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REVIEW OF THE PUBLIC HEALTH ON CALL SYSTEM ACROSS CHESHIRE AND MERSEYSIDE

1.0 
Purpose
The purpose of this paper is to provide information, assessment of options, advice and recommendations to the ChaMPs Directors of Public Health Group on the future structure of the Public Health On-Call System
2.0 Scope

The Cheshire and Merseyside Directors of Public Health, in liaison with Mersey Deanery, Regional Director of Public Health, public health trainees and Cheshire and Merseyside Health Protection Unit, have commissioned HoM Partnerships* with oversight from the ChaMPs team, to develop a short paper reviewing the current public health on-call system and consider options to support the development of a new system that is fit for purpose and fulfils modern public health practice requirements.
Alongside identifying and examining related and relevant literature and interviewing key stakeholders and informants, the review considers related national and regional guidance and options for public health on-call system delivery. 

The review will seek to make recommendations about payment for individuals on the rota (including recharges to PCTs) and make recommendations covering ongoing and future governance, coordination, and management arrangements for rota.


2.1
Limitations

This review is considering just the PCT public health rota which is currently administered by ChaMPs and is not a review of the HPU on-call rota.

The Review must be completed within a very tight time frame and project budget. Within these limitations it is not possible to interview/question all stakeholders and key informants – but rather to deliver an agreed number of stakeholder and key informant interviews identified by the reference panel. Within these limitations it is also not feasible to conduct detailed reviews of all existing practice nationally but rather to focus on reviewing existing practice identified by stakeholders.  

Within the limitations of the review it is not possible to conduct a detailed cost analysis of the considered options or to fully expand on the preferred option. If agreement is reached on a preferred option a more detailed implementation plan will need to be developed.
* HoM Partnerships is a public health consultancy, established as a Community Interest Company (social enterprise) in 2008. As a social enterprise, profits are re-invested into the prevention of cardiovascular disease through the charity, Heart of Mersey
3.0  
Report  Methodology

3.1
Literature Review

1. Conduct a general literature search of published reports, websites and further publications to identify delivery management options 

2. Identify any legal or legislative issues that would affect the development of an effective public health on-call system

3. Conduct a detailed analysis of the literature

3.2 
Regional Review
1. Semi structured interviews with experts working in the NW region to:

· Identify the main ways in which public health on-call rotas are managed in the NW.

· Identify the main strengths and weaknesses of other delivery structures 

· Examine evidence of impact of alternative systems 

· Consider similarities and differences between sub regions and systems that would impact on the thinking for a Cheshire and Merseyside model.
3.3 
Local Stakeholder Review
1. 
Semi structured interviews with key local stakeholders and decision makers identified by the reference group to:

· Discuss the background to the work, the findings from the literature review and regional interviews

· Understand local and sub-regional developments 
· Discuss the key strengths and weaknesses of the existing system
· Explore a range of potential options
· Gauge ‘stakeholder’ opinion of those interviewed as to the potential to develop a robust public health on-call system
3.4 
Report and Recommendations

1. Carry out further investigation of the options identified and the likelihood of stakeholder support
2. Make interim progress reports to project manager and reference group
3. Make recommendations to the Cheshire and Merseyside Directors of Public Health Network outlining the findings of this work and potential areas for further review and implementation

4.0  
Literature Review 

4.1 
Statutory Background
Following severe criticism of the public health response to major communicable disease outbreaks the Acheson Report (1988) and key messages were reiterated in subsequent reports by the Chief Medical Officer (2001), this led to the reaffirming of the local public health role in responding to outbreaks and potential outbreaks of communicable disease. Included in this function is a requirement for PCT public health to provide adequate 24 hour on call public health services, from a multi disciplinary local rota of suitably trained public health professional staff, including DsPH, Public Health Consultants, and other trainees and medical and public health practitioners and specialists.
The creation of Primary Care Trust (2002) led to a renewed emphasis in securing high quality professional public health responses to communicable disease, biological, chemical and radiation hazards and the creation of the Health Protection Agency (HPA) across England (2003) would underpin and support NHS expertise in this area. The HPU offers 24 hour leadership and support to PCTs, local authorities and other agencies.
Following the Civil Contingencies Act (2004), the NHS Emergency Planning Guidance (2005) and the Healthcare Commission Standards for Better Health (C24), all NHS organisations are now required to plan to respond to major untoward incidents in the community. Within this Primary Care Trusts and the Health Protection Agency are classified as Category One responders and are individually accountable to provide an immediate health protection response 24 hours a day, seven days a week.
 

