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CDHN Initial Analysis of DHSSPS Proposals for health and social care reform, March 2008, to support members’ responses to consultation 
Headline questions
· Where has the Statutory Duty of Engagement gone?
· Why has the number of lay representatives on LCGs been reduced from 2 to 1?
· Why is there limited reference to social care?

· Why is there limited reference to the role of the community and voluntary sectors, especially when it comes to local planning, delivery and engagement?

· Why is there limited reference to communities – the proposals mostly talk about patients, clients and carers?

· Why has public health, health improvement and health inequalities work been separated out into a Regional Public Health Agency?

· What are the implications of local government involvement in health and social care?

Framing this consultation

Why are the health and social care structures being changed?

Initially, the Review of Public Administration (RPA) was about streamlining public administration structures rather than redesigning the system so that it became the one most likely to lead to health improvement, or tackle health inequalities or ensure excellent levels of service provision. The Minister states that the purpose of this second round of proposed changes is to do exactly that, but the proposals still carry the inheritance of the first set of proposed RPA changes, so there may be a tension there.

A continuation rather than complete break 

CDHN’s initial response to the proposed RPA changes were based on four principles: successful work on mainstreaming community development approaches must not be lost; community development approaches to tackling health inequalities must be confirmed and protected; a community-based user, carer and community voice must be integrated into the planning and delivery of services and partnerships between the HSS family and the community and voluntary sector must be maintained and strengthened. These principles should be applied in the analysis of these second proposals. 
A lot of the themes/questions that we picked up on in the first set of proposed changes still are relevant here: will there be lay representation in commissioning and public health/health inequality work? How will users, carers and communities be involved in the system? Does the new structure enable engagement and co-production or not?

Role of the community and voluntary sectors 
We need to analyse these proposals in terms of how they acknowledge the community and voluntary sectors’ role in the design, planning and delivery of health and social care. There are key issues that range from how users are equal partners in the design of more effective and responsive service delivery, how community and voluntary sectors organisations are commissioned to provide services, especially with hard-to-reach and marginalised groups and communities and also how users, carers and communities are co-designers, co-planners and co-providers of treatment and preventative work. The proposals do not offer a great amount of detail with regard to these issues. 

Going through the document
In each section, as laid out in the consultation document we highlight some key issues and offer some questions that consultees may wish to refer to in their own responses. 

Executive summary

The Executive Summary describes the principles which underlie these proposals. Immediately it gives you a sense of some key themes that run through the proposals such as a focus on service provision and service improvement; value for money; maximising benefits to patients, clients and carers; performance management and improvement; the voice of patients, clients and carers and also the statement that there was a need to ensure that any potential model would ‘support democratisation within the system and enable enhanced involvement of local government in the delivery of health and social care’ (p. 9).
We would note that throughout the document there is a clear focus on ‘the Service’, seeing the health and social care organisations as making up the NHS, rather than talking about health outcomes. 

CDHN has described the importance of co-production, where users, carers and communities are co-designers, co-planners and co-commissioners. We note the statement that ‘Patients, clients and carers must be given the opportunity to voice their concerns and be sure that they are being listened to – dignity, respect, equality and fairness for patients, relatives and staff are at the core of the health and social care system.’ There is a slightly different emphasis to co-production here - voicing your concern and being listened to may not the same as being involved from the beginning as co-designers, co-planners and co-providers. In addition, there is no mention of working with wider communities, rather than those who may be immediately affected by service provision issues. 

The question of ‘increased democratisation through local government representation on key bodies and improved partnership with local government and other stakeholders in the commissioning and delivery of health and social care’ is an interesting one. In principle, CDHN supports the involvement of local government in delivering improved health and tackling health inequalities, especially in terms of supporting inter-sectoral commissioning, along the lines of community planning. However, some concerns would be that local government representation might somehow be seen as an alternative to community and voluntary sector representation and that it might preclude the need to engage with users, carers and communities as equal partners, preferring a consultation model instead, or indeed solely a patient/client complaint model. 

Section 2 Context and Principles

Under section 2.3 the proposals state, ‘The new structures had to serve the clear and strategic purpose of improving health and social care services and thereby the health and well-being of the people of Northern Ireland, by making services more efficient, more patient and client centred, and more focused on prevention and primary care and less on institution-based care.’

At first glance it’s difficult to disagree with the purpose as laid out in this statement. A second glance however might reveal the following questions. 
· What is the role of carers and wider communities as well as patients and clients? 
· When the proposals talk about prevention are they imagining a public health prevention that is based more around a medical model than a social model?

