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FOREWORD

Better Health, Better Wales' describes the legacy of hedlth and inequalities in health
status within Wales and between Wales and other countries. The health service in
Wales has made a significant contribution to improving the health of the people,
though too many of the policy levers to make a difference are outside health - notably
housing, environment, and employment. The health service in Wales also has a long
tradition of innovation, not least the concept of health gain. In the National Audit
Office report Improving Health in Wales the general conclusion was that the Welsh
Office's Strategic Intent and Direction "was a pioneering response to the WHO
Strategy for Health For All by the Y ear 2000 and therefore lacked models to follow

...The initiative has had a substantial effect on the way in
which the NHS in Walesplans service developments.

In the WHO Annual Report Dr Gro Harlem Brundtland, Director-General of WHO,
said that human health and its influence on other aspects of life is central.

..... Research has begun to provide clearer evidence of the
economic benefits of improving health ... Economists should
never forget the intrinsic value of health ...But neither should
health professionals forget an important message for
presidents and finance ministers. investing in health
accelerates economic growth and is one of the very few viable
approaches to rolling back poverty .

These WHO messages are important for the newly-established Assembly in Wales
and aso for the Parliaments in Edinburgh and Westminster. As they contemplate their
economic policies, politicians need to bear in mind that

the relationship between health improvement variables and
economic growth is sufficiently significant in the long term to
justify sustained national commitment to investing in health?

Freeing the Dragon forms part of the Trust's interest in devolution and health in the
UK and is a contribution to the development of policy villages, the need for which
was highlighted in Devolution and Health®. The expectation is that with tight political
and professional networks it is possible to reach quicker and easier agreement over
policy and strategy.

The assessments and advice contained in this publication have wider implications and
could be of interest to regional administrations as they strive to achieve Health 21°,

! , Better Health Better Wales Welsh Office: May 1998
Improvmg Hedth in Waes. NAO. 199%.
Meklng aDifference. The World Hedlth Report 1999. WHO. Geneva
*ibid. Pan American Hedlth Organisation
® Robert Hazdl and Paul Jervis. Devolution and Hedlth. Nuffield Trust. 1998
® Hedlth 21. An introduction to the hedlth for al policy framework for the WHO European Region.
European Hedth for All SeriesNo. 5. WHO. Copenhagen. 1998.
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through attaining scientific, economic, socid and political sustainability and action
covering:

» multisectord drategies to tackle the determinants of hedlth

* a hedth gan programme and invesments for hedth development and
clinica care

* integrated family - community oriented primary hedth care supported by a
flexible and responsive hospitd system.

» A paticipatory hedth development process that involves relevant partnersin
hedth a home, school and work a loca, community and country levels and
that promotes joint decision making, implementation and accountability.

Despite recent improvements the hedth of the people of Waesis poor compared with
the mgority of the European countries and other parts of the UK. A fresh goproach is
needed. The Assembly offers an opportunity for this but it will be important to ensure
that lessons are collated and Welsh efforts benchmarked againg OECD achievements
and tested againgt the principles of the Ljubljana Charter’. In summary, these propose
that hedlth care reforms should be:

* driven by vaues of human dignity, equity, solidarity and professond ethics
» targeted on protecting and promoting hedth

» centred on people, dlowing citizens to influence hedth services and take
responsibility for their own hedlth

» focused on qudlity, including cogt-effectiveness

* based on sustainable finances, to dlow universa coverage and equitable
access

 oriented towards primary care

JohnWyn Owen CB
Secretary, The Nuffield Trust
August 1999

" World Hedlth Organisation (1996) The Ljubljana Charter on Reforming Hedlth Care.
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CHAPTER 1
INTRODUCTION

Inequalitiesin health arethe most fundamental inequalities of
all, thereisno greater inequality than the difference between
being dead and being alive.

Frank Dobson 1997.
prematuredeathistheultimate social exclusion
Tessa Jowell 1999

The dae of hedth in Wdes leaves much to be desred. Nationd research has
identified the existence of inequdities in hedth and qudity of life between locd
authority aress. Locdly, there are extreme differences in mortdity and hedth
experience between communities, at its worgt highlighted by a five year difference in
life expectancy within amile.

For fifty years the NHS has helped people who fdl sick, and hedth in Waes has
primarily been seen as the responghility of the NHS. Good hedlth is however more
than about the absence of disease. It has to do with the way we live, the quality of our
life and our environment.

A fresh gpproach is therefore required - which addresses the root causes of loca
hedlth problems.

Improving hedth means not just addressing lifestyle but taking action on the life
circumstances which give rise to poor hedlth. A job, a decent home, good education
and an dtractive environment are dl key determinants of hedth and a strong
framework is required to focus on the underlying socid, economic and environmentd
circumstances which affect hedlth. Such an approach coupled with access to good
loca hedlth care sarvices will lay a good foundation for improving hedth. Such an
gpproach in Wales is enhanced by the establishment of the new Nationd Assembly
for Wales,

The prdiminay result of the Nuffidd Trust report on devolution and hedth
commissoned from the Congtitution Unit (Hazell and Jervis 1998) is that devolution
offers the hedth service in Scotland and Waes few new freedoms. Scotland has a
gronger political will for devolution, while Wdes has a clearer reforming agenda,
patticularly with loca government involvement. This book now looks a the
opportunities for developing a Wdes-specific reform agenda to tackle hedth gan
issues.

Waes is entering an exciting period in its congtitutiona history. Over the lagt year,
there has been a focus on a new style of partnership poalitics in preparation for the
Assembly. The former Welsh Office set up numerous cross-sector groups to advise
government in the ddivery of policy devdopment in Waes. Now, these partnerships
are endrined in legidation - the Partnership Council with locd government, the



compact with busness and the voluntay sector, and the regiond advisory
committees. Thereis a potential new focus in Wales for consultative and participatory
politics through the National Assembly for Wales.

How the Assambly will develop a specific Wdsh agenda, what its relations with
Whitehal will be and how it will relate to Europe are al unanswered questions. This
book explores how an effective public health agenda can be ddivered in Waes within
local, national and international contexts. The government in Waes has made a
commitment to transparent processes and the development of joint working and we
look to ways of redlising these aims, while recognising the limitations.

We anticipate the Assembly starting cautioudly. It will inherit a series of congtraints
on its activity. Tighter political accountability localy will make unpopular decisons
more difficult; its funding capacity will be constrained by current investment
commitments.

Neverthdess, the cregtion of the Assembly presents red politica opportunities:
Assembly politicians will be able to develop a strategic view through closer access to
hedth professonas, a dedicated Secretary and subject committee will have more
legitimacy to introduce change; more vigorous democratic scrutiny should lead to
improved performance.

It will be easier to operationaise co-ordinated hedth gan policies in Wales because
of its samdler Sze of adminigtration and ease of communication

With Labour in minority government, the Assembly has to take on board government
priorities related to hedth, education and the economy. Early positive indicators from
the new Hedth Secretary indicate a commitment endorsed by the authors to tackling
inequalities.

The Government has recently consulted on its spending priorities through its
Comprehensve Spending Review. Its objectives went out to wide consultation
leading to athree-year framework of Wesh priorities to be inherited by the Assembly.
The mogt relevant objective in respect of hedth was.

Objective 5: To promote the hedth and well being of everyone living in Waes and
provide effective and efficient hedth and socia services:

» to improve the hedth and wel beng of the population of Waes ad
reduce inequalities in hedth status

* to reduce inequity in access to hedlth services and treat people suffering
from illness or injury effectively

* toimprove the sandards of support and care provided in the community to
the socidly disadvantaged or those requiring continuing care;

* to promote the wefare of children and protect them from abuse and
neglect



This has been followed up by the Assembly's consultation document, "A Better
Wales' published on 16 July 1999. Socid incluson and tackling hedlth inequalities
are identified as key drategic chalenges, partnership is the paramount value and
principle, and tackling the causes of ill hedlth a proposed priority for the Assembly.

The commitment to improving the health and wellbeing of the population of Waesis
vary welcome. But, where do you invest to get hedth gain? Waes dready has 12%
higher spending on hedth services, 9% higher on persona socid services and has a
10% lower GDP than other parts of the UK. Public services in Waes congtantly
complan of under-investment, yet the NHS and local government dready account for
nearly 80% of the Welsh purse. This book will make proposals for consderation by
new Assambly members as to the mechanisms required for the ddivery of an
effective public hedth agenda, within the identified constraints.

One of the ways in which the Assembly will be able to become more effective is to
learn lessons from dsewhere. Wales dready has good internationd links through the
World Hedth Organisation's (WHO) European Regiond Offices. The Wesh Locd
Government Association is currently working with the WHO on its investigation into
the role of locd government in the delivery of primary care. Waes is part of the
Regions for Hedth network - in fact a founder member, and has a number of WHO
collaborating centres and hedlth promoting hospitals. Hedth Promotion Wales, prior
to its incorporation into the Nationd Assembly for Waes, had established an
international profile with its work on healthy communities. Waes has an office in
Brussdls, the Waes European Centre, supported by the Assembly, WDA and loca
government. Much of Wdes has qudified for Objective 1 Status. This dl needs
enhancing. The Assembly should monitor and evauate Wales performance against
the best in the world whilst developing a Wales-pecific agenda.

An immediate chdlenge for new Members of the Assambly is to daify its role in
terms of existing structures and relationships. Waes has been subject to a great ded
of sructurd re-organisation over the last few years, and there is now a good ded of
resstance to the idea of further change. Key structura changes have included the re-
organisation of local government in 1996 into 22 unitary, al purpose authorities at the
same time as hedth authorities were re-organised from eight reflecting the old county
gtructures, down to five. NHS trusts, only established following the introduction of
the 1990 NHS and Community Care Act, have been haved in number in the last year
a the same time as their acute and community functions have been combined. Locd
Hedth Groups, led by the NHS, have been based on local authority boundaries as
have the proposed Loca Hedlth Alliances to be led by loca government.

In light of the number of structura changes, "Putting Petients First" in January 1998
recommended the retention of the current five hedth authority boundaries to create
gability in a service dready undergoing re-organisation. However, their boundaries
are increasngly a odds with other relevant organisations in Waes which are ether
basad on unitary authorities or which divide Wdes into four, eg., the new Assambly
regiona advisory committees, the new economic regions, the Training and Enterprise
Councils, the police and the probation service. The Assembly has the power under the
Act to change hedth authority boundaries or to trandfer to itsdf the functions of the
hedth authorities, and will need to consider whether and how this power should be
usad to maximise the opportunities for inter-sectora collaboration.



"Putting Peatients Firg" lays the framework for NHS reforms and there has been a
corresponding Government-led agenda to modernise loca government. Joint working
between the NHS, loca government and the voluntary sector is seen as essentid in
carrying out the government's ams to tackle hedlth inequaities and create a seamless
sarvice in hedth and socid care. Future collaborative arrangements are underpinned
by a satutory duty of partnership between hedth authorities and NHS trusts, and
between hedth authorities and local government. These arrangements are being
facilitated by the increasing use of loca government boundaries for the ddivery of al
public services, asthese are unlikdly to change.

This swiftly-changing context provides a framework for the development of our
thinking in andysing the potentia for a specific agenda to improve the hedth of the
public in Waes. We hope that our analyss of current policies, the opportunities
avalable through the devdlopment of the Assembly and the corresponding new
relationships with other ingitutions, plus our proposas for further action will
contribute towards Waes being at the forefront of the development of aradica hedlth
Improvement agenda.



CHAPTER 2
THE HEALTH OF THE WELSH PEOPLE

FINDING OUT WHERE WE ARE IN HEALTH TERMS

In order to tackle hedlth problems in Wales, it is essentid to establish a basdine, to
as=ss the relative disadvantage of the people in Wales, both between loca authority
areas and againgt other European countries. For afuller account the reader is directed
to An Atlas of Hedth Inequalities between Wedlsh Locd Authorities (Monaghan
1998).

INTERNATIONAL HEALTH COMPARISONS

DEMOGRAPHY AND DEPENDENCY

Dependency and hedth needs are greatest in between 0-14 and over 65. Waes has the
6™ highest percentage of population aged 0-14 years and the 2™ highest aged 65 and
over of the European countries. This high dependency ratio is a particular concern for
Waes because it has a reatively poor economic base from which to support these

people.

LIFE EXPECTANCY

Maes and femdes have lower life expectancies at birth than those in England and
three to four years less than in the best European countries.
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i
pvebedrerselss

“!Eff}‘.

Ruanien Fadornio s [REICEN

[ 20 40 L a

Expustalion of Ute (yeurn}




ALL CAUSE MORTALITY

Mortdity from dl causes is Infant mortality rate, 1996
probably the most important
summary hedth index because it
is usudly unambiguous. The
Infant Mortdity Rate and the All-
cause Standardised Mortdity Rate
(SMR) aretwo forms.

INFANT MORTALITY RATE®

Waes has an infant mortdity rate
above the European average.

ALL-CAUSE SMR®

Wdes has the 6" highest
European dandardised deeth rate
per 100,000 population in the
European Union for al causes
with Scotland being the highest
and France the lowest.

0 100 20 a0 a0 500 ao0 0 an 00
Gropean age-standardised death rate per 100,000 population

1000

8 Thisisthe"dl-cause" degth ratein thefirst year of life.

° Thisisan "dll-cause" desth rate for al ages, adjusted to apopulation of standard age structure.
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Ischaemic heart disease (MD) is the
largest cause of deeth in Waes, which
has one of the highest mortdity rates in
Europe, 20 percent higher than in
England, and three times the rate in
France. The second largest cause of
degth in Wdes is cancer, of which lung
cancer is the greatest contributor. Waes
agan has one of the highest mortdity
rales due to cancer in  Europe.
Respiratory diseases ae ds0 an
important cause of desth in Waes,
particularly in the old mining areas of
the South Wdes vadleys, and once
more, Wdes has one of Europes
highest mortdity rates.

HEALTH COMPARISONS WITHIN WALES

A consgent pattern of inequality is aso seen between Wedsh locd authorities, with
the South Wales valleys faring particularly badly, especidly Blaenau Gwent, Merthyr
Tydfil, and Rhondda Cynon Taff. However, it is important to remember that there are
much larger inequaities within al loca authorities than between them. Despite recent
improvements in hedth, the harsh redlity is that a substantid proportion of the
population remains deeply disadvantaged in hedth and life expectancy. The fact that
deeth rates in a substantial minority of the Welsh population are not declining as fast
as those in the mgority should be a matter of public concern and debate. Instead of
achieving the WHO's 1995 target of reducing hedth inequdity by 25% by the year
2000, it is likdly that there will have been an increase of 25% in hedth inequdlity.



GENERAL MORTALITY RATES (ALL CAUSES)

Rate per 100,000 population per year
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AVERAGE ANNUAL EUROPEAN AGE-STANDARDISED MORTALITY RATES FOR
ALL CAUSES OF DEATH FOR MALES AND FEMALES OF ALL AGESBY LOCAL
AUTHORITY AREA OVER THE SIX YEAR PERIOD 1990-1995
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AVERAGE ANNUAL EUROPEAN AGE STANDARDISED MORTALITY RATES FOR
CIRCULATORY DISEASES (LEFT) AND CANCERS (RIGHT) FOR PERSONS OF ALL
AGESBY LOCAL AUTHORITY AREA OVER THE SIX YEAR PERIOD 1990-1995




The mgor diseasess show maked
vaiation across Waes. Circulatory
diseases are the most important cause
of death in Waes. They are caused by
diets rich in saurated fats, smoking
and high blood pressure. Cancer is the
second largest cause of deeth in Wales
ater circulatory diseases. The lung
cancer degth rate for men under 75
years in Blaenau Gwent is aound
twice that in Powys.

Respiratory diseases appear
partticularly concentrated in the old
mining areas of the south Waes
valeys. However, the fact that this is
true in femdes as wdl as maes
suggests  that this is not entirey
occupationdly related and is likey to
be partly smoking dependent.

Rate per 100,000 population per year

>121 to <132

>112 to <121

>76 to <85

PERSONS

AVERAGE ANNUAL EUROPEAN AGE-STANDARDISED MORTALITY RATES FOR
RESPIRATORY DISEASES (RIGHT) (EXCLUDING LUNG CANCER) FOR PERSONS OF
ALL AGESBY LOCAL AUTHORITY AREA OVER THE PERIOD 1990-1995

PERCEIVED HEALTH / QUALITY OF LIFE

LIMITING LONG TERM
ILLNESS

This is an important index gathered
from the 1991 census, recording lay
reported long term disabling illness.
Limiting long-term illness rates are
condgderably higher in Wdes than
England.

PREVALENCE OF LIMITING LONG
TERM ILLNESS BY LOCAL
AUTHORITY AREA

(1991 Census)

. Highest




SF-36 GENERAL HEALTH PERCEPTION SCORES
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When people were asked
in the Wedsh Hedth
Survey aout ther own
perception of their hedth
usng the S~36 hedth
measurement  instrumernt,
some maked differences
were goparent  between
local authority areas for
both physicd and mentd
hedth.

MENTAL AND
PHYSCAL HEALTH
SIUMMARY SCORESBY
LOCAL AUTHORITY
AND HEALTH
AUTHORITY AREAS

Source; 1999 Welsh Hedlth
Survey

NB: High scoresequal
better health



CHAPTER 3

TOWARDS EXPLAINING AND IMPROVING WALES'
POOR HEALTH RECORD

The Gover nment recogni sesthe complex causesof ill health
and the part that economic and social factorshaveto play. It
also recognises the fundamental inequalitiesin health; that

thewor st off inour society aremoreill anddieearlier.

Department of Hedth 1998

If we are to generate policy options to improve the hedlth of the population, we need
to understand the reasons for Wales poor hedlth record. This understanding of the
determinants of hedlth will suggest where policies should be directed.

EXPLAINING LEVELS OF POPULATION ILL HEALTH

CONCEPTUAL FRAMEWORK: THE DETERMINANTS OF HEALTH

The title of arecently pubUshed book (Evans et d 1994) asks "Why are some people
hedthy and others not?' As afirg step towards improving the population’s hedlth, it
IS clearly important to understand what factors lead to our current pattern of ill-hedth
and hedth inequality.

With the increase in chronic disease in the developed world as a mgor contributor to
both mortdity (death) and morbidity (presence of disease), it becomes difficult to tak
of any single cause.

The medical concept of a necessary and aufficient cause is aso too narrow. If we are
to improve the peoples hedth we need to look a the wider determining factors,
recognising that causative factors logicaly cannot be limited to biologica, chemicd
and physical agents as usudly, other psychologica and socio-economic factors are
just as strongly related.

Epidemiology, the study of the hedlth and ill-hedlth in human populations, is a crucia
tool for the development of public hedth policy, as it can be usad both to research
determinants and monitor improvementsin hedth.

It is by tackling these determinants of hedth that one might begin to promote hedth
and prevent ill hedth. It is, therefore, clear that we must address a complex range of
Issues if we are to achieve real improvements in the hedth and welbeing of the
Wesh population.



WHICH DETERMINANTS ARE IMPORTANT?

What factors determine hedth status and therefore aso inequdities in hedth status?
The mode developed by Blum (1981) comprises the four fidds of:

* heredity (Genetics)
» environment (Physico-chemico-biologica and Psycho-socio-economic)
o lifestyle

» hedthcare services

POPLLATION

Blum 1981 - reproduced with permission
THE ENVIRONMENT
The environment can usefully be sub-divided into the pre-natal environment - before
birth and within the womb; and the post-natal environment to which we are exposed
following hirth during childhood and adult life.
THE PRE-NATAL ENVIRONMENT

Thereis a growing body of evidence (Barker 1992) which supports the importance of
the pre-natal environment within the womb as a determinant of subsequent adult



hedth and mortalty. Key factors include: maternd illness, medication and poor
nutrition, smoking or high blood pressure which result in low birthweight babies, and
diabetes which can result in overweight babies. The adult mortdity rate from stroke
and ischaemic heart disease dso gppears to be powerfully determined by adverse
maternd factors acting before and during pregnancy.

THE POST-NATAL ENVIRONMENT

Improvements in the health experienced by dl societies as they undergo economic
devdopment can be dtributed more to improvements in wider environmental
conditions rather than advances in medicd care. (McKeown 1979). These include
access to sufficient nutritious food, the provison of poteble drinking water, the
disposd of sewage separated from water supplies, improvements in working
conditions and in housing, and a voluntary reduction in the birth rate. The term
environment is broad and can be usefully considered as comprising both the physical,
chemicd and biologicd environment as wel as the socid, psychologicd and
economic environment. However, these factors do not exist in isolation and there are
multiple and varied interactions between them.

The social, psychological and economic environment

In Wdles there is a five year difference in life expectancy a birth between maes in
socid class | and in socid classes IV and V. The corresponding figure for femdesis 3
years. Both of these differentids are wider than they were 15 years ago. Long
gtanding limiting illness is 40 percent more common in socid classV than socid class
[, while no such differentid existsin acuteillness.

Infant mortaity in Waes is 70 percent higher in socid class V than in socid class |
and again thisis a differentid that has widened in the last decade and a hdf. Children
in the manud socid classes are more likely to suffer from chronic illness and tooth
decay than those in non-manud classes.

Evidence suggeds that the socio-economic environment remains the primary
determinant of current socid inequalities in hedth status within populations and
between areas. It is particularly important to recognise there is persuasive evidence
demondrating that it is not just absolute poverty but relative poverty and socid
postion which act to determine hedlth (Wilkinson 1996). In addition to powerfully
determining hedth directly, the socio-economic environment aso considerably
determines the physical, environmentad and lifestyle determinants of hedth, because it
influences the leve of exposure to physical environmental hazards'™® and the ability of
individuas to make "healthy" choices. Influencing the socio-economic environment
through policy action must be aprimary objective to improve hedth.

' Thewedthy are ableto buy their way out of living in hazardous physical environments.

13



MATERIAL DEPRIVATION

There is a close corrdation between poverty, deprivation and ill hedth both
geographicaly and at the socid group leve indicating large inequdities in hedth.
According to the 1995 Wdsh Hedth Survey, people doing unskilled work have
higher rates of obesity, heart disease, respiratory disease, mentd illness, arthritis and
back pain, accidents or injuries needing hospital treatment, uncorrected eyesght and
hearing problems. However, they are less likdly to vist the dentist and optician, or to
take exercise. Those who report limiting long term illness tend to be men over 45
years old who live in households dependent on benefit.

The physical, chemical and biological environment

The physical, chemicd and biologica environmenta influences are dso extremey
important determinants of hedlth, noting also that exposure to environmental hazards
isstrongly corrdlated with socid class. Key issuesinclude:

Shelter, housing and homelessness

The mogt sgnificant hedth risks from housing are associated with cold and damp.
Wales has the highest proportion of owner occupiers living in pre 1919 houses, and
the lowest income per head of household. This means that there are many parts of
Waes where householders are not able to afford to renovate or maintain their homes.
In the recent Welsh House Conditions Survey (1999) alarge proportion of homes till
do not meet fitness standards despite a considerable injection of money through the
renovation grants syslem. There is dso a sgnificant problem with homeessness in
Waes. According to a snapshot survey by Sheter Cymru and the former Specid
Needs Housing Advisory Service, 77% of those degping rough were under the age of
35, and 44% sad they had physicad or menta health problems, including drug and
acohol misuse. Further work in this areais crucial.

14



Air Pollution

Poor air quality contributes to ill hedlth. Particulate ar pollution from motor vehicles
IS apotent contributor to asthma, and is an increasing problem in urban areas and near
trangport corridors. Smdl particles produced by diesdl engines are the most
dangerous. Indugtrid air pollution is also a concern and the area around Port Tabot
has some of the highest levels of sulphur dioxide air pallution in the UK. Radon isthe
second most important cause of lung cancer deaths after smoking and is a naturdly
occurring gasin many parts of Waesand is present in high levelsin some dwellings.

Water and sanitation

A fundamenta determinant of hedth is the separation of sawage and drinking water.
Beyond this basic requirement are consderations of the level and nature of bacteria
and chemica contamination within drinking water supplies and bathing waters.

Climate

Climate influences the type of shdter required and the time spent indoors - and,
thereby, the spread of arborne pathogens from person to person. It aso determines
which other species share the local environment, the foodstuffs that can be grown and
thereby the culturd dietary patterns. Climate dso influences the economic
productivity levels likely to be achievable in outdoor manua labour.

Food hygiene and quality

Food poisoning appears to be increasing as a result of intengfication of agriculture,
processing and preparation of food creating new ecologica niches for bacteria and
increased risks of exposure of large numbers of people to contaminated food resulting
from a single fallure in the production or distribution of food.

LIFESTYLE

Another important factor which influences hedth is the lifestyle of each individud,;
whether a person chooses to smoke, exercise frequently, or limit the amount of fatty
foods they eat. Whilgt a times lifestyle has been seen as an active choice made by the
individud it is in large part pre-determined by wider fectors rdated to locd and
persona Stuations including education level, peer pressure, socid norms, advertisng
and the availability of options. This has been neatly summarised by Dusenberry:

economicsisall about how people make choices, sociologyis
all about why they don't have any choicesto make.

DIET AND NUTRITION

There is increasing evidence on the importance of diet and nutrition in promoting
hedth and wellbeing. For example, evidence suggests that poor nutrition in early
childhood can increase subsequent susceptibility to desth from heart disease ad
stroke in adulthood. Foods high in refined sugar lead to obesity and dental caries™.