Part of the on call response capability is to provide public health support to Strategic Coordinating Groups (SCGs) and to specialist advice mechanism such as STAC and Outbreak Control Teams. This includes the ability to advise NHS at consultant level on PCT/Trust responses and interventions, media spokesperson responsibilities and delegated public health leadership on behalf of the DPH. These roles are conducted as a complimentary set of activities with the HPA Consultant on call. It is also increasingly recognised that the emerging range of major incidents may place greater public health leadership responsibility on NHS Public Health. Such scenarios can include heatwaves and coldwaves, flooding and major weather events, incidents within NHS facilities, and incidents involving mass casualties and high fatalities such as after transport accidents or following explosions as in the London bombings.    
4.2 Health Protection
Health protection (HP) focuses on the prevention and control of communicable disease and the public health response to chemical and radiation hazards to health.

The HP function in each locality is a PCT and local authority responsibility, with support from others including NHS Trusts, and is discharged with the leadership advice and support of the Health Protection Agency (HPA). This paper refers to the out-of-hours cover for the PCT public health function ('on-call'). 
Provision of an on-call service is a joint responsibility between PCTs and the HPA, as agreed by the Faculty of Public Health (FPH) Working Group on Health Protection and reinforced by the national template Memorandum of Understanding between PCTs and the HPA.

Public Health responsibilities fall into three main categories

1. Public Health response to a major incident locally, jointly with the Health Protection Agency staff

2. Handling and responding to local calls from the NHS, local authorities and other partners, seeking public health advice
3. Responding to wider alerts including Chief Medical Officer cascades
Out of hours cover for this function has usually been part of the local Public Health on-call rotas and most PCTs in England currently share Public Health on-call arrangements with neighbouring PCTs. Modern on-call models usually recognise mechanisms for providing mutual aid, escalation of response and mobilising continuing response and surge capacity.  
Acceptable NHS on-call arrangements should:

· Provide robust, 24/7 cover

· Cover all populations and organisations

· Have an adequate, competent workforce to staff rotas

· Provide adequate knowledge and experience of health protection issues

· Ensure local responsiveness (eg travel time)

· Ensure familiarity with local populations and systems

· Meet the needs of both PCTs and complimenting roles of the HPA
4.3 Faculty of Public Health

The Faculty of Public Health (FPH) is the standard-setting body for specialists in public health. In order to assure delivery of safe public health on call response The FPH sets out the standards of competence required to begin supervised on-call duties at different levels. 

The FPH state that “Public health on-call services should be provided to high and consistent standards and meet clinical governance requirements“

The following principles should be followed in all areas in relation to the use of trainees on the on-call system:
· A person with knowledge of local population, agencies and policies, and with competencies equivalent to on call and within a reasonable travelling distances of all parts of the area covered.
· Access to a person within a government region (or smaller population if appropriate) who has expert current knowledge and experience of health protection issues and their management.
· These two functions not being provided by the same individual (this avoids potential conflict of duties and provides some surge capacity and a failsafe).
· No individual undertaking greater than 1 in 4 on-call duties (preferably less) or contravening the Working Time Directive. 
· Consultant medical advice always being available (HSG (93)56).
· The relevant RDPH being convinced that the system put forward by local PCTs and the HPA is robust and safe. 2
4.4 
European Working Time Directive
In looking to develop a robust, fit for purpose public health on call rota that is compliant with statutory regulation, NHS organisations must now consider the implications of the European Working Time Directive (EWTD) and ensure that any system developed is fully compliant.

The EWTD is a directive from the Council of Europe (93/104/EC) to protect the health and safety of workers in the European Union. It lays down minimum requirements in relation to working hours, rest periods, annual leave and working arrangements for night workers.

