policy Discussion
Structure:
This section considers the relevance to equality and human rights of transferring:
•

Staff from the Health Protection Agency (HPA) to the Department

We would expect all staff and assets associated with the responsibilities to transfer to the
Department. We have not considered here any potential future reductions in posts, which may
need to be achieved to meet the wider government cost-reduction programme.
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•

Directors of Public Health from PCTs to Local Authorities

Each PCT currently has a Director of Public Health. In order to deliver their public health
improvement function, the Bill would require local authorities to have a Director of Public
Health. The Department’s current understanding is that the existing PCT Directors of Public
Health (DsPH) would transfer to local authorities by virtue of Transfer of Undertakings
(Protection of Employment) Regulations (TUPE) or statutory transfer schemes. Centrally, it
would be inappropriate to dictate whether all public health staff currently working in PCTs will
transfer to local authorities, as local authorities need to be able to determine workforce
requirements in line with business need, whilst ensuring due regard to employment legislation.

Commissioning
This section consider the relevance to equality of transferring Commissioning functions from
PCTs to local authorities. Whilst the changes outlined above would largely affect staff, the
transfer of commissioning functions from PCTs to local authorities has the potential to impact
on the services provided to patients and service users.

Ring Fenced Funding
The principle of ring-fencing funding to protect public health spend should ensure that money is
best allocated according to need. Equality groups are more likely to benefit from a mechanism
(the health premium) that targets inequalities.

Outcomes Framework
The public health Outcomes Framework and indicator set (under development) will support the
public health White Paper to achieve one of its primary goals; reducing health inequalities.
Addressing these health inequalities directly will have a positive impact on population health.

Information and Intelligence
We expect that improving collection and dissemination of public health information will have a
positive effect on equality as better understanding of the outcomes of different groups helps to
promote better targeting of effective interventions.

Health Visiting
The government has committed to increase health visitor numbers by 4,200 by May 2015.
Socio-economic status has a significant impact on health inequalities amongst children and an
increase in health visitor numbers will help reduce inequalities by better supporting parents and
their children.

6. Discussion
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Structure:
Staffing the Public Health Service – Transfer of HPA and other bodies and
the transfer of Directors of Public Health (Wider work is underway as part
of the ALB review which will consider equality impacts of changes).
The over-riding policy objective is to protect the public, and to improve the healthy life
expectancy of the population, improving the health of the poorest, fastest, by establishing a
public health service incorporating both national and local structures. The public health service
will need to be staffed appropriately to achieve these objectives. This will also need to be
looked at in the context of the wider structural reforms for the NHS, which will see the
disestablishment of Strategic Health Authorities (SHAs) and PCTs.
We recognise that this may be a time of uncertainty for staff and it will be important to
communicate clearly with staff. In developing policy options, it has been important to involve
them and consider advice from front-line staff such as DsPH currently in post. To this end,
there are a number of DsPH who are working for the Department on a part time basis. In
addition, there is regular engagement with DsPH through an advisory group. Staff within the
HPA will be kept informed of developments relating to the transfer through a fortnightly bulletin
although formal consultation has not yet commenced.
Transfer of staff from the HPA and other bodies to the Department
Given the vital nature of their work, we will need to ensure public health expertise and
workforce is not lost but located elsewhere. In order to achieve cost efficiencies to respond to
the financial challenge facing the public sector we will need to consider maximising the use of
corporate services and minimising duplication in activity across different organisations. Be that
as it may, at this stage, we would expect all staff and assets associated with the HPA to
transfer to the Department. Equally, with regard to the transfers of Directors of Public Health
(and associated staff) we would assume that any later reductions in staffing numbers would be
the responsibility for the local authority in question to determine.
The HPA have published extensive datax on the composition its workforce by equality strand
and have sought to improve the information on staff ethnicity, disability and sexual orientation.
By bringing the HPA into the Department, we have the opportunity to collect detailed equality
data, which can be used to better understand and support the workforce. The HPA is made up
of 11 divisions, incorporating corporate functions such as finance, communications and HR
and specialist functions such as the Regional microbiology Network. The following charts by
protected characteristics have been produced using data from the HPA workforce report.
Demographic Data of HPA Workforce
Gender
Number
of
(headcount)
Percentage
of
(headcount)

Female
staff 2593

Male
1508

Total
4101

staff 63.23%

36.77%

100%
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Ethnic
Origin

White

Mixed
Asian
heritage

Black

Chinese Other

Filipino Unknown Total

51

285

125

34

45

2

762

4101

Percentage 68.20% 1.24%
of staff

6.95%

3.05%

0.83%

1.10%

0.05%

18.58%

100%

Religious Beliefs and Beliefs
of Staff
Atheism
Buddhism
Christianity
Hinduism
Islam
Jainism
Judaism
Sikhism
Other
Undefined
Don’t wish to disclose
Total

Number of Staff

Percentage of Staff

202
14
785
54
27
9
6
4
110
2588
308
4101

4.93
0.34
19.14%
1.32%
0.66%
0.22%
0.15%
0.10%
2.68%
63.11%
7.51%
100.15%

Number of 2797
staff

Sexual
Orientation

Bisexual

Gay

Heterosexual Lesbian

Undefined Don’t
wish to
disclose

Total

Number of
staff

8

11

1230

5

2583

264

4101

Percentage
of staff

0.20%

0.27%

29.99%

0.12%

62.98%

6.44%

100%

In addition to the charts above, the HPA report explained that 13 staff within the HPA declared
that they had a disability. The HPA has supported the development of the LGBT staff support
group, BME staff support group and women’s staff support group. The Department offers
similar support mechanisms.
There is no evidence from the NHS Litigation Authority that organisational restructuring has led
to a challenge on the basis of an infringement on human rights. However, an advice note for
public authorities issued by the Equality and Human Rights Commission suggests thatxi
decisions such as efficiency drives, budget cuts, reorganisations and relocations, redundancies
and service reductions could have a disproportionate impact on certain groups of people. The
Equality and Human Rights Commission also note that there have been recent press reports
which have suggested that women are more likely to be impacted for example due to revisions
to maternity and/or flexible working policies. Approximately two-thirds of the HPA workforce are
female and policy makers will need to be mindful of the increased likelihood of impact.
Although we anticipate moving all staff from the HPA to the Department on the 1 April 2012,
the Department has to be mindful of the need to cut costs across government and the HPA
cannot be immune to this. However, at this stage, it is too early to speculate on the internal
structure of the Department after this date.
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Another area of concern associated with restructuring is possible relocation. The Joseph
Rowntree Foundationxii suggests that “Employers’ assistance for relocating employees is
focused predominantly on the financial aspects of moving house. However, there is increasing
evidence of the impacts relocation has on partners’/spouses’ jobs, children’s education and
care for older relatives. Yet many employers remain unwilling to take account of these wider
issues”. There is also for example a risk that if an organisation in an urban centre is relocated,
a greater proportion of BME staff may be impacted.
At this stage, we anticipate that staff and assets will transfer from the HPA to the Department.
The HPA have a number of regional locations and we would not advocate a mass move, for
example to the Department’s buildings in London. This should mitigate against potential
impacts resulting from relocation.
Where appropriate, the transfer of staff will take place by virtue of TUPE or statutory transfer

schemes with due consideration to equality legislation and employment law. In addition, it will be
important to ensure that there are no infringements on Human Rights xiii with particular regard to
Article 8: the right to protection of private and family life. It should however be noted that all
organisations named above are public authorities with responsibilities to uphold human rights conventions.

Transfer of Directors of Public Health to Local Authorities
The responsibilities that PCTs currently have for local health improvement will transfer to local
authorities, who will employ the Director of Public Health, jointly appointed with the Secretary of
State. From 2013/14, the Department will allocate a ring-fenced public health budget and local
DsPH will be responsible for health improvement funds allocated according to relative population
health need. The allocation formula for those funds will include a new “health premium” designed
to promote action to improve population-wide health by promoting equality and reducing health
inequalities.
DsPH currently have an important role within PCTs. The section below details the potential impact
of transferring functions in more detail. The Association of Directors of Public Health (ADPH), the
representative body for DsPH in the UK, responded to the Consultation for Equity and Excellence:
Liberating the NHS following significant consultation and involvement with members. The full
consultation response can be found at the ADPH website. The ADPH recognises that the
proposed structural changes in England raise huge opportunities for public health and the
organisation welcome the increased formal role of local authorities in the health agenda. The
integration of local DsPH into local authorities also opens the chance of real improvements in
health and wellbeing. However, the ADPH also recognises that there are potential risks around
staffing capacity and transition. The ADPH notes that in previous reorganisations, 10-15% of the
specialist workforce have left the service.
Data on the demographics of DsPH is currently not held centrally. The ADPH have provided
statistics on the gender of their members including DsPH and those acting as interim and
executives. These figures can only be seen as a broad indication and not definitive. The
percentage of males to female is broadly equal with 47% male and 53% female.
The majority of DsPH will not need to “reapply” for their jobs but will instead transfer by virtue of
TUPE. Transfers, where appropriate, will take place between PCTs and local authorities. Both
types of organisations are well versed in their duties on equality and have previously experienced
organisational change. Determining the wider public health workforce within a local authority will
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be the responsibility for the local organisation. Many DsPH have already worked jointly between a
PCT and a local authority with the ADPH estimating that 85% of appointments across England
were joint appointments.
However, there are some areas where the number of PCTs does not align with the number of
upper tier and unitary local authorities. In these cases, it is expected that there will be open
and transparent competition for roles. This will need to be dealt with on a case-by-case basis,
but we would expect the process to comply with equality legislation. As further mitigation, there
are currently vacancies at Director of Public Health level. However, as discussed above, we
recognise that relocations can have an adverse impact on staff.
Diversity within Senior Leadership and the professions
There is evidence to suggest that there is not equality of opportunity in accessing career
opportunities. For example:
• Women earn on average 23% less per hour than men.
• Women working part-time are paid around 40% less per hourxiv
• People of BME background are 13% less likely to find work than a white personxv
• Disabled people are still more than twice as likely to be out of work as are non-disabled
peoplexvi
There are additional barriers to entering traditional professional occupations and senior
executive positions both within the public and private sectors. For example, medicine is one of
the most socially exclusive professions A typical doctor born in 1970 grew up in a family with
an income 62% above that of the average family, in today’s terms, this equates to growing up
in a family that is richer than five in six of all families in the UKxvii. There is limited data on the
full demographic break down of the public health workforce. However, the Faculty of Public
Health have undertaken a series of surveysxviii from 2003 onwards, Of the 2648 workforce
questionnaires that were circulated as part of the 2007 census, 1712 were returned and 939
were identified as working at a consultant level in public health and related areas. Of the 939
respondents, 50% were between the ages of 45 and 54 years of age. 49% were male. There
was not detailed ethnicity information on 14.6% of the group but 65.8% described themselves
as white British with the remainder from a wide variety of ethnic backgrounds.
Senior Leadership
Although the NHS is the largest employer of women, BME groups and gay and lesbian people
across Europe, there is continued under-representation from minority groups at a senior level.
The NHS has made extensive efforts to address this, for example through the Breaking
Through Programme, which is a positive action programme to identify, select and develop
talented managers and clinicians from BME backgrounds and support them to achieve
director-level positions. In March 2000, the Department set up a surveyxix to monitor progress
on targets to increase the representation of women and black and minority ethnic groups on
the boards of NHS organisations. On the 31 March 2004:
•
•

