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To: Social Inclusion Committee 

From: Chief Executive 

Date: 15 August 2000 I Ref: CE/OOl/MHR086 

NORTH LANARKSHIRE COUNCIL 
P 

Subject: Convention of Scottish Local Authorities 
(CoSLA): Position Paper - Councils as 
Public Health Organisations 

REPORT 

1.0 Purpose 

1.1 The purpose of this report is to advise the Social Inclusion Committee of the request received fkom 
the Convention of Scottish Local Authorities (CoSLA) seelung comments on the above document 
and to request the Committee to homologate the response submitted by the Council. a 

2.0 Background 

2.1 CoSLA has compiled a report, attached as appendix two to this report, which contains an assessment 
of where councils stand in relation to the public health agenda set out in the Governments February 
1999 White Paper ‘Towards a Healthier Scotland’. 

2.2 CoSLA would wish to see councils develop as public health organisations in a way that recognises 
their status as leaders in the community planning process and deliverer of key services which impact 
on health. 

2.3 The paper prepared by CoSLA identifies key issues that need to be resolved to facilitate progress. 

3.0 Local Authorities as Public Health Organisations: A Report on the Current State of Play 

3.1 

3.2 

CoSLA is using this report to feedback to Councils before amending their final report which will be 
put before the Scottish Executive as a CoSLA position paper on public health. 

The document will be put out to wider consultation at that date. 

3.3 The report is divided into 4 main sections: 

0 Section A addresses the position of health withn Councils; 

0 Section B looks at strategic partnerships for health; 

0 Section C considers barriers to joint working; and 

Section D contains a summary of the key areas where CoSLA wishes to see the Scottish 
Executive take the lead in introducing charges; issues where Councils need to act; and the 
action CoSLA plans to support the new public health agenda. 

4.0 North Lanarkshire Council Response 

4.1 The response from North Lanarkshire Council to CoSLA is attached as Appendix One of this report. 
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5.0 Recommendations 

5.1 It is recommended that the Social Inclusion Committee 

(i) considers the Council’s response to CoSLA’s position statement; 

(ii) advise the Chief Executive of any amendment or additional information the Committee 
would wish to being to the attention of CoSLA and thereafter homologate the Council’s 
response; and 

otherwise note the contents of the report. (iii) 

Chief Executive 



3 Appendix One 

COSLA: Local Authorities as Public Health Organisations 

A report on the current state of play 

1.0 Introduction 

North Lanarkshire Council has obviously an interest in the Public Health Agenda as poor health impacts 
significantly on local population and indeed on the full gambit of services provided by the Council. It is 
important to ensure an inclusive approach to health wherever possible ensuring that services are taken up by 
those who most use them, irrespective of financial and other circumstances and of course, irrespective of who 
provides them. 

2.0 Council’s Comments in Response to the Report 

Councils as Leaders for Health 

Local authorities must be seen to take a lead role in public health matters and work should be undertaken at a 
Scottish level to define and clarify their role(s) to avoid any confusion over future responsibilities to deliver a 
joined up approach to public health issues. 

North Lanarkshire Council would welcome the opportunity to participate in any future discussion and ensure 
that the local authorities role is fully explored and developed in partnership with the appropriate local health 
providers. 

In order to ensure a strategic approach to this development the Council has appointed a member of the 
Corporate Management Team with special responsibility for health to oversee and co-ordinate the health agenda 
in partnership with other agencies. 

Whilst it is a right that public consultation remains high on the agenda and is led by local authorities, North 
Lanarkshire Council would view it as appropriate that any health consultation is adequately resourced by health 
service partners. 

3.0 Strategic Partnerships for Health 

North Lanarkshire Council welcomes the opportunity in promoting the health agenda and would particularly 
welcome the linking of the Health Improvement Plan and the Community Plan to ensure the ‘development’ fit. 

This opportunity could then lead to the development of joint agendas which could include, for example, 

staff development 
jointly commissioned research 
joint database development 
joint planning processes 
joint budgeting exercises 

4.0 Barriers to Joint Working 

North Lanarkshire Council’s geographical area means that it has to liaise with two Health Boards. The Council 
should be proactive in suggesting that the small northern corridor that falls within the Greater Glasgow Health 
Board area is brought under the control of Lanarkshire Health Board in order to regularise boundaries. This 
action would ensure a consistency of practice and priorities throughout the Council area. 

