Agenda item 11

Health and Wellbeing Board — 7 September 2015

Department of Health consultation on in—year reductions to local
authority Public Health allocations

1. Purpose
To inform the Health and Wellbeing Board (HWBB) of the Department of
Health’s consultation on its proposal to reduce the 2015/16 Public Health
allocation.

2. Recommendation

That the Health and Wellbeing Board note the response to the consultation
submitted by the Director of Public Health.

That the Health and Wellbeing Board note the implications of the proposed
cut for public health programmes in Walsall set out in the response.

3. Report detail

The Department of Health (DH) has published a consultation document
setting out options to achieve a £200m in-year reduction in Public Health
spending in England. Its preferred option is to apply a standard flat rate
percentage reduction of 6.2% for all local authorities. The closing date for
the consultation was 28 August 2015.

The consultation called for views on how the saving could be delivered.
The DH has stated that money would be taken from the January 2016
instalment of funding provided to local authorities. Its preferred option is to
apply a standard flat rate percentage reduction of 6.2% across all local
authorities. This would equate to a £1.114M reduction in the 2015/16
Public Health allocation for Walsall. The current Public Health allocation
for Walsall is £15.827M

The consultation options were set out as follows:

A. Devise a formula that claims a larger share of the saving from LAs that
are significantly above their target allocation.

B. Identify LAs that carried forward unspent reserves into 2015/16 and
claim a correspondingly larger share of the savings from them.

C. Reduce every LA’s allocation by a standard, flat rate percentage.
Nationally the £200 million saving amounts to about 6.2 per cent of the
total grant for 2015/16, so that would also be the figure DH applied to
individual LAs. Annex C sets out the effect on allocations.



D. Reduce every local authorities allocation by a standard percentage
unless an authority can show that this would result in particular
hardship, taking account of the following criteria:

* inability to deliver savings legally due to binding financial
commitments;

» substantial, disproportionate and unavoidable adverse impact on
people who share a protected characteristic within the meaning of
section 149 of the Equality Act 2010;

* high risk that, because of its impact, the decision would be
incompatible with the Secretary of State’s duties under the NHS Act
2006 (in particular the duty to have regard to the need to reduce
inequalities between people with regard to the benefits they can
receive from public health services);

* the availability of funding from public health or general reserves; or
» any other exceptional factors.

The consultation states that the total savings required under all options
would remain at £200m.

The consultation also seeks views on how local authorities can be helped
to implement the savings and minimise any disruption to services, and
how the DH can assess and understand the impact of the cuts can be
assessed.

The response submitted by the Director of Public Health to the Department
of Health (Appendix 1) describes in detail the likely impact on the health
and social care economy in Walsall. It also outlines the preferred option for
achieving these savings in Walsall, i.e. that a larger share of the proposed
saving should be claimed from authorities that are significantly above their
target allocations.

4, Impact on health and wellbeing:

It is anticipated that the proposed cuts will have a negative impact on the
ability of Walsall Council to deliver on public health priorities in Walsall.
Public Health services in Walsall have invested in innovative and exciting
transformation projects in collaboration with partners across the Council.

There is now increasing evidence of the benefits and return on investment
of some of these initiatives. The ability of Public Health services in Walsall
to continue to invest in such initiatives may now be compromised by the
proposed reductions in budget by the Department of Health.

Author: Dr Barbara Watt
Director of Public Health
Date: 7™ September 2015
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Response to Department of Health re: Local Authority public health allocations 2015/16:
in year savings

We welcome the opportunity to comment on the Department of Health’s proposed approach to
reducing the Public Health allocation in-year.

We are extremely disappointed by the Department of Health’s lack of recognition of the
importance of preventative approaches at a time that demand for public services is outstripping
resource. The proposed public health savings are entirely at odds with NHS England’s Chief
Executive Simon Stevens' vision of “a radical upgrade in prevention and public health”, as
outlined in his Five Year Forward View.

“The first argument we make in this Forward View is that the future health of millions of
children, the sustainability of the NHS, and the economic prosperity of Britain all now depend
on a radical upgrade in prevention and public health. Twelve years ago Derek Wanless’
health review warned that unless the country took prevention seriously we would be faced with
a sharply rising burden of avoidable iliness. That warning has not been heeded - and the NHS
is on the hook for the consequences”. '

Reducing investment in public health programmes is likely to have a significant adverse impact
on health services, community safety and community cohesion. The Marmot Review
demonstrated that poor health does not happen by chance. Services commissioned through
the Public Health grant have a direct impact upon the wider determinants of health and the
impact is well documented in the areas of community safety, crime reduction and community
cohesion. These services are disproportionately used by vulnerable groups including troubled
families and looked after children. Reductions in funding will lead to a reduction in the capacity,
scope and quality of these services increasing the vulnerability of individuals, their families and
their communities.