43% of executive directors were women.
7.5% of executive directors were in black and minority ethnic groups – (however this
varied at the time from 0.00% in Dorset and Somerset to 28.3% in North East london).
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Similar challenges are experienced within local authorities. Within the Local Government
Workforce Survey: England 2010xx local authorities were asked to state the percentage of the
top five percent of earners from their authority who were from BME groups, had a disability or
were women.
Percentage of the top five % of earners within surveyd local authorities by ethinictiy,
disability and gender (adapted from the Local Government Workforce Survey)
BME Groups
2%
Those with Disability
3%
Women
44%
Local authorities were asked if they were taking any action to increase the percentage of BME
groups in senior management positions. 46% of local authorities had already taken action or
were planning to take action. 78% of local authorities monitored their workforce across equality
strand. 4% were not yet considering monitoring which is a risk for the organisations involved.
However, 100% of local authorities that responded had mechanisms in place or were
considering developing mechanisms to tackle any harassment or discrimination that may arise
from the lack of diversity in their workforce.
Equality and Diversity: Local and Democratic Legitimacy
A potential risk is that councillors are not representative of the population as a wholexxi. In 2006,
only 29% of councillors in England were women and 4.1% had a non-white ethnic background
(compared to 9.5% of the population over 21 years old). The National Census of Local Authority
Councillors for 2008 shows little change in these figures: 68.4% of councillors were male, with only
30.8% female. 3.4% came from an ethnic minority background compared with the percentage of
BME people in the general population (9.5%). The average age of councillors has increased from
55.4 years in 1997 to 58.8 years in 2008. The proportion under 45 has fallen from 18.4% to 13.1%
over the same period.
Public Health and the NHS
Public Health England will work hand in hand with the NHS. There will be protected public
health funding, separate from the healthcare budget, to ensure that it is not squeezed by other
pressures, though it will still be subject to the running costs reductions and efficiency gains that
will be required across the system. Directors of Public Health will be the strategic leaders for
public health and health inequalities in local communities, working in partnership with the local
NHS and across the public, private and voluntary sectors. We have also proposed new local
statutory health and wellbeing boards to support collaboration across NHS and local
authorities, in order to meet communities’ needs as effectively as possible.
We believe that local authorities are best placed to deliver local public health services in the
new system as opposed to GP consortia. Local authorities are likely to have a wider population
base than a consortium, which may allow for greater economies of scale in providing (or
commissioning) public health interventions. In addition, local authorities are better placed to
consider the full substitutability and complementarity of different services that may deliver
public health outcomes when commissioning services.
Furthermore, while commissioning consortia will be responsible for commissioning services for
the whole of their local population, there is a risk that if consortia rely heavily on GP services to
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deliver public health interventions, unregistered people (and the people who may benefit the
most) may fall through the net. This could have the effect of deepening health inequalities. For
example, evidence suggests that homeless people and those sleeping rough tend to be more
likely than the general population not to be registered with a general practitioner.45
Furthermore, a 1994/95 survey covering 117 GP practices in and around Bristol found that only
27% would permanently register a homeless person, with 24% only treating homeless people
on an emergency basis.46 This might mean that homeless people would be unlikely to receive
preventative treatments.
There is however, a risk of fragmentation. Currently people belonging to a vulnerable group
would have their health services provided or arranged by one local body (PCT). In the current
system there will be two commissioning bodies. However, a narrow focus on health takes too
simplistic a view of the current system. Whilst a vulnerable person may have their health
services commissioned by the local PCT, they may well benefit from services provided by the
local authority such as social services. Indeed, currently there is already a degree of
fragmentation where a service user has contact with social and health services. For example,
research by the Nuffield Trustxxii showed that in a typical locality, 90% of social care users over
the age of 55 had been in contact with secondary care during a three-year period.
Overlap of health and social care users in typical locality and social care
users in a typical locality (Adapted from the Nuffield Trust)

Registered population 77,000*

Secondary care 53,000
(69% of the registered
population)
Social care
contact

90% of those
with a social
care contact
have also had
secondary
care contact(s)
in the three
years.

*Looking at all over 55s, registered continuously with local GPs from April 2005 to
April 2008

There are a number of organisations where there is joint leadership between the local authority
and the PCT, such as NHS Herefordshire (Primary Care Trust) and Local Authority. The
organisation notes positive outcomes such as more older people with mental health problems
45

Anderson et al (2003) Single homeless people, London: HMSO
Allen and Jackson (1994) Health care needs and services in resettlement units, London Policy Studies Institute for the Resettlement Agency
and Department of Social Security
46
Wood et al (1997) Do homeless people get a fair deal from General Practitioners?, Journal of Royal Society of Health 117(5):292-297
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are able to live safely and with dignity in their own homes and a joint focus on improving health
and wellbeing outcomes. For example, there is now a more coherent approach to tackling
childhood obesity. By moving health improvement commissioning responsibilities to local
authorities, we would expect a greater understanding of the wider social determinants at a
population level.

Commissioning
Transfer of commissioning functions from PCTs to Local Authorities
Summary of proposed changes
There is evidence to suggest that “social inequalities exist across a wide range of domains:
age, gender, race, ethnicity, religion, language, physical and mental health and sexual
orientation… These inequalities interact in complex ways with socio-economic position in
shaping people’s health status”.xxiii There is a social gradient in health and the root causes of
inequality have a profound impact on health outcomes.
Transferring the local public health commissioning responsibilities to local authorities allows for
tailored local solutions to meet widely varying local needs and facilitates joined up approaches
across many other areas of local government work (such as housing, planning, social care,
and leisure) and with other important local partners (such as the police, business and schools)
– all of which can have a huge impact on the wider determinants of health and wellbeing. In
addition, local authorities have a democratic mandate from the local population, unlike PCTs.
This additional legitimacy and accountability will ensure that local authorities are held to
account by their local populations.
Local authorities have a public health role at present. In particular, they perform functions in
relation to the control of disease under the Public Health (Control of Disease) Act 1984. The
new policy is that “upper tier” local authorities are to be given additional responsibility for
improving the health of their local population focusing on activities such as:
•
•

•

influencing lifestyle choices by providing education and training, information and
campaigns (an example would be campaigns highlighting the benefits of eating “five a
day”, or pointing to the dangers of smoking);
facilitating activity which improves health such as promoting leisure classes, working
with other parts of local government to promote healthy activity (e.g. encouraging active
travel, promoting exercise, reducing excess seasonal deaths through housing
improvements, using existing social groups to increase skills to enable healthy eating
and nutrition); and
activities which prevent illness (a good example being smoking cessation classes which
help smokers quit, thereby reducing the number of people who suffer from cancer and
heart disease).

In addition to health improvement functions, we propose transferring responsibility for
fluoridation from Strategic health Authorities to local authorities, transferring responsibility for
medical inspection of school pupils and, the weighing and measuring of children from
Secretary of State and Primary Care Trusts to Local Authorities.
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Within each “upper tier” local authority, the responsibility for these functions will fall to a
Director of Public Health appointed jointly by the local authority and the Secretary of State but
employed by local authorities. It is proposed that the Director of Public Health will be
responsible for a ring-fenced budget allocated to the local authority for its health improvement
function. The Director of Public Health will have a duty to produce an annual report and we
would expect this to include equality data based on the protected characteristics.
Diversity of Supply
Potential benefits of commissioning a more diverse range of services could include increased
innovation. This is of particular relevance to public health services, where ill-health and
inequalities may reflect social and cultural factors. Improvements in public health are therefore
more likely to require innovative approaches to tackling behaviour change.
In commissioning services, local authorities, as public bodies, will also need to be aware of and
meet the obligations and duties set out in equality and human rights legislation and regulations.
They will be supported to do this by a ring-fenced budget. We expect the overall impact on
equality and human rights to be positive. Local authorities will have a responsibility to impact
assess the services they deliver and will be held accountable at a local level for the services
delivered.
There is, however, a risk that some inequalities could remain entrenched, for example because
of:
• inadequate commissioning
• a lack of high quality local suppliers
• or a set of nationally determined outcomes which focus efforts on particular groups to
the detriment of others.
To avoid this, the Department will need to ensure the public health Outcomes Framework
(detailed within Healthy Lives Healthy People and the accompanying consultation document) is
sufficiently flexible to allow for local authorities to address the needs of disadvantaged groups
in their areas. Local authorities will need to monitor the health status of local groups and adjust
commissioning strategies as necessary.
Local Authorities and Equality
The policy will transfer responsibility for public health commissioning from PCTs to local
authorities, which is designed to locate responsibility for promoting the public’s health with a
single organisation locally, which is best-placed to deliver health improvements, working
across the range of its functions to deliver policies which tackle the wider determinants of
health (eg housing, transport), whilst also promoting positive behaviour change (eg through
promoting leisure activities, smoking cessation). One way in which this will happen is by local
authorities using their commissioning powers to increase the diversity of suppliers, opening up
the market to those that are well-placed to identify and address the needs of disadvantaged
groups. The Government will set national outcomes for public health and introduce incentive
payments for local authorities that chose to work towards them.
Local authorities are already well-versed of their responsibilities under equality and human
rights legislation. The proposed changes will add further functions across which they will
exercise these responsibilities, supported by a ring-fenced budget to deliver those new
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responsibilities. In addition, local authorities already provide and commission a range of
services and have a wider corporate knowledge of issues relating to wider social determinants.
A focus on localism does however bring increased responsibility. There is evidence to suggest
that there are excellent examples of good practice in relation to equality and diversity in both
PCTs and local authorities but there is also room for improvement within both types of
organisation.
For example, in September 2007, the Disability Rights Commission (DRC) conducted a
reviewxxiv of Disability Equality Scheme assessments by PCTs to determine their overall
compliance with the Disability Equality Duty (now superseded by legislation contained within
the Equality Act 2010). Out of the 152 PCTs, a sample of 20 was chosen to reflect the national
speak of BME communities, population density and rural/urban areas. The DRC found that
only two of the schemes were assessed as being compliant and the requirement of involving
disabled people in developing PCT schemes was only properly fulfilled in three schemes.
Evidence gathering and impact assessment were consistently weak across most of the
schemes.
In 2003 the Office of the Deputy Prime Minister conducted a review into equality and
diversityxxv in local government in England. The report found that In those areas of the country
with significant and visible diverse communities, local authorities are likely to be more aware of
both the pressures and opportunities that diversity brings. However, local authorities in those
areas of the country that are perceived to be more homogeneous may not recognise these
factors to the same extent. The report found that there was a growing emphasis on partnership
working at a local level with better joint working with statutory agencies, private, voluntary and
community sector organisations. There is a risk that in moving to a more political environment,
issues that are highly contentious or where there is a lack of electoral incentive may not be
tackled in areas of the country where the equality agenda is not understood or is actively
opposed. However, the creation of statutory health and wellbeing boards and the leadership
role of the Director of Public Health should mitigate against this.
The Care Quality Commission (CQC) currently has responsibility for the independent
regulation of health care and adult social care services in England. In February 2010, the CQC
published a report into the state of healthcare in Englandxxvi. The report provides a useful
comparator of the respective strengths and weaknesses of local authorities and PCTs as
commissioners.
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Areas of Stronger and Weaker Performance by PCTs and Councils as Commissioners (adapted
from the Care Quality Commission The state of Health Care and Adult Social Care in England
Reportxxvii.)
Primary Care Trusts (stronger areas)47
Councils (Stronger areas)
Ensuring that the local director of public health’s
The performance of councils delivering improved
annual report informs the local polices and
health and emotional wellbeing was high: 92%
practices of health care organisations.
were assessed as performing well or excellently.
Forty-three councils (29%) provided excellent
outcomes.
Systematic and managed disease prevention and
health promotion programmes (taking into account
best practice guidelines).