5.0 Summary and Conclusions 

CoSLA recommends a number of key issues for councils to consider and North Lanarkshire Council has 
already actioned a number including: 

I:\ACE\ComPlan\03socinc\mhn3 16.doc 
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Articulating in key corporate and partnership documents that the promotion of health and well being is part 
of the core business of the Council. 

The Assistant Chief Executive dnves the community planning process and is the Council’s link to 
developing the Health Improvement Plan for Lanarkshire. 

That the Community Plan has a health theme - ‘Health, wellbeing and care’. 

That the Council already is an exemplar for health by promoting policies such as safe routes to school with 
elected members adequately informed of progress or otherwise, including monitoring and evaluation 
exercises. 

Progressing the development of Lanarkshire Data Partnership which will facilitate improved data exchange 
between partners, undertake research where appropriate, and link to the community planning process. 

Developing a North Lanarkshire Optiofleasibility Assessment Framework to be used as a partnership tool 
to achieve more effective services. 

Lead partner in the development of a variety of activities designed to address health inequalities in both 
Motherwell North and South Coatbridge Social Inclusion Partnership areas. 0 

I:~CE\ComPlan\03socinc\mhn3 16.doc 
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Councils as public health organisations 

Dermot Gorman, a member of the public health development team in COSLA, wrote to public 
health contacts in councils on 20 June to enclose a paper setting out a first draft of COSLA's public 
health development plan. The paper contained a report on the findings of the team, based on their 
contacts with councils over the past 6 months. It also set out an outline agenda for the Scottish 
Executive, for councils and for COSLA. Comments on the draft report were sought by 28 July. 

0 

On 28 June, we held a briefing seminar in Rosebery House to which all councils were invited. The 
seminar focused on the draft report and also covered proposals being developed in COSLA for the 
training and development which might be offered to councils in support of public health work. 
Officers from 15 councils attended. 

The purpose of this letter is to feed back to councils the main points raised in the 28 June session. 
These are contained in the attached Annex. These may be helpful as a prompt to councils in 
preparing written comments on the draft report (further copies of the draft report are available from 
me on request). We will amend the report in the light of all the comments received before putting 
to our health spokesperson. Thereafter, the intention would be to submit it to the Scottish 
Executive as a COSLA position paper on public health. At that stage, we would also intend to give 
the document wider circulation (including to the NHS and the voluntary sector). 

0 I hope these comments are helpful. 

David Henderson 
Head of Policy Development 

WHEN CALLING PLEASE ASK FOR: David Henderson (013 1 474 9250) davidh@cosla.gov.uk 
healthbriefing290600 3 
DavidH 

Convention of Scottish Local Authorities 

Rosebery H o w  9 Haymarker Terrace Edinburgh EH12 5 x 2  
Telephone 0131 474 92CO F a  0131 4 7 A  9292 lnremer www.cosla.gov.& 

DX No. ED437 Edinburgh 

http://www.cosla.gov
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QSLA 
Pmnwting Scottish L o d  Gozmnnw~i 

Draft: 20 June 2000 

Local authorities as public health organisations: a report on the current 
state of play 

Purpose and summary 

1. This report contains an assessment of where councils stand in relation to the public health 
agenda set out in the Government's February 1999 White Paper Towards a Healthier Scotland. The 
W t e  Paper highlighted the central role of local government in improving public health in Scotland. 
COSLA would go further. As both leader in the community planning process and deliverer of key 

organisations in a way which complements the role of the NHS in Scotland. Against that backgro !P d, 
services which impact on health, COSLA would wish to see councils develop as public h 

based on contacts with councils over the period January to May 2000, the paper identifies the key issues 
that need resolved to facilitate progress. 

2. A COSLA Public Health Team, comprising a full time and a part time officer, was established at 
the start of 2000 following a commitment in the White Paper 'Towards a Healthier Scotland'. The 
Scottish Executive funds both posts. The team has the over-arching aim of promoting progressive 
public health policy in Scottish local government by offering analysis and leadership and by mobilising 
support and resources to drive the local government health agenda forward. One of the team's first 
tasks was to make contact with each council to assess the current state of play. This report is based on 
those assessments. 