" There are widdy varying rates of tooth decay in Wales, with rates among 5-year olds having risen by
168% in Anglesey Snce Welsh Weter unilateraly sopped water fluoridation in 1991.
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Evidence from the Hedth in Wdes Survey (HPW 1986) indicated that people in the
South Wales valleys ate less fresh fruit and vegetables and cooked with more lard
than other parts of Wales.

SUBSTANCE MISUSE

Smoking tobacco and the misuse of acohol and drugs has mgor implications for
hedth. The most important of these in public hedth terms is smoking. Smoking
Increases the risk of having a smdl baby, and of suffering heart disease, lung cancer,
bronchitis and emphysema, limb amputation and various other problems. A mgor
concern is the large and increasing proportion of teenage girls who smoke. The Wdsh
Youth Surveys conducted by HPW have shown that the proportion of boys aged 15
who smokewas 16% in 1986. Thisfdl to 12% in 1988 and then rose to 23% in 1996.
The pattern has been amilar among girls. In 1996, 29% in this age group were
smokers. The geographica distribution of smoking in al age groupsis shown below.

PERCENTAGE OF ADULTS SMOKING BY UA (with 95%Cls)
Source: 1990,1993 and 1996 Health in Wales Surveys (HPW)
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In excess, dcohol causes cirrhosis of the liver, high blood pressure, and socid
problems. In moderation, adcohol may be beneficid to hedth. There arerising levels
of drinking among Welsh under-16s who dready have one of the highest intakes in
Europe.

An increasing proportion of Welsh 15-16 year olds report that they useillicit drugs. In
1996, 40% of girls and 50% of boys experimented with at least one drug.

SEXUAL BEHAVIOUR

Rates of conception among Welsh under 16-year old girls are among the highest in
Europe, are showing no marked decline and are even rising in some parts of Wales.

EXERCISE AND OBESITY

Both exercise and obesity are strong risk factors for coronary heart disease, which is
the biggest killer in Waes. According to the Hedth in Wdes Survey (HPW).
Overwelght and obesity levelsin Wdes areincreasing - 51% of femaes and 53% of
maes are classfied as overweight or obese in 1996 according to the Hedlth in Wales
Survey (HPW). Over 70% of the We sh population are not taking enough exercise

HEREDITY (GENETICS) AND OTHER INTRINSIC FACTORS

Almogt adl human diseases ae a least partidly geneticaly determined, the only
obvious exceptions being a smal number of diseases due to infectious agents or
chemical poisons, where susceptibility is universal. Some diseases, which are due to
sngle gene or chromosomd deficits, appear to be completely geneticaly determined,
but they are the exception.

Gene thergpy is thus potentidly the most powerful arena for medica intervention to
improve the hedth of individuals. However, currently, clinical genetics is limited for
technological and ethica reasons to screening and attendant counselling for genetic
predisposition to certain diseases and conditions.

HEALTH AND SOCIAL CARE SERVICES

A person's hedth can clearly be influenced by access to good qudity hedth ad
socid care, and whatever contributions the other determinants of health may make, it
will aways be necessary to offer care for those who become ill or dependent - most
of uswill require the support of the forma care services a sometimein our lives. We
believe that hedth and socid care, at the end of the day, is a humanitarian activity.
The point we make here is that in quantifying the relative contributions of the broad
determinants of hedth, hedth and socid care themselves, a a population levd, are
probably not the most important.

Within a hospital setting, the process of becoming a patient usualy means that, as a
naturd corollary, the hedth care system determines the activities that take place in,
what is, adosad setting, and is naturaly a sgnificant contributor to outcomes, at least
in the short term. However, most contacts with the formd hedth and socid care
system in the UK take place in a primary care setting outsde a hospital where it is
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much more difficult to influence the role of those factors which are likdy to exert
effects on (often) mutualy desired longer term outcomes.

THE DETERMINANTS OF HEALTH - CONCLUSIONS
Hedth and ill-hedth are largely determined rather than fredy chosen.

The most powerful determinants of hedth which operate at the population level and
differ by geographica area and socid groups are socio-economic such as deprivation,
and lifestyle factors such as smoking, which in Waes closdy corrdae by
geographica areawith poor hedth status.

Socio-economic determinants are the main explanation for inequaities in hedth
gtatus. The continuing socio-economic differences in Wales suggest that the mortdity
divide between poor and wedthy areas may continue to increase unless decisive
public policy action is taken.

IMPROVING HEALTH - QUESTIONS FOR POLICYMAKERS

Arguably, itis the centrd task of a democraticaly eected government to improve the
condition of the people it serves. Hedth - particularly in its widest conception as
well-being - is the mod fundamentd measure of the condition of the people.
Population hedth should thus be promoted as a socid good in its own right, and is a
more relevant overarching objective for government policy than national economic
prosperity expressed as GDP per head.

In fact, economic prosperity and hedth are closdy related, and in both directions.
From an economic perspective it is essentid to sugtain an efficent and hedthy
workforce. The economic cost of hours lost a work due to hedth is substantia,
reduces the GDP, and renders Wal es |ess competitive compared to other countries.

Deveoping a hedth gain agendain Waes will require key decisons from politicians
a dl leves basad on their andysis of the problem. In aresource-neutrd climate with
policy direction on socia security and taxation remaining in Whitehdl, the Assembly
will adso need to become an effective lobby to central government over its wdfare
reform proposds. Waes, paticulaly in the South Wdes vdleys, does have a
disproportionately high number of people who are disabled or who suffer along term
limiting illness, coupled with alow number of work opportunities. The Assembly will
need to address this through the Objective 1 funding, but this begs a fundamenta
question for politicians:

Should public policy am to improve the hedth of the population or
amply to provide care and trestment to patients?

Population hedth gain from public palicy is clearly possible as has been demondtrated
continualy throughout the last 150 years in terms of life expectancy. In the last two
decades hedlth gain has continued to be achieved but aongside widening inequdities
in hedth status between socid groups.



How can improvement in average population hedth (Hedth Gain) be
achieved and is the reduction in hedth inequalities between socid groups

possible?

Inequalities in hedth are inevitable at the individua level as geneticdly people are
not born equal. However, socid inequdities in heath defined by population group or
geographical area are not inevitable and could theoreticaly be reduced by socia
manipulation (socid engineering).

Can public hedth policy achieve anything regarding hedlth inequalities or
arethey inevitable?

Given that it is degrable for public policy to attempt to achieve hedth gain and to
reduce hedth inequalities, and that both are theoreticaly possble, what policy
pointers are there about how best these objectives can be achieved?

PUBLIC POLICY TO TACKLE ENVIRONMENTAL DETERMINANTS

As dready discussed, the weight of evidence suggests that hedlthcare has been and
remans the least important of the four categories of hedth determinants a a
population levd (McKeown 1979)*2. To the individud, the determinants of hedth
appear fixed and therefore only hedlthcare seems relevant to their needs.

Genetics and environment are the most important population hedth determinants.
However, genetics offers dmost no effective interventions at present dthough it could
offer great potential in the future. Environment is therefore the key fidd for
intervention to improve population hedth, particularly the psycho-socio-economic
environment.

Public policies to tackle the environmentd determinants of hedth, both physicd and
socid, are the most powerful means of achieving population hedth gain and reduction
in hedth inequdities. This gpplies to al categories of hedth outcome - whether the
objective is increasing life expectancy and saving lives or reducing disease frequency
or improving qudity of life and wellbeing.

Economic Policy, Sustainable Development, and Wealth

On the whole, wedth is good for hedth providing its distribution is rdatively fair.
Internationd trade and free markets have been capable of producing economic growth
and thereby wedth creation. However, to produce maximum hedth gain in the long
run, economic activity must be sustainable within the confines of our globd natura
resources. The Nationd Assembly for Waes has a dautory duty to develop a
sugtainability schemeto influence dl its policy development. The processis led by the
First Secretary and will be reviewed annudly.

2 Medicine" is not the reason for this poor performance, rather it is the narrow role that dlinical
medicine has adopted that is at fault. Rudolf Virchow, one of the giants of medicine, and an architect of
the biomedica modd, who obsarved that medicine was asocia science and that physcians arethe
naturad attorneys of the poor and the socia problems should largely be solved by them. The problem is
that physicians and mogt ather groups in hedth care and society have been conceiving the solutions to
hedth problems too narrowly - within the biomedical modd and centred largely upon the individud.

19



Inequality in Wealth Distribution and Inequality in Health

In order to minimise inequdlities in hedth outcomes, both the benefits - wedth, and
the dis-benefits - including pollution, should be spread reasonably evenly within the
population ether by the market itsdf (which is unlikely) or dterndively by
governmenta re-distributive policies and public services to andiorate these effects.
Free markets done, based as they must be upon economic incentives, do not spread
their bendfits (and their dis-benefits) evenly.

Economic growth has aso been the traditional economists response to dedling with
inequdity. If al dices of the economic pie are not distributed equitably to begin with,
if the pie gets bigger, based on present proportiond distributions, then each individua
share will get larger, too - the so-cdled trickle-down effect. But if economic growth
cannot be sustained or trickle down fails to operate sufficiently (as in Waes in the
1980s), then the didtribution of goods and services, or those resources that they
represent, becomes increasingly the focus of concern.

Whét is fair or just requires politica action and will follow from polices relating to
welfare, wages and the environment - the very policies threstened by globd free-trade
- by undermining the ability of individua governments to adopt "uncompetitive'
socid policies.

PUBLIC POLICY TO PROVIDE HEALTH AND SOCIAL CARE

As dready indicated, quality comprehensive hedth and socid care, accessible to al
who need those services is vitd as a safety net in providing the support, care ad
appropriate interventions beyond the resources and capabilities of the individua
person or family.

Public hedth and clinical hedth care and persond socid services are clearly in
different, though overlapping businesses with both roles being crucid. The firg is
more in the redlm of prevention at the population level and the second more in the
redm of cure, rdief and care of the individud. The NHS and socid sarvices are
principaly in the business of providing effective care and support, relief or cure to
bendfit individuals, especidly those who are dready ill or dependent, while wider
public hedth policies are likely to be more effective in reducing hedth inequalities
and achieving population hedth gain. However, there are a number of pragmatic and
principled reasons why hedth and socid care services are very ussful gdtes for
Intervention to improve the hedlth of populations:

* firdtly, clinica medicd, hedth and socid care sarvices dready exig and are
dready pad for from public monies because society is not willing to do
without servicesto treat and care for Sck individuds - fulfilling the so-cdled
"rule of rescue’. The population hedth gan and /or reduction in hedth
inequalities achieved in the process of fulfilling its main role is, in asense, a
bonus of the NHS and socid services and is available a little or no additiona
cost.

» secondly, the NHS in particular enjoys consensus political support across the

political spectrum and initiatives mounted by it, to achieve hedlth gain and to
tackle inequdity in hedth status, are likey to be politicdly acceptable so
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long as the costs are not excessve. The NHS is more of a risk-free
environment for politicians than wider socid policy.

» thirdly, dthough less powerful than preventive policy interventions targeted
a the determinants of hedth, the NHS and socid services do offer proven
effective interventions which do improve the public hedth and reduce
inequalities through the sum total of these individud interventions.

In teems of gpecific medicad and hedthcare interventions, immunisation and
preventive maternd and child hedth services have historically been (and are likdy to
continue to be) of particular vaue in advancing population hedth and adso in reducing
hedth inequdlities. Certain surgica interventions including orthopaedic surgery and
cataract surgery are aso of particularly high hedlth gain.

Access to high qudity primary hedthcare is so a basic requirement, particularly in
those areas where hedlth need is greatest, and is fundamental within any effective (and
cod-effective) response to hedth inequality. This is because primary hedthcare
provides a substantial proportion of essentid hedthcare services while adso forming
the gateway of referrd to specidist hospital services, acting as the patient's advocate,
especidly for the otherwise dis-empowered.

ARE INEQUALITIES IN ACCESS TO HEALTHCARE INEVITABLE?

In principle, inequities in hedthcare delivery are neither inevitable nor desirable.

Inequities in access to hedth care services need not occur in a NHS free a the point
of use. However, they do occur, and most notably in geographica areas, such as the
South Wales valeys where the locd residents are dready more unheathy and poorer
than other parts of Wales. This "inverse care law" is as true today as when Dr Julian
Tudor Hart firgt described it in the early 1970s. Many parts of the valeys do not have
adequate primary care sarvices, and potentidly this dtuation could worsen
consderably over the next five years as current GPs retire and are only replaced with
difficulty.

Hedlthcare can be provided more equitably (on the basis of need if):
 thereispoalitica will,
* the service remains free a the point of use,
* resource dlocation is adequately needs weighted,
* there are incentives for high qudity saff to go to poor aress,

* there are intensve efforts to recruit people to preventive programmes in poor
aress.

TAKING THE AGENDA FORWARD

Taking this agenda forward will require a redidribution of resources in Wales,
However, part of the current difficulty is related to the inadequacy of the information
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base on which to develop evidence based decisions. The recent publication by the
WLGA of Steve Monaghan's "An Atlas of Hedth Inequalities Between Welsh Locd
Authorities’ urgently needs a sster volume looking a the access to hedlthcare
sarvices by locd authority boundary (i.e Local Hedth Group areas) in order to
improve the opportunities for those whose access is currently poor, to good locd
hedlthcare services.

The Assambly does have the capacity to make a substantia response to the chalenges
st by this agenda, bearing in mind its respongbilities for hedth and local
government. However, it can only achieve a certain amount within its own powers
and dructures, bearing in mind the importance of socid policies rdated to socid
security and taxation which are reserved to Westmingter. There will also be aneed for
the Assambly to relate to both Westminster and Europe to encourage agreement in
policy development at dl levels.
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CHAPTER 4
CURRENT HEALTH POLICY

UNITED KINGDOM GOVERNMENT POLICY THEMES

Key themes of this government are reated to socid justice - and draw much of their
heritage from the work of the Commisson on Socid Justice established by John
Smith and published in 1994. Four imperatives ran through its work:

* thetrandormation of the wefare state from a safety net in times of trouble to
a springboard for economic opportunity.

* theradica improvement of access to education and training and to invest in
the tdent of al our people.

* the promotion of real choices across the life-cycle for men and women in the
balance of employment, family, education, leisure and retirement.

* the recongruction of the socid wedth of the country and the nurturing of
socid inditutions from the family to local government, to provide a
dependable socia environment in which people can live their lives.

This focus on empowerment (work and income), community (particularly with
reference to socid support) and family, particularly with a focus on children, are key
drivers of the Government's socid agenda.

THE WELSH NHS WHITE PAPER "PUTTING PATIENTS FIRST

Thiswas issued in early 1998 and has now been enacted into law as The Hedth Act
1999. The philosophy and policy themes can be summarised as integration, planning,
afocus upon primary care and locad partnerships, and an emphasis on quality. Taking
thesein turn.

INTEGRATION -THE MAIN THRUST FOR THE NEW NHS

There are some important differences in detail between the Welsh and English NHS
White Papers - notably the Welsh verson is the more inclusve - but no important
differences in thrust. The principa thrust of both White Paper documentsis:

"replacing theinternal market withintegrated care"

Tony Blair - prefaceto English White Paper

However, there remains confuson about whether the agpproach is to integrate
commissoning of specidist services or to integrate provison of care through LHGs.
If integration of provison of care is the man focus, this probably largdy relates to
horizontal integration of care outsde hospita (primary and community care and,
perhaps later - socid services). However, some verticd integration or co-ordination of
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care between community and hospita settings is probably dso intended, particularly
centred around disease-management programmes.

PLANNING - THE NEW MANAGEMENT MODE FOR THE NHS

The purchaser / provider solit is retained - though purchasing is re-labelled as
"planning”. Planning is the new hedth and hedth care agenda and planning, not
purchasing gppears to be the language of the new NHS. With the interna market, the
NHS became fragmented, overexpanded, insolvent, and unsustainable. As a reaction
to this, we gppear to be back to unified planning across the NHS family including
socid services, moving from confrontation and competition to collaboration.

In fact, the new focus is upon programme planning. An dl-inclusive loca medium
term plan for hedth and hedth care, the Health Improvement Programme (HIP)
will be co-ordinated by hedth authorities. The HIP is a 3 -5 year locd drategic plan
to improve the people's hedth and their hedth care services, in partnership with locd
interests. It builds upon previous planning initiatives including Strategic Intent and
Directionwithitsattendant Local Strategiesfor Health.

The HIP garts with a population focus, and dthough the HIP will be the locd hedth
and hedlth care dtrategy, it will aso detall how national targets and priorities will be
met. The digtribution of funds will falow the implementation of the HIP, including
joint plans with socid services for continuing and community care. Children's
services could aso be the subject of suchjoint plans at alater date.

A FOCUS UPON PRIMARY CARE AND LOCAL PARTNERSHIPS

The White Paper proposed the abalition of Generd Practitioner Fundholding and its
replacement by new inclusve locdity hedth organisations caled Local Health
Groups (LHGs), which were introduced on the 1% April 1999. The LHG is an
aggregation of contiguous generad medica practices, for which membership is
automatic and universd - unlike fundholding. Their boundaries match those of locd
authorities so as to .... "take account of the benefits of co-terminosity with socid
services'....

LHGs exit initidly as hedth authority sub-committees but can potentidly evolve into
free-standing primary care trusts (PCTs) with the veto held by the hedth authority.
They are more like mini-hedth authorities than any of the previous primary care
commissioning models. They represent the first UK gpplication of strategy and co-
ordination to primary care with ajoint working focus across hedth and socid care.

The hedth authority, in the medium term, is to be strategic and will not directly
purchase care. The LHGs will have the budget and in theory will therefore do the
secondary care commissioning. However, in practice the role of the LHG is likely to
be more about horizontaly integrating the ddivery of primary hedth care /
community services and socid services.

The new arangements will be dominated by collective planning and by the
performance framework. LHGs will have to act within the HTP and ther
commissioning plans (and the business plans of the NHS trusts) must be in line with
it. In practice, the new Long Term Agreements (replacing contracts) which LHGs
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will put into place for secondary care, may be more like a return to block contract
funding with afocus on quality and effectiveness

The peformance of hedth authorities, LHGs, and NHS trusts will al be judged
according to the performance framework™ and associated high level indicators and
benchmarking of costs and qudity assurance. Because of dl these trends, purchasing
will probably decline in importance.

The White Paper was followed by a further consultation paper "Partnerships for
Improvement” in late 1998, which proposed a range of mechanisms to enable money
to move, not only from the NHS to local government as has previoudy been possible
through the JCC, but dso from local government to the NHS. This provison is
contaned in the Hedth Act 1999. The Assambly will need to create its own
legidation to implement these new proposalsin Wales.

AN EMPHASIS UPON QUALITY

The other very strong, ambitious, interesting and probably enduring theme of the NHS
White Paper is in the pursuit of effective clinical care and accountability for doctors
referred to under the title of Clinical Governance. This emphags is likey to be
stronger still following the recent events in Bristol concerning the sefety of children's
cardiac surgery.

Hedlth Authorities have been given anew role in ensuring the clinical effectiveness of
the hedth care sarvices that are provided to its residents. This is a drategic ad
fecilitatory role with the operationd functions largely being carried out a NHS trust
and Locd Hedth Group levdl. New management accountsbilities for 'Clinica
Governanceé have been placed with Hedth Authority Chief Executives, NHS trust
Chief Executives and Loca Hedth Groups.

Clinica Governanceis part of amulti-level government quality initiative for the NHS
whoseamis

fair accessto consistently high quality health carefor all
This quality agenda has the following main components.

» nationd qudity standards - these include Nationa Service Frameworks
(NSF9 and other standards set by the Nationd Ingitute for Chnica
Excdlence (NICE).

* locd ddivery of quality services - through clinical governance

» monitoring of service qudity - through performance management and by the
Commisson for Hedlth improvement (CHI).

BThe new Nationd Performance Framework contains 6 dimensions, which are Hedlth Improvement,
Far Access, Effective ddivery of appropriste care, Efficiency, Petient/carer experience, Hedth
Outcomes of NHS care. All of the new high-level performance indicators relate to one of these
dimengons and mgority of these high-level indicators being used to judge the performance the NHS
are public hedlth, dinica effectiveness and dlinica indicators.
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CUnicd Governance will be professonaly led and is probably the last chance for
sdf-regulaion given the events of Bristol. There is a great incentive for the medica
professon in particular to get its act right both centrdly (the GMC) and localy -
potentidly partidly through the clinicd / public hedth interface.

THE BETTER HEALTH, BETTER WALES GREEN PAPER

AIMS AND THEMES

With this public hedth Green Paper, issued in Wdes in the firgt haf of 1998, the
Government set out a new gpproach to public hedlth through tackling the underlying
causes of ill hedth. The key ams of this consultation paper and its follow-up
Strategic Framework were:

» gdting a drategy to be taken forward by the National Assembly for Wales

» preventing disease and substantialy improving the hedth and well-being of
peoplein Wales,

* bringing the levd of those with the poorest hedlth up to that of those with the
best

* improving the hedth and well-being of children

* encouraging individua responsibility for hedth

* improving the hedth and sifety of people a work.
The Green Paper's main gpproaches were:

 asdrong focus upon the determinants of hedth.

* the nead for "sustainable hedth and well-being".

» policies on the environment, employment, housing, leisure, hedth, sociad
care and education being consdered together rather than separately.

* collaboration between voluntary agencies, loca government and the NHS.

The Strategic Framework for the Welsh Public Hedth Green Peper (Wesh Office
1998) was published in October 1998. The objective was to provide a comprehengve,
multi-disciplinary framework for national and loca action.

ACTION ON HEALTH DETERMINANTS AND PRIORITY GROUPS

This was focussad particularly upon the socio-economic and physica environmental
and lifestyle determinants of hedth and one priority group - children and young

people.
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COMMUNITIES - THE SOCIO-ECONOMIC ENVIRONMENT

The am is to improve economic and social well-being and reduce inequalty in all
sectors of the community in dl parts of Wales. The drivers for action are;

» employment and the economy

* locd government action for hedth
* NHS action for hedlth
 voluntary sector partnerships

» socid incluson

» workplace hedth

Soecific levers for action are the New Ded, Employment Zones, EU funds, loca
government community leadership, local government formula, community sfety
audits, NHS dlocations, screening strategy, Locd Hedth Groups, NAW Voluntary
Sector Schemes, People in Communities, and occupationd hedth strategy.

THE PHYSICAL ENVIRONMENT

The am is to ensure that environmentd factors have minima detriment to heath. The
drivers for action are;

 sudtainable devel opment

* pollution control

» planning and land use

* hedthy homes

* integrated transport drategy

Specific levers for Action are the NAW sugtainable development scheme, Nationa
Environmentd Hedth Pan, Capitd Chalenge, UK Air Qudity Strategy,
environmental and drinking water improvements, contaminated land regime,
hazardous incident plans, Waste Management Strategy, revised planning guidance,
sudtainable development plans, review of housng sandards, Capitd Recepts
Initiative, integrated trangport plans, Road Safety Strategy, Nationd Cycle Strategy,
and green transport plans.

LIFESTYLE

The am is to encourage everyone to make choices which optimise their hedth and
avoid ill-hedth. The drivers for action for lifestyle change are:

» Hedthy Living Centres
* tobacco control
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food safety, standards and nutrition

o activity, sport and recregtion

 accidents

* drugs and dcohal strategy

» sexud hedth, ord hedth and mentd health srategies
* SCreening

* infectious disease control

The specific levers for action are Hedthy Living Centres, Tobacco White Paper, Food
Standards Agency, Sports Council schemes, Drugs and Alcohol Strategy, Sexud
Hedth Strategy, Protocol for Ora Hedth, revised Mentd Hedth Strategy, Nationd
Strategy for Infectious Disease Control.

CHILDREN

The am: is to ensure children and young people reach their potentid for achieving
hedthy satisfying lives. The drivers for action are:

* children's services
» schools and colleges
* youth services

Specific levers for action are the Children's Strategy, Sure Start, review of Hedth
Vidtors, Nationd Child Care Strategy, standards for socid care, Hedthy Schools,
ingtituting nutritional standards, specid needs, school hedth services, safe routes to
school, school excluson initiative, review of the curriculum, and hedlthy colleges.

PARTNERSHIPS FOR HEALTH

The Green Paper cdled for action across a broad front to tackle inequalities in hedlth.
This, it sad would require effective partnerships between centrd and locd
government, the NHS, commerce, industry and voluntary organisations.

LOCAL AUTHORITIES

Locd authorities are expected to be "sgnificant partners’ in the development and
ddivery of Hedth Improvement Programmes - the loca plans to improve hedth and
health care introduced by the NHS White Paper.

The Government announced that it was to review the dlocation of functions between
hedth authorities and loca authorities for the control of communicable disease.

It is also congdering introducing a requirement for Hedth Impact Assessments for dl
maor new developments, including loca authority developments. The Assembly isto
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congder changes necessary to planning guidance so hedth impact can be taken into
account in loca development plans.