37 councils (25%) were judged excellent for
improving quality of life for people who use
services.

Patient and public views are sought and taken into
account in planning and delivering health care
processes.

Councils have continued to perform strongly in
making a positive contribution, with 49% of
councils performing well and 51% achieving
excellent outcomes.

Health care services are provided in environments
which promote effective care.

134 councils (91%) performed excellently or well
in meeting the outcome on freedom from
discrimination and harassment.

Access to information about the process for making
a complaint.

Overall, councils continued to perform relatively
well in achieving economic wellbeing. Sixty-six
per cent of councils performed well, and 30%
achieved excellent outcomes.

Primary Care Trusts (weaker)

Councils (Weaker areas)

Having a systematic and planned approach to
records management (87% of PCTs are compliant).

Only 26 councils performed excellently at
increasing choice and control. Fifty-nine per cent
performed well and 23% performed adequately.

Ensuring that all health care staff participate in
mandatory training programmes (87%).

Only 12 councils performed excellently in
maintaining dignity and respect. The number of
councils performing well was 60%. Two councils
performed poorly.

Challenging discrimination, promoting equality and
respect for human rights (88%).

The CQC report ‘Challenging discrimination, promoting equality and respect for human rights’
suggests that both PCTs and councils performed less well in areas relating to human rights
including promoting equality and respect. Only 12 councils performed excellently in
maintaining dignity and respect and tackling discrimination
Wider findings on equality and diversity.
The CQC found that 91% of NHS Trusts met the Equality Standard in 2008/09 but noted that
this should have been met since 2004 and performance against this standard is low in
comparison to other minimum standards where compliance ranged from 88%-100%.
47

Further examples were listed within the CQC report and the list above is not exhaustive.
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90% of councils performed excellently or well in ensuring that there is freedom from
discrimination and harassment. However, tackling the causes of discrimination and
harassment for people who use services, or who are in vulnerable circumstances, or from
hard-to-reach groups or ethnically diverse communities, was judged a strength in just over
13%.
Risk: Challenging discrimination, promoting equality and respect for human within PCT
commissioning has been identified as weakness by the CQC. This could worsen during the
transition.
Mitigation The CQC report suggests that134 councils (91%) performed excellently or well in
meeting the outcome on freedom from discrimination and harassment which would imply that
local authorities are better placed than PCTs although we are not complacent and appreciate
there are areas for improvement.
The Oneplacexxviii national report details the findings from the Comprehensive Areas Assessment (CAA)
which sought to assess how well communities are being served by their local public services. Within the
report, red and green flags highlight areas of significant concern and of notable achievement or
innovation. The report noted that there was evidence of marked inequalities despite equally finding
examples of innovative work which addressed the effects in inequalities. The table below details
both the red and green flags relating to inequalities.
Green and red flags relating to tackling inequality identified within the Oneplace National Report
(2010).
22 green flags including:
33 red flags including:
Support to help the long-term
Widening gaps in educational
unemployed find work.
attainment of children within areas.
Initiatives which encourage
A lack of improvement in rates of
healthier lifestyles, including free
premature death from disease.
personal advice.
Improved educational attainment
Failures to support children with special
and successful work to improve
educational needs or disabilities.
skills levels
Community outreach work to help
A lack of understanding of the needs of
older people remain independent
minority communities.
Involving children from minority
High numbers of young people not in
communities in culture and arts
education, employment or training.
activities.
Within the ‘red flags’ the issues of particular note for the public health service are linked to the lack of
improvement (in some areas), in the rates of premature death from disease and a lack of

understanding (in some areas) of the needs of minority communities.
Risk: A lack of improvement in rates of premature death from disease.
Mitigation: This factor was only flagged in a limited number of areas and where further action
was identified as necessary, local organisations are working to resolve the ‘red flagged’ issues.
For example the report flagged high death rates in deprived areas as a significant concern for
Lancashire. The most deprived parts of Lancashire suffer from long-standing and deep-rooted
health problems. The Lancashire partnership has increased its focus on health inequalities in
and has completed a thorough analysis to identify the ten health outcomes where inequalities
are greatest. The most notable areas include liver disease, poor mental health, lung cancer
and diabetes
122

Risk: Public sector organisations in some areas of the country lack understanding of the needs
of minority communities.
Mitigation: There are currently a wide range of resources available for local authorities on the
IdEA website including cited examples of best practice. Local authorities (and other
organisations within the system) will need to ensure a thorough understanding of their local
populations. For the first time, commissioners will be truly held to account for the provision of
health services by their local populations.

Examples of good practice identified by the OnePlace Report (2010)
•

Local partners are also tackling inequalities in income levels and life chances by
raising educational attainment. In Kensington and Chelsea the gap in
educational results for children and young people from black and ethnic minority
backgrounds or those receiving free school meals is consistently smaller than in
similar areas nationally. Recognising that factors including poor housing, social
conditions and health reduce children’s concentration and learning, the local
partnership increased pupils’ learning and progress by providing targeted support
to families through family support workers, children’s social services, housing and
mental health professionals.

•

The recession has put additional pressures on services that assist disadvantaged
groups. Though some areas have struggled to cope with increasing demand,
others have improved the quality of the services they provide. Bristol City
Council is reducing the impact of the recession in areas of deprivation by
increasing support for credit unions and offering additional financial advice and
apprenticeship placements.

•

Decent, affordable housing is central to the success of sustainable areas. In
Kirklees, an interlinked approach has delivered more energy efficient homes,
saving residents money on bills while cutting carbon emissions – the main cause
of climate change. This approach has also created jobs, improved residents’
health and wellbeing and reduced the number of households in fuel poverty.

•

In Hackney, a programme to support mothers and their babies focuses on West
African and Caribbean and very young pregnant women who have been identified
as at-risk groups for infant mortality.

Joint Strategic Needs Assessment and Health and Wellbeing Boards.
The Department recently consulted on proposals for local statutory health and wellbeing
boards. During the consultation, there was support for local statutory health and wellbeing
boards, with a desire to see clarity of accountability in the system between local authorities, GP
consortia and the NHS Commissioning Board. Local government and the NHS have also
wanted to see close partnership working and joined-up commissioning strategies between the
NHS and local authorities.
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GP consortia and local authorities, including DsPH, will each have an equal and explicit
obligation to prepare the Joint Strategic Needs Assessment (JSNA48), and to do so through the
arrangements made by the health and wellbeing board. The health and wellbeing board will be
able to establish a shared local view about the needs of the community and to support joint
commissioning of NHS, social care and public health services to meet the needs of the whole
local population effectively.
The JSNA process should ensure that local authorities have a good understanding of the
needs of their population, and the ring-fenced public health budget should ensure they have
resources to tackle issues identified in JSNAs, including disadvantage and inequalities.
However, we are aware that there could be further improvements to the way in which JSNAs
tackle equality issues by better linking equalities issues to social determinantsxxix
‘Tackling Health Inequalities’ (2003)xxx outlined what could be different from the status quo in
terms of engaging communities and individuals. The report highlighted certain measures that
would improve health inequalities that the proposals for increasing local democratic legitimacy
in health are compatible with. In particular:




local people being involved in identifying health needs, influencing decision making and
evaluating their local services;
developing new ways of engaging communities in the planning and provision of
services, and promoting communities to stimulate greater community participation in
decision making; and
recognising and making best use of links between specific health policies and those that
are initiated outside of the Department of Health but play a key role in social support.
E.g. employment and education policies.

The policies of increasing local democratic legitimacy in health are consistent with the
measures highlighted above. Specifically, by creating local health and wellbeing boards, local
people, both sitting on the board and having a say in who sits on the board (through
democratic power), will be actively engaged in the measures listed above. The creation of
health and wellbeing boards therefore increases the opportunity of health inequalities being
better catered for.
Support for Local Authorities
The Local Government Association suggests that “councils and their partners have a real
opportunity to challenge inequality, to ensure that everyone has an equal chance in life and to
respond to the diverse needs of the communities they serve”. The Equalities and Cohesion
team at the Local Government Improvement and Development helps councils to meet these
challenges by providing up-to-date information on equality policy and practice, such as where
to find evidence and data, guidance on legislation and examples of good practice. Some
examples of the good practice case studies are included below.

48

. A joint strategic needs assessment is an assessment of the health and social care needs of the population in a local area and
has been a statutory duty for Primary Care Trusts and Local Authorities to undertake one since 2008. They aim to establish a
shared, evidence based consensus on key local priorities to support commissioning to improve health and wellbeing outcomes
and reduce inequalities.
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Richmond upon Thames’ peer mentoring approach to Equality Impact Assessments
(adapted from Improvement and Development Agency for Local Government IDeA).
The London Borough of Richmond upon Thames uses a peer mentoring approach to
Equality Impact Assessments (EqIAs). This has helped the council to identify needs for
service and policy areas. Service managers have gained knowledge and confidence in the
understanding of EqIAs. They can now use a more robust approach to equality action
planning. At Richmond, the approach to EqIA is not just about trying to identify adverse or
differential impact. It has been about making a baseline assessment of a service or policy
area. This is to ensure that needs are identified and services are trying to meet these
needs. The process is also used as a tool to help with equality action planning. During the
mentoring process, five workshops were run on ‘How to Conduct an Equality Impact
Assessment”. A drop-in session for problem solving was included with the workshop.
Mentors also gave a presentation to equality leads, looking at the importance of EqIA
action plans and integrating the process into service planning. Examples of EqIAs
completed at London Borough of Tower Hamlets were used as examples of best practice.
Challenges
•
•
•
•

Consultation and monitoring for EqIAs was particularly challenging for managers.
Managers had varying levels of knowledge and experience of conducting EqIAs
and equalities work in general.
There was concern about data collection for sexual orientation and religion and or
belief.
Encouraging managers to link action plans to service plans so that equality
objectives were mainstreamed.