We are concerned about the manner in which this consultation is being conducted. The delay
in issuing the consultation for what is proposed to be an in-year reduction, the short duration of
the consultation requiring submissions within a four week period over the summer holiday
season and the lack of supporting information for the options being consulted on, indicate that
the consultation exercise falls significantly short of the standards set out in the code of practice
for consultation".

The consultation document does not make clear whether the proposed funding reductions are
intended to be recurrent. Should the DH intend to impose recurrent reductions using its
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preferred option, this will clearly have an even more profound effect in terms of increasing
health inequalities across England. A more comprehensive consultation would need to be
undertaken should there be plans to reduce Public Health allocations recurrently. This would
need to be supported by an analysis of the likely impact on the health and social care economy
and an Equality Impact Assessment.

This is important because it is clear that implementation of the preferred option would further
increase the inequalities that have been caused by recognised flaws in the original Public
Health funding mapping and allocation exercise and the subsequent failure to move local areas
to their target allocation.

With regard to the three specific questions in the consultation, we offer the following responses:

Q1. Do you agree with DHs preferred option (C) for applying the £200million saving
across LAs? If not, which is your preferred option?

We do not support the DH’s preferred option (C) - a standard flat rate percentage reduction
of 6.2% across all local authorities.

This would exacerbate the recognised financial inequalities that have resulted from the original
mapping and allocation of Public Health funding". Walsall is currently 5.3% below its target
public health allocation and has the lowest funding allocation of its statistical neighbours. This
equates to Walsall being already under funded by £800,000 per annum by the Department of
Health’s own formula. In addition, Walsall will receive the lowest allocation per head of target
population for the commissioning of 0-5 services of all Local Authorities in the Birmingham and

Black Country conurbation.

Many local authorities are significantly above their ‘fair shares’ public health grant funding
formula. It would be entirely unreasonable should this inequity not be taken into account when
applying reductions to the Public Health grant.

We do not support Option B - claiming back a larger share of grant from local authorities that
carried forward unspent reserves into 2015/16.

In Walsall, as in many parts of the country, monies were purposefully carried forward as part of
a strategic plan to support service redesign and recommissioning, with a view to achieving
longer term financial savings. The majority has now been committed to contracts.

Since moving from the NHS to local government, Public Health departments across the country
have been required to set up a programme to procure public health services through
competitive tendering. In Walsall, a commitment was made to achieve this over a three year
period and it is now in the final year of this programme. Therefore the Public Health
department is in the process of retendering services in year. Funding has been committed to
the supporting the implementation of the new integrated service models developed and
prescribed in the service specifications. Unforeseen expenditure has also been incurred in year
in relation to procurement and recharging for drugs costs for public health commissioned
services leaving very little scope to make the in year savings proposed in Option C.

We do not favour Option D — reducing every local authority’s allocation by a standard
percentage unless an authority can show that this would result in particular hardship - but
believe it would be more equitable than Option C. NOTE: Evidence in relation to the criteria
set out in paragraph 3.2 of the consultation is presented on page 4 of this response.

Our preferred option is Option A - to devise a formula that claims a larger share of the saving
from LAs that are significantly above their target allocation.
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This is the most equitable option as it goes some way to addressing the historical inequities in
the allocation of Public Health funding as described below.

Overall Public Health Allocation

It is important to recognise that Walsall MBC is already underfunded with respect to its overall
public health allocation. The public health allocation for Walsall was set at £14.983 million at
the point of transition of public health responsibilities to Local authority. Data published by the
National Audit Office confirms that the 2014/15 allocation is 5.3% below its target allocation
despite pledges made at the time of transition that future funding mechanisms would be used to
bring local areas to their target allocation. 5.3% is equivalent to a shortfall of more than
£800k per annum; an average of £3 less per head of population in Walsall than the DH
methodology calculates it should be.

Walsall's public health allocation per head is lower than that of all local authority areas
experiencing similar levels of deprivation'. If the average allocation of these statistical
neighbours was applied to the Walsall population, Walsall would receive an additional £4.26
million per annum (appendix 1).