Other forms of inter-agency collaboration with the loca authority which are to be
congdered include:

 voluntary sector representatives on formd joint bodies,
* more effective joint working to deliver statutory socia care plans,

» involvement of locd people in developing the plans of locd and hedth
authorities,

* locd authority environmenta hedth officers to advise hedth authorities and
LHGs,

» Directors of Public Hedth to develop their role in providing independent
adviceto hedth authorities and locd authorities.

* joint gppointments of public hedth professonds to be consdered by HAs
andLAs.

LOCAL HEALTH ALLIANCES

To be dfective in raising the level of hedth and in tackling hedth inequalities, the
new nationd structure will need to be supported by a locd delivery structure. It is
proposed that locd authorities should lead the establishment of Locd Hedth
Alliances, in each locd authority areg, to bring together multi-sector agencies to
protect and improve hedlth. These are dready in place in some parts of Waes with a
range of other partners such as GPs, voluntary and community groups and businesses.
The Assambly, in conjunction with the Welsh Locd Government Association and the
Weddsh Collaboration for Hedth and the Environment, has now launched a best
practice framework for Locad Hedth Alliances.

In principle, Loca Hedth Alhances should broadly engage locd partnersto:
» gan awider understanding of how hedth gain can be achieved,
* ensure better co-ordination between loca health and environment services,
* increaseloca cgpacity and abilitiesin public hedth skills;

» deveop locd hedth promotion capacity in conjunction with locad hedth
promotion specidists,

« fadilitate a network for sharing health and environment information; and
* support communities to improve hedlth, living conditions and life chances.

The partners in each Loca Hedlth Alliance will be for loca determination in the light
of the issues to be addressed under the wider public hedth agenda. The
recommendetion is that an Alliance should be led by the locd authority taking
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corporate respongbility for coheson of its own services such as public protection,
environmenta hedlth, education, leisure and recreation, housng and persond socid
sarvices and drawing upon the contributions of the NHS and others, including
community and school nursing services, loca Drug and Alcohol Teams, community
regeneraion partnerships, locd County Voluntary Councils and members of loca
cime prevention/community safety schemes, in support of coherent and
comprehensve programmes of hedth-improving activity. Locd Hedth Alliances
should facilitate local multi-disciplinary working across dl public hedlth functions.

THE NHS

The Green Paper laid out a new focus of NHS Wales - on collaboration rather than
compstition, and on improving hedth as well as treating sckness. To facilitate this,
the public hedth role is to be strengthened to ensure al parts of the NHS become
more focused on preventing ill hedth, and the government exempted public hedth
professonds from NHS management costs.

STRUCTURES AND PROCESSES

The Strategic Framework proposes a range of structures and processes to support
sugtainable hedth and well-being in Wales. These include the Welsh Assembly's
internal support structures, The Waes Centre for Hedlth, hedth network, Locd
Hedth Alliances, hedth promotion review and Strategy, Research and Deveopmertt,
Hedth Impact Assessment, Sudtainable Action Research Programmes (SHARPS),
Hedth Improvement Programmes, DPP / DPH plans, hedth gain, multi-sector
training plans.

THE WELSH ASSEMBLY'S INTERNAL SUPPORT STRUCTURE

There are new directorates for the NHS and for hedth promotion and protection.
There is dso a crosscutting departmental network within the Assembly's executive to
co-ordinate and monitor the public health aspects of Assembly policies.

THE WALES CENTRE FOR HEALTH AND THE HEALTH NETWORK

The Strategic Framework proposes that a Waes Centre for Hedth be established in
conjunction with academic and public sector partners. The Centre will be a focus for
multi-disciplinary advice, debate and professona development. Its functions will
include providing a forum for multi-disciplinary advice on hedth hazards; risk
assessment of threets to health; disseminating research and other evidence to support
decison-making; support for multi-professond training in sustainable hedlth; and
liaison with nationd and internationa multi-professond groups.

It also proposed to estabhsh a Nationa Network for Hedth principaly across the
NHS and locd government sectors to incorporate and sirengthen the existing informal
Public Hedth Network. The new Network is expected to meat as a standing
conference at least twice a year. Its principa functions would be to support the
functions of the Waes Centre for Hedth; share expertise and facilitate multi-
disciplinary action; promulgate best practice, based on evidence and research; advise
the Chief Medicd Officer on multi-disciplinary hedth issues, as required; and be a
source for training initiatives and professond development.
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The establishment of the Waes Centre for Hedlth, supported by the Nationad Network
for Hedlth, will provide the national focus for strategic co-ordination of public hedth
skills such as epidemiology, microbiology, environmenta health and persond social
services.

HEALTH PROMOTION REVIEW AND STRATEGY

During 1998 an expert group reviewed the arrangements for hedth promotion in
Wades and brought forward recommendations for a Nationa Strategy for Hedth
Promation to be taken forward by Hedth Promotion Waes within the Nationa
Assembly. The proposalsinclude:

» a10year nationd drategy for nationa and local implementation;

» greater use of information technology to improve the qudity of, and access
to, information for the public and professonals;

» drengthening the locad specidist units to improve the delivery of hedth
promotion services and support across Wales,

» an audit of expenditure on hedth promation resources and programmes,
» anew paformance framework;

* progranmes of ressarch and evduation to underpin action based on
evidence;

* a multi-disciplinary, multi-sector expert committee to advise the Nationa
Asmbly on hedth promotion issues; and continued nationd and
internationa links and collaboration with the World Hedth Organisation and
the European Commission.

A Nationad Strategy for Hedth Promotion will be prepared for adoption by the
National Assembly, taking account of responses to the consultation.

RESEARCH AND DEVELOPMENT

The Wdsh Office for Research and Development has produced a strategic framework
to promote evidence-based gpproaches to hedth improvement. In support of this am,
the hedth rdlated R&D programme will be developed under three areas.

» Best Carefor Patients - addressng the effectiveness of hedth care delivery;

» Sustainable Health and Well-being - covering issues around determinants of
hedth; and

» Accessing and Using Research - ensuring that the research findings, both
positive and negative, are integrated into service planning and practice.
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Sustainable Health Action Research Programmes (SHARPS)

The Green Paper proposed to set up a 5-year action research project desgned to
identify the mogt effective ways of breaking the cycle of poor hedth in Waes. This
will focus on communities with the highest incidence of ill-hedth and premature
death, socid excluson and poor life chances. Areas will be chosen to reflect urban
and rural issues. Itis intended that SHARPS will be used to underpin LHGS' planning
and decison-making powers.

HEALTH IMPACT ASSESSMENT

A Hedth Impact Assessment is the evauation of the impact of policies, progranmes
and proposed developments on the hedlth of the population at al levels; individuds,
the community and the nation. A geering group has been established to further
develop the concept of Hedth Impact Assessments. However, initidly the Assembly
will adopt the requirement that the impact of dl policy proposas will be consdered
0 that, a the very leasst, they are not hamful to hedth and, if possble and
appropriate, they produce the maximum benefit to hedlth.

INFORMATION

The Assembly's intended functions will include monitoring the heath and well-being
of the Wdsh population. To do thisjob, it will need:

» information about hedth status

 guidance on setting standards for housing, trangport, environmenta controls,
hedlth care and hedlth promotion

» and feedback on hedth gains achieved.

Smilarly, if the public hedth drategy is to be successful, it will depend on access to
accurate information. The right information base is needed to:

 enable people to make a more informed choice about hedth,
* to help bring about health improvements for the people of Wales,
* to inform debate about public hedth issues.

In response to these needs work is being undertaken on the development of an All
Waes Information Strategy, including the further development of the Hedth of Waes
Information System (HOWIS). Encouragement will aso be given to public bodies to
work in collaboration using existing available information.

MEASURING PROGRESS

The Wdsh Assambly has decided to continue to focus on the fifteen hedth gain
targets that the former Welsh Office established in June 1997 with the addition of new
targets for children's hedlth. All of these focus on average population hedth gain
rather than reduction in hedth inequdities. It is imperative that policies are guided by
targets for the reduction in hedth inequalities as well as for hedth gain. In thisregard,
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the Assambly has asked an expert advisory group to produce indicators for hedth
inequalities. The current hedlth targets are described in full in the Appendix.

Hedth authorities are expected to work with other local agencies to develop Hedth
Improvement Programmes that cover the national targets and address hedth
inequdities. There is dso flexibility to st local targets in the Hedth Improvement
Programmes.

REFLECTIONS UPON THE GREEN PAPER

The Better Health Better Wales Green Paper is welcome in that it gppears to accept
the importance of tackling the determinants of health, and of sustainable development,
if oneis to achieve lasting population health gain and reduction in hedlth inequalities.

In the follow up Strategic Framework, we welcome the wish to improve hedth -
particularly via those determinants of heeth, other than hedthcare - and we actively
endorse the proposa that "joined-up” responses are needed for "joined-up" problems.
However, it is a concern that the proposas offered to ded with inequalities in hedth
in the document are too often symptomatic in their trestment of the problem, rather
than addressing the underlying causes.

Of course, tregting symptoms rather than root causes avoids the difficulty in
confronting some difficult political and ethica issues. More fundamentaly, the fact
that the Strategic Framework did not folow through with the radicd policies
suggested by the logic of the Green Paper probably illustrates less a lack of will than
the lack of power. Neither the devolved region nor the nation state is free to make
policy adone in the face of the pressures of a globa economy - a theme that will be
returned to later in discussions on the European Union.

THE ACHESON REPORT ON INEQUALITIES IN HEALTH

In July 1997, soon after being elected, the government asked Sir Dondd Acheson to
lead an inquiry to review the evidence on hedlth inequalities and to identify priorities
for policies to reduce them. The inquiry had a scientific advisory group and consulted
with, and commissoned papers from, a range of experts. It dso drew upon Sr
Douglas Black's 1980 report on the same subject.

The Inquiry reported at the end of 1998. It found that athough the last twenty years
have brought a marked increase in prosperity and substantia reductions in mortdity,
the health gap between those at the top and those at the bottom of the socid scale has
widened, with the causes lying in the socid environment (see Wilkinson 1996). It
concludes that many hedth inequalities can be tackled, but that the range of factors
influencing them extends far beyond the Depatment of Hedth's remit. "It
acknowledges that the policy solutions to ill-hedth and hedth inequality he in areas
such as tax and benefits, education, employment, housing, transport, and nutrition.
The report dso focuses upon tackling hedth inequdity among particular groups
including mothers, children and families, young people and adults of working age,
and ethnic minority communities.
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The report makes a large number of recommendations across a wide range of policy
areas. There are three main recommendations that:

 dl policies likely to have an impact upon hedth should be evaluated for their
impact on hedlth inequality and should favour the lesswdl off.

 priority should be given to improving hedth and reducing inequality for
women of child bearing age, pregnant women and young children.

* further steps should be taken to reduce income inequdities and improve the
living standards of poor households.

The Inquiry gives stientific anadyss and says that the Government must decide
whether the recommendetions are affordable and when and how to implement them.

The report dso looks into the role of the NHS in addressing hedth inequdities and
sets out its respongbilities as follows:

* to provide equity of access to effective hedthcare.

» to work in partnership with other agencies to improve hedth and to tackle
hedth inequdlities.

* to provide professond leadership and to stimulate the development of hedth
policies beyond the NHS.

It suggests that providing equitable access to effective care in relation to need should
be the governing principle of dl palicies in the NHS. Priority should be given to the
achievement of equity in the planning, implementation and ddivery of services.
Soecificdly it recommends:

» extending the focus of clinical governance (and related nationd clinica
effectiveness initiatives) and peformance management to give equd
prominence to equdity of access.

* hedth authorities (working with loca hedth groups) agree priorities and
objectives for reducing inequalities, as part of the Hedth Improvement
Programme,

* vaious movestowards more equitable resource alocation.

 Directors of Public Hedlth, working on behdf of hedth authorites and locd
authorities, produce an equity profile for their areas and undertake triennia
audits of progress towards achieving objectives to reduce hedth inequalities.

* aduty of partnership between hedth authorities, locd authorities and other
agencies <0 that joint programmes to address hedth inequdlities are put in
place.



CHAPTER 5

IMPROVING THE HEALTH OF THE PEOPLE THROUGH
THE EUROPEAN UNION (EUV)

Many of our health problems are of a global nature and are
closely linked to economic development, the environment and
other challenges. They can therefore only be overcome by
intensified global co-operation, where strong efficient and
forward looking international institutions must underpin our
common efforts.

Dr Gro Bruntland, Director General WHO 1998

The EU has recently moved rapidly from a situation in which it had little involvement
in health to one in which it has become a major influence in public health. In future, it
is adso likely to become increasingly important in relation to healthcare. The EU will
therefore have a growing influence upon national and devolved regiona health
policies and upon the health of the people. This influence will be exerted not only
through EU public health programmes and strategies, but also across al EU policy
impinging upon the determinants of health - particularly environment, health and
safety, and trade and competition policy. It is therefore important to pay close
attention to the European dimension and to understand how EU institutions and
legidation can influence public policiesin the UK and in Wales.

UNDERSTANDING THE STRUCTURES AND PROCESSES OF THE EU

THE INSTITUTIONS OF THE EUROPEAN UNION

The European "government” is not made up of Members of the European Parliament.
Instead, there is a triangle of institutions in which (roughly), the Commission
proposes, the Parliament scrutinises, and the Council of Ministers (increasingly jointly
with the Parliament) disposes. There is a fourth member in the centre of this triangle -
The Court of Justice, for it is the guardian and ultimate interpreter and arbiter of the
Treaties. Running through these bodies individually.

THE EUROPEAN COMMISSION (BRUSSELS / LUXEMBOURG)

The Commission is the most powerful of the EU institutions. It is the civil service of
the EU, and is headed up by the 20 EU Commissioners, including Commission
President Romano Prodi, who are appointed by the member states.

The Commission is charged with implementing the Treaties, which means:

* running detailed policy where this exists (e.g. The Common Agricultural
Policy)
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* implementing Directives and Regulations and Decisons, and if necessary
bringing legd action through the Court of Justice against member states that
do not comply.

* issuing regulations of its own accord, developing policy and drawing up draft
legidation where the Tregties grant the power to do so (e.g. re. the European
Sngle Market). Draft legidation is then put before the Council and
Parliament for co-decison and laws are issued in the form of Directives,
Regulations or Decisons.

The Commission's bureaucracy is sub-divided into 23 different Directorates Genera
or DGs, each headed by aDirector Generdl.

The Organisation of the Health Function of the Commission

Prior to the current Commisson headed by Romano Prodi, the hedth function was
fragmented throughout the bureaucracy, and this remaned the case even though
public hedth had become aforma competency.

Now, for thefirgt time, and as an illustration its increasing profile, hedth is to haveits
own gpecific Directorate-Generd within the Commisson. The new Directorate
Generd for Public Hedth and Consumer Protection will be headed by Commissioner
David Byrne (Ireland).

THE EUROPEAN PARLIAMENT (STRASBURG)

The Parliament is the only directly eected European body. Direct dections first took
place in 1979, and initidly the Parliament had largdy an advisory role. Its powers
have snce been srengthened and it now has legidative power and is able to gpprove
some of the EU's expenditure.

The main role of the Parliament is to scrutinise the executive - the Commisson and
the Council - which it does through its 20 subject committees, each covering a policy
aea. Hedth comes under the powerful Committee on Environment, Consumer
Protection and Hedlth. Hedlth and Safety a Work is dedt with by the Committee for
Socid Affars and Employment. A separate committee for hedth has been suggested
and seems attractive on the surface, but hedth probably benefits with the weight and
power of the Environment Committee behind it.

THE COUNCIL OF MINISTERS (BRUSSELS / LUXEMBOURG)

The compostion of the Council of Ministers varies according to the policy area, 0
there is a Socid Affairs Council, an Agriculture Council and now a Hedth Council,
composed of the hedth ministers of each of the member states. The Council of
Minigters represents the governments of the 12 member states and is able to amend,
accept or rgect draft legidation. The Council has its own secretariat in Brussals.

THE COURT OF JUSTICE (LUXEMBOURG)
The Court of Justice draws its judiciary from dl the member states. European law

takes precedence over nationa law, and individuals, companies, governments or the
Commisson can bring cases before the court.
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OTHER EU BODIES

These include the Court of Auditorswhich scrutinises EU expenditure, the Economic
and Social Committee and the new Committee of the Regions. The last two have a
hedth mandate, but are consultative committees without legidative or executive

pOWer.
THE "EUROSPHERE"

The "Eurosphere’ is the informa name given to the large lobbying network that has
built up in Brusss around the EU. There are hedlth pressure groups, not least the
European Public Hedlth Alliance though these are vastly over-shadowed in funding
terms by industry lobbies for the like of Philip Morris tobacco.

THE EU POLICY MAKING AND LEGISLATIVE PROCESS

EU legidative processes are trangparent compared to Westmingter. The Commission,
initiates a legidative proposa, encouraged sometimes by the Parliament or a member
sate, prepared in the gppropriate Directorate-Generd, usudly after consulting with a
wide range of bodies, including the Committee of the Regions and the Economic and
Socid Committee.

The path for legidation then proceeds through consultation involving iterative
discusson between the Commisson, the member states, Parliament and Pressure
Groups. The forum for this discusson is known as CO-REPER. The draft legidation,
then passes through ether "Co-operation” with the find decison to adopt into law
being taken by the Council of Ministers, or "Co-decison” where the legidative
proposa findly succeeds unless it is voted down by the European Parliament. Both
"Co-decigon” and "Co-operation” are convoluted procedures, and the draft legidation
can fal or be amended a any stage. The choice of procedure followed depends upon
the legd basis for the proposd. Public Hedth legidation is subject to "Co-decison’
and Qudified Mgority Voting.

THE EU PUBLIC HEALTH COMPETENCE

HISTORICAL DEVELOPMENT

Before the Maadiricht treaty, which was sgned in February 1992, the European
Community (renamed the European Union by that treaty) had no specific legd basis
or competence to act on hedth, dthough the previous tresties did contain provisons
of direct rdlevance, particularly in hedth and sfety a work. Other policies such as
agriculture, freedom of movement, research programmes, internd market provisons
for medicind products, mutud recognition of medica qudifications, free movement
of services and environmental and transport measures have a consderable impact on
hedlth services and upon the hedlth of the public.

However, because many of the mgor determinants of hedlth had been strongly under

its influence, the European Community was dready important in public hedth terms
prior to Maastricht. This remains the case today, to an even greater extent (as will be
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described later), especidly as a result of the EU's influence on the economy and on
workplace and wider environmenta regulation.

THE LEGAL BASIS OF THE EU PUBLIC HEALTH COMPETENCE

As a part of amove to counterbaance the prior predominance of the European Single
Market with the improvement of socid conditions for ordinary people, Article 129 of
the Maadtricht Treaty on European Union (1992) set up a formd competence (and
legdl jurisdiction) on public hedth.

Although the hedlth competence established by the Maastricht treaty was limited to
co-ordinating the Commission's exigting activities on the hedlth front and establishing
more public hedth promotion programmes for specific important diseases and hedth
problems its adoption was aturning point. For the first time decisions on headth could
be divorced from the consderations of the single market and a coherent strategy for
hedlth developed.

The wording of Article 129 was quite vague. However, it was clear when it stipulated
that hedth protection requirements shal form a condtituent part of the EU's other
policies. To this end, the commisson set up an inter-service group on hedth
composad of representatives from different Directorates-Generdl. It aso st up
specific EU public hedth srategies and programmes on Europe against Cancer,
Europe against AIDS, Drug Misuse, and Health Promotion. A potentid future
programme is Europe against Cardiovascular Disease. Smilarly, a specific EU
hedth research progranme (BIOMED) was founded, split between research on:
disease prevention, cae and hedth sysems, mgor disease (AIDS, cancer,
cardiovascular disease etc); human genome andysis;, and biomedicd ethics.

However, partly as aresult of perceived EU falures in rdation to controlling human
risks from the bovine spongiform encephdopathy (BSE) epidemic in cattle, the EU
public hedth provisons have now been strengthened in Article 152 of the Treaty of
Amgerdam (1997) which has now been ratified into community law. This States:

1) A highlevd of human hedth protection shdl be ensured in the definition and implementation
of dl Community policies and activities.

Community action, which shal complement nationd policies, shdl be directed towards
improving public hedlth, preventing human illness and diseases, and obviating sources of
danger to human hedth. Such actions shal cover the fight against mgor health scourges by
promoting research into their causes, thelr transmisson and their prevention, as well as hedth
information and aducation.

The Community shal complement the member states' action in reducing drugs and related
hedth damage, including information and prevention.

2)  The Community shal encourage cooperation between the member statesin the aressreferred
toin this article and, if necessary, lend support to their action.

3) Member gates shdl, in liason with the Commisson, coordinate among themsdves their
policies and programmesin the areas referred to in paragraph 1. The Commission may, in
close contact with the member states, take any ussful initiative to promote such co-ordination.

The Community and the member states shdl fogter co-operation with third countries and the
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competent internationa organisations in the sphere of public hedth.

4)  The Council, acting in accordance with the procedure referred to in Article 251 and after
consulting the Economic and Socid Committee and the Commiittee of the regions, shall
contribute to the achievement of the objectives referred to in this Artidle through adopting:

d Mesaures siting high sandards of qudity and safety of organs and substances of human
origin, blood and blood derivatives, these measures shal not prevent any member state from
maintaining or introducing more stringent measures.

b) By way of derogation from Article 37, measures in the veterinary and phytosanitary fields
which have asther direct objective the protection of public hedth;

C)  Incentive measures designed to protect and improve human hedlth, excluding any
harmonisation of the laws of member states.

The Council, acting by aqudified mgority on aproposa from the Commission, may aso
adopt recommendations for the purposes st out in this Article.

5)  Community action in the fidd of public hedlth shal fully respect the responshilities of the
member states for the organisation and ddlivery of health services and medicd care. In
particular, measures referred to in paragraph 4(a) shall not afect nationd provisons on the
donation or medica use of organs and blood.

CURRENT FOCUS OF EU PUBLIC HEALTH POLICY

The specific public hedth competence embodied in Article 152 of the Amsterdam
Treaty enables the EU to take action to co-ordinate nationa policies on the prevention
of mgor diseases as well as hedth information and health education.

Following on from the Amsterdam Intergovernmenta Conference, the European
Commisson (1998) has outlined a possible new EU public hedth policy, which is
based on three strands of action:

* improving information for the development of public hedth
* reacting rapidly to threats to hedth

o tackling hedth determinants through hedth promotion and disease
prevention.

While Article 129 of the Maadtricht Treaty stressed the prevention of disease, Article
152 of the Amsterdam Treaty emphasses that EU action will be directed towards
improving the hedth of the people, preventing illness and disease, and attending to
sources of danger to hedlth. This requires a shift in focus towards the determinants of
hedlth in addition to tackling disease prevention.

Tessa Jowdl, the English Minister for PubUc Hedlth wishes to estabhsh a st of
priorities for joint action by the EU and the member states on key determinants of
hedlth. She hasindicated that these might include:

» environment and hedth
» safeguarding the safety and quality of food, medicines and medica devices
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» monitoring and surveillance of rare and emerging communicable diseases

ensuring that high levels of hedth protection are retained through the
effective regulation of the free movement of hedth professionals.

CURRENT EU ACTION ON THE DETERMINANTS OF HEALTH

The EU dready exerts a Sgnificant influence on the determinants of hedth through its
laws and directives and through the activities of its specidised agencies such as the
European Medicines Evduaion Agency, the European Environment Agency and the
European Agency for Hedth and Sdfety a Work.

THE SOCIO-ECONOMIC ENVIRONMENT

DEPRIVATION, UNEMPLOYMENT, AND ECONOMIC DEVELOPMENT

Regiond policy, and EU structurd funding - which is very large in scae - have been
influentia throughout the poorer parts of Europe (including Waes) in promoting
economic development and structurd regeneration with potentialy large effects upon
economic deprivation and unemployment.

OCCUPATIONAL HEALTH AND SAFETY

There are EU Directives on safety in the workplace, working time, persond protective
equipment, manua handling of loads, use of visud display units (VDUSs), exposure to
hazardous chemicds, asbestos, and biological agents, and on the protection of
pregnant women and young people.

CONSUMER PROTECTION

There are Directives on the liability of suppliers of services, the safety of children's
toys and equipment and argpid dert system for dangerous consumer products.

THE PHYSICAL ENVIRONMENT

FOOD QUALITY

Probably the most visible example of how Europeis influencing public hedth practice
in the UK has been the European Commission's (EC) worldwide ban on the export of
British bef.

There are directives on additives, food irradiation, radio-nuclectide limits (pos-
Chernobyl), growth promoters in meat, sandards in food hygiene, and labelling
foodgtuff nutrient values.

GENERAL ENVIRONMENT
There are powerful directives on air pollution and water quality and on exposure to
chemica products, lead, cadmium, pesticides etc. The European Environment Agency

has been st up in Copenhagen. There are potentid moves towards sudtainable
development eg. through carbon taxes but aso through greater regulation of business.
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RURAL ENVIRONMENT AND AGRICULTURE

The Common Agricultural Policy has an enormous influence upon the sustainability
of the rurd environment as well as upon the food-duffs produced and thereby upon
nutrition patterns.

LIFESTYLE

SMOKING TOBACCO

There are directives on tar yield and strengthening the warning labels on tobacco
products. EU hedth ministers have recently agreed a ban on tobacco advertisng and
sponsorship. It will take some years to be fully implemented, but onceit is, it will be
an example of European policy making preventing thousands of premature degths.