Outcomes and impact
•
•
•

•
•
•

Management 'buy-in' into the process of conducting EqIAs.
Managers now have greater knowledge and confidence to carry out EqIAs.
The work has supported a number of draft EqIAs across the council, including
replacement of the council’s website with a new website to provide both information
and transactional services,
Richmond has revised guidance to managers to say that all high-impact areas
should undertake a full assessment and will review documentation.
All corporate and generic data relevant to EqIAs is now on one webpage.
Managers have gained a clearer understanding about the need to collate evidence
and using a wider evidence base. This includes customer complaints and gathering
local and national statistics. Richmond has revised guidance to managers to say
that all high-impact areas should undertake a full assessment and will review.
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Merton’s travel training programme for vulnerable adults (adapted from
Improvement and Development Agency for Local Government IDeA).
The London Borough of Merton has developed an initiative intended to improve
the lives of vulnerable adults. The programme offers travel training to people with
learning difficulties. This gives them the chance to gain independence, get a job,
go to college or attend social and leisure activities.
The initiative was guided by the recommendations in the Department of Health’s
(DH) ‘Valuing People Now’ document. It focuses on people having more choice
and control over their lives and the services they use.
Challenges
The council researched the needs of service users with learning disabilities. It
found that service users needed support to travel to and from a variety of
locations throughout the borough. This could be to participate in work placements
and employment, or leisure and social activities. The need for service users to
receive travel training to build independence, awareness and confidence was
discussed. It was agreed that developing these skills would help disabled service
users contribute to and be part of the local community.
The council applied for funding from the Learning Disability Development Fund
(LDDF). This application was successful and enabled Merton to appoint two travel
trainers to present the travel training programme. Participants were supported to
learn routes to a chosen destination in small groups or on a one-to-one basis.
Trainees used a variety of modes of transport to attend educational classes,
employment, and social and leisure activities. Trainees working towards
independent travel were issued with personal travel wallets. This included a list of
items to take on each journey, such as keys, money, freedom pass, taxi card,
mobile phone and a personal alarm. The pack also includes emergency contact
details, photographs of relevant landmarks and staff details at selected help
points throughout their journey. Trainees who did not achieve independent travel
continued to be supported by the travel trainers.
Outcomes and impact
•
•

•

On a weekly basis approximately 20 service users entered the programme.
Further support has been offered to help with work placements, college
courses, therapy sessions and accessing leisure centres.
One participant from the programme has now been offered a work
placement and travels independently to and from their workplace. And
another service user has overcome a fear of travelling in the rain. This
person is no longer dropped to and from work placement when it is raining.
Individuals are now going to their local shops, posting letters and visiting
friends in their community without support. These life-changing skills have
clearly increased service users self-esteem, motivation, confidence levels
and the drive to achieve personal goals.
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The new approach to public health
Chapter 2 of Healthy Lives, Healthy People describes a radical new approach to public health
in England, including a ‘ladder’ of interventions designed to promote healthier lifestyles in ways
that recognise the choices that we all have as well as the aspects of life that can be beyond
our control. The ladder begins with simple information about health, rises up through guided
choice of lifestyles, and ends with eliminating choice altogether – for example, by banning a
particular product.
The Government intends to use the less intrusive approaches wherever possible, working with
business to make healthy choices easier rather than banning or significantly reducing choice.
But the public health White Paper also recognises that ‘one size fits all’ policies do not work,
and risk leaving behind the poorest and most disadvantaged. Information or services need to
be culturally and linguistically sensitive if they are to produce more equal outcomes for Black
and minority ethnic communities and other groups. They need to be accessible to people with
a learning disability or sensory impairments. Interventions also need to offer more support to
those who may be less confident in making choices – for example, the evaluation of direct
payments for social care found that mental health services users gained the most benefit from
them but were also the least likely to take them up. Significantly, though, the take up within
some individual local authorities was good, showing what could be achieved when they worked
actively with people to encourage and support them.
Nationally, we will continue to engage and involve widely as policy develops and individual new
interventions will be subject to appropriate impact assessment. Locally, the best way to
achieve more equal outcomes from interventions is by giving diverse communities a real say in
their design and delivery. Local government is directly accountable to those communities and
best positioned to understand and meet their needs.
Ring-fenced Funding
Giving insufficient priority to public health services is likely to lead to lower improvements in
health of the population over the medium to long term and a higher need for NHS treatment
services. Over 80% of NHS funding is allocated to PCTs and the Department has not broken
down PCT allocations by policies or services, at either the national or local level. It has been
for PCTs to decide their priorities for investment taking into account both local priorities and
the NHS Operating Framework. The incentives faced by PCTs and Department central
budgets have not led to sufficient priority being given to public health.
The main policy objective is to safeguard spending on public health services by establishing a
ring-fenced public health budget and thereby help to improve public health and overall health
outcomes. Investment in public health services is a cost-effective way to improve population
health and reduce the need for NHS treatment services. A second objective is to ensure that
the funding for public health work is provided according to the baseline need and that public
health funding allocations act to reduce inequalities. A third objective is to ensure that local
areas, which achieve improvements in public health outcomes are rewarded for their
achievement. This will encourage local areas to improve their performance.
A survey of all PCT DsPH, in post in May 2003, found that 76% felt that national work
programmes displaced local priorities completely, or to a large extent, with waiting lists being
the most commonly identified factor. The most common areas of ‘foregone’ priorities from were
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health promotion and public health (26% of PCTs) and primary care development (24% of
PCTs), which included areas such as expansion of practice nursing for chronic disease
management and diabetes identification and care.xxxi
A separate surveyxxxii was conduced in April 2007 by the Association of Directors of Public
Health where PCT Directors of Public Health were asked what proportion of their funds were
actually committed on public health programmes during the financial year 2006/7. 103 returns
were received from 152 PCTs (68% return rate).
The Department earmarked funds in the 2006/7 and 2007/08 financial year which were
allocated to PCTS for public health programmes. This money was not ring-fenced and the
survey suggests that 66% of the allocation was spent on other things. The major areas for
investment, where DsPH expressed concern for their local population were sexual health,
obesity, smoking, alcohol. Others were concerned about investment in coronary heart disease,
mental health, health trainers, drugs, cancer, screening and long-term conditions.
The Chief Medical Officer’s report in 2005 goes even further and suggests that ‘raiding public
health budgets can kill: protecting investment in health is not just important, it is essential to
sustaining our health service’. The report suggests that whilst public health services are
essential to protect and improve the health of the population, there is strong anecdotal
information from within the NHS, which tells a consistent story for public health of poor morale,
declining numbers and inadequate recruitment, and budgets being raided to solve financial
deficits in the acute sector.
The principle of ring-fencing the budget to protect public health spend should ensure that
money is best allocated according to need. Disadvantaged groups are more likely to benefit
from a mechanism (the health premium) that targets inequalities. However, this may depend
on the balance between how different groups benefit from spending on public health activities
and other areas of local government spending. It is also possible that there could be an indirect
impact that follows from differing commissioning approaches taken by local authorities as
opposed to GP consortia. However, these bodies have not previously held responsibility for
health commissioning in this way and it is not possible to quantify the potential effect. The
proposed ring-fenced budget has the potential to have a positive impact but until policy options
are clarified, it is too early to accurately determine the impact.
Risk: Disadvantaged groups may equally benefit from direct spend on education, housing or
other local authority services.
Mitigation: Local authorities will take balanced spending decisions based on their
understanding of the holistic needs of the local community. The Director of Public Health will
be well placed to ensure that all local authority policies and spending are focused on reducing
disadvantage.
Risk: By removing the flexibility for commissioners to ‘raid’ budgets to pay, for example for a
deficit in acute care, may impact negatively on disadvantaged users who frequently use acute
services.
Mitigation: A fair but realistic allocation will be provided on the ring-fenced budget. The
Government is committed to protecting NHS funding in real terms. There is medium to longerterm value in funding preventative services (see below).
Value of prevention
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There is robust cost-benefit evidence that prevention and early intervention can break down
cycles of inequality running through generations of families (Marmot et al, 2009). The
economic returns of early childhood interventions exceed cost by an average ratio of six to one
(NICE, 2009). A number of studies have demonstrated significant cost benefits from early
years interventions, and particularly for long-term outcomesxxxiii.
Total health expenditure in England in 2006/07 is estimated to have been £93.5 billionxxxiv.
Using OECD System of Health Accounts definitions (i.e. excluding expenditure on preventative
pharmaceuticals and including expenditures only on activities that can be classed as organised
social programmes), prevention expenditure in England in 2006/07 is estimated to be £3.7
billion. As a percentage of estimated total health expenditure in England over the same period,
we conclude that prevention expenditure in 2006/07 was 4.0% of total health expenditure. The
Department estimates that around 15 to 20% of inequalities in mortality rates can be directly
influenced by health interventions which prevent or reduce the risk of ill health, representing
thousands of people dying earlier than might otherwise be the case.
The National Audit Office (NAO) produced a report in July 2010 on ‘Tackling Inequalities in Life
Expectancy in Areas with the Worst Health and Deprivation’xxxv. The report details the
performance of the Department against tackling inequalities in life expectancy. The report
concludes that the Department has made a serious attempt to tackle health inequalities across
England but that many of the causes of such inequalities are outside the influence of the
Department. The report was somewhat critical of the fact that it took three years from
publication of the health inequalities strategy for the Department to establish health inequalities
as a top six NHS priority. The NAO was unable to conclude that the Department’s approach
provided value for money during the early 2000s. The report recommended that future
initiatives aimed at addressing health inequalities should be set so there is clarity as to their
contribution to improving health outcomes and that commissioners of public health services
should publish information on progress in reducing health inequalities for those sub-sets of
their population with high levels of deprivation. The NAO suggest that greater investment in
prevention is necessary if the NHS is to help tackle health inequalities now and in the future.
The refocusing of public health, its new location within local government and the protection of
public health funding through the ring-fence should all help facilitate investment in prevention.

Public Health Outcomes Framework
The public health Outcomes Framework provides a vision for the future of public health and
demonstrates a mechanism by which this vision can be achieved. This vision is ‘to protect and
improve the nation’s health and wellbeing’. The consultation for the public health White Paper will
propose indicators and invite suggestions as to which indicators will finally be included in the public
health Outcomes Framework. The consultation will also invite suggestions on the structure of the
framework itself. Public health delivery partners will then be encouraged to demonstrate
improvement against these indicators. This will then have a direct effect on protecting and
improving the nation’s health.
The public health outcomes framework and indicator set (under development) will support the
public health White Paper to achieve one of its primary goals; reducing health inequalities.
Addressing these health inequalities directly will have a positive impact on population health.
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It is well documented that certain members of our community, in particular those that have
experienced marginalisation, experience the worst outcomes in health. For example, life
expectancy is worse in areas of deprivation, obesity and associated clinical outcomes such as
Type II diabetes is worse in certain ethnic groups (e.g. Pakistani males).
Although the indicator set is under development, it is anticipated that measures of health
inequality will be included, for example, measuring the gap between life expectancy between
different socio-economic groups / males and females / regional inequalities.
It is likely that the public health outcomes framework will concern clinical end-points and
process indicators (where a clinical end-point is inappropriate). Each indicator will need to be
considered in terms of its potential impact on equality and diversity. More importantly, it will be
the interventions deployed to improve health (as measured by the indicator set) that have the
greatest potential to impact on reducing health inequalities. Any negative impacts will need to
be mitigated at a local level through commissioning processes.
It is possible that indicators may be chosen which focus on specific groups e.g. cancer
mortality for under 75 years of age. These indicators will only be selected where their inclusion
can be justified by a strong evidence base and where the intention is to reduce specific
inequalities in health. Such indicators will be individually impact assessed prior to final
selection.
The case for addressing inequalities in health was made recently in the University College
London’s ‘Fair Society, Healthy Lives – A Strategic Review of Health Inequalities in England
Post 2010.’ This review by Marmot et al. covers a number of issues involved with reducing
health inequality at both national and local levels.
The evidence paperproduced for the public health White Paper provides an overview for many
of the issues relating to an EqIA. The consultation processes include:
•
•
•

Departmental stakeholder events.
Engagement with public health community (Directors of Public Health Advisory
Group), including with BME communities.
Engagement across wider public health workforce, including regional teams (Public
Health Observatories, Regional Directors of Public Health Groups).

Challenges include:
•
•

Ensuring indicators reflect health improvements that can be made across all the
identified Equality Groups.
Ensuring that the indicator set does not provide perverse incentives to marginalise
smaller community groups inadvertently where there is not a significant critical mass
(e.g. gypsy traveller community.)