Allocation of funds the commissioning of public health services for 0-5 year olds

The inequities outlined above will be made worse when responsibility for commissioning local
public health services for 0-5s is transferred from NHS England to Walsall Council in October
2015. Walsall will receive the lowest allocation per head of target population for the
commissioning of these services of all Local Authorities in the Birmingham and Black Country
conurbation. It will have one of the lowest allocations of its group of statistical neighbours. If
the average cost per head of its statistical neighbours were applied to the Walsall 0-5
population Walsall would receive an additional £1.6 million per annum to commission these
services.

Guidance published by the department of health indicated that the funding allocation for the
commissioning of 0-5 services from 15/16 onwards would be based on a fair shares formula led
through ACRA"- in local discussions we have had commitment from NHS England and PHE
that they would support Walsall's case for receiving a higher allocation to commission 0-5
services based on levels of need and deprivation in Walsall.

The double hit of a low public health allocation together with a low allocation for the
commissioning of services for 0-5s has resulted in a huge gap in funding levels (of nearly £6
million per annum), seriously impacting on the health, wellbeing and life chances of children in
Walsall.

Proposal for alternative option

In recognition of the challenge being faced and the willingness to participate in the collective
response, if the DH were minded to consider a further option for in year reductions only, we
would propose an alternative 5" option of applying a universal reduction of 2% to all areas, with
the remaining 4.2% applied on the more equitable basis as described in Option A. This would
ensure that the challenge of achieving in year savings was in part made as a collective effort
whilst allowing for some of the inequalities outlined in this response to be mitigated against.

Q2. How can DH, PHE and NHS England help LAs to implement the saving and minimise
any possible disruption to services?

The proposed reductions will have a direct impact upon local services and disruption to these
services is inevitable if in-year Public Health grant reductions are made.

Q3. How best can the DH assess and understand the impact of the saving?
A national survey of Directors of Public Health and other key stakeholders, particularly CCGs
would be the best of the proposed options.

1 1MD 2™ decile group of Local Authorities



Evidence submitted for Walsall in relation to the criteria set out in paragraph 3.2 of the
consultation

1. Inability to deliver savings legally due to binding financial commitments;

Walsall Public Health services are delivered mainly through contracts with providers. This
means that almost the entire public health budget has already been committed through
contractual agreements with providers. Attempting to reduce contract values in-year will result
in financial penalties being levied on Walsall Council, increasing financial pressures and
endangering commissioner-provider relationships. It may result in provider agencies
terminating contracts early where financial viability becomes an issue. This could have a
profound effect on Walsall residents leaving them without crucial services and resulting in the
Council incurring additional costs to run competitive tender processes for new service
contracts.

Since moving from the NHS to local government, Public Health departments across the country
have been required to set up a programme to procure public health services through
competitive tendering. In Walsall, a commitment was made to achieve this over a three year
period and it is now in the final year of this programme. Therefore the Public Health
department is in the process of retendering services in year. Funding has been committed to
the supporting the implementation of the new integrated service models developed and
prescribed in the service specifications. Unforeseen expenditure has also been incurred in year
in relation to procurement and recharging for drugs costs for public health commissioned
services leaving very little scope to make the in year savings proposed in Option C.

2. Substantial, disproportionate and unavoidable adverse impact on people who share
a protected characteristic within the meaning of section 149 of the Equality Act 2010;

3. High risk that, because of its impact, the decision would be incompatible with the
Secretary of State’s duties under the NHS Act 2006 (in particular the duty to have
regard to the need to reduce inequalities between people with regard to the benefits
they can receive from public health services);

Health Challenges in Walsall

Health indicators show that Walsall residents experience far poorer health and wellbeing than is
the case in most other parts of the country. Life expectancy for both men and women is well
below the England average and the infant mortality rate is one of the worst in the country.
Deprivation levels are high and nearly one in three children lives in poverty. It is well
documented that deprivation drives greater use of health and social care services. Walsall
Council has reached the point of crisis in funding levels for social care and other services and
the proposed DH reductions will lead to the loss of preventative services at a time that they are
needed most.

The most recent health profile for Walsall 2015 (see appendix 2) showed that:
e The rate of alcohol-related harm admissions was 730 per 100,000 population, worse
than the average for England. This represents 1,864 stays per year
e The rate of smoking-related deaths was 320 per 100,000 population, worse than the
average for England. This represents 463 deaths per year
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o Estimated levels of adult excess weight and physical activity are worse than the England
average
o Rates of sexually transmitted infections and TB are worse than the England average

The health and wellbeing of children in Walsall (see appendix 3) is worse than the England
average:
e The infant mortality rate is one of the worst in the country
o The level of child poverty is worse than the England average with 28% of children aged
less than 16 years living in poverty.
Childhood obesity rates are worse: one in four children aged 10-11 years are obese
e The number of children in care is spiralling (90.4/10,000 10-18 year olds on 31 March
2015) and child school readiness is below than the England average.