HEALTH AND SOCIAL CARE SERVICES

In theory, the EU hedlth remit is limited to public hedth and it is explicitly precluded
from jurisdiction in hedthcare services with this arena being reserved to the nationa
governments of member states. However, this may not dways be the case and over
time there are a number of reasons why EU legal competence may gradudly extend to
include hedth care services. Even in the absence of this, the EU 4ill has influence
upon hedlth and socid care.

Some established EU legidation affects hedlthcare services for example, regarding:

» mutud recognition of diplomas - Doctors Directive (1975), dentists, vets,
midwives (1980), nurses (1977), pharmacists (1980).

* hamonidng training - Directive on Vocationa Training for GPs (1986),
Directive on Harmonising Specidist Training.

* reciprocad arrangements for Acute Medicd Care - Form E111

pharmaceuticals - directives on assessing the safety and efficacy of drugs
(medicd equipment), directives on didtribution, advertisng and packet
lesflets. The European Medicines Agency has been set up in London to
evduate and license medicines. The Euro is aso meking the differentid
pricing of pharmaceuticals more transparent.

the Working Time Directive

Future increased EU influence upon healthcare will result from Single European
Market legidation, which regards such services as a tradable commodity, and
therefore subject to rules upon the free movement of goods and services. Judgements
of the European Court of Justice have supremacy over the courts of member dates
and a crucid precedence is potentidly being set currently upon the freedom of EU
citizens to obtain trestment in other member states with the cost borne by their own
nationa government. Court rulings have recently been made supporting theserightsin
two cases brought by individua EU citizens (Kohl and Dekker). Therulings are being
gopeded agang by the member dtates. If sustained, the implications would be
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profound as they would remove much of the sovereignty of member states in deciding
their own hedthcare policies and systems, and might aso make cost containment
difficult and threaten planning and equity policies, while prioritisng choice, markets,
health tourism and centres of excellence.

There are dso moves to greater European integration, and a gradua process towards
equivaent rights for European Citizens across different member states. These may
gradudly make EU citizens rights to hedthcare more uniform and exert greater
conformity on hedlthcare systems. In this regard, it is noteworthy that the prevailing
hedthcare sysems in mainland Europe more often follow the Bismarckian socid
insurance mode than the state provided socidised mode exemplified by the British
NHS and the Scandinavian systems. Bismarkian Hedth Insurance Sysems and
National Hedth Sysems arein any case moving closer together throughout the world,
In order to contain increesng costs and demand, towards American Hedth
Maintenance Organisation (HMO) type models.

Furthermore, as a prelude towards the expanson of the EU eastward, the former
communigt block countries are recelving EU assistance to develop their economies,
including their hedthcare systems - aong Bismarckian lines, and there ae
developments towards pan-European hedth insurance organisations - mogs being
"mutua" or "not for profit" operations.

FUTURE EU INFLUENCE ON THE DETERMINANTS OF HEALTH.

The EU influence upon the determinants of hedth is likely to continue to grow as the
EU's range of jurisdiction expands. Furthermore, Article 152 dso commits the EU to
consder the hedth consequences of dl its policies - presumably via some form of
hedth impact assessment. Potentidly this will bring further powerful postive
influence to bear upon the determinants of hedlth.

In addition there are globa economic forces a work which are likely to increase the
imperative towards European integration and increase the EU's importance both in
terms of public hedth and across the whole of what is possible in socid policy terms
including hedlthcare services.

EUROPEAN INTEGRATION AND HEALTH IMPROVEMENT

LIMITATIONS OF THE DEVOLVED REGION AND NATION STATE

In the modern world, neither the nation state (the UK), nor the devolved region
(Waes) are free to set a policy course independent of the globd market place. A
globa economy based on free trade threatens the ability of any government to carry
out policies of its own making in respect of welfare, wages, environmenta protection
and consarvation and public hedth.

The nation State is no longer a large enough entity to act effectively upon its own for
the maximad benefit of its people. To govern effectively in a globad market economy,
the nation state must do o in dliance with other nation dates or dternatively fuse
with them to fom a larger "superstate’. This is the prime imperative towards
European Integration. Because of its Sze, the EU is in a pogtion to withstand global
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economic forces in order to regulate many of the determinants of hedth, while the
nation stateis unable to do so.

THE GLOBAL ECONOMY AND THE EUROPEAN UNION

In its trade and competition policy, the EU is potentidly large enough to counter the
full blooded laissez-faire influence of the USA in negotiations of the (1994) Generd
Agreement on Taiffs and Trade (GATT) which governs world trade and is
adminigtered by the World Trade Organisation (WTO).

The EU could increase duties for goods and services sold within the Single European
market which were not manufactured or provided from bases within the EU. This
would create an economic incentive to companies to locate within the EU and provide
employment toits citizens.

TRANS-NATIONAL COMPANIES AND CORPORATE TAXATION

Smilarly, within Europe, only the EU is large enough, as a single trading block, to
gtand up to the trans-nationa corporations and impose minimum levels of corporate
taxation. It could do this (were it not precluded by the current GATT), because it is
the world's largest sngle market and trans-nationa corporations cannot aford not to
trade within its boundaries.

Furthermore, the EU could require companies setting up within its area to pay a
minimum level of corporate taxation and socid costs, insgtead of being able to play off
different member states (or regions) againg each other in an auction of lowest bidders
for the employment which these companies provide.

TAX HARMONISATION AND THE SOCIAL MARKET ECONOMY

Such corporate tax harmonisation is currently on the EU agenda though progress is
likely to be vetoed by a number of member states including Britain for short term
political reasons. However, harmonisation of corporate taxation and later on of
persond taxation (including income tax) and benefits (including access to hedth care)
are naturd and logica further developments of the Single Market, Economic and
Monetary Union and a degree of palitica union which is ultimately likely to ensue.

All thisis heinous to those who believe in the sovereignty of the nation state or in the
free market ideologies which are currently in the ascendancy. Contrary to the
prevailing logic, re-distributive and wefare policies are possble where an individua
country cannot be held to ransom by trans-nationa business because the date is part
of a unified trading block - the EU. In this Stuation, a socid market economy is
possible, taxes need not be minima and public services need not be darved of
resources nor privatised by necessty. The EU countries are in a better postion to
guarantee a socid safety net and wefare palicies for ther citizens.

IMPROVING WELSH HEALTH THROUGH THE EU

Wades has previoudy been aided by Objective 2 status structura funding, but now
two thirds of Wales, comprisng the South Waes Vdleys and West Wdes (from the
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Irish Sea coast down to the Bristol Channel) qudifies for the more lucrative Objective
1 status. This qudification is on account of the GDP per head of these areas being less
than 75% of the EU average. The objectives of dructurd funding al concern
economic development, and through these, substantid hedth improvement is aso
likely to result. Although improved population hedth outcomes are not a direct
objective, there is consderable utility in Wales adopting a hedth impact assessment
gpproach to the programmes financed by this structura funding. This would be in
keeping with paragraph 1 of Article 152 of the Amgterdam Tresaty, requiring the
hedth effects of dl EU policies to be consdered, and would help to ensure that
maximum hedth improvement is achieved.

After dl, dthough improving the hedth of the Welsh population is a sociad good in its
own right, from an economic perspective a hedthy workforce is a pre-requisite for
economic development. This economic development, so long as it is sustainable, will
then in turn generate further hedth improvement in a virtuous cycle. Wales has poor
health and aweak economic base, which are very much related, and it needs to find a
way out of this vicious circle. Structura funding provides this opportunity if carefully
used.

In Wales, the high prevalence of poor hedth (particularly long term sickness) has far
reeching consequences for the economy, socid structure and wdl-being of
communities. It produces high levels of economic inactivity, which contribute
makedly to the lov GDP. The Assembly needs to therefore ensure that hedth
improvement is a clear and central theme in the document submitted to the EU and
that community based and other hedth initiatives should be an essentid part of later
funding applications. There is sufficient provison in Article 152 of the Amgterdam
Treaty to encourage this dimengion, which will widen the opportunities for tackling
hedth inequdities in Wales. There is a mgor danger that if hedlth improvement is not
amgor theme, then we will limit ourselves in the use of Structura funds.

As previoudy discussed, a long-term focus on the determinants of hedth is required
to achieve heath improvement, and economic development through structural funding
will be a centrd tenet within this gpproach. In the short term, a small proportion of the
Structurd Funding should also be used directly for population hedth improvement as
an investment likely to create economic development. In England there are examples
of "Exercise on Prescription” schemes funded through Objective 1. This needs to
heppen in Wdes. If possible, consderation should also be given to funding some
relevant hedthcare programmes, including for example rehabilitation services - to
enable some of those who are economicaly inactive due to ill-hedth to return to
work, occupationd hedth services and dso specific transport programmes designed
to improve access to hedthcare services. The Assembly should link with those with
relevant policy, management and professond expertise in the Welsh NHS to develop
some of these proposals.

More broadly, regions within Europe, such as Waes, can paform many domestic
policy rolesjust as wel as or in some cases better than the larger nation state. In the
case of globd policy roles the regiond leve is little worse off than the current larger
nation state S0 long as it acts within a larger federation such as the European Union.
This can dready be seen in the case of the Republic of Irdland which is a smdl nation
date, no larger in population terms than a British region, but which has been
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influentid and has prospered economicaly as part of the larger European Union. The
potentid pardlds for Wales are obvious and the opportunities large.

To maximise the benefits for Waes, liaison between the Nationd Assambly for
Wades and the EU will need to be close. In theory, this liaison is supposed to operate
through alead UK government department, in the case of hedth - the Department of
Hedth in Whitehall, working through the UK Permanent Representation to the
European Union (akind of Embassy to the EU). In practice, this arrangement - which
does provide for Britain spesking to Europe with a single voice - is unlikely to be
adequate from a Wesh perspective and holds the potentia for consderable tension. It
brings into sharp relief the need for a proper federd UK government to complement
UK regiond assemblies and parliaments.

In the interim, there will inevitably be pressure for the Assembly to form its own
informd liason with the EU probably through the Waes European Centre in
Brussels. The EU Committee of the Regions, upon which the Assembly will have one
seat and the WLGA another, provides one potentid platform, though this is wesk
compared to the power of the Council of Ministers. One potentia short term solution
Is for the rdevant miniser from each of the devolved governments in the UK to
accompany the British Government ministers as part of the delegation to the Council
of Minigters, though this may be unwiddy especidly in a future scenario including
English Regiona Assemblies.

The Assembly needs to press for hedthy European Union policies, and for the Hedth
Impact of al European Union policies to be examined, through:

the Wdsh MEPs,
* the Wdes European Centre lobbying the Parliament and the Commission,

* the International Section of the Department of Hedth in Whitehal which
relates to the Permanent UK Representation to the EU.

e the UK Miniger for Hedth, the Miniser for Public Hedth and the Prime
Miniger in order to influence the Council of Ministers.
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CHAPTER 6

IMPROVING THE HEALTH OF THE PEOPLE THROUGH
THE NATIONAL ASSEMBLY FOR WALES

POWERS AND STRUCTURES OF THE WELSH ASSEMBLY

Of necessity, with 60 new members, and powers that were only transferred on 1 July
1999, it will take the Assembly some time to settle down, and for its 8 cabinet
members to gain control of their specific subject briefs. The creation of Secretaries
with focused portfolios is an extremely important change as hitherto, Welsh Office
ministers - of whom there were only three - have had very large briefs which
encompass areas covered by up to seven different Ministers in Whitehall. This has
presented practical problems in the past that can now be addressed.

All functions previously exercised by the Secretary of State through Welsh Office
departments have transferred to the Assembly. The Assembly itself has decided how
those portfolios are divided between its subject committees.

In funding terms, the Assembly has inherited the three-year framework already
announced by the Secretary of State for Wales following the Government's
Comprehensive Spending Review. Although it will be able to develop its own
priorities over time, and after consultation, the Government's commitment to three
year funding programmes rather than annual funding has been much welcomed by
public services in Wales and will need to be supported by the Assembly. It is likely
that it will also be strongly influenced by the government's manifesto commitments in
the public domain based on national priorities of health and education.

The development of the Assembly has already necessitated a new way of working for
the civil service and other agencies. Historically, government policy is developed
amost exclusively by civil servants. Speaking in November 1997, the Permanent
Secretary, in her speech to the Institute of Welsh Affairs said:

A department that answers to 60 politicians, who in turn
answer to people from all over Wales is going to respond very
differently from one that answers to one Cabinet Minister. We
are going to have to get used to explaining ourselves in
public. Our business will be conducted more openly than in
the past and we will almost certainly find ourselves much
more actively engaged with other bodies in Wales... We will
have to listen more actively and respond morefully. We may
increasingly become organisers of advice and expertise rather
than monopoly suppliers... We will have to shed the mindset -
still rather ingrained in civil servants everywhere - which
says that the only advice worth having comesfrom the civil
service.

Rachel Lomax - speech to IWA, 7 November 1997
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The dructures, which enable the Assembly to engage fully in a new ea of
participative and consultative democracy, are spdt out within the Government of
Wades Act. The Assambly is required by statute to have a range of new partnership
mechaniams in Waes. Section 113 of the Act requires the Assambly to make a
scheme setting out how it proposes to sustain and promote local government and to
establish partnership with loca government through a Partnership Council; Section
114 requires the Assambly to make a scheme setting out how it proposes to promote
the interests of voluntary organisations, Section 115 requires the Assembly to carry
out consultation with business and other interests, having regard to the impact of the
exercigng of its functions on the interests of business. The sze of Wdes and the
degree of coterminogty between the geographic boundaries of public services give
the Assembly a particular opportunity for "joined-up government” in Wales.

All the Assembly's powers are vested in the Assembly as a whole, and they are
exercised by the full Assambly unless they are ddegated by the Assembly. In the
interests of effective decison making, the Nationd Assembly Advisory Group
proposed that most decisons would be deegated to the First Secretary and the
Assembly Cabinet and that there should be an effective scrutiny role for subject
committees, together with opportunities for questioning by individua members in the
plenary sessons.

The policy business of the Assembly is ddivered through the Assembly Secretaries
whose actions are scrutinised by Six subject committees. Each subject committee has
nine or deven members on which each paty in the Assambly is represented
proportionately. The subject committees match the policy portfolios of al cabinet
members other than the Business Secretary and the Finance Secretary. In addition, the
Assembly has standing committees on equa opportunities, Europe and four regiona
committees reflecting the economic regionsin Wales.

Subject committees are currently developing annud forward work programmes which
need to be agreed by the Assembly. The committees will work in different modes to
achieve their objectives, eg.,

* evidencetaking

o gorutiny of the Assembly Secretary

» gsorutiny of externa organisations funded by the Assembly

* policy development

» condderation of legidation,

 formd resolutions to the full plenary

Standing Orders require the National Assambly to debate the following metters at
least once a year. These proposds ae mgor cornerstones of the new participatory
democracy as the debates will daify the Assembly's reaionships with dl its

partners.



» theFirg Secretary's Annud Report
* the budget dlocation between spending programmes

» the Secretary of State for Wales' consultation with the Assambly on the
Government's legidative programme

» the Assembly's equa opportunity arrangements and report, including race,
disability and gender

* thelocd government scheme

* the sustainable development scheme

* thevoluntary sector scheme

» amatter proposed by each of the subject committees

* an annud report of the Audit Committee's work

* the Assembly's handling of matters related to the European Union

The Government of Waes Act (section 70) aso requires that Assembly documents
relating to committee or sub-committee proceedings should be open to public
Ingpection, except in circumstances set out in Standing Orders. The Assembly will be
covered by the proposed freedom of information legidation which dlows public
access to Government documents except in revised categories. Its meetings will be
generdly held in public

Although the Government of Waes Act does not provide for forma co-option onto
committees, the Assambly has accepted the advice of the Nationd Assembly
Advisory Group which strongly promoted the value of the Assembly seeking expert
advice from around Wales, including the use of externd advisers to committees.
Arrangements are now in place to seek expert advice on a short term contract basis.
This is a mgor move away from the traditiona use of civil servants done for the
provison of advice.

The Government of Wales Act sets out some minimum requirements in relation to the
As=mbly general subordinate legidation. Subordinate, or secondary legidation has
the same force as primary legidation. A Government with a radica reform agenda
will often use this mechaniam to increase its legidative capacity by the deve opment
of framework bills which are then filled out through the use of sautory instruments.
Across the UK there are some 1500 - 2,000 datutory insruments annudly. The
Seoretay of State for Wales, last year crested 50 on his own; 400 with other
Ministers. The power of the Secretary of State to make secondary legidation, which
will now pass to the Assembly, is contained within primary legidation.

Section 44 of the Government of Waes Act removes aty need for secondary
legidation made by the Assembly to be subject to any additiona parliamentary
scrutiny, but freedom of legidative action will be more dependent on parliament than
Scotland or Northern Irdand. A hogtile Government could therefore limit the
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Assembly's legidative activities condderably, redtricting its capecity to create
secondary legidation.

However, the capacity to make secondary legidation is one of the real opportunities
of the new Assembly. There are a number of ways in which the Assembly can make
subordinate legidation, Many datutory instruments just need uprating, and it would
be awaste of members time to give them too detailed consderation. These will tend
to go draight to a plenary sesson, ether for information or discusson. Others will
require detailed consderaion by subject committees, particularly once the Assembly
uses its devolved powers to create legidation different from England. The usud route
will be for the Business Secretary to advise the Deputy Presiding Officer and other
party Business managers, through the Business Committee, of the need for a piece of
legidation. Following discusson in Busness Committee, the Deputy Presiding
Officer will make a formd determination as to whether the proposed legidation
should go through a subject committee or Sraight to an Assambly plenary session.
Once the determination is made, the proposed legidation is referred to the Legidation
Committee for detalled consderation. As this process could take a consderable
period of time, thereis afacility which can be used by the Cabinet to bypass the usua
process under "urgency procedures.” Under the urgency procedure, legidation is
made without prior discusson by members. The Legidaion Committee and the
Ass=mbly then consider such legidation &fter it is made, and the Assembly has the
power of revocation.

The National Assembly Advisory Group makes particular recommendations regarding
principles that should underpin the Assembly's budget setting process.

* the process should be as trangparent and consultative as possible

* the budget should be dlocated in accordance with the needs and priorities of
the Assambly

o the budget dlocations should normaly provide firm budgets for the
folowing financid year, and indicative budgets for the following two
financid years

* the budget should be related to objectives and targets

» the Assambly should take account of the previous years achievement when
Setting budgets

* there should be a proper and transparent process for making in-year changes
to the budget

The Assambly will normaly set the dlocation of the budget between expenditure
programmes on arolling three year basis and ensure that definitive annual alocations
will be natified a proper time in advance. Public bodies funded by the Assembly, and
other interests, will be able to make representations on the forthcoming budget round
through the appropriate subject committe(s).

The Assembly's relationship with Whitehdl and Westmingter cannot be prescribed by
Sanding Orders. With individud depatments, protocols are currently being



developed between Whitehdl and the Assambly to facUtate communication. Some of
the key dements of the rdlationship are

* the Secretary of State is required by the Government of Wales Act to consult
the Assambly on the Government's legidative programme and to atend and
participate in proceedings of the Assembly on at least one occason

» the First Secretary and the Assembly Cabinet will need to liaise with the
Seoretary of State for Waes and Whitehal more generdly on policy and
draft legidation relevant to Wales

 the Assambly will be aparticipant in the British - Irish Council

» aconduit for Assambly opinion to Westmingter could be through the Welsh
Affars Sdect Committee.

Relations between the Assembly and both the Government and Parliament will be of

great importance to the Assembly's operation. Wdsh interests will need to be
represented in Parliament's consderation of the primary legidation which sets the
framework for the Assembly's powers. Following devolution, the Prime Minister has
gppointed two ministers for Wales.

Europe will have a much higher profile in Wales than previoudy. Its bid for Objective
1 datus has aroused a great ded of interest throughout Wales of the workings of
European Structurd Funds. The Assembly's Standing Orders provide for:

¢ the establishment of a Standing European 1ssues Programme Committee

» aplenary sesson annudly to be set asde for a debate on the Assembly's
handling of maiters related to the European Union.

Further recommendations regarding the subject committees include each having a
specific European co-ordinator who will report monthly to the committee; delegating
the adminigration of the Structural Funds to one subject committee in accordance
with the First Secretary's dlocation of responshilities to Assembly secretaries and
having a representative on the Committee of the Regions. The Government has
repeatedly stressed that Assembly Secretaries could, with the agreement of the lead
UK Minigter, form part of UK deegations to the Council of Ministers.

Key questions which will need to be resolved in the early stages of the Assembly's
operation are how the Assambly will:

* influence the content of primary legidation

» ensure legidative capacity to develop its own policies

» maintain and develop access to Whitehall departments
o ensurethat Waesrecavesitsfar share of public funds

» ensurethat Waeshas avoicein Europe
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THE ASSEMBLY WORKING WITH THE UK GOVERNMENT

The previous Nuffidd publication, "Devolution and Hedlth" described the NHS
functions which will be reserved by Whitehall. The Civil Service Year Book says
"The Depatment of Hedth represents UK hedth policy interests in the European
Union and through relevant international organisations, including the World Hedth
Organisation, and supports UK-based hedthcare and pharmaceuticd industries." The
Seoretary of State for Hedth retains current powers on matters related to abortion,
human fertilisation and embryology; the control and safety of medicines and the
regulation of the main hedth professons. The chalenge for Waes is to ensure that
the arrangements previoudy described between Whitehdl and Cardiff are subject to
agreed protocols to ensure clarification of each other'srole.

It is important to remember that dthough the Assembly will make decisons for
Wades, in Wdes, it will do it in the context of the UK Government agenda, and the
UK Government's traditional role in making primary legidation. The Assembly has a
specified duty to inform Government of the effect of its policies in Wales, and has an
opportunity to influence policy development prior to legidation. This means that for
the firg time in Wales, there is a focusad opportunity for the Assembly to influence
primary legidation. Smilar opportunities exis to influence European policy
development through Commission and Council of Ministers.

Waes will kegp two Ministers working to Whitehdl; the Secretary of State and one
junior Minister who will have thejob of dtting on Bill committees and representing
the interests of Wales. It will be important for the Assembly to have regular didogue
with both these Minigters to look for legidative opportunities a both UK and the
Wadesleve. In addition, Welsh MPswill sit on select committees on specific issues.

To make the Cardiff - London relationship work effectively, there will need to be
effective protocols established between Whitehdl departments and the Assembly
executive to ensure that respongbilities are clear and that Wales bids for new
resources in government priority areas can be properly consdered. It is dso intended
that the First Secretary and his opposite numbers in Scotland and Northern Irdland
will dso meet regularly with the UK Prime Miniger in the new Joint Minigteria
Committee in order to co-ordinate policy. The participation of the Northern Ireland
First Minigter is dependent upon the D'Hont procedures being triggered in order to
form an inclusve Executive Committee (Cabinet) of the Northern Irdand Assembly.

JOINT WORKING WITH OTHER DEVOLVED ADMINISTRATIONS

Also contingent upon the successful implementation of the Good Friday 1998 Belfast
Agreement is the Strand 3 structure "The British - Irish Council” origindly referred
to as "The Council of the Ides'. This proposed dructure brings together
representation from each of the UK Government, the Irish Government, the Northern
Irish Assembly, the Scottish Parliament, the Welsh Assembly and the administrations
in the Ide of Man and the Channd Idands. Furthermore, this structure, if triggered,
a0 provides for bilateral or multilaterd arrangements between any of the participants
- for instance the Welsh Assembly and the Scottish Parliament. Herein lies a statutory
gructure for collaboration with other administrations within the United Kingdom and
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the Republic of Irdand. This is a potentidly important link for the Assembly,
dependent as it is however, upon success in the Northern Irdland peace process in
which progpects seem recently to have become less rosy. Notwithstanding the delay in
the implementation of the formd structure, we would strongly encourage informd
links between the devolved administrations.

RELATIONS WITH THE NATIONAL LOTTERY FUNDS

Until this year, there were five Lottery distributors, each spending a fifth of the pot -
Arts, Sports, Heritage, Millennium and the National Lottery Charities Board. The
Government has now developed a new lottery fund, the New Opportunities Fund
which will fund a range of hedth care initiatives, and mogs importantly Hedthy
Living Centres. This fund will in fact have a third of al Lottery proceeds to spend,
once the Millennium expenditure is over. It will be distributed from London, athough
there will be a Waes advisory committee and a Welsh member. This will provide
ubstantia  extra expenditure, particularly in the development of Hedthy Living
Centres.

MAKING THE MOST OF DEVOLUTION

Collaboration and partnership extending well beyond the NHS will be required to
tackle inequdlities in hedth and poorer hedth across Waes. At an dl Waes levd,
regiond and local leve inter-sectora co-ordination will be essentid to develop and
implement policy to improve hedth. The key recommendation to the new Assembly
members is to use this opportunity, and to ensure through its partnership mechanisms
with local government, the voluntary sector and business that there is a coherent co-
ordinated gpproach to the development of an effective agenda to improve the nation's
hedth in Waes. The Partnership Council, the forma mechanism for engagement
between loca government and the Assembly, will be an important new opportunity to
discuss issues relevant to both sectors and to focus upon joint strategic policy
development. The Partnership Council should be strongly encouraged to look at the
development of anationa heath improvement drategy for Wales.