The Directive was enacted into UK law as the Working Time Regulations, which took effect from 1 October 1998.  The Government negotiated an extension of up to twelve years to prepare for full implementation for doctors in training. 

The implications for the public health on-call rota are that staff working on the rota must not work in excess of 48 hours per week from 1st August 2009. All services not EWTD 48 hour compliant by the 1st August will need to seek a derogation for up to 52 hours.
The Working Time Directive definition of "working time" is as follows:

"Working time shall mean any period during which the worker is working, at the employer's disposal and carrying out his or her activity or duties, in accordance with national laws and/or practice".
"Time spent on call…….....must be regarded in its entirety as working time....if they are required to be present at a centre. If they must merely be contactable at all times when on call, only time linked to the actual provision of ... services must be regarded as working time." 

4.5 
Revalidation
In medical Revalidation Principles and The Next Steps (2008) 
 The Chief Medical Officer for England emphasised the importance of a robust revalidation process to ensure that licensed doctors and other statutorily regulated health professionals remain up to date and continue to be fit to practice and that they can periodically demonstrate their continued fitness to practice. Revalidation has three elements: 

· to confirm that statutorily regulated health professionals practice in accordance with the GMC’s generic standards 
· for doctors on the specialist register and GP register, to confirm that they meet the standards appropriate for their specialty 
· to identify for further investigation, and remediation, poor practice where local systems are not robust enough to do this or do not exist. 

Specialists working at consultant level will also have to demonstrate that they meet the standards that apply to their particular specialty and, as public health is a multidisciplinary specialty, the Faculty of Public Health expects all of its members with specialist registration to revalidate in a similar manner. 
 
Revalidation may influence more consultants to participate actively in on-call and they and their employers would ensure they meet all criteria for practice.
5.0 Regional Review of North West Regional Public Health On Call Systems

The NW region is divided into three sub regions and five Local Resilience Forum (LRF) areas: Cumbria & Lancashire; Greater Manchester & Cheshire and Merseyside. The geography between sub regions varies enormously as do the health protection issues faced within each. As a result there are three distinct public health on-call systems operating in the NW region.

5.1 Cumbria & Lancashire Public Health On-Call System
Demographics

Cumbria & Lancashire Public Health on-call rota covers the largest land area of the three sub regions (approximately 2/3) and serves a population of approximately 1.9 million.
Geographic Footprint of Rotas

The sub region operates three public health on-call rotas.

Lancashire (covering 5 PCTs and approx. population 1.45m)

Cumbria (1 PCT approx. population 0.45m)

HPA (covering sub region approx population 1.9m)

Staffing 

The three rotas are staffed by appropriately trained medical and non-medical Public Health and Health Protection Consultants, Directors of Public Health and Public Health Consultants. Public Health trainees are supernumerary to the rota and replace 1st on-call staff to fulfil their training commitment. 

The PCT’s are responsible for providing and paying staff for the PCT rotas. This requires approximately 15 staff, providing a 1:6 – 1:9 cover, as follows:

	PCT
	DsPH
	Consultant
	Specialist

	Cumbria
	1
	1
	6

	Blackpool
	1
	
	

	Blackburn with Darwen
	
	1
	

	Central Lancashire
	
	2
	

	East Lancs
	1
	
	

	North Lancashire
	
	2
	


The HPA staff and pay their rota made up of six consultant staff (four doctors and two nurses).

Rota Organisation

The public health staff are first on-call for routine infectious disease calls and the HPA staff cover environmental, chemical, radiological and CBRN incidents as first on-call. The staff will communicate significant events to each other and where required provide support in the more major incidents. The rota is not seen as hierarchical but collaborative. 
All incidents/activity is notified to the HPA the next working day for audit and ongoing management. 

Access to the Public Health Rota

The Public Health Rota is accessed through Ambulance control or hospital switchboards, full instructions are supplied with each rota on which staff to call out. 

Rota Management
All three rotas are administered and managed by the HPU. This includes populating the rota, inductions of staff, training and dissemination of information. The service is provided through the post of a HPA Clinical Lead and their Personal Assistant.

