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Introduction

1. UNISON is the major trade union in the health service and the largest public service union in the UK. We represent more than 450,000 healthcare staff employed in the NHS, and by private contractors, the voluntary sector and general practitioners. In addition, UNISON represents over 300,000 members in social care. There is also a wider interest in the NHS among our total membership of more than 1.3 million people who use, or have family members who use, health services.

2. This submission offers responses under three main headings: HealthWatch, integrated working and health and wellbeing boards. UNISON has already submitted an overall response to the Liberating the NHS white paper, which should be considered alongside the union’s responses to all of the associated consultation documents.
HealthWatch

3. UNISON welcomes the reference to the NHS Constitution in the remit of local HealthWatch (Q1). The government must be as good as its word in the main white paper and aim to strengthen this important document not undermine it. From a staff perspective, key aspects of the Constitution that must be upheld include rights in the areas of trade union membership, health and safety, the equality duties and the NHS Pension Scheme, and pledges on personal development and staff engagement. The Constitution enjoyed cross-party support in the last Parliament and UNISON expects the government to honour commitments to keep it relevant and respected across the delivery of health services, whether inside the NHS or not. Ensuring local scrutiny of whether providers and commissioners of NHS services are taking account of the NHS Constitution is therefore important.
4. UNISON is concerned about plans to establish HealthWatch as the “consumer champion” (Q2) which potentially changes the health scrutiny emphasis away from citizen involvement and towards consumerism. Proposals that local HealthWatch should help individuals “exercise choice” suggests that these bodies could act as market enforcers in addition to their role as scrutineers acting to improve services on behalf of patients. (This mirrors suggestions contained within the review of arm’s-length bodies, in which those organisations surviving the cull are “expected to exploit commercial opportunities and maximise commercial discipline across the sector”.
) UNISON believes that local HealthWatch should be free to focus on objective scrutiny of commissioners and providers rather than acting as a market advocate.
5. In terms of the local authority relationship with local HealthWatch (Q3), given the massive cuts in local government, securing sufficient funding is likely to prove the greatest obstacle to local authorities being effective commissioners of local HealthWatch. There is also potential for conflicts of interest: although nationally HealthWatch will be based at the CQC, locally they will be responsible to the local authority. But the local HealthWatch will also need to scrutinise the activities of local authorities, particularly now that a larger role is envisaged for local government in healthcare (with health and wellbeing boards and with responsibility for public health transferring to local government). 
6. It appears that local HealthWatch will be organised along the same lines as LINks, which implies that the new organisations will face many of the same problems as their predecessors. For example, there is no clear guidance on how to constitute the local HealthWatch meaning they may experience the same problems with establishing themselves as LINks, which are only now beginning to take off despite having been in existence for a number of years. Much of the early energy and enthusiasm of LINks was wasted on trying to sort out constitutional issues with their host organisations and commissioning local authority, and these relationships have remained strained in many areas. And LINks have never been able to get to grips with the social care area of their remit, something that will be increasingly important for the local HealthWatch under the proposed new system.
7. Anecdotal evidence from LINk members suggests that many have found it hard to work with existing practice based commissioning clusters whose engagement with LINks has been patchy at best. So there is no reason to suppose that the relationship between GP consortiums and the local HealthWatch will be any better.

Integrated working

8. As the main union for staff working in both the NHS and social care, UNISON supports the need for greater coordination and integration of health and social care services. Although great claims have been made for strengthening integrated working, there is little in the white paper or this consultation to back up this assertion. The consultation document on outcomes does nothing to boost integrated working with plans for separate outcomes frameworks for the NHS, public health and social care. Health and social care commissioning will remain separate and while attempts to commission across sector boundaries may be fraught with difficulty, the consultation and white paper would have benefited from a consideration of the pros and cons of such an approach. Speaking on behalf of providers of care, the English Community Care Association voiced a “major concern” that the white paper “does not acknowledge strongly enough the pivotal role of social care in the development of an integrated approach to supporting citizens.”

9. Although the white paper on public health is expected shortly, there are already concerns that the nation’s health could be affected as local authorities will increasingly be encouraged to focus on the delivery of actual healthcare services (through health and wellbeing boards) rather than wider issues of public health and prevention. Professor Steve Field of the Royal College of GPs has acknowledged that “there is a risk here, especially as not every GP has a great knowledge of public health”.
 Even those local government leaders who welcome their new public health responsibilities acknowledge that in the current financial climate there “may be a challenge that says, can we afford this? Is this our core business?”

10. In terms of personalisation, UNISON believes that too much of the focus has been devoted to the role of personal budgets. Across the sectors that the union organises in, UNISON supports many of the principles of personalisation, such as early intervention, prevention, independent living and greater control for patients and service users in determining the services they need. UNISON believes that everyone should have as much independence and control over their own care and support arrangements as is right for them. The union does, however, have many concerns about the way the personalisation agenda is being implemented. In social care, our response to the green paper pointed out that as a result of underfunding, personalisation is becoming synonymous with less choice, increased privatisation and the growth of an unregulated care service. In the NHS, UNISON is concerned that an over-dependence on the personal health budget element of personalisation is unlikely to achieve the benefits sought and potentially threatens some of the founding principles of the NHS. It is therefore extremely disappointing that the white paper’s extension of personal health budgets (referred to in this consultation) is to happen regardless of the outcome of the piloting process currently taking place; the pilots will merely be used “to inform a wider, more general roll-out”.
 This is particularly worrying given that managers involved in the initial pilots have voiced major concerns about equity and the potential for patients paying to “top-up” their care.