Devolution will enhance the government's capacity to marsha and target its policies
and resources in a way, which reflects Wales' hedth needs. The Nationd Assembly
for Wdes will introduce for the first time democratic control of the management and
control of the NHS and its partner bodies, and control over the resources for hedth
and other public services, The NHS White Paper 'Putting Patients First' has outlined
how the Assembly will set centrd godss for the NHS which reflect the commitment to
improve the hedth of the population and provide care as locdly as possble. These
will be st within the three dtrategic themes -health gain focussed, people centred and
resource effective. The Assembly will monitor the hedth and well being of the Wdlsh
population and respond with policies to promote hedth and tackleill health.

At the Assambly level, robust collaboration must take place to give the opportunity to
al professond organisations and locad government to input to a Wesh hedth
drategy. The "Better Hedth, Better Wales' drategic framework proposes the
establishment of a Wdes Centre for Hedth and a network to advise the Hedth
Secretary and open up aproper debate on hedth in Wales.
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One overriding god of the Assembly will be to promote co-operation both within the
NHS family and localy between the NHS and its partner organisations, through the
new dautory duties of partnership. The Assembly will have an unprecedented
opportunity to build on the Better Health, Better Wal es strategic framework looking at
the public hedth implications of dl its policies usng a programme gpproach.

The Assambly has made an explicit commitment to tackling hedth inequdlities in
Wades and the development of a public hedlth action plan to achievethis.

In addition, some of the following ideas may be ussful to ddliberate:

there are real opportunities for a specific Welsh agenda through the creation
of the Assembly.

coterminogty between loca government, Loca Hedth Groups, Loca Hedth
Alliances and other drategic structures including locd compacts with the
voluntary sector represent particular opportunities for closer geographica
and organisationd structures.

the Assembly could introduce a cross-cutting committee on hedth and well-
being, working closdly with the Centre for Hedth and the Network to
monitor theimplementation of the Strategic Framework.

the Asseambly could use opportunities for secondary legidation to enhance
theagenda.

in the context of the broader am of socia inclusion, the Assembly could
ensure that its policies for tackling inequalities were based on a drong
information base,

public hedth is a key component of developing programmes under the
Objective 1 criteria This could be usad to ensure that public hedth is a key
priority for the Assembly.

the Assambly could ensure that it has the widest possible base for expert
advice, eg from externd advisers of nationd repute.

hedth care reform should take place as a coherent part of an overdl policy
for hedlth.

mgor policy, including operationa policy, should be evidence based - ad
transparent to the public. Any changes must be monitored and evaluated.

the Assambly must leed a debate on vaues, focusng on equitable
digtribution of resources and how to ensure access to hedth services for the
entire population, perhgps incorporating these agendas with issues of
sustainability and equa opportunities.
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CHAPTER 7

IMPROVING THE HEALTH OF THE PEOPLE THROUGH
LOCAL GOVERNMENT

THE FORMAL HEALTH ROLES OF LOCAL AUTHORITIES

Loca authorities have statutory functions directly related to hedth which are mosily
delivered through Environmental Hedlth and Socia Services departments.

The basic functions of Environmenta Hedlth Officers employed in local government
aresummarised by the U.K. National Environmental Health Action Plan as:

* improving human hedlth and protecting it from environmental hazards

* maintaining public hedlth, including the control of communicable diseases,
food poisoning and infestation

* initiating and implementing hedth education programmes to promote an
understanding of environmenta principles

Such responghilities demonstrate the importance of environmenta hedth to the role
of locd government in hedlth. However, whilst there is a clear subgtantia overlap
between public hedth medicine and environmental hedlth functions, organisationa
changes have broken the link between hedth and environment at its mog critical
point without leaving any forma requirement for partnership. Thisis an unacceptable
gtuation.

The principal interface between loca government and the NHS has centred on socidl
care and the development of community-based dternatives to ingitutiona care. The
relationship between locad authority socia services depatments and the NHS is
crucid to both in the delivery of their services and to the people they serve. A pattern
of care exists in which each has a share of responsbility and a complementary rolein
both the assessment and provison of services and their proper regulation. In some
places, professond carers are dready working jointly in multi-disciplinary teams
such as Community Mental Health Teams or being seconded to operate from basesin
other agencies e.g. hospital socid work.

As more vulnerable people reman a home in the community or in resdentia
settings, and with the public interest in children's services provision, there is a need
for ajoint gpproach to care in order to meet al the needs of the individud. The hedth
and socid sarvices inter-relaionship is one which is critical to public confidence in
public services and its effectiveness or otherwise can st the tone for other
relationships in the wider hnks between the authorities. The Government addressed
this in the Health Act 1999, which legidated for the pooling of NHS and locd
government resources.

Since April 1996, the 22 Wesh unitary authorities have been charged with the
planning, purchasing and delivery of the full range of loca government services,
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including respongbilities for environmenta hedth, trading standards, housing,
education, leisure and transport, aswell as socid services.

The previous Government's English Heal th of the Nati on document recognised that:

...any of the responsibilities on their own would make the
impact of local authorities significant. Taken together the
contributionisvital.

As dl-purpose organisations, loca authorities in Waes are able to st a range of
corporate agendas to tackle issues with an holigtic gpproach. They can integrate the
range of services they provide, and bring together different services to the furtherance
of common corporate goas. This opportunity, under-pinned by the concepts of "best
vaue" and the modernising locad government agenda, is resulting in loca authorities
re-assessing services, objectives and relationships. The "best value" requirements will
ensure that local authorities drive up standards on a year on year basis, reduce costs,
encourage partnerships between locd authorities, the private and voluntary sectors
and locd people, and improve locd accountability so that council services meet
defined need

Hedth and well-being is a mgor unrecognised and under acknowledged am of all
locd government services and provides direction to many services including housing
and leisure. The provison of good quality housing and surrounding environment can
be the building block on which community involvement in improving health can be
based. Measures such as exercise on prescription schemes can be a ussful way of
increasing physica exercise. The factors which impact on good hedlth require specific
Interventions in schools, workplaces and a aloca community leved, asit is here that
they impact on the every day life of individuds, families and communities.

The opportunity is there for a council working corporady and involving dl
departments and services to improve the hedth of its locd communities. By using its
influence and combining its role as a regulator/enforcer, service provider, engbler,
educator, developer, mgor employer, purchaser, community advocate and supporter
of the voluntary sector, local government can make a Sgnificant impact on a
community's health. One mgor opportunity is for the council to ensure that its
resdents have access to effective wdfare rights services, and run bendfit take-up
schemes, perhaps through the LHG or LHA. Wales has the highest leve of unclaimed
bendfit in Britain, SO positive action needs to be taken.

The Wdsh Locd Government Association, (WLGA) in partnership with Locd
Government Management Board (LGMB) Waes and the Hedth Promotion Authority
for Wdes (HPAW) undertook research, "Picturing a Healthy Wales' (1997) to
edtablish the then current leves of hedth promotion in Welsh local authorities. The
results illustrate the fact that there is much innovative hedth promotion work being
undertaken, and that collaboration at a srategic and informd level dready exists
between locd authorities and hedth authorities, trusts and the voluntary sector.
Severd hedth dliances are in place. However, akey finding of the research was that
the non statutory nature of the function puts initiatives regularly at risk during budget
planning - risks that do not just affect the authority's activity, but impact on other
patnership arrangements. The Government is introducing a datutory duty of
partnership between hedth authorities and locd authorities. This duty needs to be
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defined in reation to the public hedth agenda as wel as hedth and socid care
Services to ensure maximum co-operation.

Locd authorities have dways exercised a mgor role in improving their loca
communities by community leadership. The Government intends to place on them a
new datutory duty to promote the economic, socia and environmental wellbeing of
thelir areas and to promote community safety. Such duties will require and enable
local authorities to work in an integrated way across departmenta and organisationa
boundaries. A new power of community governance in relaion to tackling the
determinants of hedth was dgndled in the Better Hedth, Better Waes Strategic
Framework. Loca Hedth Alliances, led by local authorities and complementing the
role of Loca Hedth Groups will provide afocus for authorities enabling them to link
the locd health, community safety, regeneration and sustainability agendas.

Wades has specific advantages which should enable it to develop an effective
partnership agenda between loca government and other services. There are good
working arangements between the public hedth professons through the
Multidisciplinary Public Hedth Network (MPHN) and the Welsh Collaboration on
Hedth and Environment (WCHE). The unitary authority area is increasingly
becoming the geographica focus for public service ddivery; viz Loca Hedth Groups
and Crime and Disorder Reduction Strategies. The democratic legitimecy of loca
authorities and the Nationd Assembly, in regular didogue through the Partnership
Council, will assigt in developing members drategic commitment to tackling the
hedlth improvement agendain Wales.

A particular opportunity to develop joint work at the national and loca level has been
teken by the five Wdsh hedth authorities and the Wesh Locd Government
Associaion acting on behdf of its members. Earlier this year the organisations sgned
a Memorandum of Understanding, which lays down expectations about ddivery of
sarvices a the locd leve between individua loca authorities and individua hedth
authorities, and dso identifies those areas which are best dedt with by a pan-Waes
gpproach. Locd plans to support the Memorandum are currently being developed
acrossWales.

IMPROVING HEALTH THROUGH LOCAL AUTHORITIES

In October 1998, the Wedsh Locd Government Associaion (WLGA) published the
outcome of its hedth drategy group, "Working for a Hedthy Waes, the Locd
Government Role’. This lad out a strong case for locd government having an
increased involvement in the development of hedth policies, and argued for new
relationships between locd government and the hedth sector in Waes to achieve
these aims. This case has been accepted by Government in its developing thinking.

Modern locd government in Waes widds a sgnificant influence on hedth right
across the range of its functions. Environmental health, community safety, housing,
economic and community development, consumer protection, socia work, education,
transport, planning, sports, lelsure and recreationd facilities can dl contribute
subgtantidly to the creation of prosperous and safer communities in which good
physcd and mentd hedth can flourish. Locad government's experience in
community leadership and collaboration with locd groups, particularly voluntary
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organisations will be essentid in involving and empowering loca communities.
Underpinning the delivery of dl locd government services, including those which
impact on hedth, 'Best Value' will ensure qudity in gpproach.

Maximising locad government's potentia to improve hedth is fundamentd. There are
specific advantages in Waes to do this as dl loca authorities have unitary status, the
five hedth authorities are each co-terminous with a group of loca authorities, and
Locad Hedth Groups have been established on locd authority boundaries.

Locd authorities should adopt a pogitive definition of hedth, acknowledging hedth as
apogtive state of well being, rather than the mere absence of disease and recognising
the primary factors which impact on the hedth of locad communities. In so doing,
locd authorities can focus on improving those communities that are in greatest need
and where the levels of hedlth arewordt.

Recent audits have shown that loca government in Wales is dready undertaking
much useful collaborative work in areas such as sustainable development (LA Agenda
21) and hedth promotion and has set up innovative partnerships to address hedth.

Involving loca government fully will therefore bring added vaue as wdl as
democratic accountability to the public hedth agenda

Politicdly there is a need to develop clear reporting mechaniams to ensure that
members view hedth in a holistic way. This should not preclude the roles of
individua committees, but by centradising hedth issues, possbly under a centrd
policy committee or specific hedth sub-committee authorities can provide a
framework for decison making in relaion to hedlth issues which considers dl agpects
of the local hedth agenda. Such mechanisms will need to draw on the experience of
senior eected members and include a member of the cabinet.

Locd government in Waes has committed itsdf through the WLGA to the
development of corporate hedth strategies to make its commitment to the hedth and
well-being of its local population more explicit. Such strategies must identify and
acknowledge the action that each of its service areas undertakes and integrate hedth
Improvement into its corporate processes including those for sustainable devel opment,
community regenerdtion, area based housing renewal, anti-poverty and community

ey,
A COMMUNITY FOCUS

The focus for good hedth should be centred on local communities. Much of the worst
hedlth is seen in many of the poorest parts of Waes where socia, economic and
environmenta  deprivation combines to create communities which are physicaly
unattractive and do not help to foster hedthy living. It is a the local community level
that the complex persond, socio-economic and environmenta factors combine with
individuds, families and whole communities.

A key factor for success will be to engage loca communities, empowering them to
improve and sustain a hedthy community environment and lifestyle. There are many
Imaginative projects in Waes, which bring together hedth and locad government
professonas asssting loca communities with the development of their agenda
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The new local authority led community plans, which will embrace a satutory duty for
local government to promote the socio-economic and environmenta well-being of its
resdents, will be an essentid tool of loca regeneration. Locd authorities are required
to prepare an overarching drategy for promoting the well-being of their areas. The
community strategy will provide the backdrop to localy based bids for resources.

The Locd Government White Paper, "Locd Voices' gtates that government intends
to ensure that councils are at the centre of public services locally. The important role
of loca government services to influencing the loca determinants of hedth, their
potential influence in focusng combined local effort and the need to engage other
sectors in hedth improvement activity, leads us to conclude that for the Better Hedlth,
Better Wales Strategic Framework, public hedth improvement will need to be the
central focus of dl loca authority community plans.

NEW PUBLIC HEALTH AGENDA

The Government's acknowledgement of the complex determinants of hedth and the
effects of life cdrcumstances and lifestyle on hedth are important. Tackling such
Issuesisvita both in hedth terms and more broadly, in support of socid coheson and
community safety. Local government in Waes has welcomed the key role for local
authorities in the establishment of the new public hedth agenda outlined in "Better
Hedth, Better Wdes " particularly in reation to the development of Loca Hedth
Alliances.

Tackling the causes of ill hedth cearly involves a range of linked programmes
including measures on employment, crime, housing and education, as well as on
hedth itsdf, and local government, through its services and community leadership
role, hasavitd part to play.

Public hedlth policies require collective action to improve how people live tackling
those issues, which singleindividuas are not in apostion to control. Thiswill require
action to improve qudity of life, protect the environment, tackle socid exclusion,
improve housing, community safety and education standards, address poverty and
unemployment and provide good qudity loca hedth and socia care. This provides a
real opportunity for loca authorities. Within the new partnership arrangements, the
whole loca authority clearly has avita roleto play in both improving and promoting
health and tackling loca health determinants.

Authorities have the capacity to integrate hedth into many of ther existing priorities
and ek to direct resources to tackle the areas with the highest need and worst hedlth
experience. Key aress for interaction will include community safety, socid excluson
and, of vital importance, area-based regeneration amed at tackling deprivation. A
holistic gpproach to regeneration, which incorporates heath improvement, will enable
key socio-economic and environmenta improvements to be combined with longer-
term lifestyle and health benefits.

Working in partnership with the NHS, voluntary sector and others improved hedlth

care facilities and hedthy living centres can be incorporated into wider proposals for
arearbased improvement.
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The chalenge to centra and local government dike, isto place hedth at the centre of
Its agenda, assessing the impact on health of each of its services and policies and
then linking the broad agendas which impact on hedth and corporately seeking to
improve hedlth and well-being within local communities,

PROMOTING HEALTH

In addition to tackling issues surrounding the socio-economic and environmental
influences on those life circumstances that individuas done are unable to control eg
deprivation, locd authorities also have key roles to play in influencing hedthy
lifestyles. There are severd arenas where action can take place. Locd authorities have
the opportunity to help people gain access to health promoting resources where they
live, learn, work, spend leisuretime and seek assistance.

» the key setting where locd government can assst in providing a new
direction for hedth promotion is in the local communities themsdaves. In
seeking to foster community cohesion and reduce socid exclusion it will be
vitd for community based approaches to promoting hedlth across a broad
front to be put on a sustainable footing, with loca action underpinned by
policy and drategy a a higher level. The community goproach to hedth
demands that individuas and communities are active in expressng and
addressng their needs and requires providers to work together to assess and
help meet those needs.

» asamgor employer, locd authorities have duties to promote hedth within
their own workforce and as such by taking a podtive attitude to hedth
improvement can seek both to develop their own comprehensive healthy
wor kplace policies and influence loca businesses to follow their example. A
safe and hedthy working environment can have a real bearing on hedth
improvement on the workforce employees and the generd public who visit.

* by building hedlth into education policies, not only can authorities assst with
the ddivery of gppropriate hedth education but they can dso foster the
concept of healthy schools where through policies on smoking, egting,
physicd activity, drugs and dcohol a ‘healthy' school environment can start
to influence the lifestyle choices of young people. In working in partnership
with further education to maximise access to adult and community education
opportunities, authorities can also seek to build hedth improvement into its
policies, which seek to develop 'Education for Life.'

The potentid is there, but for it to be successful will require a change in the way in
which services including hedth promotion are planned, commissioned and dedlivered
a theloca and nationd leve. Loca authorities have expressed awish to have greater
involvement in the local commissoning of hedlth promotion and there is redl merit in
consdering the gting of locdity-based hedth promotion units within loca authorities
where access to the key arenas for hedth promotion eg., schools, would be
facilitated.



LOCAL HEALTH ALLIANCES

Desgnating the local authority as the lead agency to create Loca Hedth Alliances
crestes a real opportunity for loca government to work in partnership to achieve
improvements in the loca population's hedth; to reduce inequdities a locd leve
between communities, areas and groups and to lobby jointly for policies and resources
to improve loca hedth choices including grester equity in access to hedth services.
Inter-agency co-operation, planned activity and a localy co-ordinated gpproach are
features of the existing loca hedth dliancesin Wales.

The Wdsh Locd Government Association is working corporately with al Welsh
authorities to develop the "Better Hedlth, Better Waes " Strategic Framework. A
ganding conference including those members and officers with the lead role in
developing the Strategic Framework meets quarterly. The WLGA has srongly
encouraged the development of individua local government hedth dtrategies across
Wades and is now offering particular support to authorities establishing Locd Hedth
Alliances. The Assambly should am to work with the WLGA and loca government
to ensure that Local Hedlth Alliances are in place throughout Wales within a specified
timescale.

EFFECTIVE RELATIONSHIPS WITH SOCIAL SERVICES DEPTS

The recent report of the Chief Ingpector of Sociad Services in Wales, highlighted the
following concerns which will need to be taken up by the Assembly:

* budgets have not kept pace with inflation

the need to improve the Strategic planning framework

the need to improve quaifications for resdentia childcare Saff

the reduction in home care because of budget pressures

Inadequate inspection capacity within local authorities

The new Government White Pgper on Socid Servicesin Wales proposes,
* new arangements for regulating services and the workforce
* new arangements for promoting and regulating training

* dfective patterns of working with the reshaped hedth services in order to
promote and support normd patterns of hfe for vulnerable adults and
children

» asauring quaity and integration in services for children

* securing effective mechanisms to support the management and monitoring of
persond socid services as part of the genera reform of locd government

This re-emphasises the commitment of Government to creating policies focused on
children's hedth. The Government, through "Better Hedth, Better Wales' has
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regponded to the call from the WLGA and Children in Wdes for the development of a
children's drategy for Wdes. This will need to include key public hedth
recommendations, focusng on tackling socid excluson, joint working and
consultation. There are currently serious practical difficulties in loca authorities
meking sufficient investment in family support and preventive work. The Assembly
may wish to review current priorities to ensure that this deficit can be tackled.

COMMUNITY CARE

Reationships between hedth and socid services are greatly influenced by issues of
resourcing. The Government is understandably concerned to achieve its target of
reduced waiting lists, but this has overshadowed the need for pardld funding of
socid care.

There is no indication of further funding of community care and this will have far
reaching implications for the capacity for locd authorities to meet needs in the
community and dedl with the discharge of vulnerable patients from hospital.

The continuing care agenda remains an important policy interface. The importance of
improving rehabilitative services, developing cregtive gpproaches to minimising the
need for hospitd care and establishing a sound basis for monitoring performance
jointly in the areas of discharge planning will be crucid to the development of
effective and efficient services.

There has been a great ded of legidation and a number of influentid reports which
impact on the ddivery of community care: The Carers (Recognition and Services) Act
1995; the Community Care (Direct payments) Act 1996; the Disability Discrimination
Act 1995; Community Care charters, and guidance on continuing care agreements.
The Roya Commisson on Long Tem Care reported in March this year and a
Disability Rights Commission with a Welsh commissioner will be established shortly.

Community care plans need to be improved and linked effectivdly with other
processes in hedth and locd government now being planned. Care for older peopleis
running at approximately 50% of the budget of Socia Services Departments, athough
the redlity is that home care services are reducing, with a more intensive service to
fewer people.

Financid pressures on authorities, caused not least by an esimated cumulative £95
million shortfal following the introduction of the NHS and Community Care Adt,
(identified in research undertaken for the former Wddsh Office, Associdion of
Directors of Socid Services and the WLGA by the Nuffidd Ingtitute for Hedlth) has
led to increasingly tight criteria for assessment of need and subsequent provison of
sarvices, with different criteria being used in different authorities. Eligibility criteria,
have, of necessity, been ratcheted up to use budgets effectively with the result that the
magority of the budget is spent on high cost residentiad care. This will need to be
addressed by the Assambly, in the public hedth context of improved prevention
before such acute needs are expressed, with more opportunities for people to receive
the range of services to enable them to remain in their own homes.
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CHAPTER 8

IMPROVING THE HEALTH OF THE PEOPLE THROUGH
THE NATIONAL HEALTH SERVICE

ROLES AND RESPONSIBILITIES OF NHS ORGANISATIONS

HEALTH AUTHORITIES

In arecent joint hedlth authorities submission to the Assembly, The Future Role of
Health Authorities, the hedth authority of the future is seen as a leader and shaper,
drategicaly leading on both hedth and hedth care improvement, in order to
overcome the fragmentation of previous NHS reforms. In kegping with this, the hedth
authority will devolve responghility for managing primary care and commissioning
secondary careto LHGs, but will retain overdl strategic control and accountability.

The idea is to combine both the innovation of primary hedth care and the strategic
view of hedth authorities. Hedth authorities will still be responsible for tertiary
services commissioning though this might be top-diced by the Welsh Assembly to the
newly crested Specidist Services Commisson for Wales.

The roles and respongbilities of the new hedth authorities can be separated into
gatutory responsbilities, strategic planning, the clinical governance of LHGs, and the
provision of public hedth services.
Statutory responsibilities

* improving the hedlth of the population

» working in partnership with other organisations, including engaging loca
authorities in the new planning and public hedlth gpproach.

» for the qudity of hedlthcare services through clinical governance
Strategic planning - including the following elements:

» assessing hedth needs of the loca population

* drawing up the Hedlth Improvement Programme (HIP)

* deciding upon the range and location of hedth care services for the
authority's resdents (and recording these decisons in the HIP). Hedth
authorities will have reserve powers over NHS trusts for example on
consultant gppointments which would have to be consstent with the HIP.

Leading on assuring clinical effectiveness (Clinical Governance)

 partnership and mutud benfit rather than sanctions and threats
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» dthough given the responshility to see that this hgppens, the hedth
authorities roleis largdy facilitatory.

e odting locd targets to drive qudity and effidency and ensuring thelr
ddivery

Relating to LHGs
 supporting the development of LHGs
* dlocating resourcesto LHGs
* holding LHGs to account
Providing public health services
» communicable disease control
* disease cluster investigation
* mgor incident / chemica incident planning and management

Hedth authorities have been given the leadership on the improvement of the hedth of
the people in addition to the improvement of hedth care services. Hedth authorities
are expected to provide a holistic overview of policies and programmes from a hedth
gan and hedth inequdities perspective, and this would be expressed viathe HIP.

However, hedth authorities cannot ddiver this wider hedth improvement agenda
aone; they must do thisin partnership with others, particularly loca authorities.

Public hedlth is the lead-off point for hedlth authorities, and this is endhrined in their
new datutory duty to improve the hedth of their populations. The report of the
Director of Pubhc Hedth will be the starting point for the HIP.

Hedth authorities will also work with local authorities (LAS) and others to identify
locd action. Public hedth action will include communicable disease control, hedth
needs assessment, hedth inequalties, monitoring health outcomes and evauating the
hedth impact of loca plans and devel opments.

LOCAL HEALTH GROUPS (LHGS)
LHGs have the following formd roles and respongbilities,
* they have agatutory duty to promote the hedth of the population.
* they have agtatutory duty of partnership to work with other agencies.

» they have a datutory duty to improve the qudity of primary hedth care
services through clinica governance



* they mugt contribute to the Hedlth Improvement Programme (M P), reflecting
the perspective of the local community, and then act within this plan to
improve hedth and hedlth services,

 they should provide improved primary care for ther patients by developing
and managing primary hedth care:

> deveoping primary hedth care by joint working across practices,
sharing skills; providing a forum for professona development, audit and
peer review, asimportant components of clinical governance.

> integrating primary and community hedth services and work more
closaly with socia services on planning and delivery.

* they should commisson secondary hedlth care services from reevant trusts,
in line with the HIP, and monitor the performance of the trust againgt service
agreements.

* they should consult the local community - LHGs are required to represent
and to consult with the loca population.

» they may hold the budget for hospital, community hedth services, GP
prescribing, GP g&f, premises and computers. (The budget will be cash
limited & LHG leve, and net of any top dicing eg. risk management, hedth
authority level commissioned services).

The hedth improvement role of LHGs has subsequently been downplayed by Welsh
Office guidance. The former Wedsh Office was clearly nervous about combining
hedlth services and hedth improvement within the LHGs.