Opportunities:
•

In order to further reduce any adverse impacts on particular groups, the completed
public health Outcomes Framework and each individual indicator (once the final set has
been agreed) should be equality impact assessed. In addition, the risk of adverse
impact should form part of the criteria for selection.
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•

•

•

The public health outcomes framework and indicator set will provide an opportunity to
expose inequalities in health and for any improvements to be monitored nationally. This
could result in the identification of areas of best practice where significant achievement
can be made.
The evidence base to support the framework should identify evidence-based
interventions to reduce inequalities in health (where available). This will contribute to a
reduction / removal of existing inequalities, e.g. improving breast-screening uptake in
women residing in those areas ranked as being the most deprived and in some BME
communities.
The public health outcomes framework and indicator set can act as a lever for improved
commissioning and local action to help reduce inequalities in health.

Information
The nation has a wealth of information on public health, collected in a variety of ways, and
used by different people and organisations for many purposes. Public Health England offers a
unique opportunity to review these complex functions and draw together those which make a
difference into a more coherent form. This reflects our renewed commitment to doing what
works in public health. We will build on current successes while reducing duplication and filling
critical gaps. We will start an evidence revolution to support information-led, knowledge-driven
public health. This means identifying the users of evidence, understanding their needs, and
finding the most cost-effective way to meet them, based on the principles of quality,
transparency and efficiency.
Information and intelligence supports and is generated through the underpinning public health
functions of surveillance and epidemiology and provides the rational basis for public health
decision-making at individual, local and strategic level. The policy objective is to consider and
weigh options for ensuring provision of issue- and locality-specific public health evidence
functions, in line with changes happening across the public health system.
We expect that improving collection and dissemination of public health information could have
a positive effect on equality groups as better understanding of the outcomes of different groups
can help to promote better targeting of effective interventions.
During the consultation, the Department will be asking what commissioners and providers
would find the most helpful to support them to improve and protect population health and tackle
health inequalities more effectively.

Health Visiting
Health visitors are public health professionals working in the community who provide key,
universal services to children, parents and families. Numbers of heath visitors in England have
been declining for several years whilst birth-rates have been increasing. Projections suggest
health visitor numbers will continue to fall unless there is direct intervention to reverse the
trend. The public health White Paper builds on the Coalition promises to pay for an additional
4,200 health visitors by May 2015.
The Government’s commitment to significantly grow the health visitor workforce should be
seen within the wider context of the early years and early intervention agenda for children and
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policies, which aims to support families in general. As a public health profession, a key aspect
of the health visiting role is tackling health inequalities at early stages in life (in the case of
children) but also at the parenting stage. A health visitor should routinely advise on parental
diet, smoking, substance use, environmental health, weight and mental health issues. They
will also routinely signpost and/or refer to more specialist services where appropriate. Health
visitors also hold the potential to be significant shapers of and players in the Big Society. A
key element of their role will be to ensure the 2-2.5 year review takes place. This is a critical
life stage for children and one at which time crucial support needs can be identified by health
visitors
Socio-economic status has a significant impact on health inequalities amongst children. N J
Spencerxxxvi suggests that children born to lower socio-economic groups are more likely to be
of low birth weight, die in the first year of life and to suffer significant episodes or morbidity. The
main benefits of increasing the number of health visitors will be to children and families. There
are likely to be positive effects for children from earlier identification of development needs (the
2.5 year checks), but the main benefits are likely to be over the lifetime of the child. Health
Visitors are skilled at identifying families with high risk and low protective factors, enabling
these families to express their needs and deciding how they might best be met .Preventing and
addressing problems in maternity and childhood lays the groundwork for a healthy and well life,
and can help stop poor health being passed down generations, reduce inequalities and
improve infant, maternal and child health. Health visitors are skilled at identifying families at
risk or in need of extra support due to short or longer term issues and pressures families may
experience, and can develop new ways of delivering services to families who find it difficult to
connect with traditional service arrangements. They have a role in building a stronger local
community and using that capacity to provide a wide range of services and choices to local
people.
Securing a future health visiting service that is universal, energised and fit for long-term growth
demands immediate action and investment. More health visitors will drive-up health outcomes
and reduce inequalities, working with all family members. We would anticipate a positive
impact on disadvantaged groups. The policy intention is to improve health outcomes by
ensuring continuation of universal health visiting provision, offering family health services with
more extended contracts to support new families and a range of interventions for those with
greater needs, championing wider health and wellbeing, prevention and public health and
building family and community capacity. This is likely to have a particular impact on women
(and pregnant woman and socio-economically disadvantaged children).

7. Summary of Evidence and Stakeholder Feedback
In considering the policy options presented in this assessment we have taken into account the
existing evidence base on public health and health inequalities, which is discussed further in
the Evidence Base at Appendix A. This demonstrates an understanding of some of the broader
equalities issues that need to be considered as changes to the system are finalised and
implemented. The Marmot review has been a significant influence on a number of the
proposals outlined within this report with social influences having a great impact on health
outcomes. Our health and wellbeing is not static and many influences can affect it at different
stages of life. People’s health and wellbeing varies significantly across England. As the Marmot
Review demonstrated, there is a strong social gradient of health People in disadvantaged
areas are now living longer overall, but are still more likely to have the shortest life
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expectancies and experience a greater burden of poor health. This inequality is driven by the
underlying social factors which affect people’s health and wellbeing – ‘the causes of the
causes. There is a gap of up to seven years in life expectancy between richer and poorer
neighbourhoods, and up to 17 years for disability-free life expectancy (DFLE). There is also
wide variation within areas, for instance in Kensington and Chelsea life expectancy for men is
7.1 years lower in the most deprived parts of the Borough. Low income and deprivation are
particularly associated with higher levels of obesity, smoking, harmful alcohol use, illegal drug
use and anxiety and depression.
Additional pieces of evidence of particular significance to equalities are the sections on
organisational form, engagement with public health professionals and the Joint Strategic
Needs Assessments (JSNA) report from Race for Health and Shared Intelligence. A document
detailing the evidence base relating to public health will be published alongside the public
health White Paper.
•

The Centre for Health Economics, University of York suggested that “organisational
barriers have potentially become more significant recently due to the proliferation of
different types of services, governed by different health professionals all of who have
their own idea of an ‘ideal user’. Navigation of an entry point into such services may
therefore be more difficult for those from disadvantaged groups.xxxvii The transfer of
Directors of Public Health to local authorities presents the opportunity to better align
health with social care. The Department of Health’s Integrated Care Pilot programme is
exploring different ways of delivering more patient-centred and joined up services.

•

Race for Health and Shared Intelligence were commissioned by the Department of
Health to prepare a report exploring approaches taken by Joint Strategic Needs
Assessments (JSNAs) to understand race equality in health and healthcare. There is
further work that could be done within the JSNA process to ensure that equalities issues
are linked to local evidence on social determinantsxxxviii.

•

On 16 September 2010, the UK Faculty of Public Health (FPH) published resultsxxxix of a
survey sent to 3,300 public health specialist members (of which 1,160 members
responded) asking for feedback in response to the NHS White Paper, Equity and
Excellence: Liberating the NHS. There were two questions directly relevant to equality
issues. 91.3% agreed that the emphasis on the equity of outcomes is welcomed by the
FPH. The majority of surveyed members (59.1%) expressed neutral views about
whether the introduction of a new health premium would promote action on reducing
inequalities. However, there were more positive responses than negative. (29.5%
compared to 11.4%). Overall, members did not feel able to assess (53.3%), at that time,
whether they believed the NHS White Paper proposals would lead to an improvement in
the health of the population of England

Consultation Feedback
As part of the wider consultation process on Equity and Excellence: Liberating the NHS, a
number of voluntary and equality organisations submitted formal feedback. The predominant
focus was not on the proposals relating to Public Health England.

133

A number of organisations gave feedback on the proposals relating to the new public health
service and they are referenced below. However, there will be further opportunity for
consultation on selected elements of ‘Healthy Lives, Healthy People’.
The National LGB&T Partnership raised concerns that the changes proposed in the NHS White
Paper will give local authorities more power over health and social care services without
challenging them to take into account the needs of vulnerable minority groups, namely lesbian,
gay, bisexual and trans (LGBT) communities, which many have been reticent to do thus far.
However, the organisation recognised that some local authorities are making a worthwhile
effort to engage with LGBT communities and that their enlightened approach should service as
a model for those whose performance falls short of best practice.
Local authorities, like other public sector bodies, have a responsibility to impact assess
services and to take into account the needs of diverse groups of people including LGBT
communities. We would therefore expect local authorities to fully reflect the needs of their
populations within such assessments. In addition, there will be additional accountability to the
local population through the health and wellbeing boards.
The Samaritans were broadly supportive of the proposals in relation to public health
suggesting that “the new role of local authorities in the delivery of public health services opens
up the opportunity to deliver services aimed at improving public mental health and well being,
designed specifically around the needs of the local community”.
The National Childbirth Trust (NCT) felt that ring-fencing of the public health budget is to be
welcomed; however to truly take a preventative role, actions to support parents in the transition
to parenthood need to be properly funded as effective support at that stage can help parents
get off to the right start. NCT is strongly supportive of school education on relationships (both
sexual and within families); pregnancy (both the biological and emotional journey); birth (as a
physiologically normal event within the transition to motherhood or fatherhood); and the role
and responsibilities - as well as the required skills, knowledge and resources – associated with
becoming a parent.
Age UK noted that a significant factor in developing and delivering services for older people is
prevalence of multiple conditions and frailty. The organisation felt that measures of both should
be incorporated in the allocation of funding to Public Health England and local authority public
health budgets.
The Afiya Trust welcomed the Government’s commitment to reduce mortality and morbidity,
increase safety, and improve patient experience and outcomes for all. As we know, from
decades of evidence, there are continuing disparities in health and social care outcomes for
people from many minority ethnic communities. The Afiya Trust also commented that they felt
it was not possible to achieve better health and wellbeing for all without addressing the specific
needs of our diverse, minority ethnic communities.
We are engaging with a wide variety of organisations and will continue to do so through the
development of the public health services. As an example of this, a 'roundtable' was held with
the Minister of State for Care Services in relation to public health and the voluntary sector on
the 20 October 2010. Feedback suggested that the focus on wider social determinants was a
positive step and that the voluntary sector could play a significant role. For example, the
voluntary sector is a trusted voice that speaks for those who cannot or feel unable to speak for
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themselves and is a valuable resource for Public Health England given the large number of
organisations, and volunteers.

Overall Assessment of Impact
•

In summary, we believe that the creation of Public Health England has the potential to
make a positive impact on equality groups through reducing the barriers and inequalities
that currently exist. However, more evidence is needed for a detailed assessment.

•

Regarding the transfer of staff from the HPA and the National Treatment Agency for
substance misuse to the Department, we would expect a neutral impact given that at
this time, it is expected that all staff within those organisations as of 31 March 2012 will
transfer to the Department on 1 April 2012.

•

The proposed ring-fenced budget has the potential to have a positive impact but until
policy options are clarified, it is too early to accurately determine the impact.

•

The public health Outcomes Framework and indicator set has the potential to contribute
to a reduction in barriers and inequalities that currently exist. However, as this workstream is under development, there is not enough evidence to make this assessment .
However, as the Outcome Framework seeks to contribute to promoting equalities in
health for the whole population, a negative impact is unlikely.

•

It is likely that improving collection and dissemination of public health information will
have a positive effect on equality as better understanding of the outcomes of different
groups help to promote better targeting of effective interventions.