Health and wellbeing boards

11. In terms of the membership of health and wellbeing boards (Q12), the boards will actually lack the essential democratic ingredient of health overview and scrutiny committees (OSCs). OSCs consist entirely of democratically elected councillors, whereas health and wellbeing boards will only have to include one elected individual (the mayor or council leader). The rest of the board could be made up of unelected individuals, such as senior local government officials and representatives from GP consortiums. Although there will be local discretion as to the exact make up of boards, there need be no involvement from backbench councillors. Democratic balance is important to avoid those individuals on boards becoming overly focused on their own personal concerns. Independent elected representatives should have the right to investigate commissioners and providers of healthcare, and to demand answers on behalf of the citizens they represent. As currently constituted, the plans represent a major downgrading of the councillor role in scrutinising local decisions. UNISON recommends that, as a minimum, the number of democratically elected individuals on health and wellbeing boards should be increased so that they form the majority.
12. This section of the consultation also refers to local voluntary sector representatives being invited to sit on the board. This has the potential for conflicts of interest, if the organisations represented are also looking to break into markets as providers of health services – something which the government is keen to promote.

13. In terms of whether current health OSCs should be subsumed within health and wellbeing boards (Q14), UNISON believes that this should not be the case. OSCs have provided a valuable service to patients wishing, for example, to challenge local plans to close down wards or alter hospital services. The Local Government Association states that OSCs “have made a real difference in championing the public interest and challenging health commissioners and providers to deliver better health services.”
 The Local Government Information Unit concurs: “It is generally recognised that health scrutiny has, in many areas, been one of the more successful and influential forms of local authority scrutiny and many health overview and scrutiny committees will not be happy about the loss of their statutory powers and the potential confusion of roles between the proposed health and wellbeing boards and health scrutiny committees”.
 Indeed some councils have apparently already decided to retain their OSCs despite the white paper plans, which seems a sensible approach.
14. In terms of scrutiny and referral (Q15), UNISON is concerned about the reference to boards potentially choosing to bring in “external expertise” to help resolve disputes. This need not be a problem if the expertise comes from organisations such as the Centre for Public Scrutiny or the Independent Reconfiguration Panel (both referred to in the consultation), but the document does not restrict this function to such organisations. There is a danger that important decisions about service reconfiguration could be outsourced to organisations or individuals that lack a democratic mandate or have a vested interest. Such concerns are heightened by the government’s relaxed approach to bringing more independent sector organisations into providing commissioning support for new GP consortiums.
15. In terms of scrutinising health and wellbeing boards (Q16), the boards themselves represent a confusion of commissioning and scrutiny responsibilities. The commissioning function of the boards needs to be separated away from the need for objective scrutiny; health and wellbeing boards cannot be expected to scrutinise themselves.

16. Health and wellbeing boards are intended to play a leadership role in developing working partnerships with GP consortiums but there are further question marks about just how much influence the boards will be able to exercise over consortiums, particularly as consortium boundaries will not necessarily mirror those of the local authority – at the moment this is easier as PCT areas are largely coterminous with local authorities. This disparity could hamper partnership working across health and local government. Also GPs – essentially independent contractors with the NHS – are not currently covered by the requirements of existing health scrutiny legislation. This will need to be remedied for the boards to be truly effective.
Response compiled by the UNISON Policy Unit.

For further information please contact:

	Karen Jennings

National Secretary – Health

UNISON

1 Mabledon Place

London WC1H 9AJ

k.jennings@unison.co.uk 
	Guy Collis

Policy Officer

UNISON

1 Mabledon Place

London WC1H 9AJ

g.collis@unison.co.uk


� Department of Health, Liberating the NHS. Report of the arm’s-length bodies’ review, July 2010, pp5, 11


� �HYPERLINK "http://www.ecca.org.uk/index.php/press-releases-2010/july-2010/259-government-white-paper.html"�www.ecca.org.uk/index.php/press-releases-2010/july-2010/259-government-white-paper.html�, 13 July 2010


� “Fears public health may be hit in shake-up of NHS”, 29 July 2010, �HYPERLINK "http://www.bbc.co.uk/news/health-10789911"�www.bbc.co.uk/news/health-10789911�


� David White, chief executive of Norfolk County Council, The Management Journal, “Public health is coming home”, 5 August 2010


� Department of Health, Equity and Excellence: Liberating the NHS, p18


� Department of Health, Early experiences of implementing personal health budgets, 14 July 2010


� Local Government Association, Local Government Group Briefing – Health White Paper, 13 July 2010


� Local Government Information Unit, LGiU Essential Policy Briefing: Consultation on local democratic legitimacy in health DH and CLG, 13 August 2010