4. The availability of funding from public health or general reserves; or
5. Any other exceptional factors.

Overall Public Health Allocation

It is important to recognise that Walsall MBC is already underfunded with respect to its overall
public health allocation. The public health allocation for Walsall was set at £14.983 million at
the point of transition of public health responsibilities to Local authority. Data published by the
National Audit Office confirms that the 2014/15 allocation is 5.3% below its target allocation
despite pledges made at the time of transition that future funding mechanisms would be used to
bring local areas to their target allocation. 5.3% is equivalent to a shortfall of more than
£800k per annum; an average of £3 less per head of population in Walsall than the DH
methodology calculates it should be.

Walsall's public health allocation per head is lower than that of all local authority areas
experiencing similar levels of deprivation®. If the average allocation of its statistical neighbours
was applied to the Walsall population, Walsall would receive an additional £4.26 million per
annum (appendix 1).

Allocation of funds the commissioning of public health services for 0-5 year olds

The inequities outlined above will be made worse when responsibility for commissioning local
public health services for 0-5s is transferred from NHS England to Walsall Council in October
2015.

Walsall will receive the lowest allocation per head of target population for the commissioning of
these services of all Local Authorities in the Birmingham and Black Country conurbation. It will
have one of the lowest allocations of its group of statistical neighbours (appendix 1). If the
average cost per head of its statistical neighbours were applied to the Walsall 0-5 population
Walsall would receive an additional £1.6 million per annum to commission these services.

Guidance published by the department of health indicated that the funding allocation for the
commissioning of 0-5 services from 15/16 onwards would be based on a fair shares formula led
through ACRA"- in local discussions we have had commitment from NHS England and PHE
that they would support Walsall’'s case for receiving a higher allocation to commission 0-5
services based on levels of need and deprivation in Walsall.

The double hit of a low public health allocation together with a low allocation for the
commissioning of services for 0-5s will result in a huge gap in funding levels (of nearly £6
million per annum), impacting on the health, wellbeing and life chances of children in Walsall.

21MD 2" decile group of Local Authorities
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Financial Challenges across health and social care in Walsall

Given target reductions in the overall Walsall Council budget (c£82 million reduction over 4
years®) as a consequence of reduced central government funding and a local Healthcare Trust
under extreme financial pressure, it is clear that the scale of financial challenge for the health
and social care economy in Walsall is immense. The extent of financial pressures in Walsall
have meant that there has already been a significant scaling back of the limited resources that
partners in the health and social care economy have been able to invest in prevention
strategies and upstream intervention.

The transfer of public health services from the NHS to the Local Authority has provided the
Council with an opportunity to commission more effective and seamless services which improve
the health and wellbeing of the local community and reduce demand on public services (see
Table 1 below).

Table 1 Examples of Transformation Projects funded through the Walsall Public
Health allocation to reduce demand on services

Parenting

Walsall Public Health is working with the Children’s Directorate to transform parenting
support across Walsall and has invested £137k in parenting programmes as part of the
Public Health Transformation. There is evidence to show that parenting programmes to
reduce conduct disorder pays back £8 over 6 years for every £1 invested; in Walsall this
should translate to savings of £1,096,000.

Teenage Pregnancy

Walsall Public Health is working with the Children’s Directorate to transform teenage
pregnancy prevention programmes in Walsall. Every pound spent on preventing teenage
pregnancy saves £11 in healthcare costs. Walsall Public Health has invested £150k in
teenage pregnancy services, a potential saving of £1,650,000 in health care costs in Walsall.

We request that the DH give careful consideration of the comments and arguments
raised above and thus review their approach to the allocation of the proposed
reductions to public health budgets.