There is no SLA between PCTs and HPA and no payment made by PCTs for this support.
	ADVANTAGES



	1
	Co-ordination across rotas, training and personnel due to one administration point.


	2
	Sustainable in terms of staff as they are paid by PCT


	3
	PCT involvement in the operation of the system is high 



	4
	Excellent relationships generated between PCTs and HPA through goodwill


	5
	Three rotas allow good coverage of a wide geographic area


	DISADVANTAGES



	1
	Difficult to ensure staff remain updated in relation to training



	2
	Heavily subsidised by HPA



	3
	No formal SLA



	4
	As each individual PCT pays the staff on rota there is inequity in payment and staffing levels across PCTs


5.2 Greater Manchester Public Health On-Call System
Demographics

Greater Manchester Public Health on-call rota covers the smallest geographical area of the three sub regions, but serves the largest population of approximately 2.6 million.

Geographic Footprint of Rotas

The sub region operates two public health on-call rotas.

· 1st on call PCT public health on-call rota (covering 10 PCTs) operated by way of an SLA by the HPU
· 2nd on call HPU consultant rota (covering 10 PCTs )

Staffing 

The PCT rota is fully staffed by a combination of PCT infection control nurses and HPA clinical staff (not consultants), and public health trainees, where available, can be added for training purposes. There are approximately eight staff on the rota providing a 1:8 system.
Staff are managed by the HPU. The PCTs are responsible for paying but not necessarily providing all of the eight practitioners (5 from PCTs + 3 for HPU). The PCTs pay the infection control nurses in their PCTs (wherever they are located). The HPU then reimburse the PCT for these costs (this includes approx 24% employer add on costs)
When the original SLA was established there was a 3rd rota made up of DsPH only. This rota however was very seldom used and so longer exists. The HPU contact the PCT Executive rota when escalation is required.

Rota Management

Both rotas are administered and managed by the HPU. This includes populating the rota, inductions of staff, training, dissemination of information and audit.

There is a formal SLA between PCTs and HPU which outlines responsibilities of both parties. This is managed on the PCT side by a lead DPH. The HPU reports back on a six monthly basis to DsPH.

Costs

PCTs pay the HPU on a weighted population basis for this service. This totals approximately £93,000 pa. 

PCTs that provide staff for the rota are reimbursed by the HPU.

All staff on the rota are paid the same rate based on 15% at the top of the old ‘I’ Nursing Grade, this does attract cost of living rises. This was protected through AfC.
	ADVANTAGES



	1
	Robust co-ordination across rotas, training and personnel, audit due to one administration point.


	2
	Sustainable robust system monitored through Service Level Agreement


	3
	Equity in payment for the service



	4
	Robust reporting procedures through to DsPH


	5
	Frees DsPH and consultants to operate PCT Directors Rota and meet STAC Requirements

	6
	One single contact point for Public Health On Call (0.5 WTE)

	DISADVANTAGES



	1
	Potential for lack of engagement with PCTs public health leadership


	2
	Potential difficulties in accessing the full range of PCT systems and resources



	3
	Potential for the service to be stretched at times of surge



	4
	Potential de-skilling in public health on-call competencies


5.3 Cheshire & Merseyside Public Health On-Call System

Background

Pre 2002 each Health Authority in Cheshire and Merseyside had responsibility for managing their own local public health on-call rota. In 2002, with the launch of PCTs and through a Memorandum of Understanding between the Cheshire and Merseyside HPU and Cheshire and Merseyside PCTs, management for the rota became a shared function across Merseyside PCTs, Cheshire PCTs and the Health Protection Unit. Between 2002 and 2005 there were three rotas in operation:

1. The HPU rota, 
2. Cheshire PCTs rota 
3. Merseyside PCTs rota. 
A number of principles were built into this model to underpin joint working between the PCTs and HPU. This approach provided a larger pool of staff for the rota, but also increased the numbers of calls and a requirement for on-call staff to work across a larger geographic area.

