Response to the consultation on funding and commissioning routes for public health
from the Yorkshire and Humber Health Trainer Hub
Background to Health Trainers
Yorkshire and Humber Regional Health Trainer Hub is funded by the Department of Health
to support, develop and embed Health Trainer Services across the 14 districts in the
Yorkshire and Humber Region.
In 2004, the public health white paper, ‘Choosing Health: making healthier choices easier’
gave a commitment that from 2006, NHS Health Trainers would be providing help,
motivation and practical support to individuals in their local communities.
Health Trainers reach out to people who are in circumstances that put them at a greater risk
of poor health and suffer the greatest health inequalities. They work with them to assess
their health and lifestyle risks, helping build their motivation to change. They have facilitated
behaviour change and provided advice, motivation and practical support to individuals in
their local communities since 2006, initially in Spearhead areas and now right across the
country.
In 2008 the Department of Health reaffirmed their commitment to the provision of a national
Health Trainer Service, stating that “Amongst other initiatives the Department of Health will
roll-out Health Trainers to every community, and extend their reach with an additional
network of volunteer health champions who will operate as an outreach team facilitating
uptake of health trainer services and other interventions, as appropriate,” (Health
Inequalities: Progress and Next Steps. 2008).
During the development of health trainer services much progress has been made in
measuring healthy outcomes and quantifying the impact of the intervention on individuals
and in terms of the organisational cost benefits.. A great deal can be learnt from our
experience of working closely with individuals and communities to coproduce better
outcomes and we are glad to see co production as an underpinning principle of the
outcomes framework. Our comments which we set out below are driven by our experience
of what works and doesn’t work for people in communities.
Response to consultation questions
Q1 Is the health and wellbeing board the right place to bring together ring fenced
public health and other budgets?
The health and well being boards will play a key role in the production of the JNSA so it is
logical that they are the place to discuss how funding is coordinated to address needs.
However there is a danger that in bringing all the parties who need to be represented
together they become too large and unwieldy to be effective. Consideration will need to be
given in each district to having small sub district boards and/or special interest groups where
detailed planning takes place. This will be particularly important if communities are to be
effectively engaged in planning and implementation which is an aspiration of the white
paper.
Q2 What mechanisms would best enable local authorities to utilise voluntary and
independent sector capacity to support health improvement plans? What can be done
to ensure the widest possible range of providers are supported to play a full part in
providing health and wellbeing services and minimise barriers to such involvement?

If the voluntary and community sector is to be effectively engaged there needs to be funding
for infrastructures which provide support and enable smaller community organisations in
particular to engage. There are plenty of good examples of how community engagement
can be enabled in a ‘bottom up’ way, without creating unwieldy bureaucracy and reducing
barriers to participation. A study conducted by the Centre for Health Promotion Research at
Leeds Met University provides an invaluable review of current practice:
www.leedsmet.ac.uk/piph
For voluntary and independent sector to be fully utilised and to be given a voice Health and
Well being boards need to carefully consider what engagement means – and it is important
that boards consider their responsibility in providing the conditions to enable full
engagement.
Q3 How can we best ensure that NHS commissioning is underpinned by the
necessary public health advice?
It is going to be crucial that there are commissioners in local authorities with expertise in
health improvement, not just the medical side of public health. There also need to be
commissioners with an understanding of how to commission effective community
engagement. In addition Public Health England needs to take responsibility for ensuring that
knowledge, evidence and skills relating to health improvement and community engagement
is not lost. This is a real danger for health trainers, with the demise of the national team and
with regional teams which currently hold this knowledge finishing shortly.
Q4 Is there a case for Public Health England to have greater flexibility in future on
commissioning services currently provided through the GP contract, and if so how
might this be achieved?
Yes – there are services which could equally, or might even be better provided by the local
authority or voluntary and community groups. It is going to be crucial to ensure that services
are joined up, so that from the user perspective there is a seamless transfer between them.
This would be enhanced by flexibility in who provides to fit with local needs and practice.
There is also a need for people who provide a ‘bridge’ for users between services based in
primary care, local authorities, voluntary and community, or with other providers. Health
trainers and community health champions can provide this bridging role very effectively,
enabling for example GP practices to support patients to access local health improvement
activities. ( see evaluation reports on our website: http://www.yhtphn.co.uk/healthtrainers.html
Q 5 Are there any additional positive or negative impacts of our proposals
that are not described in the equality impact assessment and that we should take
account of when developing the policy?
Need to download HIA to respond
Q 6 Do you agree that the public health budget should be responsible for funding the
remaining functions and services in the areas listed in the second column of Table A?
In principle, yes, but local authorities are taking responsibility for a wide range of services
previously under PCTs and our concern is whether they will have the funding and expertise
to enable them to commission these effectively. Some of these services (including health
trainer services in some districts) are not currently commissioned from within public health
directorates in PCTs – will those with this commissioning expertise be transferred to local
authorities? We also have a concern that funding for health protection, emergency planning,