3. The report is divided into 4 main sections: 

Section A (paragraphs 4 to 17) addresses the position of health within councils; 

Section B (paragraphs 18 to 23) looks at strategic partnerships for health; 

Section, C (paragraphs 24 to 53) considers barriers to joint working; and 

Section D (paragraphs 54 and 5 5 )  contains a summary of the key areas where COSLA wishes to 
see the Scottish Executive take the lead in introducing changes; issues where councils need to 
act; and the action COSLA plans to support the new public health agenda. 

Section A: The position of health within councils 

4. From central role in health matters in the 19'h and the first half of the 20thcentury, the role of ' 

local government reduced significantly after the establishment of the NHS in 1948 and was further 
eroded by -the removal of the post of Medical Officer of Health in 1974. The 1999 health White Paper - 
re-adjusts the balance by recognising the central role that councils play in promoting public health. 

I .  
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5. The White Paper shifts the health focus in Scotland away from just illness and healthcare. The 
challenge now is to promote positive health and reduce health inequalities by acting on the life 
circumstances that underlie poor health and by introducing policies which contribute to, or otherwise 
promote, healthy lifestyles. Among its main provisions affecting local government, the White Paper: 

+ 

+ 

+ 

+ 

6.  

set out a strategy for improving the mental and physical health of the population and for 
tackling, in particular, health inequalities through partnership working; 

proposed a three level approach to health based on addressing life circumstances that impact on 
health, lifestyles and priority health topics; 

placed emphasis on the importance of joint working between the many interests in the public, 
private and voluntary sectors with a part to play in improving health; 

placed particular emphasis on the health of children and young people, although concerned with 
the population of Scotland as a whole; 

supported closer working between health boards and councils at a senior level; and 

committed the Scottish Executive to funding a public health adviser post(s) in COSLA to 
develop the health agenda within local government. 

One of the first tasks of the COSLA public health team was to write to Chief Executives of 
councils, asking each to nominate one officer from their council to act as lead liaison officer for their 
council on issues relating to public health. Representation was from different council directorates and 
from different levels of seniority within the council structure. Corporate services were the most 
commonly represented with social work, environment health and education also prominent. In all, 11 of 
the officers nominated sit on their council’s senior management team. Stirling Council has the only 
officer where ‘health‘ is formally in the job title (without ‘environmental’ in front of it). 

7. Over the period January to June 2000, the advisers visited 30 councils and were otherwise in 
direct touch with the remaining two councils. Each council was asked to complete a structured 
questionnaire in order to allow some comparison between councils and also to serve as a baseline 
against which changes can be charted. It is clear from these contacts that there is no common structure 
for co-ordinating policy and service delivery regarding public health. It also appears that views on, and 

Health as a core business of councils 

8. 
they do have other responsibilities in certain health fields, such as environmental health). 

Local authorities do not have a statutory duty to deliver public health services (though of course 
The 

2 .  



8 
over-arching health duty, however, lies with the NHS. This position appears to have a substantial 
impact on the way public health in councils is now viewed. Public health does not appear to be seen as 
part of the ‘core business’ of councils and the framework within which local government operates 
appears continually to reinforce this perspective. 

9. Although councils may not see public health generally as their core business, many Elected 
Members, as well as officers, are involved directly or indirectly with health service issues. One of the 
main areas is community care where, for example, pressures arising from delayed discharge and I 

resource transfer issues are prominent. Councillors also become involved in general health issues 
(whch can relate to NHS matters) as a result of enquiries from constituents, typically about individual 
problems or local service changes. 

10. The absence of public health from routine council business can perpetuate a view of the wider 
dimensions of health as health board territory. This background helps explain the lack of any consensus 
or real coherence in the location of the public health function within council structures. In these 
circumstances, it is perhaps not surprising that public health is not at the top of the local government 
agenda. 

11. - 
ordinate all public health matters. What is more likely is that individual officers will deal with spe@ 
aspects of public health across a range of service departments. Those officers who have been given a 
co-ordinating role or within whose responsibility public health falls are certainly well informed about 
the new public health agenda. But, because they are often in middle management positions with many 
other competing responsibilities, many lack the time and seniority to develop and implement joint 
strategies. 