Due to a variety of factors, including a falling number of consultant level staff on the two PCT rotas and an inequity in the calls received by each rota, the system was reviewed and changed in 2005, when the current model of public health on-call responsiveness was introduced. This model saw the HPU retain their rota and function but the Cheshire and the Merseyside PCT rotas combined to provide coverage across a wider geographic footprint. This also enabled trainees to gain wider experience while on-call.
Demographics

Cheshire and Merseyside Public Health on-call rota covers a long and wide geographical area from Southport in the north through to Sandbach in the south (approx. 51 miles). The sub region serves a population of approximately 2.4 million.

Geographic Footprint of Rotas

The sub region operates 2 public health on-call rotas.

· PCT public health 1st and 2nd on-call rota (covering 8 PCTs)

· HPU rota (covering sub region)

Staffing 

The HPU rota is consultant-led and covers all of Cheshire & Merseyside and is accessible via the North West Ambulance Service. It acts as first response for: 

· Chemical and other blue light emergencies activated by the Police, Fire service or Ambulance service. (The HPU on-call details are held by the North West Ambulance Service switchboard/control room);

· Water incidents and enquiries from United Utilities- for example water discoloration, supply failure or ‘boil water’ scenarios;

· Port Health scenarios for Liverpool Airport, Mersey Docks and Manchester Ship Canal;

· Liaison with other HPUs/HPA for regional and national incidents.

The HPA rota also provides specialist advice and support to the PCT on-call rotas and will usually convene any necessary Outbreak Control Teams. 
The combined (Cheshire & Merseyside) PCT rota is currently split between 1st on call and 2nd on-call. The 1st on call rota should operate to a 1:9 system and is staffed predominantly by public health trainees or occasional other public health specialists. However there are now approximately seven staff on the 1st on call rota providing a 1:7 - 1:8 system. The system was designed to operate 1:9 in line with previous trainee contracts.
The 2nd on-call rota operates to a 1 week in 8 system and is staffed by Directors of Public Health and Public Health Consultants. Not all PCTs offer input at present.
Rota Management

The PCT rota is administered by Cheshire and Merseyside Public Health Network (ChaMPs). The PCT rota acts as first public health responder for:

· GPs e.g. in relation to individual local cases of communicable diseases or other issues, such as Section 47 of the National Assistance Act
· Environmental Health Officers s in relation to possible food poisoning or gastro-intestinal illness
· Hospital microbiologists or clinicians reporting cases such as meningococcal infection
· Enquiries from other PCT clinical or managerial colleagues
· Providing initial  PCT public health leadership and support to Outbreak Control Teams and to respond to major incidents, including SCG and STAC
Costs

The rota is managed on a voluntary agreement by ChaMPs on behalf of the Cheshire and Merseyside DsPH. All staff on the rota are paid by the PCTs employing them. 
	ADVANTAGES



	1
	Continuity of service



	2
	Familiarity between rota administrators and personnel on the rota



	3
	Strong relationship between ChaMPs and HPU administration



	4
	Good partnership arrangements with PCTs



	5
	Staff have been very flexible 



	DISADVANTAGES



	1
	No dedicated administration/management capacity or resource

	2
	Governance systems are sub-optimal and audit and record management is often poor

	3
	Training co-ordinated by HPU without input to PDPs and to reflect differing experience levels. There is no formal link back to PCT rota management.

	4
	Due to lack of interaction time with staff on rota difficult to manage the rota and distribute the on-call pack

	5
	Do not have expert HP support on hand to develop systems and dialogue with PCTs regarding public health challenges

	6
	Insufficient resources from PCTs and equitable financial input to cover all populations

	7
	Do not have expert public health rota management experience


6.0 
Current and Emerging Difficulties with the Existing Cheshire and Merseyside System 
A range of factors have emerged in 2008 and early 2009 that have led to difficulties within the current public health on-call rota for Cheshire and Merseyside. These difficulties need detailed consideration in the development of a robust, fit for purpose system. 
6.1  
Staffing
There is a need to review the numbers of staff required to effectively operate an efficient and robust system:
· The numbers staffing both the 1st and 2nd on-call rotas has been gradually declining since 2005 
· Decline in staff numbers leads to those staffing 1st on call frequently having to work 1:7 or 1:8 rather than the preferred 1:9 system 
· A number of DsPH are also on the PCT Executive rota which can make it difficult to staff the public health on call rota
· Planned changes to the current trainees contract are anticipated to lead to a further decline in the numbers of trainees available for the rota at any one time.
6.2  
Administration
There is a need to review the administration and management of the rota.
· There is currently no financial support for administration of rota
· It is unclear if ChaMPs are best placed to manage the rota.
6.3 
Frequency of Calls