•

We anticipate that the commitment to increase health visitor numbers would have a
positive impact on disadvantaged groups. The policy intention is to improve health
outcomes by ensuring continuation of universal health visiting provision, offering family
health services with more extended contracts to support new families and a range of
interventions for those with greater needs, championing wider health and wellbeing,
prevention and public health and building family and community capacity. This is likely
to have a particular impact on women (and pregnant woman and socio-economically
disadvantaged children

Appendix B details a consideration of the potential impacts against each of the
protected characteristics. As we move into the consultation phase of the White Paper
and outline the available options, we will be in a better position to make an accurate
assessment. Discussions with stakeholders will better equip us to mitigate any
potentially negative impacts.
Public Health England Actions
•
•

publish a further EqIA with the consultation response
continue to engage with stakeholders between the publication of the Public Health
White Paper and the publication of the final EqIA
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•
•
•

•

arrange a workshop with Department colleagues to discuss EqIA issues to feed into
policy development
include specific questions relating to equality issues within the Outcomes Framework
consultation document.
We will have specific groups who we will consult as part of the consultation process for
example The Race Equality Foundation, the Equality and Diversity Council,
Department’s Strategic Partners and the Department’s internal staff diversity groups
covering disability, race and sexual orientation
We will be consulting on key aspects of the development of Public Health England and
during the consultation will organise specific events to reflect the protected
characteristics.

Public Health Outcome Framework Actions
Given the importance of the outcome framework in addressing inequalities, there are a number
of specific actions as below:
•
•
•
•
•

continuation of a weekly workshop established for internal stakeholders to inform the
development of the public health Outcome Framework and indicator set (as established
September 2010);
coordinate external stakeholder event(s) throughout October 2010 to review and further
develop a proposed framework and indicator set;
circulate relevant documentation and matters arising to the Directors of Public Health
Advisory Group to inform the development of the Outcomes Framework, to identify any
adverse impact and opportunities for mitigation;
development of the public health Outcomes Framework will be aligned to the ‘Equality
Delivery System’ developed by the Department of Health’s Equalities Council; and
maximise opportunities to monitor inequality impacts and act accordingly by working
within the principles adopted by the Information Centre to disaggregate its existing data
set by the broadest set of diversity measures.

Role of the EqIA in policy development.
As part of the drafting process of the public health White Paper, a paper outlining the evidence
base was produced (Our Health and Wellbeing Today). This has fed into the policy making
process and the EqIA. The evidence suggests that there are significant inequalities, which the
new public health service will need to address and which are described in the White Paper and
its associated documentation. For example, the uneven way that conditions like tuberculosis
and mental illness are spread across social and ethnic groups, and the way that differences in
smoking varies between higher and lower income gaps have widened health inequalities. We
believe that local authorities will be better able to understand the wider social determinants
within their patch and have more opportunities to tackle wider determinants. The EqIA has
shaped thinking in relation to the proposed workforce transfers. It will be vitally important to pay
due regard to employment legislation and to ensure that there is no discrimination.
Directors of Public Health will have the responsibility of publishing an annual report detailing
the work undertaken. This will enable local people to hold local authorities to account. In
addition, local authorities will need to make an accurate joint strategic needs assessment and
equalities issue should be considered. However, a challenge for the future will be for Public
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Health England to adequately tackle inequalities where there is not widespread impetus to do
so, for example, dealing effectively with the public health needs of gypsies, asylum seekers
etc.
We are still at a consultation stage on specific policy development such as the mechanics of
the ring fenced budget and welcome comments from organisations representing equality
groups and will consider responses throughout the consultation. We anticipate the publication
of a further EqIA after the consultation period.
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Appendix A: Evidence Base
Introduction
In considering the policy options presented in this assessment we have taken into account the
existing evidence base on public health and health inequalities demonstrating an
understanding of some of the broader equalities issues that need to be considered. We
recognise that there are gaps in the evidence relating to specific public health policy
development.
The premise of Public Health England will be to protect the public; and to improve the
healthy life expectancy of the population, improving the health of the poorest, fastest.”
We know that compared to other countries, there are significant areas for improvement within
the current system. For example, rates of mortality amenable to healthcarexl rates of mortality
from some respiratory diseases and some cancersxli, and some measures of strokexlii have
been amongst the worst in the developed worldxliii. In part, this is due to differences in
underlying risk factors, which is why we need to re-focus on public health. However,
international evidence also shows we have much further to go on managing care more
effectively. For example, the NHS has high rates of acute complications of diabetes and
avoidable asthma admissionsxliv; the incidence of MRSA infection has been worse than the
European averagexlv; and venous thromboembolism causes 25,000 avoidable deaths each
yearxlvi.
Organisational form
The Centre for Health Economics, University of York suggested that “organisational barriers
have potentially become more significant recently due to the proliferation of different types of
services, governed by different health professionals all of whom have their own idea of an
‘ideal user’. Navigation of an entry point into such services may therefore be more difficult for
those from disadvantaged groups.xlvii The transfer of Directors of Public Health to local
authorities presents the opportunity to better align health with social care. The Department of
Health’s Integrated Care Pilot programme is exploring different ways of delivering more
patient-centred and joined up services. A progress report is expected in November 2010,
which will provide some early findings from the pilots, which may support the transition process
to the public health service.
Joint Strategic Needs Assessment (JSNA)
Race for Health and Shared Intelligence were commissioned by the Department of Health to
prepare a report exploring approaches taken by Joint Strategic Needs Assessments (JSNAs)
to understand race equality in health and healthcare.
Race equality is beginning to be recognised and addressed within the JSNA. A majority of
JSNAs had moved beyond the core dataset and were presenting locally unique and relevant
data. Flowing from the presentation of data, some JSNAs understood and were exploring
needs relevant to race equality, using community engagement to enhance the professional
evidence-base. However, the report found that there was scope for improvement. The study
found that although there was no particular model or approach that would produce the most
culturally responsive JSNA there were a number of actions that could improve JSNAs xlviii
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Race equality was far less prominent an issue in JSNAs compared to socio-economic
inequalities. It was felt that there could be a stronger connection between ethnicity and
deprivation and the opportunity to link needs assessments with local authority and health
organisation equality strategies was sometimes missed. The study also found that the
composition of the community and the level of diversity present had no significant impact on
the extent to which JSNAs addressed race equality issues. It was recognised that the transition
to the new system could provide an opportunity to consider the messages identified within the
report.
Marmot Review
In February 2010, the Marmot Review team published ‘Fair Society, Healthy Livesxlix’ based on
a year long independent review into health inequalities in England led by Sir Michael Marmot.
The review found:
•

•
•
•
•

reducing health inequalities is a matter of fairness and social justice. In England, there
may people who are currently dying prematurely each year as a result of health
inequalities would otherwise have enjoyed, in total, between 1.3 and 2.5 million extra
years of life.
There is a social gradient in health – the lower a person’s social position, the worse his
or her health. Action should focus on reducing the gradient in health.
Health inequalities result from social inequalities. Action on health inequalities requires
action across all the social determinants of health.
Focusing solely on the most disadvantaged will not reduce health inequalities
sufficiently.
Effective local delivery requires effective participatory decision-making at local level.
This can only happen by empowering individuals and local communities.

With particular regard to inequalities, Marmot found that “social inequalities exist across a wide
range of domains: age, gender, race, ethnicity, religion, language, physical and mental health
and sexual orientation…These inequalities interact in complex ways with socio-economic
position in shaping people’s health status.” Given the finding of a ‘social gradient’ in health, it is
important for policy makers at a national and local level to give due consideration to tackling
the root causes of inequality.
Engagement with public health professionals
On 16 September 2010, the UK Faculty of Public Health (FPH) published resultsl of a survey
sent to 3,300 public health specialist members (of which 1,160 members responded) asking for
feedback in response to the White Paper, Equity and Excellence: Liberating the NHS. There
were two questions directly relevant to equality issues. 91.3% agreed that the emphasis on the
equity of outcomes is welcomed by the FPH. The majority of surveyed members (59.1%)
expressed neutral views about whether the introduction of a new health premium would
promote action on reducing inequalities. However, there were more positive responses than
negative. (29.5% compared to 11.4%). Overall, members did not feel able to assess (53.3%) at
that time whether they believed the White Paper proposals would lead to an improvement in
the health of the population of England. The questions directly related to equality issues are
outlined below:
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Table 1a adapted from the uk faculty of public health’s survey results in
response to the white paper: equity and excellence.
The emphasis on the
The introduction of a
equity of outcomes is
new health premium will
welcomed by FPH and
promote action on
the public health
reducing inequalities.
community.
Strongly agree
41.2%
4.5%
Agree
50.1%
25.0%
Neither agree nor
6.9%
59.1%
disagree
Disagree
1.4%
9.5%
Strongly disagree
0.4%
1.9%

Employment Legislation
The process of transferring staff will, where appropriate, be underpinned by due regard to
employment legislation in relation to discrimination and the Transfer of Undertakings
(Protection of Employment) Regulations (TUPE). TUPE protects employees' terms and
conditions of employment when a business is transferred from one owner to another.
Employees of the previous owner, when the business changes hands, automatically become
employees of the new employer on the same terms and conditions, as though their
employment contracts had originally been made with the new employer. Their continuity of
service and any other rights are all preserved. Both old and new employers are required to
inform and consult employees affected directly or indirectly by the transfer. As discussed within
the Structure section of the EqIA, it is currently assumed that on the 1 April 2012, all HPA staff
will transfer to the Department of Health. Directors of Public Health are also expected to
transfer from PCTs to Local Authorities although as discussed there may be a requirement for
open competition in some areas. The composition of the wider public health workforce at a
local-level will be subject to local determination.
Protected Characteristics
The following sections identify points to consider with regard to equality and human rights in
access to services, experience and outcomes. This highlights some of the challenges facing
Public Health England and underlines why there is a need for a renewed focus on public
health.
Age
A wide range of services will be needed by people depending on their age. The proposal to
transfer Directors of Public Health from PCTs to Local Authorities will help to ensure close links
with other services such as social care, that support older people. Improvements in healthcare,
quality of life and lifestyle mean we are all living longer. There will be a substantial increase in
the number of people requiring care and support over the coming years. The Government
expects the number of disabled younger adults and older people with potential care needs to
rise from under 6 million now to around 7.66 million in 2030, an increase of around 1.7 million
over 20 years.li
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Our population is ageing rapidly. By 2024, an estimated 50% of the population will be over the
age of 50, due to a combination of increased life expectancy and low birth rates. Many people
over 65 are also carers. Many risk factors for poor health, such as obesity, hypertension,
disability and poverty increase with age:
•
•
•

The prevalence of most acute and chronic diseases increases with age including
cancer, cardiovascular disease, diabetes, suicide, and dementia. Older people
also often suffer co-morbidities.
The proportion of people with a long term illness or disability that restricts their
daily activities increases with age. About 3.5 million people aged 65+ have a
limiting longstanding illness or disability.
Older people over 75 account for the largest proportion of deaths from accidents.lii

Dementia affects 750,000 people in the UK. Numbers are expected to double by 2030. The
annual costs of dementia in the UK amount to £17 billion. Around 50% of dementias have a
vascular component, which is associated with diet and lifestyle. There are increasing numbers
of frail older people. In winter 2008-09, there were 35,000 excess deaths in England. Many of
these deaths could have been prevented and are associated with cold household
temperatures.
The Equality Act 2010 will ban age discrimination in services and public functions, including in
social care and healthcare. (The duty in relation to age will not come into force until April
2012). It also creates a new equality duty on public bodies and others carrying out public
functions. Implementing the ban on age discrimination in health and social care will allow a
person’s age to be taken into account where it is right and relevant to do so, and not where it is
not, when making an assessment of their needs.
Banning age discrimination could lead to ‘Active Ageing’ - when health, labour market,
employment, education and social policies support active ageing there will potentially be:
•
•
•
•
•

fewer premature deaths in the highly productive stages of life
fewer disabilities associated with chronic diseases in older age
more people enjoying a positive quality of life as they grow older
more people participating actively as they age in the social, cultural, economic and
political aspects of society, in paid and unpaid roles and in domestic, family and
community life
lower costs related to medical treatment and care servicesliii.