Dr Barbara Watt
Director of Public Health
Walsall Council

* Source: Walsall MBC Medium Term Strategy
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Appendix 1: Comparison of Walsall allocation and spend per head across Birmingham
and the Black Country and statistical neighbours

TABLE 1: Comparison of overall Public Health allocation per head of population and
distance from target for Walsall and local authority areas experiencing similar levels of
deprivation*

Rank |IMD Score |Local Authority 2014/15 Distance from Target
Allocation per person (£) (£) Per Person %
1 35.23|Blackburn with Darwen 88 6 7.80%
2 34.74|Salford 77 -5 -6.20%
3 34.42|Nottingham 89 3 3.90%
4 34.41|Wolverhampton 76 9 13.30%
5 34.20|Barking and Dagenham 71 -5 -6.70%
6 33.85|Rochdale 69 -4 -5%
7 33.68|Hartlepool 91 17 22.20%
8 33.65|Leicester 66 -12 -15.70%
9 32.58|Bradford 65 -5 -6.50%
10 32.54|Halton 69 -2 -3.4
11 31.94|Greenwich 73 -4 -5.10%
12 31.24|Lambeth 84 -4 -5%
13 31.23|Walsall 58 -3 -5.30%
14 30.97|Lewisham 69 -1 -1.30%
15 30.50|Brent 59 0 0.00%
33.01|Average for Peer Group 73.6 -0.67

Department of Health Allocations to Local Authorities for Public Health
2014/15: Comparison of Walsall to Peer Group

Spend per Head
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Appendix 2 Walsall Health Profile for 2015

Health summary for Walsall
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Appendix 3 Walsall Child Health Profile

Waisall Child Heaith Profile June 2015

The chart befow shows how children’s heaith and wellbeing in this area compares with the rest of England. The local result for
each indicator is shown as a circle, against the range of results for England which are shown as a grey bar. The red line
indicates the England average. The key to the colour of the circles is shown below.
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E %5 | 29 Hospital admissions caused by injuries in young people (15-24 years)| 333 | 1104 | 136.7 | 2018 808
30 Hospital admissions for asthma (under 19 years) 52 | 2265 | 107.1 | 500.1 48
31 Hospital admissions for mental health conditions 54 845 | 872 | amse 258
32 Hospital admissions as a result of self-harm (10-24 years) 187 | 3507 | 4121 [1.2468 110.1
Notes and definitions - iWhere data 15 not avadable or figures have been suppressed. this 15 Indicated by a dash in the appropnate box.
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2011-2013 receipt of out of work benefits or tax credits where ther  alcohol specific hospital admissions, 2011/12-201314
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1-17 years, 2011-2013 13 Statutory homeless househoids with dependent years) for hospital admissions for substance misuse,
3 ud‘iﬂmn‘mmseqmneages mumps and children or pregnant women per 1,000 households, 201012-201314
rubella (first dose by age 2 years), 20114 201314 24 % of mothers smoking at time of delivery, 201314
4 % children completing a course of immunisation 14 Rate of children looked after at 31 March per 10000 25 % of mothers intiating breastieeding. 201314
diphtheria, tetanus, polio, pertussis and Hibby ~ population aged under 18, 2014 26 % of mothers breastieeding at &-8 weeks, 201314
age 2years, 201314 15C:udermdd1l¢a1m0—15msmmhlbﬂ 27 Crude rate per 1,000 (age 0-4 years) of ASE
S % children in care with up-to-date s, 2014 mjured in road traffic accidents per 100,000  attendances, 20114
& New ST diagnoses per 100,000 population aged 15-24 wlamzml?ﬂﬁ 28 Crude rate per 10.000 (age 0-14 years) for
years, 2013 18Perne'tageo‘ivez-dsdb-msne@mglesstm emergency hospital admessions followang injury,
7 % children achieving a good level of development 2.500 grams, 20 201314
wathin Early Years Foundation Stage Profile, 201314 ﬂn%ﬂl&mmm“ﬁsm:s 29 Crude rate per 10,000 (age 15-24 years) for
8% 5 GCSEs ivalent cbese / adm fol
!‘d-lﬁﬂg). wmﬂwshunﬁwu or e 18 % school chidren in Year £ dassfied as obese, WW ssions folloveng inry.
9 % children looked after achisving 5 o more GCSEsor 201314 30 Crude rate per 100,000 (age 0-18 years) for
equivalent including maths and English, 2014 19 % children aged 5 years with one or more decayed,  emergency hospital admissions for asthma, 201314
(prowisional) missing or filled teeth, 2011/12 3 Crude rate per 100,000 (age 0-17 years) for hospital
10 % not in education, employment or raning as a 20 Under 18 conception rate per 1,000 females age admissions for mental health, 201314
prnpuncndnnﬂme!ﬂ—iayearcldskrmwloca 15-17 years, 2013 32 Directly standardised rate per 100,000 (age 10-24
authonity, 20 21 % of delivery episodes where the mother is aged less  years) for hospital admissions for set-ham, 201314
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