In no council does a single officer at Senior Management Team level truly oversee and 

12. However, it does appear that this position is changing. While the location of officers with public 
health responsibilities within councils varies, the lead on public health is increasingly being located 
within a central department of the council - typically corporate services, the policy directorate, or the 
chief executive’s department perhaps moving from a traditional base in environmental services. More 
senior officers are also becoming involved. This suggests that councils are increasingly viewing health 
as a corporate issue and are beginning therefore to address the issue of its integration into the corporate 
mainstream. 

Councils as leaders for health 

13. As indicated above, the leadership role of councils as public health bodies is not well d e v e l o a  
Chief Executives and Elected Members tend to regard public health as a health board issue and see the 
main intersection with the health service in terms of community care or other service issues (for 
example, hospital reconfiguration, maternity services or delayed discharge) rather than the broader 
health agenda. Yet, much of what local government is about is linked either directly or indirectly to 
public health. 

14. The various services delivered by councils, such as housing, social care, education, transport and 
leisure and recreation, all impact on the health and wellbeing of communities. While local governrnent 
does not deliver medical care, the activities it enables and the services it provides have a very 9 

significant impact on social inclusion and on people’s life circumstances and lifestyles. These, in turn, 
have a direct impact on people’s health. The Government’s recent Review of the Public HeaZth 
Function, published in December 1999, highlighted health boards as public health organisations, ’ 
working in partnership with councils and other organisations. COSLA believes that approach is too 
simplistic and ignores the vital contribution of local government. In COSLA’s view, the health service 
and local government should have joint roles as public health organisations. 

J. 
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15. Councils are in general among the largest employers in their areas. They therefore have a direct 
effect on health locally by their actions towards their employees, and through them, their families. One 
way in which councils can embrace the health agenda internally is through the Scotland’s Health at 
Work (SHAW) scheme. There is enthusiasm in councils for the SHAW scheme with at least some 
departments in 21 councils actively seeking awards. COSLA would wish to encourage the widest 
participation in the SHAW scheme. Participation in the process should not just be limited to officers. It 
should also include Elected Members. If councils are to develop progressive alcohol or smoking 
policies, the same standards should apply to officers and members. 

Public participation 

16. Councils have a proven track record when it comes to engaging the public, particularly minority 
groups. They are also of course democratically accountable through the ballot box. There are many 
good examples of citizens’ panels, focus groups, surveys, involvement of community councils etc. 
throughout Scotland. Many of these are operate as part of the community planning process, as councils 
develop public consultation as an integral part of this process. In addition to general consultation, 
councils also consult specific constituencies from time to time. Meetings of parents called by schools 
are an obvious example. h o t h e r  is where tenants are involved in deciding how their housing is to be 
managed. Meetings of this sort are as likely to deal with public health issues as any other. Moreover, 
they also act to foster the development of community and social networks and the empowerment and 
participation which in themselves will have a positive impact on health. 

0 

17. However, community planning procedures are still relatively new and will take time to develop. 
There are still barriers to overcome in engaging with some excluded groups. Councils are taking the 
lead in addressing this issue. The NHS would benefit from working in closer partnership with councils 
to ensure that communities become more involved and empowered in health and council services, 
particularly given that turn-outs at meetings to discuss HIPs in several health board areas have been 
very low. 

Section B: Strategic partnerships for health 
Community Planning and Health Improvement Programmes (HIPs) 

18. Community planning is emerging as the main forum for councils to address the wider 
determinants of public health. While the community plan is seen as the key strategic document in each 
council, health issues are also dealt with through the HIP. The key issue therefore is to link the HIP 
with the community plan as is done, for example in the joint health improvement strategies produced 
between Moray Council and Grampian Health Promotions and in -4yrshire through the Health for All 
programme. 

I) 

19. As with health boards, councils can hold different views as to the prominence to be given to the 
health and healthcare agendas and may not always be clear about the distinction between them. This is 
reflected in the health sections of some community plans where ‘health’ appears to be largely 
synonymous with the NHS and community care. In these cases, health service and community care 
issues assume greater prominence then the wider aspects of health and wellbeing. In some councils, the 
health section in the community plan is delegated directly to the health board. 

20. Public health appears in Community Plans in a variety of ways, most commonly implicitly 
within the council’s vision for their population. Health then becomes a focus for sub-groups of the 
main community planning group, perhaps described as Health Alliances and involving prominently the 
NHS, local people, voluntary agencies and enterprise agencies. 