Disability
Disability affects the length and quality of life, and can adversely affect access to services.
There is heterogeneity amongst disabled people arising both from variations in impairment and
from variations in socio-demographic characteristics. It is estimated that approximately 20% of
people within the United Kingdom have an impairment this percentage increases to 47% when
focussing on those over the state pension age.liv According to the 2001 Census, 18% of people
reported a long-term illness or impairment that restricted their daily activities.
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There is evidence that disabled people experience unequal access to health services and
inequalities in health. Particular barriers can be demonstrated for some specific groups
especially people with learning disabilities or long-term mental health conditions who
experience poorer health outcomes and shorter life expectancy. For example, the Disability
Rights Commission 2006 Report Closing the Gap highlighted high incidence of obesity and
respiratory disease in people with learning disabilities and obesity, smoking, high blood
pressure, respiratory disease and stroke among people with long-term mental health
conditions. It was also found that four times as many people with learning disabilities die of
preventable causes as people in the general population.
Evidence has also identified that people with learning disabilities experience both worse
access to general health services as well as worse health outcomes than the general
population for a variety of diseases and conditions, such as respiratory disease, heart disease,
mental ill health, hearing and visual impairments and osteoporosis. Epilepsy is over 20 times
more common in people with learning disabilities than in the general population. Sudden
unexplained death in epilepsy is five times more common in people with learning disabilities
than in others with epilepsy. lv
Mental ill health is linked to increased mortality from cardiovascular disease, cancer,
respiratory disease, metabolic disease, nervous system diseases, accidental death and mental
disorderslvi. Another risk factor is the fact that poor mental health is associated with poor
compliance with treatment for health problemslvii

Carers
Carers provide unpaid care and support to ill, frail or disabled friends or family members.
People from all walks of life and backgrounds are carers - over 3 in 5 people in the UK will
become carers at some time in their lives. Caring can be a rewarding experience, yet many
face isolation, poverty, discrimination and ill-healthlviii. Carers UKlix suggest that this is
dependent on a number of factors:
•
•
•
•

lack of appropriate information
lack of appropriate support
isolation
financial stress

The Carers Strategy (2008)lx found that cultural concepts of caring are not universally shared
throughout communities in Britain; many people from other countries do not have experience
of a welfare state and therefore, among a whole range of concepts, would not understand the
5
concept of a ‘carer’. The National Black Carers and Carers Workers Network have highlighted
that they have been unable to find a word in Gujarati, Urdu, Punjabi or Bengali which translates
into ‘carer’;
We know that women were more likely to be carers than men, 18 per cent compared with 14
per cent. There were no gender differences in the proportion caring for someone in the same
household but women were more likely than men to look after someone outside the household,
12 per cent compared with 9 per cent. Women also predominated in the sub-groups with the
heaviest commitments: 11 per cent of women compared with 7 per cent of men were main
carers and 5 per cent of women compared with 3 per cent of men spent 20 hours a week or
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more on caring taskslxi. In addition, Bangladeshi and Pakistani groups are more likely to be
carers than any other ethnic grouplxii.
From October 2010, Carers have legislated protection under the Equality Act 2010
(discrimination by association).

Race
The Afiya Trust in ‘Achieving Equality in Health and Social Care Spring 2010’ suggests that
“many minority ethnic communities have poor access to health and social care services for a
variety of reasons including language barriers, lack of awareness/information, social isolation,
lack of culturally sensitive services and negative attitudes about communities”.lxiii This is also
echoed by Goddard who suggests that perceptions of cultural sensitivity of services has been
reported as an important influence on both entering into the health care system and
maintaining contact. Barriers to help-seeking include perception of language difficulties, lack of
awareness about beliefs and values and lack of translation facilities.lxiv
BME communities can be affected disproportionately by the biggest causes of poor health
(muscolosketal conditions, heart disease, stoke, diabetes, respiratory diseases, anxiety,
depression and dementia). The Health of Minority Ethnics Groups Health Survey for England
(2004)lxv found that:
•
•
•
•
•
•

the prevalence of diabetes among South Asians can be up to five times that of the
general population;
rates of diabetes among Black Caribbean's are also higher than the general population;
South Asians experience significantly higher rates of coronary heart disease;
there is also evidence of higher rates of heart disease amongst Irish men and women;
incidence of first-time stroke is twice as high among African Caribbean people as it is
among Europeans;
African and South Asian people are also at higher risk of stroke.

No Patient Left Behind’ outlined some of the key issues preventing certain BME groups
obtaining equal access to primary care services, including dysfunctional communication
between healthcare organisations and patients and poor NHS links with local communities.lxvi
To take forward the recommendations within this report, the Department of Health set up a GP
Access Programme that works to improve practice in five high impact areas: monitoring
ethnicity, training, improving communication, having a reflective workforce and better
engagement with BME patients. Positive outcomes from this work included ‘Improving the
patient experience’, a training DVD/online resource for practices endorsed by the chairmen of
the Royal College of General Practitioners and British Medical Association.lxvii
Our findings confirm and extend the practice-based evidence on poorer health in Gypsy
Traveller populations. There is now little doubt that health inequality between the observed
Gypsy Traveller population in England and their non-Gypsy counterparts is striking, even when
compared with other socially deprived or excluded groups and with other ethnic minorities.
The evidence base on travellers (variously described as gypsies, Romanies or the Roma
people) have poorer health status than non-travellers, but reliable evidence on the health of
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adults is sparse. A team of health services researchers from the University of Sheffield, aided
by gypsy travellers and health service staff, conducted a large-scale epidemiological study
using standard health measures, supplemented by in-depth interviews to explore health
experiences, beliefs and attitudes. Significant health inequalities were found and the study
suggested that “barriers to health care access were experienced, with several contributory
causes, including reluctance of GPs to register Travellers or visit sites, practical problems of
access whilst travelling, mismatch of expectations between Travellers and health staff, and
attitudinal barriers”. However, there were also positive experiences of those GPs and health
visitors who were perceived to be culturally well-informed and sympathetic, and such
professionals were highly valued.

Religion and Belief
There are a wide range of religions and beliefs practiced in the UK today. We need to be
aware of and sensitive to how these impact on and influence attitudes to planning, giving and
receiving healthcare from pre-conception through to dying and even after death. It should
never be assumed, however, that an individual belonging to a specific religion or belief system
will necessarily comply with or fully observe all the practices and traditions of that religion or
belief system. For this reason, each person should be treated as an individual, and those
treating them should try to ascertain their views and preferences before treatment
begins.lxviiiFor example, whilst specific religions or beliefs may forbid the use of alcohol, this
does not imply that people adopting that religion or belief will not need to access substance
misuse services but there may be stigma and fear of accessing such services. Cultural beliefs
within communities may also be a barrier for accessing services. Banton and Johnsonlxix
suggest that “time and time again alcohol use, especially problematic use, is viewed as
something that should not be disclosed to others within and outside the South Asian and
African Caribbean communities”.
Sexual Orientation
Lesbian, gay, bisexual and trans (LGBT) people experience a number of health inequalities
which are often unrecognised in health and social care settings. Research suggests that
discrimination has a negative impact on the health of LGBT people in terms of lifestyles,
mental health and other risks. Many people are reluctant to disclose their sexual orientation to
their healthcare worker because they fear discrimination or poor treatment.lxx LGBT people
have higher levels of alcohol consumption, are more likely to smoke and more likely to misuse
drugs than heterosexual people. Although there has been some controversy about these
assumptions, researchers have pointed to the lack of social spaces for LGBT people apart
from pubs and clubs. They suggest that LGBT people have been obliged to use the ‘scene’
and to fit in with a drinking culture. There is also an association between harassment in the
workplace and alcohol problems for lesbian and bisexual women in comparison with
heterosexual women.lxxilxxii
Gender
There is significant variation in health outcomes. In males, life expectancy in urban areas
ranged from 72.3 years in the most deprived quintile to 80.3 years in the least deprived,
compared with 73.5 years and 79.9 years respectively in rural areas. The variations were much
smaller in females, with life expectancy ranging from 78.1 years to 83.6 years in the most
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deprived to the least deprived urban areas and from 78.4 years to 83.3 years respectively in
rural areas. The figures show that inequalities were widest among men in urban areas (8.0
years)lxxiii. Although women live longer than men, they also spend more years in poorer health.
Research indicates that the gender of the practitioner can impact on people’s willingness to
use services, e.g. improved attendance rates for cervical cancer screening in practices with
female practitioners, or men indicating a preference for male practitioners, for certain
procedures and health problems. It has also been argued that although gender sensitive
delivery of care is relevant in some cases, the ability of health professionals to attend to the
individual in a sensitive and understanding manner is equally important.lxxiv
The Men’s Health Forumlxxv found that men are much less likely to visit their GP than women.
Under the age of 45, men visit their GP only half as often as women. It is only in the elderly
that the gap narrows significantly and even then women see their GP measurably more
frequently than men. A survey of men conducted by the Men's Health Forum suggested that
many men are unhappy with the service provided at their local GP surgery for reasons that are
rectifiable; unhelpful opening hours; perceived emphasis on services for women and children;
and undue bureaucracy.
Pregnancy and Maternity
A key area of health and care for women is pregnancy and maternity. Apart from a slight drop
in live births in the early part of the decade, the number of births has been rising steadily. This
increase in numbers has also been accompanied by an increase in the rate of births (more live
births per 100,000 population) compared to 1 or 5 years previously.
There has been substantial progress in reducing infant deaths, which is a good proxy for
maternal health in general. The infant mortality rate in 2009 was the lowest ever recorded in
England and Wales, with fewer than 5 deaths per 1000 live births in the UK (around 3300
deaths in total) compared to 22 deaths per live birth in the 1960s49. Whilst relatively few
children die in infancy, these rates are higher than in comparable European countries and
infant mortality is a key indicator of wider health inequalities. There is a 70% gap in infant
mortality between managerial and professional groups and routine and manual groups, and
rates for some ethnic groups are almost twice the national average.
The overall rate of teenage conceptions has decreased for both under 16s and under 18s, and
the under 18s conception rate is now the lowest it has been for 20 years. Despite this, the
percentage of all live births to mothers under the age of 20 in the United Kingdom remains the
highest when compared to other EU-1550 countries.lxxvi
There is evidence that certain groups of young people seem to be vulnerable to becoming
teenage parentslxxvii including:
• Young people in or leaving care
• Homeless young people
• School excludees, truants and young people under-performing at school
• Children of teenage mothers
49
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Ref ONS
Member states that were part of the European Union prior to expansion in 2004.
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• Members of some ethnic minority groups for example, Caribbean, Pakistani and Bangladeshi
women are more likely than white women to have been teenage mothers
• Young people involved in crime
The health and wellbeing of women before, during and after pregnancy is an important factor in
giving children a healthy start in life and laying the groundwork for good health and wellbeing in
later life. Good quality antenatal care is important for good outcomes. However, many women
simply do not access or keep in touch with antenatal services, because of issues such as
domestic violence, teenage pregnancy or not having English as a first languagelxxviii.
Socio-economic status has a significant impact on health inequalities amongst children. N J
Spencerlxxix suggests that children born to lower socio-economic groups are more likely to be of
low birth weight, die in the first year of life and to suffer significant episodes or morbidity. In
addition, young women living in socially disadvantaged areas are less likely to opt for an
abortion if they get pregnantlxxx.