There is a need to have a system that can be both responsive in times of high demand (e.g. pandemics) and equally efficient during the more regular periods.
· Numbers of calls dramatically increased over the last few months due to swine flu related activity. This is placing increased strain on the systems, but will be a short term issue
· Outside of the current pandemic, 2nd on-call system receives very few calls. As a result, some Directors of Public Health and Consultants in Public Health do not feel they are sufficiently up-to-date in relation to relevant HP experience.
6.4
Geographic Coverage

There is a need to consider how large a population should be covered by the public health on-call rota. 
· Current geographic coverage increases the numbers of calls received when on call
· Potential difficulties in responding to an on-call incident in an unfamiliar geographic area
6.5
Training
There is a need to review the current training for those on the on-call rota and potentially for wider workforce;
· Current training offered includes a 2-day foundation training course for on-call and an annual 1-day ‘safe on-call update’ 
· Those with little recent experience of HP may feel inadequately skilled in day-to-day health protection activities when dealing with out-of-hours issues 
· Training is not mandatory but updates are expected
· STAC Training for DsPH and public health consultants is becoming available as part of a national system, sponsored by DH
· Other incident training and exercising opportunities may be required.
6.6  
Payment Equity
There is inequity in the current remuneration for staff on the on-call rota:
· Agenda for Change allows remuneration for public health specialists and other staff including nurses at around 3% on top of salary 
· Historic payment patterns in some HPUs have been set higher. (In some other areas nurse on-call payments have been set at 15% of basic pay)
· Public health trainees receive an additional 20% on top of salary for 1:9 system
· DsPH from specialist backgrounds are not remunerated separately; on-call is understood to be part of their senior manager remuneration rates
· The new medical consultant contract provides some additional payments to medical DsPH and other consultants providing on-call responses.
There is inequity in current contributions by PCTs:
· The current system means PCTs are responsible for paying their staff on the rota. PCTs with higher numbers of staff on the rota currently pay more, whilst some PCTs potentially could receive a free service.
6.7 
Quality Assurance

There have been concerns raised regarding the existence of robust quality assurance checks within the current system:
· It was felt that there is not a periodic evaluation built into the current system

· How are training / levels of competence recorded or monitored? Is there a lack of training log for those on the system

· Is the system remaining compliant with new statutory regulations such as the EWTD.
6.8  
Risk Assessment

The HPU Director has advised in looking forward, that a number of risks are taken into account in devising future systems. 

Geography
The large geography implies long travel times within the area. Potential travel delays, including river bridges and tunnels, means that, during mobilising, one or other of the rota participants can be out of contact during transit. 

Range of risks

The area is almost unique in the large numbers of top tier chemical incident sites and several other risks. This includes Port Health responses for a growing airport and seaport. New risks include increased arrivals of cruise ships to the seaport. These imply good need for preparedness for rota participants in such respects.

Resilience Partnerships

There are two LRFs to be supported and potential incident escalation in response to future scenarios. This could include parallel public health input to PCT driven responses such as to mass trauma, heatwaves, flooding and other major weather events.

Competency Maintenance

Requirements for public health practice on-call are likely to increase. Skills exercised out-of-hours are seen as somewhat different to those in-hours such as dealing with limited capability, risk assessment and judgements about urgency and proportionality, communications challenges, out-of-hours escalation and response initiation. This will be further driven by more formal revalidation and governance requirements of public health consultants. Revalidation may influence more consultants to participate actively in on-call and they and their employers would ensure they meet all criteria for practice. Greater participation in prior training, exercising, audit and reflective practice, and using professional guidance, handover routines and recording procedures. There is a need to ensure clear supervising and support to trainees and practitioners.  