Smilarly, purchasng secondary hedth care may not be the main agenda of LHGs
partly because they are too smdl and partly because purchasing will be largey
replaced by planning.

In redity, LHGs may be more about the management of primary hedth care and die
integration of care - paticulaly primary hedth care, community services and
possibly socid care. The size of LHGs is appropriate for this.

NHS TRUSTS

NHS trusts will remain corporate organisations providing hedth care. However, in
future they will have a satutory duty to work in locd partnership with the hedth
authority (who will have new reserve powers over them - including the establishment
of new conaultant posts) and with LHGs. They must adso contribute to, and provide
sarvices in line with, the Hedth Improvement Programme, which the business plans
of the NHS trusts mugt follow. Clinical daff must be involved in designing the Long
Term Service Agreements (LTAS) and in the production of the Hedth Improvement
Programme (HIP), through the mechanisms to achieve this are not stated or prescribed
in the White Paper. For NHS trusts, there is a mgor new accent on clinica
governance involving a stautory duty for the clinica qudity of the services they
provide.



NHS PROCESSES

HEALTH IMPROVEMENT PROGRAMMES (HIPs)
HOW DOES THE HIP FIT IN?

As the embodiment of their more strategic role, the drawing up of the HIP will be led
and co-ordinated by the hedth authorities working in partnership with LHGs, local
authorities and NHS trusts. The role of the hedlth authority, acting through the HIP,
will be to integrate the inter-related system of the LHG / NHS trust / hedlth authority /
locd authority in order to improve the hedth of the people and their hedth care
sarvices. Thiswill require familiarity with dietotal system - including other agencies,
and the larger picture of population hedth improvement, rather than just hedth care
sarvices. The HIP must therefore be developed in collaboration with dl these bodies
and other interests.

The HIP will record the decisons which have been reached regarding the hedth
policies to be adopted to achieve improvement in peopl€e's hedth, and the range and
location of hedth care services to be provided for the Hedth Authority's resdent
population. Through its action plan, the HIP will aso programme al the changes to
services and policies which need to take place and the timetable for implementation.

Hedlth authorities and their partner organisations produced interim framework Hedlth
Improvement Programmes by the end of March 1999. The firs definitive HIPs are to
be produced by the end of March 2000.

MAKING THE HIP ABOUT HEALTH IMPROVEMENT

We have dready established in Wales, in common with countries a dl levels of
development, that the mgor influences upon the hedth of the population he outside
the hedlth care systlem. Hence, planning for health improvement needs to involve al
sectors, loca government and communities, in addition to the NHS.

A digtinction therefore clearly needs to be made between planning for hedth in its
broadest sense and planning hedth services. They are separate though partialy
overlapping activities. Both are needed and the Hedth Improvement Programme is
intended to cover both.

Because they are not synonymous, there is potentid for tenson between hedth
sarvices planning and planning for wider population hedth improvement. The
definitive HIP Guidance from the former Wesh Office noticeably reduces the
emphass upon the wider hedth improvement role of the HIP, compared to the find
draft guidance which was particularly strong on this point.

SOME CONCLUSIONS ON MOVING THE HIP FORWARD

HIPs should fully cover the wider hedlth improvement agenda in addition to the
improvement of hedth care sarvices and the HIP should be about changing the
context from health services to hedlth.
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Therefore the overdl gods of the HIP should be reduction of hedlth inequdities and
achieving (average) population hedth gain, though the HIP should adso am to build
seamless sarvices (between agencies) for patients - but planned from a population
health improvement perspective.

If the hedlth of the people is to be improved then the HIP must be basad upon a fulll
understanding of the determinants of hedlth. Because the man levers upon the
determinants of hedth lie outsde the NHS; the HIP must be deveoped in full
partnership with loca government.

LONG TERM AGREEMENTS (LTAS)

Long term agreements lasting three years are replacing the annud round of contracts
between NHS purchasers and providers. At first sight this gppears a cosmetic change;
in practice, it represents a dismantling of the interna market.

The link between contracts and (population) hedth improvement was never
effectively made because contracts only redly dealt with cost and quantity.

The total sze of the market was fixed by the total exchequer funding available to the
NHS. Providers were not free to close "unprofitable services' and market exit was not
permitted as NHS trusts were not dlowed to fall or hospitals to close, partly because
there would often be no dternative loca service. Hedth Authorities were therefore
required to manage the market strategically, particularly to ensure that any distortions
caused by GP fundholders (the only part of die system dlowed to act fredy) were not
dlowed to destabilise trusts financia viability. For this reason hedlth authorities were
not free to move contracts to other providers - which, in any case, did not exist for
many sarvices throughout much of the country.

The market, therefore, exised in name only. Hence the contracting process and the
internal market was largdy a bureaucratic exercise, which itsef consumed
consderable resources, with little tangible benefit to show for it. Some increased
efficdency may have resulted, but there were incentives encouraging re-categorisation
and re-counting of exigting activity in different ways which means that a definitive
judgement is hard to reach.

The NHS has higtoricdly rationed services by waiting lists, and by the gatekeeper
function of generd practice. The empowerment of primary care was in many ways
welcome, but the changed power relationships with secondary care as a result of
fundholding opened the gate, gradudly increasing referrds and waiting lists.
However, because waiting lists are publicly available statistics and because of the rise
of consumerism, waiting list reduction itsalf became a mgor political imperative. The
mgor dterndive rationing mechanism of explicit rationing through contracts was
politically difficult given its extreme trangparency and difficulties in making this
needs-based, meant that the only way to deliver waiting list reduction was to
gradudly increase total funding to the NHS. Thus, the internd market, desgned to
congrain cogts, tended to have the opposite effect.

The current government has decided therefore to return to planning rather than the

internd market and to replace contracts with Long Term Agreements. These three
year concordats between hedlth authorities and NHS trusts Smply commit the latter to
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provide services of particular types to patients with greater emphags upon quality
rather than quantity, and in return for a guaranteed financid dlocation each year.

Sarvice deve opments will be planned through the HIP - and if they are not in the HIP
they are not happening - and the necessary finances and resulting service change will
be agreed viathe LTA.

The HIP and LTA processes spread responsibility for rationing (once again implicit
rather than explicit) and maximisng population hedth improvement from the
resources avalable back across the NHS, rather than vesting this with Hedth
Authorities done. Responghility for qudity is dso shared across the NHS
organisations through clinical governance.

CLINICAL GOVERNANCE
NATURE AND ELEMENTS

Clinical governance is the framework organisations work within to improve and
assure the quality of services. It is both a systems and a systemdtic gpproach which
brings together al current qudity activities, and it must dso be integrated with the
Hedth improvement Programme (HIP).

In smple terms clinica governance can be regarded as a system that ensures that we
are

Doingtheright thingsright, at theright timeand by theright
people,.... and demonstrating that we aredoing themright.

Clinicd policy can be regarded as an organisationd tatement of what the "right
things' are. In the minority of instances, where explicit (clinical) policies have been
st and adopted, clinica governance could function as a monitoring system that
demongtrates the extent to which the policy was followed. However the overdl scope
of clinica governanceis much wider and can be said to include three e ements.

* continuous clinica qudity improvement

 clinica risk management

 assuring minimum qudity standards and managing poor performance.
ROLES AND RESPONSIBILITIES

A datutory duty for clinica governance has been placed upon the Chief Executives of
Hedth Authorities and NHS trusts and upon the Generd Manager of Locd Hedth
Groups. Each organisation aso has to identify a "lead clinician” to carry delegated
respongbility, to edablish clear lines of accountability, to set up reporting
mechanisms usudly through a board leve clinical governance sub-committee,

The roles and responsihilities of clinical directors, medica directors and the director
of public hedth are to bridge the ggp between individud clinician and corporate
levels, striking the necessary baance to achieve functioning hedthcare systems which
deliver high quality care.



GETTING THE CULTURE RIGHT

Clinica governance is the means to an end (of quality hedthcare and thereby hedlth
improvement) not the end in itsdf. We mugt guard againgt the practice of clinica
governance defeeting the am. A possible paralld would be the adoption of the NHS
internd market with the am of controlling finances, with precisely the opposte
outcome. It is important that culture of Clinical Governance is not dominated by the
negative aspects of either the detection and management of poor clinical performance
or risk management and quaity assurance, with little emphasis being given to the
more pogitive aspects of continuous clinical quality improvement. A learning culture
Is fundamentd, and is not going to be easy to achieve, partly because much of the
prevalling atmosphereis one of blame, the so cdled "name and shame" gpproach.

MINIMUM REQUIREMENTS AND NEXT STEPS

The White Pgper and ensuing guidance lay down four minimum requirements of
clinical governance (across the hedlth care system):

* the establishment of clear lines of accountability for the overdl qudity of
clinicd care.

» acomprehensive programme of quaity improvement activities
* clear policies amed at managing risk

* procedures for dl professona groups to identify and remedy poor
performance

For each NHS organisation, the following four key steps are expected to be carried
out in year one;

» egtablish leadership, accountability and working arrangements.
e cary out a basdine assessment on capacity and capability - where are the
deficiencies in the clinical governance processes and the clinical services

themsdlves - in the hedlth authority's case, the services it commissions - as
well asprovide.

» formulate and agree a development plan.

» daify reporting arrangements for clinica governance within boards and
Annua Reports - including reporting arrangements of complaints.

MAXIMISING THE HEALTH BENEFITS OF THE WELSH NHS

INTRODUCTION

The NHS in Waes exhibits a number of distinguishing features which separate it
from that in England: its poorer population hedth status, with some of the most
deprived communitiesin the UK. Yet the funding of the NHS in Walesis 12% grester
per capita than for England. Using a 'normative’ approach it has a larger number of
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hospital beds in too many and ingppropriatdy sted DGHs. We have dready referred
to the difficulty of providing primary care in parts of South Wales.

One may reasonably ask if the stream of papers emanating from the former Welsh
Office will adequately address the needs for hedth and socid care of the Welsh
population. It is far too easy for the recommendations included in these documents to
be treated with a consderable degree of cynicism by those in the front line, who fed
amog battle-fatigued by what appears to have been one long series of reorganisations
gnce 1974. And we have to express some sympathy and understanding for this
weariness when some of the root causes of the difficulties faced by a service which
has universal digibility and free a the time of use, are not addressed. We, therefore,
question how far the guidance in its various forms will address the 'problems’ of the
NHS. Therising demand and need for hedthcare, a greater push for trangparency and
decison-making, particularly in the public sector, and exhortation to improve the
qudity of public services seems, to us, to be increasingly unsustainable without some
additiona and fundamenta changes a dl leves of the NHS.

We have assumed that the NHS will continue to include, as an integrd and mgor
feature of the service, primary care where genera practitioners will determine, in
most ingtances, access to specidist secondary sector care. Also, that access to
hedthcareis free a& the time of use and paid for out of generd taxation.

At amore detalled levd, there are various drivers for change:

* an expanson in the body of scientific knowledge, a a human leve this has
been a powerful factor in producing sub-(or super-) specidisation so that
there are doctors, within the same specidity, with different areas of interest
and expertise. This pattern is now being extended to dentistry, nurses and for
those belonging to the professons dlied to medicine (PAMS)

* an increeangly innovative professon and medical/hedthcare industry
leading to new technologies and, at the sametime, creating new needs

* rising public expectations in respect of hedthcare

* anrise in the number of ederly with a consequent increase in the need for
hedthcare and a correspondingly smaller proportion of the population to
generate the tax revenues to pay for the NHS

* theintroduction of clinica governance in aformd and systematic way

 that it is referrds from primary care - both emergency and eective - that
drive the secondary sector. There is a primary component to al hospital
sarvices, gnce this is where patients usudly start ther journey and most
return toit.

In addition, there are other factors that need to be taken into consderation:

* that the needs and priorities of d&ff change over ther working lives, for
example, a the risk of being anecdotal, surgeons in their fifties and sixties -
it issad - cannot operate with the same degree of resilience or cgpacity that
they could in ther thirties or forties, if this is true, then there is a need to
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address this issue and encourage more senior doctors to take on other roles
that need to be carried out and, a the same time, dlowing their accumulated
experience and wisdom to be recognised and used.

o there is a generd presumption that services will be ddivered "localy"
dthough the issue of sub-specidisation, or access to technology, which is
expendve in capital terms, may limit the extent to which this aspiretion is
achievable. Moreover, wha evidence there is suggests that patients (and
families) are prepared to travel some distance for one-off procedures (such as
operations) or courses of trestment, when they consder the underlying
problem is sufficiently important

o that in pursuit of an effective and efficent organisational Structure for
delivery of quality hedthcare, it is necessary to put in place work structures
and processes that dlow job satidfaction for daff to be an integrd feature of
their design.

EDUCATING THE DEMAND AND SETTING LIMITS

We goproach the difficulties facing the NHS in Wdes with the wish to continue
supporting, as far as possble, the founding principles of the NHS described above.
What has been shed is the belief that dl interventions, from cradle to grave, that could
be offered as part of hedthcare, are available "on the NHS'. The NHS is, in effet,
one very large insurance scheme but most private insurance schemes et limits on the
benefits provided. Since the NHS is charged with living within its budget, then surely
it would not beillogica for the NHS to set some limits, too. Just because one has paid
contributions from income tax as a citizen does not meen that one is entitled to
benefits without limits. We would quickly add that the coverage provided by the NHS
should berelatively generousi.e. it should have ardatively high ceiling. Setting some
explicit limits would make clear that everything is not available and would introduce
a sense of redity for everyone and avoid the necessity by civil servants and those in
the NHS to congtantly square the circle. Otherwise, difficulties continue for everyone,
The cost of P-interferon might be just affordable given the (rdatively) low prevalence
of multiple sclerosis, but the impending licensing of anti-TNF drugs for rheumatoid
arthritis, with ayear's treetment projected to cost £7,250, is another story again.

MANAGING THE SUPPLY - MANAGEMENT CULTURE AND STYLE

We have dready recognised that providing hedlthcare is very different from the time
when the NHS was set up and, if anything, the rate of change is Ukdy to increase. The
sarvices provided by the public sector have, perhaps understandably, had a srong
pervading theme of accountability and the need for probity in the way decisons are
arived a. Clearly, these are important checks on a bureaucracy spending public
monies, but it leads to time-scales for decisons that are dmog geologica and an
organisationa structure that is hierarchica in nature with a strong command and
control gpproach. Furthermore, when the decisons made have been arrived a with
probity, one can question the wisdom and the content of some of those centrally-made
decisons. Ye, a the same time, there are expectations for the public sector to be
more efficient, innovative and responsive which may require an dement of risk
taking. We are clearly in a Stuation of trade-offs. As with other dimensions of quality,
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we need to ask how much accountability do we want? How much innovation? Or how
much efficency?

We recognise the tenson between the centre and more loca organisations, but
suggest that an organisation based on a traditional authoritarian and hierarchical
gpproach may inadvertently contribute to its own fallure. In fact, we said that in large
complex organisations the notion of the centre being in control, in any detailed way is
largely illusory™.

The generd pattern should be one of sufficient concordance between control and
respongbility. Much of the frudtration and discontent a the moment amongst those
ddivering care is the feding of being responsible without a corresponding degree of
control®™. Equally, there is a sense that we have lost sight of the core business -
hedthcare - as financid control has become paramount.

The introduction of clinical governance has firmly and squardly put the responsibility
upon al clinical professons for improving the quality of care they provide. But thisis
an active process, requiring the culture of the NHS to become that of a 'learning
organisation’. Learning takes place best when individuds take respongbility for the
process themsdves. It cannot be mandated - it requires a persond change upon the
part of the individua that he/she wishes to improve their performance. So, we would
encourage a devolvement in decison making and the corresponding resources to
make those decisons happen, to alower levd than is currently the case.

This would encourage a greater degree of (acceptable) risk taking as a way of
ensuring a better use of finite resources and also, at the same time, ensuring that the
organisation, as awhole, remains adaptive and flexible and in a Darwinian sensg, fit'.

EMPOWERING AND DEVELOPING PRIMARY CARE THROUGH LHGs

DELIVERING A LARGE AGENDA FROM AN UNCERTAIN FOUNDATION

The aspirations for Locd Hedth Groups (LHGs) are far reaching and ambitious
particularly in the context of the current state of services. They will require
widespread changes within primary care and socid servicesto redise these ambitions.
We, therefore, must be redigtic in the pace of change.

GPs are fird and foremogt practitioners and not dtrategic players. Ther skills in
personnd and financid management vary widely. In particular, GPs have not been

1 Peter Senge, in hisbook The Fifth Discipline, suggests the way the centre ensuresthat more ditant
or satellite parts of the organisation function with an acceptable level of uniformity of service or
production is by having and communicating a very clear philosophy and set of vaues about the
business and its functions.

> The book Maverick! isan intoxicating account of whet can be achieved by empowering the
workforce in amanufacturing company. And if those who find it difficult to let go and see such idess
as tantamount to the lunatics taking over the asylum, then the reassurance is that once people are made
'stakeholders in the organisation, it isin their interest to condder itslonger term well-being. Also,
emerging idess about how professonas and other knowledge workers might be managed do not
include the traditiona notions of control, co-ordination and direction, usualy associaied with the term
‘management’. More appropriate themes include the sharing of information (knowledge) and

deve oping a sense of common purpose through inspiration.
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usad to working collaboratively between practices. The independent contractor status
of GPs raises fundamentd questions of accountability and brings to a head the issue
of sdaried GPs.

To be effective, Loca Hedlth Groups need to build on a solid foundation of good joint
working between hedlth and socid services a locd leve. In practice this is variable
and has moved little over the years. There is consderable scope for reviewing joint
as=ssment and access to services and in digning devolved management arrangements
with the Loca Authority to help focus planning and service delivery more closely on
natural communities. In the absence of additional funding to assist in the development
of more collaborative arrangements, progress in these areas will inevitably be dow.

Neverthdess, LHGs have consderable potentiad for both population hedth
improvement and better hedthcare ddivery because of their geogrephic co-
terminogity, cross-sector base, and perhaps most importantly because of their scae of
activity.

STRENGTHENING THE RESOURCE AND CAPACITY WITHIN LHGs
Local Authority participation in the developing LHGs

The authors endorse the decison that Loca Hedlth Groups should be coterminous
with local authority boundaries, reflecting the principle that loca government and
health services should be commissoned at the same local community level.

However, if LHGs are to fulfil their objectives, it will be essentid that they develop
an important role in hedlth improvement as well as the ddivery of loca hedth care
sarvices. This will require both the LHG and its Board to have appropriate corporate
representation from each locd authority and from NHS public hedth professonds.
We therefore acknowledge the roles identified for Socid Services and Environmenta
Hedth Officars in the White and Green Papers. The role of these locd government
professonds is recognised to be key in taking forward loca hedth care and hedth
improvement policies. In addition, a clear role should be established for each loca
authority Chief Executive to ensure that hedth authorities engage corporately with
loca government.

It will be important for the loca authority, as lead organisation on Loca Hedth
Alliances to liaise closely with the hedlth authority through its members on the Local
Hedth Group. Idedly, there should be cross representation and Alliances should
provide assstance to the LHG in drawing up the component parts of the HIP.

To ensure that LHGs are made accountable to the local communities in which they
operate it is essentid that the benefit of local government accountability is secured
through the participation of local eected members.

LHGs and NHS Public Health Professionals

In dl the guidance offered on LHGs, public hedlth disciplines have hardly received a
mention. The guidance could be seen as permissve or enabling, but given the
population (that is, the LHG population) gpproach to the planning, delivery and
evauation of hedthcare, it is perhaps surprisng that more explicit mention of the
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discipline, a characteristic of which is to include a population gpproach, has not been
made.

We would like to argue that as LHGs develop, public hedth practitioners should be
consdered for a centra role within them™. Firgtly, public hedlth brings a population
perspective to the thinking and decisions of the LHG. Secondly, public health would
hopefully be seen as disnterested and impartid in its contribution to decison making
with respect to individua practices within the LHG. Particularly by having a public
hedth physcian a the heat of the LHG, certain functions would dso be
grengthened, namdy the assessment of the need for hedthcare within a srategic
context, and the public hedth link within the developing standards of care/ clinical
effectiveness/ clinica governance arena. These are the sarting points for a srategy
for primary care development and for the commissioning of secondary care.

Clearly, there are other public hedth roles, probably best carried out a (present)
hedth authority level, and there would need to be a discusson as to how those
responghilities, often of a datutory nature, best carried out a the haf million
population levd or so, can be combined with the new roles a the leve of the LHG.

TAKING LHGs FORWARD TO ACHIEVE THEIR POTENTIAL

As the White Paper says, the present government wishes to build on the strengths of
fundholding and other initiatives, over the last few years, involving the grester
involvement of primary care, which have been largdy to do with the purchasing of
elective care provided by the secondary sector. For the earlier initiatives, involvement
was voluntary, involving saf-sedected practices. In contrast, al practices will, de
facto, be part of a LHG and, to have any chance of carrying out the functions set for
the LHGs, will require that al practices are involved. Moreover, a token response is
not sufficient; it redly is a case of capturing the hearts and minds of doctors, and
other hedthcare professonds, who might reasonably be a little wary of yet another
re-organisation. Any new proposals are likely to be greeted with a certain amount of
cynicism.

Equally, it requires the ‘letting go' of a certain amount of control from the centre,
something that is difficult enough for senior managers in the private sector and
perhaps, particularly so in the public sector where accountability for public moniesis
a dominant factor or theme in decison making. Clearly, we are not suggesting that
anyone should beirresponsible with public monies, but that the caution, that thisissue
of accountability induces, may well inhibit innovation and experimentation. The
corollary of creating LHGs is tha the 'centre’ needs to redefine its role and be
prepared to live with diversity, resulting from the autonomy granted to LHGs.

The White Pgper imphcitly and explicitly acknowledges the importance of
"localness' in assessing the needs of a population served and the ability to respond to

16 We are aware that not all public health professionals would wish to beinvolved in "ahands on" way
with an LHGs, and indeed the Faculty of Public Health Medicine has, in the past we fedl, been
somewhat ambivalent about the place of "management” within the role of public health medicine.
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those needs, and multi-agency / multidisciplinary input able to provide the different
viewsin order to deal with the divergent problems which will be encountered™.

If we wish to improve the way hedth care is provided and take on board various
themes, like public participation in identifying and prioritisng needs for hedthcare,
then the scale of activity is crucia. The scae of activity of LHGs will dlow the type
of management styles and behaviour to collect the relevant data about loca needs and
priorities and influence the providers of primary and community hedlth care. LHGs
are large enough to have impact and yet smal enough to build the relationships and
trust (co-operation) crucia to making it work.

The concern with qudity of care is a particular theme for White Peper. There is
amog certainly likely to be variation between generd practices within an LHG. But
we would suggest that the most effective route to improving care - by al professonas
- isthrough the processes of reflection and learning. And so, an LHG needs to become
what the business world would describe as a "learning organisation.” The cregtion of
(rdlatively) smal units of organisation with a sufficient degree of autonomy could,
indeed, dlow thisto happen.

The NHS is a caslimited service, and the redity of this is an everyday experience
for commissioners and providers of hedthcare. In large organisations, it is only too
easy to blame some more distant part of the organisation for any failures - the fallures
to ddiver or the fallure to keep within the budget. By creating smal units with their
own budgetary control, we believe there is a better chance of recognising the tensons
resulting from pursuing the course of action which is, from the point of view of an
individual practitioner or practice, sensble and appropriate, but if dl parties behaved
in that way that would spell disaster - financid or otherwise™ It dlearly requires the
acceptance of a "common good" and what that might represent for a particular LHG.
In turn, that agreement is only Ukdy to follow if there is a reasonable degree of
consensus about vision, philosophy and values underpinning the LHG.

The development of LHG's in the medium term into primary care trusts may appear
to carry with it the seeds of the potentid transfer of ggnificant socid service functions
into these new trusts. If this is the underlying logic then it is essentid for some of the
implications to be addressed through didogue at an early stage.

Y E F Schumacher (of "Smadl is Beawtiful" fame) in his "Guide for the Perplexed” argued that there
were fundamentaly two types of problem - convergent and divergent. Convergent problems have a
solution; in contradt, divergent problems have no "right” or sngle answer. We would suggest that the
complexities of bath health, and hedlth care often resulting in trade - offs, means that many of the
issues and decisons met by a LHG will be of adivergent kind.

18 This phenomenon has been described as the tragedy of the commons. The phrase is derived from the
metgphor where a number of individuas have grazing rights on common land. It isin the interest of
each person to put as many of hisanimasto graze on the common land. If everybody behaved in this
way, then the commons are unable to sugtain that number of animds, the land may well suffer
permanent damage and lead to sub-optima hedth of the animas. For the origind reference see Garrett
Hardin "The Tragedy of the Commons." (Science 1963 ; 168:1243 - 48) and for the same theme
trandated to amedicd setting, see Howard Hiatt "Protecting the Medicd Commons whois
responsible? (New England Journd of Medicine 1975; 293:235-41)
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SECONDARY CARE FROM MANAGED CLINICAL NETWORKS
A PROPOSAL TO INTRODUCE MANAGED CLINICAL NETWORKS

We would encourage that thought be given as to how we might reconfigure hospital
sarvices. Some medica and surgica specidities require larger catchment populations
than others to judtify the critical mass of d&ff and facilities necessary for providing
the service. This has traditionally been addressed by locating such services in regiona
centres or by a 'hub and spoke' arrangement where the hub is the regiona centre and
the spokes connect the centre to (usudly severd) DGHs.