4. 
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21. The NHS Health Improvement Programme (HIP) is the strategic vehicle where the NHS seeks 
to deliver health improvement and healthcare for their population. A major problem is the lack of clear 
linkage between the HIP and the community plan(s) for an area. 

22. In practice, many councils consider that they are not given sufficient opportunity to influence the 
HIP for their area and are excluded from much of the debate within the NHS. Some felt they were 
being asked to simply ’rubber stamp a NHS fait accompli’. The HIP is also commonly criticised for 
being too health service or community care orientated. It has also been perceived hitherto as very much 
a NHS document, with at least one council very critical of its health board for not involving it in the 
production of the HIP. Most councils reported improving liaison and linkage between partner 
organisations in planning public health improvements and there is a clear desire to ensure that the HIP 
process becomes more inclusive and health focussed with council input being given more weight. As 
an example of progress in this area, West Lothian Council is establishing which parts of the Lothian 
Health HIP come under community planning and are taking responsibility ,for that in the community 
planning structure, leaving partner organisations to manage their own core business. 

23. Some of the comments received on HIPS illustrate the points made. 

Section C: Barriers to joint working 

24. Raising the priority for health improvement and the importance of the local government role are 
key to promoting the wider health agenda in councils. Successful partnership working requires clear 

strategy. Barriers to joint working may be classified as structural, process or cultural. 
aims and objectives with delineation of responsibility between partners under a shared vision 

Structural issues 

25. Where partnerships are well understood and relationships between key players good, the health 
improvement agenda is better developed. Coterminosity and the number of Heaith Boards relating to 
one council and vice versa are key issues in facilitating the success of joint working. 

26. There are clear additional complexities where one health board relates to several councils or 
where a single council has to deal with more than one health board. We found that the degree ofjoint ’ 

working at senior level and shared responsibility for community planning and other strategic groups 
was generally higher in councils with 1 : 1 relationships with health boards. 

27. Where a health board straddles several councils, there can be issues over priorities. As an 
example, Barrhead is at the top of East Renfrewshire Council’s priority list but, given its wider 
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geographical area, not at the top of that for Arygll and Clyde Health Board. There can also be issues 
over finance (for example, whether a disproportionately large share of money is given to community 
development projects in one council rather than others). 

28. In addition to better convergence between the HIP and the Community Planning process, where 
a HIP straddles more than one council area, COSLA would wish to see the HIP disaggregated into 
council areas. Where this is done, it greatly facilitates joint planning and COSLA would strongly 
commend this approach across Scotland. Where HIPS have been disaggregated into localities, reflecting 
council areas, councils would appear to have greater ownership and influence of the agenda. 

29. The size of councils is also important in determining their capacity to respond to initiatives and 
work with partners. Some smaller councils find particular difficulty responding to the range of 
initiatives coming from the Scottish Executive while larger ones find the internal communication across 
service delivery directorates that are necessary to respond to the needs of ‘real people’ really difficult. 

30. There is widespread confusion within councils about the evolving NHS structures and roles of 
health boards, trusts and LHCCs. The number of staff changing posts and the pace of change can 
exacerbate this confusion. Problems with misunderstanding roles can lead to meetings with the wrong 
people. This in turn impedes progress and frustrates already busy officers. Most council contact at the 
strategic level is with health board or trust executives while health promotion and LHCC staff are more 
involved operationally with public health medicine at both levels. 0 
31. 
contact with them while other regard them as key partners. 

There is big variation in the involvement of LHCCs with councils. Some councils have little 

32. Directors of Public Health and Health Promotion Departments are recognised by councils as 
being important .foci for health within the NHS. Council views on the success of joint working with 
them vary from the very productive to the unfulfilling. Many examples of poor practice were cited with 
late cancellation of meetings and failure to meet deadlines on consultations and papers as examples. 
There was recognition that many of the people/departments were stretched to fulfil their commitments 
but at times (in the situation of one health board and several councils) there was a sentiment that health 
boards favoured ‘big city councils’. 

0 33. Many Directors of Public Health present their Annual Reports to either full council or senior 
council committees. This can be useful in emphasising the importance of health improvement and the 
challenges and changes required to achieve it. 