Partnerships

Stronger partnership working and partnership agreements will be needed between all eight PCTs, and with HPA, and the variety of NHS and resilience partners. Partnership agreements will also need to make clear about issues of indemnity and accountability. NHS indemnification of on-call staff is understood but needs clearer exposition. Also updated accountability mechanisms are needed to handle issues such as managing complaints or adverse incidents, and input to training plans, PDPs and appraisals.    

Workload

Future systems will need to learn lessons from current pandemic and swine flu pressures and ensure monitoring of workload and provision of support such as recovery periods. Contingency plans or agreements need to be in place for rapid changes to rotas or unforeseen events such as sickness or other unavoidable absences. Surge capacity mechanisms will be needed. Hidden costs such as taking time off in lieu arising from on call hours may need to be factored into costs.

7.0  Options Appraisal

The guiding principles outlined here will facilitate the move towards the most appropriate organisational model to deliver Cheshire and Merseyside’s Public Health On-Call system: 

1. Meet all statutory requirements

2. Fit for purpose

3. Ensure provision of effective on going training for rota staff

4. Robust Governance arrangements

5. Cost effective

6. Support of stakeholders

7. Able to support colleagues and partners

8. In keeping with modern working practices e.g. European Working Time Directive

There are a range of options open to PCTs to manage their public health on-call responsibilities. This review considers the approaches currently being taken in the NW region including the Greater Manchester model, the Cumbria & Lancashire model and the Cheshire & Merseyside model. In reviewing existing practice the review was able to focus on how the needs identified can ideally be addressed across Cheshire & Merseyside. 
Different alternatives were considered and discussed between the reviewer and the limited number of stakeholders who were interviewed as part of this review (Appendix 1). The interviewees were identified by members of the reference group in the scoping of this review. Stakeholders were asked about the adequacy, advantages and disadvantages of these options in order to tackle the stated needs. 

The following potential options have been considered and form the structure for this section of the review:

7.1 
Geographical Options
Option 1: 
Retain the existing Cheshire and Merseyside system and look to refine certain aspects

The current geographic footprint was introduced in 2005 following a whole systems review of the public health on-call rota. The system was designed to operate across this footprint (as opposed to a more local system) due to a decline in the numbers of people staffing the local rotas, administration, infrequency of calls within certain areas and on-going collaboration across the Cheshire & Merseyside footprint.
Through the review, the following advantages and disadvantages of this option were perceived: 

	ADVANTAGES



	1
	Mirrors footprint of Cheshire and Merseyside DsPH network allowing PCTs and partners to build on existing work and investments to date.


	2
	It mirrors footprint of existing HPU rota


	3
	Allows for most efficient use of limited financial resources



	4
	More staff available to fill rota


	5
	Provides sufficient opportunity to allow trainees to gain required experience


	DISADVANTAGES



	1
	Difficulties associated with staff on rota not having localised familiarity



	2
	2nd On-call rota not used frequently enough to maintain experience



	3
	Some PCT areas potentially receiving service without having to supply staff or resource




There was strong support across interviewees for the rota to continue operating across a Cheshire and Merseyside Footprint. However potential inequities in PCT contributions when operating across this footprint would need to be addressed.
Option 2: 
Have Separate Rotas for Cheshire and Merseyside

This system operated between 2002 – 2005 as part of a Memorandum of Understanding between the HPU and the PCTs.
Through the review, the following advantages and disadvantages of this option were perceived: 

	ADVANTAGES



	1
	Smaller geographic footprint would ensure staff on rota had greater familiarity of area


	2
	Would allow opportunity for more staff to be involved in the rota


	3
	Would have greater local control/involvement


	DISADVANTAGES



	1
	Could lead to duplication of effort and resource



	2
	Insufficient calls generated to gain required experience



	3
	Would not mirror footprint of HPU rota



	4
	Potential to lead to confusion of area/responsibility



	5
	Cross-border situations



	6
	Potential lack of numbers of staff to cover rota




Whilst some interviews appreciate the potential to consider this option, there was very limited support to revert to separate Cheshire and Merseyside rotas. The difficulties relating to administration of separate rotas, appropriate requirements for staffing the rota and difficulties with PCTs operating across borders (Halton and St Helens) would mean that significant planning and resources would need to be provided to develop the new system into a robust model.
Option 3:      
Arrange PCT public health rotas at a more local PCT geography or across 2 or more bordering PCTs 