The managed clinical network, a term we associate with the recent Scottish Office
review of acute services, is different in severd important respects from the hub and
spoke goproach. The hub is clearly at the centre and dl that that implies, including
centralisation. The spokes lead to locd DGHs and in the language of the modd,
might be described as the periphery or even peripheral. The network isamuch looser,
fluid concept. It aso recognises implicitly that most hospital care is delivered in non-
teaching DGHs and, moreover, often provides the entry point to specidist care. All
consultants are part of the network. Most consultants have a responghility for
"generd" care within their specidity, but would also be encouraged to develop a sub-
specidity interest. Thus, by enlarging the population base for the service, a critica
meass of consultants can be judtified for that specidity to dlow sub-specidisation to
occur and, a the same time, be able to offer a service that could be regarded as being
comprehensive.

The eponymous Caman-Hine report on cancer services, as published, described what
was, in efect, a hub and spoke approach with cancer centre and cancer unit (DGH).
However, it seems to us that as trandated into practice, the service for cancer is
moving towards a managed clinical network, where services are not determined by
particular buildings, but hospitals are used as bases for ddivering care (viz. Veindre
consultants holding joint clinics with the DGH consultants in the cancer unit and
gpecidist nurses providing chemothergpy localy). The knack is to identify the
goppropriate paths that patients should follow for diagnoss and treatment within the
network.

A recent Royd College of Surgeons of England report suggested a mgor
reorganisation of emergency surgica services where the goproach would require a
population base of 500,000. Many smdler DGHs in Waes do not serve a population
of this size. As part of the network though, smaler DGHs need not automaticaly
close, but services could be reconfigured across a network of hospitals. It could aso
offer an improved base for training.

It also provides a dructure for research activities eg randomised controlled trids
where patients are entered into such trids (subject to the usud safeguards), who
previoudy might not have been included, and a the same time, extending the
generdisability of any findings. Such arrangements recognise the contribution of dl
daff (teaching and non-teaching) in providing care; it is a genuindy inclusve
gopproach. It clearly supports the functions of clinica governance by improving the
chances of shared learning and a greater degree of uninformity of standards of care. A
possible list of functions for the managed clinical network is reproduced in the box.
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Devolved Responsibilities of a Managed Clinical Network
Functions of amanaged network could include:
» specidity-specific population needs assessment
» dzing the service to meet need and reconciling this with population access
* defining service sandards
* undertaking workforce planning (especidly successon planning)
» defining capitd investment requirements
* proposing capital investment priorities
* scuring capital investment
* scuring revenue funding flows
* reconciling service support with research and training priorities
» clinicd audit and qudity assurance
» continuing professiond development

* managing the interface with primary care
Based on Acute Services Review Report. Scottish Office 1998.

Mr Dobson has described the NHS as a huge supertanker. He was, of course not the
fird to use this metgphor, at least implicitly, to describe the difficulties in changing
direction in the NHS, and particularly if changeis required quickly. By embracing al
healthcare including the 'hotel’ activities associated with running large hospitals, it is
virtualy impossible to make a decison without it having some adverse consegquences,
for some other department, if not downstream, then in some more distant part of the
organisation. In fact, these consequences secure an organisational gridlock or
paraysis. We would suggest the concept of a managed clinical network be extended
in two ways that are not addressed in the Scottish report.

Firgtly, we envisage the present hospital trusts being split into two in order to separate
their clinica and hotel functions. This would dlow a clinica directorate or managed
clinicd network to concentrate on what is its core service function - to provide
hedlthcare. Indeed, the concept of atrust in respect of its clinical functions becomes a
"virtud" trust, made up of a number of managed clinica networks. There is an
important co-ordinating role for the trust in ensuring that the mix of services provided
in any given hospita is coherent, so that specidities which do have laterd links to
each other in respect of their clinical activities, are co-ordinated in time and place.
Each managed clinical network will have its own business manager who, on behdf of
the network, would negotiate contracts or service level agreements with hospitals for
beds, use of operating theatres and day and out patient suites and the usud ancillary
functions of catering, cleaning and other domestic services. Just as there is a clinical

77



network, the 'hotel' activities could be linked across existing hospitals mirroring the
locations of clinica activity.

Secondly, we suggest that individud managed clinica networks should have their
own budgets to discharge ther roles and functions. We see the clinical network
formulating strategic and operationa plans for its chnical services in the context of
the needs of the catchment population that the network serves. Indeed, public hedth
could be part of the network, contributing to the estimation of the size and nature of
the nead for services. Also, the introduction of clinical governance, the initiative of
clinica effectiveness, guidelines produced by august bodies, and utterances of the
GMC have made it increasingly difficult for doctors to ignore how their clinica
behaviour is perceived by others. In respect of the financid implication of doctors
clinical decisons there is much more awareness of the financid redities of working
in a cashlimited system. Almost a generation ago, the pioneering work of Wickings
included an experiment of giving doctors budgets, and dlowing them, with the
support of an adminigirator, to reconcile the needs of patients under ther care, the
clinicd management of those patients and the budget. Moreover, the experiment
included a pardld control group, and quad-random alocation to experimental or
control group, dthough 'blinding' was clearly difficult. Furthermore, the outcomes -
effectively process measures in the main - moved in a favourable direction in the
experimental group. The study included incentives for those taking part to use any
'savings made for clinical equipment, personnd or other clinica activities that would
have been foregone previoudly.

We see our suggestions as building on and extending developments that are aready
taking place in the NHS in different parts of the UK. Attention is directed at the core
activity ingead of the financia bottom line, so that potentia synergy between clinical
daff is rdeased and dlowed to flourish through appropriate structures, with
devolvement of decison-making and budgets. Clearly, mechanisms of accountability
will still be necessary. Once the population perspective is incorporated into a chnical
framework - both at a srategic or service leve - then the 'management’ issues force
themsalves to be addressed.

The NHS in Wdes is currently overdrawn to the tune of £70 - 80million. Without
goportioning any blame, one could say that the present sysem has not coped
particularly well. Our proposals attempt to address the difficulties at severd levesin
the organisation. Individualy, our proposas, we beieve, make sense. We would
welcome the cregtion of pilot studies, involving various specidities in different parts
of Wales, as away of testing these proposdls. If they worked then we might have an
effective hedth care organisation that was lean and fit, and was 4ill true in large
measure to the founding principles of the NHS.
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CHAPTER 9

IMPROVING THE HEALTH OF THE PEOPLE THROUGH
THE PUBLIC HEALTH FUNCTION AND
INTERSECTORAL COLLABORATION

THROUGH THE PUBLIC HEALTH FUNCTION

A critical requirement for the advancement of an agenda to advance the hedth of the
population is the public hedth function itsdf. This urgently needs to be strengthened.

The Acheson Report (1989) defined public hedlth as:

...theart and science of promoting Health, preventing disease
and prolonging lifethrough the organi sed efforts of society.

Public hedlth is therefore not just what professond public health practitioners do to
improve the population's hedlth, it iswhat we dl do as members of society.

Initswidest sense public hedth is therefore apalitica activity. However, thereis dso
a professona academic and service discipline of public hedth, and a specific st of
public hedth competencies - knowledge, skills and attitudes - possessed by a
relaively smal cadre of public hedth professonas who play akey role and together
condtitute the "public hedlth function”. At locdl leve this spans both local government
and hedlth authorities.

The core knowledge, skills and attitudes of public hedth practitioners relate
paticulaly to epidemiology, disease prevention and hedth promotion, hedth
information and dtatistical methods, to a lesser degree they dso relate to medica
sociology and hedth psychology, socid policy and hedth economics, and the
organisation and strategic management of hedth care.

THE PERSPECTIVE OF PUBLIC HEALTH

The perspective of public hedth as a professona discipline is population based,
largely strategic and objective led. The am of public hedth is to improve the hedth of
the population. Thisgoa can be achieved in two ways.

e by dructura / environmentd and population based interventions esch
influencing the hedlth of large numbers of people

* through the sum tota of interventions directed at individua people through
clinica hedth care.

NEW OPPORTUNITIES AND PROSPECTS FOR PUBLIC HEALTH

Public hedth professonds require an organisationa platform that enables them to
retain a baance between the two arenas. Arguably, this may be on offer from the
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current reform proposals, which emphasise partnership™ between sectors and seek to
join up the wider hedth improvement and the hedth service agendas including
planning the latter from a population perspective. Thisis an exciting opportunity for
public hedth professonds of al disciplines.

Continuing datutory tasks, such as communicable disease control, environmenta
hazard investigation, disease cluster andys's, emergency planning for disasters, mgor
incidents - including chemical and radiation incidents, Section 47 work and the

Annua Public Hedlth Report, remain and will require the present critical mass of
public hedth skills,

A mgor new opportunity is the Hedth Improvement Programme. Public hedth skills
and personnel will be essentid to this process both at hedlth authority and LHG levd.
Public hedth will need to make an input throughout the entire planning cycle. The
public hedth skills and experience that are needed will include:

* accessing gppropriate information
* hedth needs assessment (see below)

 familiarity with the total sysem (including other agencies) and the larger
picture (hedth authority population and above)

* population rather than service focus

* prioritisation

» experience of working with arange of professonas/organisations, etc.
INFORMATION

The essentia nature of high qudity information to the successful introduction of the
White Paper changes runs throughout the White Paper. Timdy and accurate
informetion is essentiad for:

* needs assessment

e commissoning

* integration of sarvices

* evduation and monitoring.

Information systems are currently inadequate. Secondary care data is unavailable in
forms usable for comparative andyss a generd practice levd. Primary care data is
not systematicdly collected and not available a LHG levd.

9 A new statutory duty (in the Health Act 1999) was placed on al NHS bodies to work together - with
health authorities having the task of ensuring that this occurs.



Information will be essentid to the effective ddivery of the planned developments
and to the public hedth role. There is a need for a condgdered and adequately
resourced information network across dl relevant sectors.

MULTI-SECTORAL PUBLIC HEALTH PROMOTION

In addition to planning to improve the average hedth of the population (hedth gain)
and to reduce hedth inequdities through the Headlth Improvement Programme (HIP),
public hedth skills will aso be required in developing and implementing public
hedlth promotion initiatives. This will involve forging partnerships or dliances and
joint working with other agencies and bodies particularly locad authorities. The
departmenta structure of local government will make this quite tricky, but it is avery
important public hedth role.

INVOLVEMENT OF PUBLIC HEALTH PRACTITIONERS WITH LHGs

To fulfil the vison of the White and Green Papers, the NHS in Waes must become a
more public hedth orientated body, and should be saffed with gopropriady skilled
people. Therewill be aneed for training programmes to develop appropriate skillsin
LHG g4t - eg. Practice Managers, particularly those with Fundholding experience,
can be trained in agpects of needs assessment, clinical information management and
audit. Smilarly, Hedth Vigtors have been an under-utilised group whose public
hedth skills should be developed and tapped. The settings in which public hedth
practitioners operate will determine to a large degree their success in applying their
ills in the activities and processes described above. An outdanding and key
question is the nature and degree of their involvement in Locd Hedth Groups
(LHGs9).

There are strong arguments for public hedth to be involved in LHGs through hedth
authority and loca authority representation, not least because the role of the LHGs as
described in the White Paper encompasses the broad definition of public hedth
described by Acheson. Disgppointingly, former Welsh Office guidance has not
included public health practitioners in the forma board or executive membership of
LHGs. This needs remedying to ensure public hedlth representative on the executive.
This should be endorsed by the Assembly as guidance devel ops.

WORK PRIORITIES FOR PUBLIC HEALTH PRACTITIONERS

In addition to the tatutory public protection roles, public hedth should concentrate on
the planning role. It should aso actively seek involvement in the evolving standards
of care and clinical governance arena.

Over aperiod of time, particularly with the specific endorsement of apolitica agenda
to tackle hedth inequdities and poverty, it will be important to look a new
opportunities for training and employing an increasing number of individuads with a
public health background, in order to ensure that the ddivery of hedth and socid care
sarvices as wdl as environmental hedth action takes place within a public hedth
context.

8l



THROUGH INTERSECTORAL COLLABORATION

The Government has made a commitment to bresking down barriers between
organisations in the interests of improved service. Across the public sector, the
Government is facilitating new partnerships, many of which have not bedded down
yet, S0 it isimpossble at this stage to evaduate whether the effect will be the desired
outcome of improved sarvice delivery. Police and local authorities are required to
work together on Crime and Disorder Reduction Strategies, hedth and socid care
sarvices are being brought closer together; socid housing providers are being required
to bidjointly for funding with local government; new arrangements are being st in
place for partnerships to tackle youth offending. Increased inter-sectora collaboration
presents particular opportunities for developing a public hedth agenda.

HEALTH AUTHORITIES AND LOCAL AUTHORITIES

Hedth authorities and locd authorities are increasngly inter-dependent. The
relationship is based on separate datutory duties in respect of the communities for
which they share the respongbility of providing services. Both hedth authorities and
loca authorities carry obligations in respect of areas such as:

e communicable disease control;

* child protection and welfare;

e community care;

* regulation; and

* emergency planning.
These responghilities requirejoint action at a strategic leve to plan and commisson
savices. Key aress of operationd activity between the organisations and other
stekeholdersinclude:

» promoting hedthy lifestyle, eg. through education and training, provison of
resource information;

e community care eg. for older people and those with learning disabilities,
physicd and sensory imparment, paliative care needs, mentd or sexud
hedlth problems or in relation to acohol and substance misuse;

 children's sarvices eg. those for young children, mentd hedlth, youth justice,
children with disabilities, young carers, looked after children and child
protection;

e public protection eg. communicable dissase survellance and contral,
emergency planning, environmenta control;

» community and supported housing eg. renovation grants, sheltered housing,
gpecid needs housing.
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The legd basis behind partnership aready exists and in some aress hedth and socid
sarvices are required by lawv to co-operate with each other (eg. Section 27 of the
Children Act 1989 and Section 48 of the NHS and Community Care Act 1990). In
relation to infectious disease contral, the statutory duty rests with loca authorities but
following recommendation it is usud for the 'proper officer' gopointed and authorised
by each locd authority to be the Consultant in Communicable Disease Control
(CCDC) employed by the locd hedlth authority.

THE VOLUNTARY SECTOR

The voluntary sector plays a crucid role in many thousands of projects across Waes
supporting people with specid interests and needs. The Government of Waes Act is
unique in Britain for formalisng a relationship between the voluntary sector and the
Assmbly through a voluntary sector scheme. The Wdsh Locd Government
Asociation has been working with individua loca authorities to ensure that by
autumn 1999 there will be individua compacts between each loca authority and their
locd voluntary sector councils. Waes Council for Voluntary Action has established
an office close to the Assambly and has gppointed an Assembly liaison officer.
Expectations within voluntary sector organisations, many of whom have no paid 94,
are very high. It will be a mgor chdlenge for the Assembly to respond to this new
agenda.

However, there is dso an important new opportunity using the statutory nature of the
relationship between the Assembly and the voluntary sector, to use community based
skills and involvement to contribute towards headlth authority led Hedth Improvement
Programmes and locad authority led Locd Hedth Alliances. At alocd leve working
with the voluntary sector will be vital in improving hedlth. Voluntary action is often
the basis for successful local communities and therole of loca groups will continue to
become more important as we drive to develop community-based hedth
improvement. The voluntary sector will have a crucid role as lead organisations in
developing Hedthy Living Centres in partnership with other organisations able to
access funding available through the New Opportunities Fund

JOINT CONSULTATIVE COMMITTEES

Prior to the establishment of Loca Hedth Groups through the Hedth Act 1999, the
Joint Consultative Committee (JCC) was the only generic Statutory partnership
between locd authorities and hedth authorities. The JCC enables money to be moved
from the NHS to local government under Section 28 of the old NHS Act, but not vice
versa The new Act now enables reciprocity which is an important new opportunity
for both organisations to look at joint working.

Until the Assembly agrees the Statutory Instrument to commence the enactment of
Section 32 of the new Act, JCCs will run dongside Locd Hedth Groups and operate
asusudl. It is anticipated that the commencement of the Order will be in March 2000.
Generdly, it is assumed that the JCC mechanism should remain in place until other
co-ordinated funding opportunities, e.g., pooled budgets come into place with the
commencement of the Order, and until the Hedlth Improvement Programmes are fully
operationd.



DRUGS AND ALCOHOL

The former Welsh Office drategy, 'Forward Together' introduced under the last
government, contained the framework for tackling the drugs and acohol agenda a a
Wades policy level through the Wdsh Advisory Committee on Drug and Alcohol
Misuse (WACDAM) and locdly through drug and acohol action teams (DAATS) a
hedth authority level and locd action teams (LATS) a unitary authority level. At
present DAAT's in Wdes do not have executive cagpabilities, have no datutory basis
and are presently being run under a range of mechanisms. DAAT chars ae
gppointed by the congtituency of the organisations identified by 'Forward Together'
and then become directly accountable to the Secretary of State. WACDAM members
were a0 gopointed by the Secretary of State, but did not include DAAT chairs.

This gpproach was increasingly a odds with the democratisation of Waes through the
Assembly. Following a review of the drategy, the First Secretary of the Assembly
disbanded the previous arangements and edablished a new Substance Misuse
Advisory Panel which includes the chairs of the five DAATS. This met for the first
time in July, to develop an action-orientated approach, focusng on service ddivery
and trestment. The Pandl's members include experts covering the key aress - crime
and disorder, hedlth, pharmaceutical matters, socid services, the voluntary sector and
youth. The Pand will develop a new Wesh Substance Misuse Strategy which will be
amilar to the framework of the UK Anti-Drugs Stratgey, "Tackling Drugs to Build a
Better Britain."

COMMUNITY HEALTH COUNCILS

Government has accepted the need for Community Hedth Councils drategic
capability to be strengthened, to represent the public interest in the planning and
commissoning functions of hedth authorities, coupled with a recasting of loca
activitiesin line with those of Loca Hedth Groups. Their new roles include a duty to
represent the public in relation to improving the hedth of the population, to add to
their traditiond role concerning hedlth services.

In March 1999 the Secretary of State announced the future configuration of CHCs in
Wades, anegwork of 28 CHCs basad on 9 federations. The new modd ams to enable
CHCs to become more able to reflect locd views, and a the same time, exert greater
influence ad leverage a hedth authority and trust levedl. The pattern ams to
encourage co-operation on key local issues that bear on more than one CHC, and by
centraising support functions into 9 offices, will use existing resources to maximum
effect. This does represent a new opportunity for CHCs to co-ordinate activity and
influence dl levels of government in Wales.

OTHER PARTNERSHIPS

There are a range of other partnerships in which hedth authorities and loca
authorities are involved dongsde other agencies. Each of these, eg., youth justice
plans, community safety audits and action plans, children's services plans etc. offers
opportunities to work within a context of overal hedth improvement. The chalenge
for those deveoping the hedth improvement agenda is to integrate this thinking
across dl public planning mechanisms.



STRENGTHENING INTERSECTORAL COLLABORATION

LOCAL PARTNERSHIPS

To implement a broad based hedlth srategy for dl a aloca leve it will be essential
for new partnerships to be formed between many agencies including the voluntary and
private sector in order to develop joint agendas for collaborative working.

An essentid central foundation to the collaborative approach will be the loca
partnership between the local authority and the health authority. Underpinned by the
new datutory duty of partnership, such partnerships must explicitly recognise the
Issues surrounding local accountability and foder a corporate agenda to improve
hedth, not concentrating merely on the better provison of hedth or socid care
sarvices. Such collaboration must be enhanced recognisng and improving those
barriers, which currently impede more effective joint working.

New partnerships must however be based upon a framework, which recognises and
facilitates a better underdanding of the organisationd initiatives, vadues and
congraints of eech organisation. They must seek to take account of the key interfaces
that exig - primarily policy, commissoning and service provison - and mus reflect
the new legidative framework and be built around the policy commitment to
commisson services a a locad community level and reduce locd inequalities in
hedth. The Wdsh Loca Government Association and the five Wesh hedth
authorities have sgned up to a "Memorandum of Understanding” which will provide
aframework for joint working at the loca and national level.

Trandating the new agenda into loca practice will require close collaboration and
working in each locd authority area It will be essentid to devdop a robust
framework to take the public hedlth agenda forward locally and to provide a network
to advise the Assembly. This should involve the establishment localy of joint public
health planning teams; andogous to joint care planning teams, which should report to
both locd authorities and hedth authorities. Key to such partnerships will be the
relationship between hedth authority Directors of Public Hedth and their teams and
loca authorities To support such collaboration, joint gopointment and secondment of
ddf on areciproca basis between centrd government, loca and hedth authorities
should be undertaken.

Whilg partnerships between locd authorities and hedth authorities will be a
prerequidite to effective hedth improvement there are many other local partners with
whom both will need to engage when addressing the local hedlth agenda

GENERAL PRACTITIONERS

Partnerships between generd practitioners and other agencies are not well developed
across Wales. With the advent of Locd Hedth Groups, this will undoubtedly
improve, but it is essentia for loca authorities to develop local partnerships with loca
GPs. Involving G.Ps and locad primary care teams in wider public hedth and
community regeneration dliances will facilitate the incluson of issues including
health promotion, socid care and the improvement of local hedth care facilitiesin the
wider regeneration agenda



COLLABORATIVE NETWORKS

There is a need to strengthen the public hedth function in Waes and in particular to
deveop locd public hedth partnerships to address comprehensvely hedth
improvement. Good examples of such working dready exis a the al Wales levd.
These include the Collaboration for Hedth and Environment (WCHE) which provides
afocus and draws together professona groups into a multi-professona body amed
a faclitating and promoting combined public hedth initiatives and training
opportunities, the Welsh Comhbined Centres for Public Hedth which links academic
centres to provide multidisciplinary public hedth education and research, the Welsh
Public Hedth Network and Wdsh Forums including food microbiology and air
qudity. In endorsing this gpproach, we would seek to see such amodd strengthened,
and the partnerships which they represent, replicated at alocd level.

RESEARCH AND DEVELOPMENT

The creation of the Waes Office of Research and Development (WORD) has crested
an opportunity to establish a drategic gpproach to hedth and socid care in Wales. We
welcome the development of the strategy designed to develop work in ration to
socid care and would particularly seek to increase the commissoning of research on
the hedth and socid care interface. Building on the need for evidence based policy,
we aso congder it essentid to improve the evidence base for public hedth action.
This will require the refocussng of existing research and associated funding to
examine more closdy the factors, which cause ill-hedth. We, therefore, particularly
welcome the new WORD drategy with a specific section on public hedth and the
recent public hedth research programme which follows on from it. We aso look
forward to the completion of the WORD funded systematic review of effective
intersectora collaboration.

There is a particular opportunity to pull together action based research from the new
SHARPS proposds and the current People in Communities programme. These
programmes should be monitored with a performance indicator to measure hedth
Improvement.



CHAPTER 10
CONCLUSIONS
TAKING THE HEALTH AGENDA FORWARD

The preventive heal th services of modern society fight the
battle over awider front thanisthe casefor personal
medicine. Yet thevictorieswon by preventivemedicineare
much the most important for mankind. Thisisnot soonly
becauseitisobviously preferableto prevent suffering rather
than alleviateit. Preventive medicine, whichissimply another
way of saying collectiveaction, buildsup a systemof social
habitsthat constitute an indispensabl e part of what we mean
by civilisation.

Nye Beven
THE MAIN HEALTH IMPROVEMENT ISSUES

Our current hedth care sysem focuses on ill hedth. A debate which the Assembly
will need to tackle early on is whether investment in a public hedlth agenda will leed
to less support being needed for the large, often impoverished, socid group whose
hedlth is damaged by their lifestyles and living conditions. The balance of expenditure
between investing in hedth care and investing in more broadly based measures to
improve hedlth will need to be reviewed within the Assembly's priorities. If we areto
limit the trend of hedth care consuming an ever larger proportion of the Wesh
budget, it will be necessary that we invest in policies that diminish the inequity and
deprivation that causes high leves of ill hedth and demand for hedth care in
particular sociad groups and particular geographic areas. This will require effective
locd programmes for economic development, housing, transport and the environment
as well as specific hedth and socid policies. These policies need to be evidence
based. There are mgor policy areas where very little research has been done, eg. the
links between poor housing and poor hedth deserves further exploration. Wales has
the highest level of home-ownership in Britain, mostly in pre 1919 stock. When area
renovation schemes are carried out, they should incorporate a longitudina study into
the hedlth of theloca population.

There are dramédtic hedth inequdities in Wales, and only an agenda, where hedth
improvement is a key thread underpinning al Wesh policy direction, will be
successful. We have many resdudised industrid aress in valeys which have not
succeeded in attracting new industry; new inner-city urban dums, and large,
increasingly unpopular, periphera housing estates. These are areas with a high
proportion of young families, with high levels of teenage pregnancy and lone
parenthood and where unemployment can be found through four generations. The
vdleys in paticular have the left-behind dderly with a legacy of poverty and
industrial disease and poor housing. High levels of long-term limiting illness and
menta health problems and poor access to hedth services is a shared festure.
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This does mean that we will need to develop a Waes-specific agenda to tackle these
problems. The Assembly, with its secondary legidative function, provides us with one
new mgor opportunity, but there are other opportunities created by the devel opment
of new relationships between sectors, eg. loca government and the NHS and dso the
Ass=mbly with statutory partnerships with local government through the Partnership
Council, the voluntary sector and business. When you add this to the new relationship
with Europe as an Objective 1 recipient, and the commitment of the Assembly to have
a meaningful relationship with Europe, then there is an entirdy new context for the
development of hedth improvement policies for Wales.