34. There are significant concerns about the difficulties of partnership proliferation and frustration 
about challenge funding. Different partnerships often addressing similar topics and the same people 
have been set up over the years. These have often been as a response to government challenge funds of 
one sort of another. Partnerships, while easy to set up, have often not been time limited and overlapping 
functions and lack of a clear overall strategy leads to them being less effective than they might be. The 
individuals working in these partnerships often are unclear how they relate to other local initiatives and 
the potential for joint learning and development is lost. 

6 .  
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Many councils are conducting audits of partnerships and the community planning process is becoming 
instrumental in rationalising and giving a strategic focus for partnerships locally. 

3 5 .  Communication is another key issue. Councils are among the largest employers in an area and - 
can influence attitudes and potentially behaviour locally by the actions they take. It is, however, 
important that councils take a client centred focus rather than being driven by the needs of individual 
directorates or departments. Communication plans using e-technology, news-sheets, team briefings are * 

being introduced - Dumfries and Galloway Council has a shared intranet with the health board. 

36. While some 
councils have for instance integrated social work and housing departments, it is too early to say if this 
pattern or indeed the more modem cabinet style structure with scrutiny groups in councils will ensure 
more prominence for public health. As with communication, joint initiatives in training between 
partners will be helpful in enhancing joint understanding of health issues and promote better 
co-operation and joint working. 

There is some evidence of failure to link effectively across council directorates. 

37. Notwithstanding the many difficulties with co-ordination of projects and capacity to organise 
them, there are many fora where joint working is producing, or promising to produce, positive impacts 
on health. These include SIPs, new community schools, homelessness initiatives and DATs. While the 
various Social Justice, health service and SIP targets are often included in joint planing documentation 
but there is a general view that these should be better co-ordinated. Where councils have SIPs there is 
often a strong “bottom up” approach to health, but this may not permeate to the whole council. The 
Health For All approach is prominent in Glasgow, Ayrshire and Tayside. Some councils expressed 
concern that by having health dealt with in an arena outside traditional health or local authority 

be established. 
structures could be counterproductive. This could be overcome where clear lines of 

38. Inequalities raised many different issues and pointers as to the focus work in council areas. 
There are different emphases on this work depending principally on any ‘Inequalities Strategy’ or 
working group that the Health Board leads has and the history of SIPs. Councils highlight anti-poverty 
and social inclusion strategies, specific ‘health and wellbeing’ or ‘health and caring communities’ 
groups (under the community plan), community development programmes, healthy living centre bids 
and new community schools as addressing inequalities. Almost all these partnerships come under the 
umbrella of the community plan. It seems that the NHS has taken inequalities as a banner (possibly 
originating from the White Paper). In Highland, for example, this is integrated into different sections of’ 
the HIP. Angus Council has led on the topic locally with a recent multidisciplinary Angus ”Health for 
All’’ seminar having inequalities as a major component, an approach shared by Perth and Kinross and 
several other councils. 

7 .  
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39. HIPS and Community Plans should be based on the same joint understanding of the health issues 
in an area. The vision of both documents and the stated objectives and intended outcomes should reflect 
this. 

Cultural Barriers 

40. In general, the task involved in overcoming cultural differences in the organisations concerned is 
not to be underestimated. Given where each side has come from, including recent major reorganisations 
of both health services and local government and uncertainty over future structures, a measure of 
defensiveness is perhaps to be expected. There is some evidence that progress is being made on getting 
all sides to accept each other’s cultures and targets some health service bodies still have some way to 
go. As one council commented: 

4 1. Members and officers have different training and background. Organisations have developed 
different cultures, have different performance measures and accountability arrangements. It is 
unsurprising that there is a general lack of understanding of what make partner organisations tick and 
their corporate culture. 

42. Within councils there can be an issue around the ‘democratic deficit’ in Health Boards. This is a 
more of a concern to members than officers. Members can find it difficult to deal with organisations 
with which they have had an adversarial relationship in the past e.g. contesting closures of A&E or 
maternity facilities were commonly mentioned examples. 

43. A number of councils asked why acute trusts do not engage more fully with councils. This was 
in the context of accidents and deliberate self harm where some central Scottish councils were being 
frustrated in their ambitions in taking forward joint work. Elsewhere councils felt not fully involved in 
some serious social issues which were annexed by health - family planning, abortion and GP 
prescribing policies were highlighted here. 