Section 3 Proposed Model and Timescale 
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We note that this remains a relatively complex diagram, with complex issues around responsibility and accountability. Some questions on this model, which are further discussed later on in the paper are:
· In terms of commissioning responsibility between the RHSCB and the LCGs – who is in charge, which way does accountability go? 

· Where do horizontal issues such as equality and community development belong in the new structures?

Section 4 Regional Health and Social Care Board & Local Commissioning Groups 
In terms of the first proposed changes to commissioning structures CDHN welcomed the emphasis on public engagement; a strong emphasis on public health and well-being improvement; the support for partnerships with community and voluntary sectors; an enhanced user experience; the emphasis of people’s entitlement as citizens; the need for a professional leadership programme which would look at engagement and partnership issues and the emphasis on performance management. CDHN suggested additional areas for improvement/strengthening in the proposals on commissioning: the need to define the ‘public’ in terms of community engagement and community development; (i.e. not only individual patients, clients and carers); the need to support the Wanless ‘fully engaged’ scenario and move beyond simple user panels to a range of engagement methods including but not limited to - focus groups, public meetings in community venues, open forums between SMTs and community/ voluntary sector etc.; the need for capacity building for the community and voluntary sectors to engage with health and social care and the need to ensure coherence between community planning in local government, planning of education services and HSSA commissioning. These continue to provide the context of the analysis of the second proposals. 
The new Regional Health and Social Care Board will have as its core functions, performance management and improvement, commissioning and financial management. They will carry out the statutory functions currently carried out by the Boards ‘unless the Minister determines otherwise and subject to appropriate delegation of responsibility at his discretion’.

Some questions on this are:

· With 1 RHSCB and 5 Local Commissioning Groups (LCGs) how different will it be to the existing 4 Health and Social Care Boards? How do they envisage locality based commissioning now?

· What does ‘unless the Minister determines otherwise and subject to appropriate delegation of responsibility at his discretion’ mean? Might the Minister’s change the structure of responsibility and accountability at a later date? 
· How does the Minister envisage that users, carers and communities would be involved in the RHSCB – for example in terms of having an impact on designing performance management systems so that successful engagement is measured?

· Will responsibility for community development approaches lie within the overall commissioning remit of the RHSCB, with LCGs or via the Regional Public Health Agency or Patient Client Council? (see later sections)  

In terms of the statements at 4.4.3 on commissioning we would welcome the fact that improving the health and well-being of the population is put at the heart of commissioning, particularly the statement, ‘the proposed arrangement presents a major opportunity to have commissioning that focuses on promoting health and well-being, not simply securing health and social care services. This means that we need prevention, early intervention and good care management to be at the heart of the commissioning arrangement’.
We also welcome the intention of ‘building the capacity of the population to improve their own health by partnership working in local areas’ and that ‘The [commissioning] process would also have very strong links with local communities, with voluntary and community sector organisations and the engagement of communities in securing the health and well-being of their people.’ (p. 17)

We would also welcome the inclusion of the RPHA as a key stakeholder in the commissioning process.

In the previous round of consultations, we noted the issue of whether or not commissioning decisions would be made by the LCGs and confirmed by the Authority – now RHSCB, or whether it would be the other way round. In response to this question, the proposals state, ‘It is important, therefore, that new commissioning arrangements are rooted in good local knowledge and expertise and that appropriately constituted Local Commissioning Groups (LCGs) have devolved responsibility for addressing the needs of their local population while working within coherent regional policy and strategy frameworks, available resources and performance targets. It is recognised however that some services, by virtue of their specialist nature, restricted volume or statutory accountability, must be commissioned regionally’. (p. 18). The proposals go on to state that ‘Significant planning, purchasing and performance management responsibility would therefore be positioned with LCGs. They would forge partnerships with other relevant bodies to pursue programmes of health improvement, to address health inequalities and pursue opportunities to secure enhanced value for money and better resource utilisation.’

We welcome the emphasis on local knowledge and would suggest that partnership with users, carers and communities is an important way to deliver that in practice. We note that the RHSCB will forge partnerships with other relevant bodies to tackle health inequalities. 
However, in the balance between local and regional commissioning or between two competing commissioning priorities we would ask:

· Will the LCG or the RHSCB have the final say on commissioning decisions?
In terms of moving from 7 LCGs to 5 LCGs, we note that the rationale is to have ‘five LCGs covering the same geographical areas as the five provider HSC Trusts and operating as committees of the new RHSCB who would determine the detail of the LCGs role and responsibilities. This arrangement would preserve co-terminosity between each of the five LCGs and a number of District Councils as they are currently configured. These proposals on the number of LCGs however, would remain subject to review pending the outcome of deliberations on local government reform.’