screening etc will be creamed off and health improvement will only get what is left, which will
be inadequate to meet all these responsibilities.
Q7. Do you consider the proposed primary routes for commissioning of public health
funded activity (the third column) to be the best way to:
a) ensure the best possible outcomes for the population as a whole, including the
most vulnerable; and
b) reduce avoidable inequalities in health between population groups and
communities?
If not, what would work better?
There needs to be flexibility to, for example, enable GPs to continue to commission health
trainers or other health improvement activity, where this is currently working well. There is a
danger that where commissioning is split, for example local authorities commission life
checks, but GP practices provide follow up, that this does not work smoothly. Health trainers
working across all sectors could play an important role here. Health and wellbeing boards
need to recognise the dangers of some valuable work falling between the two areas of
responsibility and develop appropriate mechanisms tto mitigate this risk.
Responsibility for children’s health in particular seems to be very divided with the danger that
services are not joined up. We would suggest that responsibility for health visiting needs to
move to local authorities as soon as possible to reduce the potential for division.
Local authorities, through the health and well being boards, need to ensure that
interventions are targeted at the most disadvantaged in order to prevent inequalities
widening. Health trainers, community health champions and volunteers could play an
important role here in reaching out to marginalised communities.
Q 8 Which services should be mandatory for local authorities to provide or
commission?
It should be mandatory to engage communities and commission/provide health improvement
interventions which address the inequalities gap and prioritise health and well being.
Q 9 Which essential conditions should be placed on the grant to ensure the
successful transition of responsibility for public health to local authorities?
It will be important to ensure that there is sufficient money allocated for health improvement
within the ring fenced public health allocation and that there is a requirement to report on
how health improvement is being commissioned.
Q 10 What approaches to developing an allocation formula should we ask ACRA to
consider?
While we agree that there is not enough information on cost effectiveness currently we do
have evidence of cost effectiveness in relation to health trainers and work is ongoing on
developing tools to measure obesity, smoking etc based on the health trainer value for
money model. Also whilst public health activity at small area levels is not available in all
districts there are some where this has been produced and health trainers have often been
instrumental in developing directories of activities in neighbourhoods.

How this information could be used to develop allocation formula will need very careful
consideration, as it may not have been collected in a uniform way, plus there is a very real
danger if monies are allocated in the same way everywhere that this does not reflect the
inequalities and challenges of the most disadvantaged neighbourhoods. It will also be
important to recognise that districts which have invested in health improvement and
developed comprehensive services will now be trying to reach the most disadvantaged
which will have a smaller return for the effort and resource put in. Any equitable distribution
of resources needs to take account of this complexity and the differing levels of inequality
within and between districts.
Q 11 Which approach should we take to pace-of-change?
Any changes in the level of allocations to districts must be thoroughly evidence based and
justifiable or there is a real danger of increasing inequalities (see Q10).
Q 12 Who should be represented on the group developing the formula?
It will be important to ensure that there are people with health improvement expertise
represented on the group. There is a wealth of expertise to draw on – eg within NICE, the
Health Inequalities Unit at DH and academic departments like the Centre for Health
Promotion Research at Leeds Met University and from Health Improvement Practitioners
themselves
Q 13 Which factors do we need to consider when considering how to apply elements
of the Public Health Outcomes Framework to the health premium?
We agree with the statement in 5.3. It will be important not just to count what is easily
measured and to include progress on indicators such as self reported well being and social
connectedness.
Q 14 How should we design the health premium to ensure that it incentivises
reductions in inequalities?
Account needs to be taken of the points made above under Q 10, in particular not to
disincentivise work to reach the most marginalised groups or to produce the effect of
encouraging districts to work primarily with those easiest to reach.
Q 15 Would linking access to growth in health improvement budgets to
progress on elements of the Public Health Outcomes Framework provide an effective
incentive mechanism?
Care needs to be taken to ensure that local authorities are not penalised for lack of progress
when there are factors effecting this which are very hard for them to influence. We would
prefer to see a situation where as well as incentivising positive work and progress, there is
support for those districts which are struggling to improve. Without this there is a real
danger that populations in districts without a history of effective health improvement will see
their services reduced which could produce a ‘postcode lottery’ in health improvement
services.
Q16 What are the key issues the group developing the formula will need to consider?
See responses to Q 10, 13, 14 and 15
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