This section will briefly draw together the conclusions reached within the book on the
way forward and make some suggestions for policy makersin al sectors.

KEY HEALTH AND SOCIAL CARE ISSUES

In terms of developing a hedth and socid policy agenda, two key issues need to be
addressed - how to develop ajoint hedth care and socid care programme that enables
individuals requiring access to both services to move eadly and efficiently between
one and the other; and secondly, how to ensure that hedlth and socid care sarvices are
delivered within a context of improving the population's health.

Bringing the locus of service planning down to unitary authority level offers a red
opportunity to tackle the diversty of needs a an identified "local" level. However, if
this agenda is to be fully developed, then the Assembly will have to play a clear
grategic role in developing and stimulating new models for ddivering hedth and
socid care and looking & new reationships between sectors focused on both the
"hedlth” and the "illness’ agendas. The "Partnership for Improvement” agenda will
make this possible and encourages voluntary participation in schemes. We need to
ensure that there is active participation in models designed to achieve seamless care
for the user across the whole of Wales.

The role of locd government will need to change to play its full part. Its role is
dready changing through the Government's modernisng agenda from being a
provider of sarvices to community governance in the context of best vaue. It needs to
be enabled to support the new hedth agenda postively. Its contribution to the new
Locd Hedth Groups (LHGs) will assst them in finding a baance between the
medica perspective and a socid policy dimenson and its leadership of Locd Hedth
Alliances must play a complementary role.

A key component will be the government's commitment to a "primary care -led
NHS' led by GPs when we are, in Wales, potentialy faced with a crisis in basc GP
provison in the valeys areas over the next decade. Dr Julian Tudor Hart has strongly
advocated sdaried GPs, aview supported by the multi-disciplinary "Going for Gold"
group which he established, and by the WLGA. If GPs are to lead primary care in
aress based on loca government boundaries, within multi-sector environments viz
Locd Hedth Groups, thiswill require a substantial changein their working practices.
They will need to be willing to work in new ways with local socid workers as well as
community nurses, midwives and others.



DIFFERENT STRATEGIES FOR DIFFERENT WELSH REGIONS?

The differentid didtribution across Wdes of ill hedth described dready requires
different loca drategies for the provison of patient care services (preventive,
treetment and care). The differentid distribution of the determinants of hedth dso
requires different population based preventive strategies localy.

For public policy to achieve maximum hedth gain and / or reduction in hedth
inequalities, it should probably be directed particularly towards those geographica
aeas and socid groups with worst hedth status where there is mogt potentid for
Improvement.

Different areas experience differing degrees of ill hedth because they experience the
determinants of hedth to differing degrees and in differing baance. There is therefore
an argument not only for targeting certain geographica areas for policy intervention
but dso for different policies in different places. Already substantial work has been
done on establishing the "People in Communities’ programme, which ams to tackle
socid excluson in eght communities in different parts of Wales. These programmes
areled by locdl authorities, and match funded by the Assembly. We believe that they
should be expanded to each locd authority in Wales, and that a performance indicator
related to improved hedth should be introduced as part of their monitoring and
evauation. The potentia for the development of loca policies for reduction in hedth
inequaities has been enhanced by the government's reforms which set up Loca
Hedth Groups (LHGs) and require locd Hedth Improvement Programmes to be
drawn up.

Although there are condderable arguments for a geographicaly targeted approach,
there are aso some generic problems which are pertinent throughout Wales and which
would probably be best tackled centraly by government socid and economic poalicy.

Preventive policy action directed at the psycho-socio-economic determinants would
probably be the mogt fruitful. We have dready demondrated that in so far as these
health determinants are within public control, they are within the arena of central and
locd government, not the NHS. However, radica socia and economic policy may not
be an option in a economy which must operate within the globa marketplace
dominated by trans-national corporations and given the presence of a contented
maority (K Gabrath 1996) within the eectorate dong with worries about the
fostering of a dependency culture.

A STRATEGIC APPROACH TO HEALTH IMPROVEMENT

The remit of the HIP is to develop policy and services to improve hedth localy.
Much can be done injoint working between the NHS and Locd Government & this
levd. In order to ensure that the HIPs complement each other, a nationa drategic
oveview is dso essentid. Many of the necessary policies can only be set a a Welsh
Assembly, UK Government or European Union Levd. It is important that relevant
policy options a al levels are consdered if the hedth of the population of Waesisto
be maximised.



If we are going to achieve an improvement in the health of our population it helps if
we have an explicit aspiration to achieve this, aredigtic vison of a different future.
These aspirations are usudly expressed in terms of gods, ams, objectives and targets.

Overdl hedth improvement ams to be achieved within the resources available should
be:

* hedth gain, which is the improvement of the average state of hedth in the
Wedsh population.

» reduction of inequdities in hedth status, that is closng the hedth status
differences which are apparent between socid groups within our population.
In technica terms to narrow the population distribution of hedlth status.

The god is to achieve both of these ams, and in an ided world to do this
smultaneoudy. It is however, important to remember that ether of these objectives
can be achieved in isolation of the other and that in some cases successful efforts to
achieve one of these objectives may actually set back progress towards the other. In
the 1980s for example, hedlth gain was achieved while inequalities in health widened.
For this reason, differently designed programmes may be required to address these
two objectives individualy. Furthermore, in order to achieve both gods
smultaneoudy, we need to improve the hedth of the worst off fastest.

HEALTH OBJECTIVES AND TARGETS

In line with the Strategic Intent and Direction of the Hedth Service in Waes, a
reasonable but ambitious objective might be to improve the hedth of the Wesh
people to that of the best in Europe (dready described). Currently we are a long way
short of this objective and in fact to improve hedth to the European average or even
the UK average would be progress.

A motivation to improve and a sense of priorities are most effectively indtilled if
objectives are st in the form of time dependent quantitative targets (McGinnis e A
1997). Such targets dso have the advantage of dlowing progress agang the
objectives to be tracked. Targets mugt be challenging but should be achievable and
furthermore there should not be too many or a sense of priority will be log.

The current hedlth targets (see Appendix) largdy relate to hedth outcomes and the
lifestyle determinants. All of these focus on average population hedth gain rather than
reduction in hedth inequalities. It is imperative that policies are guided by targets for
the reduction in hedth inequdities as well as for hedth gain; in this regard the
Assmbly has asked an expert advisory group to produce indicators for hedth
inequdlities.

In addition, progress towards improvements in the physica environment can be
tracked udang the Agenda 21 Targets for a sustainable environment, and the Loca
Environmenta Hedth Action Plan (LEHAP) and Nationd Environmenta Hedth
Action Plan (NEHAP) targets. There are no formd targets for improvements in the
socid environment as yet, however, the Assembly has committed itsdlf to developing
targets for the reduction of poverty and socia exclusion.
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Smilaly, for hedth sarvices determinants, there are targets for childhood
Immunisation coverage, child surveillance, and breast and cervica cytology screening
uptake®. All other NHS process targets are about efficiency rather than effectiveness
and include targets for waiting lists and waiting times, patient centred services and
good communication. A number of targets for clinica processes and clinica
outcomes need to be adopted to demondtrate that the highest priority for hedth care
sarvices is hedth improvement.

GENERATING POLICY OPTIONS

If we are to generate policy options to improve the hedlth of the population, we need
to undergtand the determinants of hedth (again dready described), which will suggest
where policies should be directed. The conceptud framework for a hedth
improvement drategy should probably contain four categories:

 socid and economic environment

» physicd environment

o lifestyle

* public hedth, clinica hedlth care and persona socia care services'.

Improved population hedth outcomes only occur through improvements in the
determinants of hedlth. These can be brought about through processes - policies and
sarvices. Therefore, if a drategy is to day true to its god of improving the people's
hedlth, then it must be concerned with both the determinants of hedth and with the
partnerships which the Assembly must have with the NHS and local government to
ddiver change through policies or / and services. The determinants that are likely to
be most rdevant to hedth improvement in Wales lie within the socio-economic
environment, and must be cross-referenced to policies in other areas, including access
to European funding.

WHAT POLICIES SHOULD BE ADOPTED IN THE STRATEGY?

According to the Ottawa Charter for Hedth Promotion (WHO 1986), public hedth
improvement isin generd terms likely to be achieved through:

* hedthy public policy to:

* Create supportive environments and
* drengthen community action and to
* develop persond skillsand

 re-orient hedth care services (towards primary hedth care)

® performance is tracked againgt uptake targets which are gpplied to Genera Practice and Hedlth
Authority populations.
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FORMS OF POLICY INTERVENTION

There are severd forms of such policy intervention including:
 fiscd/monetary (incentives/subsidies)
* regulation (economic, environmentd)
» direct provision (goods, services)
* paticipatory guarantees
* research / development / information / education

DIRECTING POLICIES TO IMPROVE HEALTH

Effective public policies depend fundamentally upon political will and public support.
However, in an ided world, and in order to achieve grestest public hedth impact,
policies should be directed towards those population groups facing the most serious
hedth hazards, and those most deprived. We have endorsed this view in highlighting
possible policy options for the different contributory sectors. However, in redity they
are likdy to rely upon condderable inter-sectorad working (Dahigren 1994) for
successful outputs.

KEY RECOMMENDATIONS FOR HEALTH IMPROVEMENT

THROUGH INFLUENCING EUROPE

The EU islikdy to have an increasing role in both public hedth and hedth care. This
role is still developing in conjunction with member states. The Assembly and the
Government will need to lobby the Commisson directly if possble and use the
opportunities provided by consular links to the member states and an enhanced
presence in Brussels through the Wales European Centre. Wales, as anew Objective 1
region will need to create its own momentum and add a voice to the debate about the
role of hedth improvement in Objective 1 dlocations

Key recommendations include:
» Waes European Centre lobbying Parliament and the Commisson

» udng Article 152 of the Amgerdam Treaty to support the introduction of
Hedth Impact Assessments for Objective 1 bids

 utilisng Wesh MEPs to scrutinise hedthy European policies and develop a
diadogue with the Assembly

» udng the Assembly's sanding committee on Europe to further diad ogue with
other sectors from an agreed Welsh position.
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THROUGH WESTMINSTER ACTION

The Government retains the power for the crestion of primary legidation in England
and Wales. The annua programmeis set out in the Queen's speech. The Government
has dated that it will congder, in drafting each Bill that it introduces into Parliament,
which of the new powers in each Bill should be exercised in the Assambly. In
practice, this means that primary legidation following devolution will give grester
discretion in terms of its implementation in Wales. The Secretary of State is dso
required to consult with the Assembly. The retention of two Ministers is helpful, and
close relationships will need to be developed between the Minigteria team and the
Asmbly Cabinet to ensure that Assembly views can be taken into account in
Westminger. It is likely that there will need to be particular didogue around welfare
reform as Waes has such a large number of clamants with a long term limiting
iliness or disahility.

Key recommendations include:

* creating opportunities for diaogue with the Assembly about the devel opment
of primary legidation

» ensuring that primary legidation is not counter-productive to Waes

» enauring that the protocols developed between Whitehdl departments and
the Assembly are properly monitored

» promoting a UK Hedth Consultative Committee where ministers from al
four countries can come together

* enauring representation from Wales in UK ddegations to the Council of
Ministers when appropriate

THROUGH NATIONAL LEADERSHIP IN WALES: THE ASSEMBLY

The Nationa Assembly for Wales provides an excellent opportunity for leadership
focussed upon hedth gain, where hedlth is seen within its socid context, and where
va ue judgements about priorities are made with democrétic legitimacy. However, it is
aso important that the Assembly operates inclusively, is focussed on communities,
achieves optimum use of resources and aspires to evidence based policies. The
Assembly mugt remain outward looking throughout, and above dl it must remember
that its role is "to steer and not to row". This presents a huge opportunity to be taken
and will only be successful if we are able to influence Assembly membership and
potential leaders of importance of public hedth agenda, and support a politica debate
about policy and practice rather than resources.

The Assambly is in a unique postion in Wales to take a firm grip on the hedth
improvement agenda because of its statutory obligations for partnership with loca
authorities, the voluntary sector and business. Also, it is committed to equd
opportunities, sustainability and Europe. The fact that the cabinet secretary
responsble for hedth and socid care is dso the person responsble for drawing
together the Assembly's socid inclusion programmeis a very positive step forward.
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Because socid excluson, deprivation and povety ae redly the common
denominators that link most socia determinants of health, interdepartmenta "joined -
up" policies are required, particularly if inequdities in hedth are to be reduced. A
centrd unit, co-ordinating policy development between different departments, is,
therefore, sensble. The British Government now has its "Socid Excluson Unit"
performing this function and reporting directly to the Prime Minister. The Welsh
Ass=mbly should consider setting up a Smilar unit with a close relaionship with
Whitehdl in order to ensure that expertise from the larger unit is brought to Wales.
Until the establishment of the Assembly, there has been no red co-ordination of the
socid incluson agenda, and urgent action is needed to ensure that action under this
agendais co-ordinated with action to tackle hedlth inequalities.

Section 121 of the Government of Waes Act requires the Assembly to promote
sustainable development which should provide "outcomes, currently desired, without
compromisng the entitlement of either present or future populations ... to a hedthy
and productive life" Section 108 of the Act requires the Assembly to honour the
UK's commitments to international conventions. It would therefore be possible for
Waes to honour such conventions, eg. the UN Convention on the Rights of the
Child, to alevd agreed, but not yet implemented by national governmen.

The policy development and andys's function will be crucid towards advancing a
public hedth agenda post devolution. Currently this function is smdl in Szein Waes
both within government and outside in independent or academic policy forums, think
tanks etc. Thisisamgor deficit in Waes and needs to be strengthened. One proposa
would be the fogtering of a number of "policy villages' a concept which would suit
the relatively smdl scale of Waes and the advantage that so meny of the key players
across different sectors know each other.

We have suggested in the relevant chapters how we fed that the forma hedth care
system could be modified to deliver services which are more gppropriate, more
effective or more efficient. But for those responsble for the delivery of care to do this
IS predicated on a greater degree of autonomy in the way decisions are made and
implemented than is currently the case. Thus we would support the evolution of LHGs
to Primary Care Trusts (PCTs), as agppropriate for locd ddivery. Equdly, we see
managed clinical networks - with devolved budgets - as a way of ensuring that
activities reman clinicaly focussed and respongive in a way that is difficult, if not
impossible, in alarge DGH. We dso fed that the purpose of these changes would be
aded by separaing the 'hotel' and clinical functions associated with hospital-based
care.

Public Hedth - or that part of it that relates to identifying the need for hedth care and
the nature of the response to that need - could contribute by working closdly with
LHGSPCTs in the primary sector and managed clinica networks in the hospita
Sector.

Some of the other roles of public hedth, - for example, the investigation of outbreaks
of communicable disease or the threat to hedth by (say) chemica pollution - could
be addressed by a network modd, comparable to the managed clinica network,
referred to above, 0 that practitioners with varying degrees of sub-specidisation,
work in acollaborative and mutualy supporting way.



Some of the lessons from the private sector of industry might be of rdlevance to the
hedth sector. Here, collaboration between partners (companies) has produced far
larger effidency and qudity improvements than concentrating on atempting to
improve performance within each separately.

Key recommendations to the Assembly include:

e devdopment of information infrastructure to facilitate survellance,
Investigation and monitoring

» data collection a LHG levd and bdow of hedth inequalities alied to
collection of poverty data

* commissoning an atlas to plot hedthcare services a LHG level and below;
to include leves of service utilisation, and access by public transport

» expanding the People in Communities programme across Waes and ensure
that heath improvement is akey performance indicator

» endorsng the use of Hedth Impact Assessments on new policy initiatives,
including applications for Objective 1 funding

* piloting the managed clinica network proposa in a number of Stes

* taking an active lobbying role with Government in Westmingter and Europe
to facilitate the development of aWelsh Strategy

* udng its partnership mechanisms, specificdly the Partnership Council with
local government and the Voluntary Sector Scheme to promote hedth
improvement across al sectors

* recreate the Welsh Hedlth Planning Forum at the earliest opportunity with a
cross-departmental remit o asto address dl the determinants of hedth

» edablishing the Waes Centre for Hedlth at the earliest opportunity; ensuring
multi-disciplinary skills and capacity

* implementing fully the UN Convention on the Rights of the Child
THROUGH LOCAL NHS AND LOCAL GOVERNMENT ACTION

Much hedlth improvement can be achieved a locd level between the NHS and loca
government. Locd authorities have most influence over determinants of hedth, but it
IS aso important to ensure that hedth services are planned within a public hedth

perspective.
Key recommendations include:
* ensuring full partnership and ownership of the HIP

* udng the new flexibilities offered by the Partnership for Improvement
agenda
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* encouraging the strategic involvement of loca dected membersin LHGs ad
Locd Hedth Alliances (LHAS)

» focusng on individud communities for targeted action

» ensuring that the public hedlth function, both from the loca government and
hedth perspectives is represented on the executive of eech LHG in Waes

* creating opportunities for joint gppointments and secondments between the
NHS and locd government

* encouraging benfit take up campaigns through LHGs or LHAS

* hedth improvement should be the centrd focus of the locad authority
Community Plan.

» when area renovation schemes are carried out, they should incorporate a
longitudina study into the hedlth of the loca population.

THROUGH INTERSECTORAL COLLABORATION

A key message throughout this publication has been about the vaue of working in
partnership within and between organisations with a rdevant interest in developing
the hedth improvement agenda in Waes. We have made recommendations
throughout the book to each sector, within the context of an agenda which can only be
adequatdly saized if dl the potential partners look actively a what contribution they
can make. A number of legidative changes and new dautory duties to bring the
hedth and locd government sectors closer together are very welcome, but will take
some time to work through the system. In the meantime al partners involved in
partnerships a Assambly level, and the strategic locd partnerships of Loca Hedth
Groups and Locd Hedth Alliances need to be pushing in the same direction. Thereis
amgor role for representative national bodies such as the NHS Confederation, the
NHS Saf College, the Welsh Collaboration on Hedth and Environment, the Welsh
Combined Centres for Public Hedlth and the Welsh Locd Government Association to
develop training progranmes to ensure that their members are able to drive this
essentid agenda forward.
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APPENDIX
THE CURRENT HEALTH TARGETS

The Welsh Assambly has established a set of these high-level hedth targets. The
targets are hedth outcome based, or intermediate outcome or process based. The
highest levd targets are those which focus upon population hedth status / hedth
outcome,

HEALTH OUTCOME TARGETS

All of these focus on average population hedth gain rather than reduction in hedlth
inequalities. They are asfollows

INFANT MORTALITY

* infant mortdity - reduce the infant mortality rate (desths up to 1 year) from
5.9 (1994/1996 - 3 year average) to 5.5 (2003/2005 - 3 year average).

CIRCULATORY DISEASE

The Wdsdh targets for circulatory diseases relate to coronary heart disease (CHD)
(1CD9: 410-414) and stroke (ICD9: 430-438). The targets take the basdline from 1995
and are expected to be met by 2002.

CORONARY HEART DISEASE

* reduce mortaity for people aged under 65 years by at least 50% (to no more
than 25.2 per 100,000 European standard population)

* reduce mortdity for people aged 65 to 74 by at leest 25% (to no more than
615 per 100,000 European standard population).

STROKE

 reduce mortdity for people under 65 years of age by at least 20% (to no
more than 9.2 per 100,000 European standard popultion)

* reduce mortdity for people aged 65 to 74 by at leest 25% (to no more than
163.8 per 100,000 European standard population).

CANCER
There are four Welsh targets for cancer: one for cancer of femae breast (ICD 9: 174),

two for cancer of trachea, bronchus and lung (ICD 9: 162) and one for cervical cancer
(ICD 9: 180). Thetargets areto:
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* reduce lung cancer mortality in men under the age of 75 by a least 54% by
2010 (from 49.2 per 100,000 European standard population in 1995 to no
more than 22.6 in 2010)

* reduce lung cancer mortdity in women under the age of 75 by at least 21%
by 2010 (from 23.0 per 100,000 European standard population in 1995 to no
more than 18.2 in 2010)

* reduce breast cancer mortaity in women aged 50-74 by at least 30% by 2002
(from 83.9 per 100,000 European standard population in 1995 to no more
than 58.7)

* reduce invasive cervica cancer regigtration in women by at least 50% by
2002 (from 21.9 per 100,000 European standard population in 1990 to no
morethan 11.0)

ACCIDENTS

The targets st for Wdes areto:

* reduce accident mortality by at least 15% by 2002 (from 20.7 per 100,000
European standard population in 1995 to 17.6, ICD9: ES00-949)

* reduce therate of injury to children aged 0-16 caused by accidents. (Subject
to the All Wdes Injury Surveillance System providing data on an dl-Waes
bass).

A proxy target on road accident deaths and injuries is under consideration.
MENTAL HEALTH

The two target areas for mentd hedlth are suicide and hedth status:

 reduce suicide mortdity by a leest 10% by 2002 (from 12.3 per 100,000
European standard population in 1995 to no more than 11.1, ICD 9 codes
E950-959, E980-989 include undetermined causes)

* increase the SF36 mean mentd component summary score to 50 by 2002
(from 49.5 in 1995 to USA mean score)

LOW BIRTH WEIGHT

The Wdsh target for maternal and child hedth is based on low birth weight (LBW).
Data on this indicator are available from the All Wades Perinatd Survey, and the
target isto:

* reduce the proportion of low birth weight babies to below 6% by 2002 (births
of bdlow 25009 as aproportion of live and stillbirths)
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UNDERAGE CONCEPTIONS

* reduce the conception rate for 13-15 year olds from 10.2 (1994/1996 - 3 year
average) per 1000 to 9.5 per 1000 by 2003.

PHYSICAL DISABILITY

There are two target areas for physicd disability - arthritis and back pain. Both were
included as questions in the Welsh Hedth Survey, and it is from the results of this
survey that the hedlth targets for these disorders have been derived.

BACK PAIN

* reduce the proportion of people aged under 65 years with back pain by a
least 10% by 2002 (from 27.4% in 1995 to no more than 24.7%, treated by a
doctor)

ARTHRITIS

* increase the mean S—36 score in people aged 65 and over who have arthritis
t0 34.9 by 2002 (from 32.4 in 1995 in those trested by adoctor)

The former Wdsh Office Hedth Outcome Targets which ill pertain were carried
over from the previous government's agenda and unfortunatdy only focus upon
hedlth gain, and do not focus upon the inequdities in hedth outcomes. There is an
urgent need to adopt targets for reduction in inequdities in hedth outcome.

INTERMEDIATE OUTCOME TARGETS AND PROCESS TARGETS

Improvement in hedth outcomes can only be achieved through changes in the
determinants of hedth. The former Wddsh Office therefore aso decided upon a
number of hedth promotion targets for unhedthy lifestyles. They cover smoking
reduction, hedthy eating and acohol consumption.

SMOKING REDUCTION

* reduce the proportion of adults aged 18 to 64 who smoke to no more than
20% by 2002 (from 31.5% in men and 28.1% in women in 1993, daly or
occasondly smokers)

* reduce the proportion of 15 year old children who smoke to no more than
16% for boys and 20% girls (from 23% in boys and 29% in girlsin 1996, &
least weekly smokers)

* increase the proportion of women who give up smoking during their
pregnancy to aleast 33%



NUTRITION

* increase by 5%, the number of 11-16 year olds edting fresh fruit every day
from 46% of boys and 55% of girlsin 1996, to 51% and 60% respectively, in
2002,

* increase by 5%, the number of 11-16 year olds egting either raw or cooked
vegetables every day from 27% of boys and 33% of girls in 1998, to 32%
and 38% respectivey, in 2002.

* increase the proportion of adults aged 18 to 64 who eat green vegetables or
sdlads most daysto at least 40% by 2002 (from 32.8% in 1993)

* increase the proportion of adults aged 18 to 64 who est fresh fruit most days
to a least 55% by 2002 (from 44.3% in 1993)

DRUGS AND ALCOHOL

* reduce the percentage of 15-16 year olds reporting drinking acohol at least
weekly from 60% in 1996 to 50% by 2002.

* reduce the percentage of men aged 18 to 64 consuming more than 21 units of
acohol per week to 18% by 2002 (from 26.4% in 1993)

* reduce the percentage of women aged 18 to 64 consuming more than 14 units
per week to 7% by 2002 (from 85% in 1993)

A target (or targets) for drug misuse will be provided at a later date and will draw on
those developed as part of the UK Anti-Drugs Strategy.

BREASTFEEDING
* increase the percentage of mothers breastfeeding a 6 weeks by 5% by 2003.
(Current leve from ONS infant feeding survey in 1995 is 46% for Waes and
South West England).
VACCINATION/IMMUNISATION

* increase the percentage of children aged 2 years who have taken up
childhood immunisations and vaccinations, to 95% by 2003.
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