CDHN has always welcomed co-terminosity which would enable coherent commissioning of public services. We would note with concern that devolved commissioning, where commissioning decisions are made as closely as possible to local communities would appear to be somewhat diminished by having only 5 LCGs, close to the current number of Boards. We would also be concerned that the number/geography of LCGs could change again once the local government proposals are confirmed. 
In terms of the LCGs’ membership, the proposals note that they should have a ‘good spread of expertise with a bias, in terms of numbers, favouring those with close (preferably daily) contact with the local population but they should also not be too cumbersome.’ They do note that this is a suggested model and they ask for comments.

In order to achieve this they have come up with the following:

4 General Medical Practitioners,

1 pharmacist,
1 other Primary Care Practitioner (dentist or optometrist),

4 elected local representatives,

1 social care professional,

1 nurse,

1 public health medicine professional,

1 Allied Health Professional,

1 lay person and

1 Regional Health & Social Care Board representative.

We would ask the following questions:

· Why has the number of lay representatives been reduced from 2 to 1?
· Are the 4 elected local representatives in any way seen as replacements to lay representatives?

· How will the people be appointed to the LCG? Will the Minister use the existing pool of people in the current 7 LCGs or will there be a second public appointments process?
· If there is a public appointments process, will the criteria used in the first process be revised (e.g. the need of previous clinical management experience)?

In terms of engagement with users, carers and communities we note the statement, ‘LCGs would have delegated responsibility to commission services for the population they cover, including the development of proposals to ensure the active engagement of the range of primary care professionals and the wider community.’ We note that this is the first time that the ‘wider community’ is mentioned, but welcome the intention to have active engagement.

The issue of engagement is also picked up on in section 4.8, ‘In relation to the RHSCB’s wider responsibility to those for whom it commissions services, it is intended that there would be local representation on the Boards of the LCGs, a stronger regional voice for patients, clients and carers through future proposals for the HSS Councils, the continuing development of a stakeholder network including significant engagement with the voluntary and community sector and the overarching regulatory role of the Regulation and Quality Improvement Authority (RQIA).’

This statement seems to describe the various ways in which the new structures will ensure engagement with users, carers and communities. It does confirm a commitment to engagement at a number of levels. However we would ask the following questions:
· Where is the Statutory Duty of Engagement?

· Where is the assumption that engagement is everybody’s business, i.e. mainstreamed across all areas of commissioning and provision rather than channeled through particular bodies? 

Section 5 DHSSPS

We note the statement at 5.2 that the DHSSPS will support the Minister in terms of ‘public health policy, cross-governmental public health strategy and the governmental aspects of health improvement and protection and emergency planning’.
Some questions are:

· How will the DHSSPS work with the new Regional Public Health Agency?

· Is there going to be a separation between governmental aspects of health improvement and aspects that would be dealt with by the RPHA? (Especially given section 5.5 - ‘Responsibility for strategic regional policy including public health policy would reside with the Department.’)
· The DHSSPS will be responsible for policies which ‘are cross-governmental in nature (e.g. cross-governmental initiatives such as in Investing for Health and the cross-governmental children’s strategy Our Children Our Young People our Pledge and wider regulatory responsibilities allied to the Medicines Act and Misuse of Drugs Act which go beyond health and social care) and are focused on longer term health and wellbeing outcomes’ - again how does this fit in with the RPHA?
Section 7 – Public Health 

CDHN very much welcomes the statement ‘Improved health and well-being and reduced health inequalities are the yardsticks by which the success of that system will be measured.’ (p. 31)

We note that the key elements are to be welcomed in principle:

· Public health at the centre of policy and strategy; 

· Better coordination and delivery of interventions to protect and improve health and well-being;
· A stronger role for local government in shaping health improvement programmes and in tackling the underlying causes of poor health;

· Robust arrangements to provide public health support to the RHSCB and its LCGs in developing their commissioning plans; and

· A continued role for HSC Trusts in developing and delivering health improvement and health protection programmes.
We especially welcome the intention to tackle the underlying causes of poor health – which suggests the Regional Public Health Agency (RPHA) will be social model oriented not medical model oriented. With regard to the establishment of a new RHPA we welcome its intention to be ‘multi professional’.
We note section 7.4 3 which states that the RPHA’s key functions are health improvement; health protection; and public health support to commissioning and policy development. We note that tackling health inequalities is not described as a key function. 
· Will the RPHA have tackling health inequalities as a key function?

In terms of health improvement, the proposals talk about tackling key public health challenges and describe better mental health, lower suicide rates, lower levels of obesity, drug and alcohol abuse and ultimately better life chances for all. One question is, what is the policy framework for all of this? Is it the health inequalities goals in Investing for Health? CDHN would note that the RPHA must ensure that it focuses both on tackling health inequalities and on supporting health promotion and protection in individuals. 
· Will the RPHA work within the overarching policy framework of Investing for Health?