Transgender
Under the new Equality Act 201051, trans people who have changed their sex, are in the
process of changing their sex or have informed someone that they are planning to change their
sex, are given additional protection against discrimination. In addition, trans people will no
longer have to be under medical supervision to be protected from discrimination and
harassment.lxxxi
The term ‘transgender’ is used to describe people who have a strong belief that they properly
belong to their non-biological gender. Often ‘transgender’ and ‘trans’ are used interchangeably.
Data and research on trans health are limited but the evidence base is growing. We know that
trans people are particularly vulnerable to discrimination and harassment, and also experience
inequalities in access to healthcare and health outcomes.
The funding of gender identity services are currently the responsibility of Primary Care Trusts
and it is proposed that specialist commissioning including gender identity services will lie with
the NHS Commissioning Board. However, it is important for organisations delivering public
health services to be aware of the potential discrimination that transgender people may
experience. Assess to appropriate services can be difficult. Trans service users are at risk of
being excluded from screening programmes (cervical, breast, prostate) or do not receive
information about important general health and wellbeing issues because of the
preconceptions of health care staff.lxxxii

Inequalities by socio-economic group
As outlined by the Marmot review, there are significant socio-economic inequalities which
impact upon health outcomes. Harm from alcohol, illicit drugs, and smoking is concentrated in
people from lower socio-economic groups; 30% of males and 20% of females in the most
disadvantaged groups have at least two or three high risk behaviours compared with less than
10% and less than 5% respectively in the least disadvantaged groups. The most deprived fifth
51

This aspect of the Equality Act 2010 came into force in October 2010.
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of the population experience 2 to 3 times greater loss of life due to alcohol (although people
drinking more than the NHS guidelines are present throughout society)lxxxiii. Problem drug
users also tend to be concentrated in the poorest communities and evidence puts their rates of
premature death at between 12 and 17 times greater than the non drug using
population.lxxxivlxxxv lxxxvilxxxvii
Consideration of Human rights

The policies in Equity and Excellence: Liberating the NHS aim to support many of the rights
enshrined in the European Convention of Human Rights. This is shown through the
strengthened involvement of patients in the design of services and decisions about their own
care, the requirement for shared decision-making set out in putting patients and the public first,
explicitly requiring 'no decision about me without me' and extending patient rights to
information, choice and involvement.
In considering the potential impact on human rights, we have looked at core values of fairness,
respect, equality, dignity and autonomy (also known as FREDA values). The Department of
Health as a public body has a responsibility to act in a way, which is incompatible with the
Convention, unless the wording of an Act of Parliament means there is no other choice. The
legislation proposed within the forthcoming Health and Social Care Bill will be compatible with
human rights.
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Appendix B
Creation of the Public Health England (Outcomes Framework, Ring Fenced Budget, Commissioning, Increasing Health
Visitor numbers)
Impact on Protected Characteristics (Neutral and Positive)
Protected characteristics

Disability (including
carers of disabled
people)

Potential
impacts of
the policy
Positive

Opportunity to Promote Equality
Given the strong focus and commitment to tackling inequalities, we would expect
there to be a positive impact on this characteristic.
There is evidence to suggest that people with mental health problems or learning
disabilities have a lower life expectancy and there may be difficulties in accessing
public health initiatives: mental health will be a key part of the pubic health outcomes
framework consultation.
The opportunity to ring fenced public health spend will help to ensure that funding is
not raided for other local authority services. This will ensure that money is spent on
public health as the local director of public health feels appropriate. Previously,
money could be taken from public health to fill a funding gap for acute services.

Gender, gender
reassignment

Neutral

We would hope that the strong focus and commitment to tackling inequalities would
have an impact but we do not have particular evidence to support this at present.

Marriage and civil
partnership

Neutral

The creation of public health england is unlikely to have a significant impact on
equality issues relating to marriage and civil partnership. We do however recognise
that there is evidence to suggest that there are health benefits when people are in
long-term relationships.

Race, religion or belief

Positive

Given the strong focus and commitment to tackling inequalities, we would expect
there to be a positive impact on this characteristic.

Sexual orientation

Neutral

We would hope that the strong focus and commitment to tackling inequalities would
have an impact but we do not have particular evidence to support this at present.

Age

Positive

Given the strong focus and commitment to tackling inequalities, we would expect
there to be a positive impact on this characteristic. We would expect the transfer of
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commissioning functions to local authorities to have a positive impact for older
peoples and children’s services given the removal of organisational barriers
between social care and health.
There is an opportunity to provide a better integrated services for older people.
Research by the Nuffield trustlxxxviii showed that in a typical locality, 90% of social
care users over the age of 55 had been in contact with secondary care during a
three year period.
Socio-economic
deprivation

Positive

Given the strong focus and commitment to tackling inequalities, in particular through
the planned allocation methodology for the ring fenced budget, we would expect
there to be a positive impact on this characteristic . The details are to be developed
but a key criterion will be that they reflect socio-economic need and deprivation.

Cross-cutting
opportunities relating to
the outcomes framework

Positive

In order to further reduce any adverse impacts on particular groups, the completed
public health outcomes framework and each individual indicator (once the final set
has been agreed) should be equality impact assessed. In addition, the risk of
adverse impact should form part of the criteria for selection. The public health
outcomes framework and indicator set will provide an opportunity to expose
inequalities in health and for any improvements to be monitored nationally. This
could result in the identification of areas of best practice where significant
achievement can be made. The evidence base to support the framework should
identify evidence based interventions to reduce inequalities in health (where
available). This will contribute to a reduction / removal of existing inequalities, e.g.
Improving breast-screening uptake in women residing in those areas ranked as
being the most deprived. The public health outcomes framework and indicator set
can act as a lever for improved commissioning and local action to help reduce
inequalities in health.

Impact on protected characteristics (risks and mitigation)
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Protected
characteristics

Potential impacts of the policy

Identify potential or actual adverse impacts and
mitigation

Disability
(including carers
of disabled
people)

There is evidence to suggest that people with mental
health problems or learning disabilities have a lower
life expectancy and there may be difficulties in
accessing public health initiatives, for example cancer
screening.

Ensuring that people with disabilities (including
mental, physical and mental health) have the access
they need to services will be important. Equality
impact assessments will be carried out where
appropriate for national and local initiatives to ensure
that issues such as access are considered.

Gender, gender
reassignment

Women tend to be seen as ‘healthier’ than men.
There is a risk that the needs of women (particularly
around birth and maternity services) will be
overlooked.

The government has announced a commitment to
increasing the number of health visitors which will
better support early years interventions. Equality
impact assessments will be carried out where
appropriate for national and local initiatives to ensure
that issues such as access are considered.

Men are less likely to access primary care for
example cogitative behavioural therapy (CBT) for
depression

Local initiatives need to recognise and address
behavioural differences between men and women.

Women may be disproportionably impacted by
organisational change.

Lack of data on trans service users, could lead to
inadequate needs assessment and inequities in

Where appropriate, the transfer of staff will take place
by virtue of TUPE or statutory transfer schemes with
due consideration to equality legislation and
employment law. In addition, it will be important to
ensure that there are no infringements on human
rights lxxxix with particular regard to article 8: the right to
protection of private and family life. It should however
be noted that all organisations named above are public
authorities with responsibilities to uphold human rights
conventions.
The department of health equality and inclusion team
will be working with the equality and human rights
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service provision.

commission (EHRC) to help strengthen the evidence
base on the health needs of trans people

Race for health and shared intelligence were
commissioned by the department of health to prepare
a report exploring approaches taken by joint strategic
needs assessments (JSNA) to understand race
equality in health and healthcare. There is further
work that could be done within the JSNA process to
ensure that equalities issues are linked to local
evidence on social determinants1.

Local authorities have a wide range of support
materials available in supporting the impact
assessment process. Best practice examples have
been included within this EqIA. Local authorities need
to involve BME communities in planning and delivery
interventions.

Councillors are not representative of the population
as a wholexc. In 2006, only 29% of councillors in
england were women and 4.1% had a non-white
ethnic background (compared to 9.5% of the
population over 21 years old).

The proposed creation of the local health and
wellbeing boards will allow local people to both sit on
the board, and have a say in who sits on the board
(through democratic power) thereby providing
greater, local democratic legitimacy.

Ensuring that the indicator set does not provide
perverse incentives to marginalise smaller community
groups inadvertently where there is not a significant
critical mass (e.g. Gypsy traveller community).

Equality impact assessments will be undertaken for
each of the final indicators in the public health
outcomes framework.

Sexual
orientation

The national LGB&T partnership raised concerns that
the changes proposed in the NHS white paper will
give local authorities more power over health and
social care services without challenging them to take
into account the needs of vulnerable minority groups.

Local authorities have a responsibility to assess
services and take into account the needs of diverse
groups including LGB&T communities. We would
therefore expect local authorities to fully reflect the
needs of their populations within such assessments.
In addition, there will be additional accountability to
the local population through the health and well-being
boards.

Age

There is a risk older people may be disproportionately
impacted by organisational restructuring.

With regards to the workforce transfers, we need to
consider any future redundancies in line with
employment legislation to ensure a particular age
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Race, religion or
belief

group is not disproportionately impacted.

Socio-economic
deprivation

Cross-cutting
issues

There is a risk that the needs of older people will be
overlooked given the radical changes from PCTs
acting as commissioners to local authorities taking on
this additional responsibility.

Members of the public have less direct contact with
commissioning organisations rather than providers. In
addition, the NHS information revolution will ensure
that comprehensive and accessible data and
information will be available to patients, to enable
them to make more informed choices about their
healthcare and healthy living.

There is a risk that initiatives will benefit the better off
in society, those who are more articulate and better
able to understand information.

There is a clear commitment from the Department of
Health to ensure that the initiatives outlined within the
white paper have the greatest potential impact and
improve the health of the poorest, fastest. Local
authorities will be held to account on the services they
provide.

There is a risk that the ring fenced budget allocation
for local authorities will not be sufficient to meet
demand.

Local authorities are well placed to use all of their
budgets to best meet demand from their local
population.

Ensuring indicators reflect health improvements that
can be made across all the identified equality groups.

The detail of the outcomes framework will be subject
to consultation.

By removing the flexibility for commissioners to ‘raid’
budgets to pay, for example for a deficit in acute care,
may impact negatively on disadvantaged users who
frequently use acute services.

Local authorities will take balanced spending
decisions based on their understanding of the holistic
needs of the local community. The director of public
health will be well placed to ensure that all local
authority policies and spending are focused on
reducing disadvantage.

Disadvantaged groups may equally benefit from
direct spend on education, housing or other local
authority services.

A fair but realistic allocation will be provided on the
ring fenced budget. The government is committed to
protecting NHS funding in real terms. There is
medium to longer term value in funding preventative
services.

Challenging discrimination, promoting equality and

The CQC report suggests that 134 councils (91%)
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respect for human within pct commissioning has been
identified as weakness by the CQC. This could
worsen during the transition.

performed excellently or well in meeting the outcome
on freedom from discrimination and harassment,
which would imply that local authorities are better
placed than PCTs although we are not complacent
and appreciate there are areas for improvement.
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