44. There were many examples of joint funded posts (including for example a community planning 
co-ordinator post funded jointly by an enterprise company, health board and council). Although more 
are planned their opportunities they bring seem hindered by issues such as pay parity and career 
progression. There is a concern about the arrangements for joint posts, with the recognition that such 
staff must have clear roles, remits, accountability q d  supportive management structures. Joint posts 
and secondments can be valuable in helping partner organisations liaise better and, if at a senior level, 
can help clarify the roles and responsibilities of partner organisations. Joint posts will help data sharing 
between councils provided that the staff involved with the requisite skills and attitudes and it is clear 
that they know what it is they are required to do. 

45. Many innovative projects were in place focussing on data sharing between health boards and 
councils. These tend to be around community planning initiatives where there is a general difficulty in 
data definition. However problems about confidentiality are often raised. The developing social justice 
agenda a s  well as monitoring arrangements for SIPS etc. will give this area impetus in the coming 
months. The City of Edinburgh Council‘s ’ datashare’ project which originated from a community safety 
focus will be an interesting development coming on stream in late 2000. North Lanarkshire has a vision 
of a single system for giving local information on public services. 

8. 
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46. There are challenges in reconciling the various social justice, SIP and NHS targets for council 
areas to stop duplication of effort and promote a shared data collection and dissemination system. 
Improving the understanding of targets will be key to developing good joint targets for improving health 
in within council areas. 

Process Barriers 

47. Funding cycles and different priorities of partners were constantly raised by councils as barriers. 
There is frustration about cuts to core funding services. As health does not have a statutory focus within 
councils, public health measures are often easily targets for council budget cuts. Some of those * 

interviewed felt that councils did not fight hard enough to retain health initiatives when faced with 
budget cuts. 

48. Councils find a contradiction in being expected to empower their communities while at the same 
time being denied the funding adequately to do so. In some cases, they have even to compete for the 
available funding. Councils can put in a large amount of effort in pursuit of relatively modest sums of 
money, distracting staff from more important priorities. 

49. Councils see COSLA’s role as valuable in promoting the public health agenda. This report, in 
tandem with separate guidance being prepared jointly for the NHS and local government by COSLA 
and the Scottish Executive, should provide useful information and advice to councils and reinforce the 
responsibility of councils to act in a concerted way to address health improvement. Officers 
interviewed particularly want it to impress on their senior colleagues the need to take health seriously - 
something that many believe does not happen. Officers often have a very wide remit and are under 
great pressure to deliver on statutory areas and can see health as an additional ’bolt on’ to their post. 

what the nature of partnership should be with others especially health boards in promoting the he a 50. 

agenda to councils. The balance between meetings, written briefings and electronic communication was 
debated with divergent views expressed. 

Interesting views were raised about how COSLA should best develop its public health role 

5 1. There is support for high level COSLA run national meetings with senior council representation. 
These should be addressed by senior executive health personnel and be on ‘cutting edge’ and strategic 
issues. However, there are concerns about how best COSLA should organise such events. 

9 .  
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52. Training and education of staff, particularly in the skills needed for partnership working is 
regarded as being vital. A few councils are developing in house training for staff about health in 
conjunction with partners. Members were not learning about health policy. There is an important role 
for COSLA in this area. 

53. Sharing information between councils and other partners is seen as crucially important. 
COSLA’s public health team’s visits have reinforced councils’ belief in how they were handling health 
and allowed them to hear about developments in other council areas. Awareness of practice from other 
areas was surprisingly low - into this debate must come some definition of what constitutes truly ‘good’ 
practice. This lack of cross fertilisation between councils is something the team is well positioned to 
address. 

Section D: Summary and conclusions 

54. This section is split into 3 parts. The first sets out those areas where COSLA would wish to see 
the Scottish Executive introduce or support change. The second is the action plan which the COSLA 
public health advisers aim to put in place over the coming 18 months, based on the priorities identified 
in this paper. The third sets out changes which COSLA would wish to see councils themselves 
introducing . 

55.  
on any issue covered as well as on any omissions. 