Later at 7.10, the proposals state that, ‘To enable the RPHA to fulfill its enhanced role in health improvement, it would incorporate the functions of the Health Promotion Agency, the health and wellbeing improvement functions of the existing HSS Boards, including Community Development and Investing for Health, and the Health Action Zone functions of HSC Trusts and HSS Boards. It would also incorporate the specialist health improvement functions of staff working currently within HSC Trusts.’

· What are the implications of taking health improvement and health inequalities work out of the commissioning and provision organisations i.e. LCGs and Trusts? 
We would be concerned that this separation might weaken these areas of work because commissioners and providers will feel less obliged to mainstream health improvement and health inequalities work into all their work.
In addition CDHN believes that community development approaches do not only apply to public health work, but to all health and social care work. Only by working in equal partnership with users across health and social care can we hope to tackle health inequalities effectively. We would be concerned that this process will be weakened if community development is separated out into the RPHA. 

· How will community development approaches be mainstreamed if responsibility for them moves to the RPHA?

The proposals do note at section 7.18 that ‘To ensure that commissioning plans have public health at their core, the RHSCB and its LCGs would be required, through legislation, to seek advice from the RPHA when developing their commissioning plans. To deliver that public health advice, relevant public health staff within the RPHA would have an agreed contracted commitment to the RHSCB.’ However, we would be concerned that a contracted commitment to seek advice is not as effective as mainstreaming community development, health improvement and health inequalities work throughout the RHSCB, the LCGS and the Trusts. We also note that this obligation on advice is not the same as being able to oblige other government departments to work on health inequalities which has been one of the structural weaknesses in Investing for Health. 

We would also ask, in terms of autonomy and accountability, who is accountable to whom, given the RPHA is commissioned by both the RHSCB and the Minister?

Finally, we would note that the role of the community and voluntary sectors in supporting and delivering work to tackle health inequalities is a crucial part of public health work in Northern Ireland and insufficient attention is given to it in this section. For example, the community and voluntary sectors ensure that regional work is supported by strong local delivery. Some questions are:

· How will the RPHA commission this local delivery work? 

· How will they support the role of the community and voluntary sectors in tackling health inequalities?
Section 9 – Health and Social Services Councils

With regard to the Health and Social Services Councils, we note that the proposals suggest that the Councils should maintain a local presence rather than becoming a single regional organisation. There are two options described in the proposals for people to comment on.

The proposals note at section 9.1 that ‘The consumer voice in relation to health and personal social services in Northern Ireland is currently provided through four Health and Social Services Councils. Under the terms of the RPA decisions taken in November 2005 by Direct Rule Ministers, these four Councils were to be replaced by a single health and social care user’s body – the Patient Client Council (PCC). This new body was to have a role in engaging with the patient, client and communities:

· in promoting their health and wellbeing;

· in getting the best from the service; and

· in providing effective advocacy when the service is not doing what it should to meet patients’ just needs and demands.’
These proposals suggest that the functions of the new organisation(s) would be to:

· represent the interests of the public;

· promote the involvement of the public;

· provide advocacy services;

· provide advice and information to the public about the design, commissioning and delivery of health and social care; and

· such other functions as may be prescribed.
CDHN notes the important role played by the Councils in advocating for patients and clients in terms of the health and social care services they receive. We also note Councils’ work to widen understanding of best practice user involvement in health and social care. A balance between a regional and local voice would appear to support the Councils in their work.

We would note with interest some of the language in the functions. Though the document up until now talks about patients, clients and carers, with some additional mentions of community, here we have a function to present the interests of the public. We would reiterate that engagement with users, carers and communities should be mainstreamed throughout the health and social care system and not, perhaps accidentally, restrained to be channeled through one organisation. 

In terms of the function, ‘provide advice and information to the public about the design, commissioning and delivery of health and social care’, we welcome any attempts to increase understanding among users, carers and communities of the design, commissioning and delivery of health and social care’ but would note that a key aim of CDHN’s work is to ensure that users, carers and communities are equal partners in this process rather than only informed of or consulted on these decisions. 
We also note the statement that ‘In carrying out these roles it is proposed that the work of the new organisation(s) would be supported by a statutory requirement being placed on other health service bodies to engage with it, in carrying out its functions and have due regard to the representations and requests made by it.’ This presumably is aimed at strengthening the Councils’ role as monitoring bodies, which we would welcome, but we should note that this is not the same as the Statutory Duty of Engagement, which seems to have disappeared from the proposals. Obliging health and social organisations to engage with a complaints body is not the same as obliging then to engage directly with users, carers and communities.
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