COSLA will be consulting on this paper more widely and would welcome views and comments 

Kev issues for the Scottish Executive 

COSLA wants the Scottish Executive: 

3 

k 

> 

3 

3 

3 

to acknowledge that funding cuts year on year in AEF to local government inhibit councils’ 
ability to take forward and implement public health improvements and to ensure, therefore, 
that in assessing spending priorities with COSLA, the importance of public health is fully 
recognised; 

to give councils a more clearly defined and delineated responsibility for public health issues 
through (i) a change in the law to give councils power of general competence over public 
health issues and (ii) council chief executives or leaders being involved in the NHS 
accountability review process; 

to ensure that community planning is the single over-arching plan for an area covering all 
services within that area‘ including health (with the HIP therefore reflecting the health 
priorities agreed within the community planning process); 

to ensure that the impact on health of community planning is monitored and good practice 
propagated; 

to ensure that health and social justice indicators are integrated into a single set of realistic 
targets; 

to re-draw health board boundaries to align with council boundaries and to ensure that, 
where a health board boundaries covers 2 or more councils, its HIP is disaggregated into 
separate sections corresponding to each council area; 

10. 
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3 to ensure effective implementation of public health policy by adopting a joined-up approach, 

both within the Health Department and also across other Departments within the Executive; 
and 

P to accept that councils should be developed as public health organisations. 

Key issues for councils 

56. 
local authorities should: 

In implementing action to support the health and well-being of individuals and communities 

3 

P 

3 

3 

3 

3 

3 

> 

> 

3 

0 

clearly articulate in all documents and forums that ’promoting the health and well-being of 
communities’ is part of the core business of the council; 

wherever possible have an officer dedicated to leading this agenda; 

ensure that the ‘health theme’ within the Community Plan is actively supported , if not 
driven from within the council; 

set up an internal cross service group whose role would be to interpret the health t h e n . 1  
the Community Plan (this group to consider, for example, what it means for individual 
services; how services can maximise the council’s contribution to locally based initiatives 
e.g. SIPS; how ’health’ is made an integral part of any new applications for funding; and 
consider how SHAW might be implemented. The possible scope of this group is extremely 
wide and individual Councils will have to decide its specific focus. It is important that this 
group is either a decision making group in its own right or has direct access to decision 
making - otherwise it will only exchange information and have no external impact.) 

commit to the SHAW scheme, with commitment and participation from both officers and 
Elected Members and policies and standards developed applying also both to officers and 
members; 

as large employers, become exemplars for health in their areas by promoting supportive 
health policies such as through safe routes to school; by encouraging greater physical 
activity and exercise; or by restricting smoking in public places; 

0 ensure there is a mechanism to involve elected members in public health issues; 

ascertain officer and member development needs in relation to this agenda and establish a 
development programme (COSLA has just begun to develop a training and development 
strategy around the public health agenda and opportunities may exist that you can access); 

undertake an audit of the partnerships the council is part of which relate to the public health 
agenda; 

take a proactive approach in developing the interface between the Community Plan and the 
HIPITIP process; 

clearly define within the council how the success of individual programmes or projects that 
relate to health will be evaluated and consider doing this with the Public Health Department 
or Specialist Health Promotion Service; 

~ 

11.  
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3 encourage the establishment of joint posts in the public health arena to increase capacity 
within councils and, where such appointments are made, ensure a clear role and remit for the 
each post, together with active and supportive management (COSLA is currently auditing 
activity on this front); and 

3 put more effort into improved and dynamic joint datasets. 

COSLA’s action plan 

The Public Health Development Team in COSLA will: 

3 

3 

3 

3 

3 

3 

3 

3 

Contacts: 0 

develop a strategic training framework to meet the expressed needs of councils in taking 
forward the Health White Paper agenda (a partnership group consisting of HEBS, the Public 
Health Association, Queen Margaret University College and COSLA, is currently 
considering the best way of delivering training and support for councils); 

work jointly with the Scottish Executive on a guidance document for the NHS and local 
government; 

establish a COSLA public health network, involving both members and officers, under the 
Chairmanship of E t a  Miller (COSLA Social Work and Health Spokesperson); 

provide further guidance and information on good practice and relevant public health issues; 

raise the profiles of councils as public health organisations by organising seminars and 
making regular presentations to appropriate groups; 

further develop communication links with councils through regular newsletters, electronic 
communication and visits; 

represent councils’ views in the national arena on public health issues; and 

develop policy initiatives and proposals on public health matters. 

David Henderson (Head of Policy Development) 
Dermot Gorman (Public Health Medicine Consultant, Public Health Development Team) 
Morag Hamil (Public Health Development Officer, Public Health Development Team) 
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