	ADVANTAGES



	1
	Smaller geographic footprint would ensure staff on rota had greater familiarity of area


	2
	Would allow opportunity for more staff to be involved in the rota


	3
	Would have greater local control/involvement


	DISADVANTAGES


	1
	Could lead to duplication of effort and resource



	2
	Insufficient calls generated to gain required experience



	3
	Would not mirror footprint of HPU rota



	4
	Potential to lead to confusion of area/responsibility



	5
	Cross-border situations



	6
	Potential lack of numbers of staff to cover rota




There was no support for this system due to duplication of resources, lack of staff to cover the rotas and a general opinion that a local system would be far more vulnerable to staff shortages and cover.
Option 4:
Move to a North West Geographic Footprint
There is a need to consider how large a population should be covered by an on-call rota. The sub regional level of working currently in operation appears to be the maximum tolerable balance between PCTs working together while not going too far in geographical coverage;

Therefore this was not considered as a realistic option by any interviewees 

7.2 
Appraisal of Geographic Options

Any of the structures listed above can be operated effectively to ensure the responsibilities for the public health on call rota are met. Each has individual advantages and disadvantages relating to the principles underpinning this review. 
To simplify this (for the purpose of the review), the various options have been scored based on a value judgment about the extent to which each option will achieve the principles outlined in section 5.0.

Scoring: 
1 = Does not meet principles:

5 = Fully meets principles

	Principles
	Joint Cheshire and Merseyside
	Separate Cheshire and Merseyside
	Local PCT Management

	Meet all statutory requirements


	5
	5
	5

	Fit for purpose


	5
	5
	4

	Ensure provision of effective on going training for rota staff


	4
	4
	5

	Robust Governance arrangements


	5
	4
	3

	Cost effective


	5
	3
	1

	Support of interviewed stakeholders


	5
	2
	1

	Able to support colleagues and partners


	5
	4
	3

	In keeping with modern working practices e.g. working time directive


	5
	3
	2

	Other Criteria
	
	
	

	Ease of set up and running


	5
	3
	1

	Total score
	44
	34
	25


From the above options it is clear that there is a logical case to support a public health on-call system that operates across a Cheshire and Merseyside footprint.

Moving forward with this as a preferred option, it is possible to consider the options for managing the rotas across the Cheshire and Merseyside Footprint.

Recommendation 1: 

Retain current Cheshire and Merseyside footprint
8.0 
Rota Management Options

If the current Cheshire & Merseyside footprint remains, we must next consider how the rota would be most effectively managed. The review confirmed that stakeholders believe that the current rota management system delivers an efficient and effective service given the constraints in which it operates.  These constraints include:

· Lack of dedicated resource for rota administration 
· Lack of specialist and knowledge of on call system
· Lack of health protection expertise within the office

· Declining numbers of staff on the rota

· Separate system from HPU

· No direct interaction between rota staff and rota management
· Lack of support from senior staff

· Lack of clarity about roles

· Current system relies on significant good will and flexibility of rota and support staff

All interviewed stakeholders view a robust public health on-call rota as far too significant not to be prioritised with dedicated resource and personnel time. The review highlights that, in its current position, the rota management system is not sustainable or robust and potentially places unnecessary risk on the system especially during sustained periods of high demand.

This review considers three potential rota management options. 

Option 1:    
Retain current ChaMPs option

Option 2: 
Lead PCT co-ordinates
Option 3: 
Commission HPU to manage first and second level rota on behalf of PCTs – include managing and paying staff, training, quality audit, administration and co-ordination
Option 1: 
Retain existing ChaMPs Administration
Despite strong appreciation of the dedicated work that has allowed the current rota to be managed effectively and without major incident there is an acknowledgement that this is due to the professionalism and good-will on behalf of those managing and staffing the rota. It is felt that this does not provide a sustainable and robust solution in the longer term.

Therefore, there was very little support across stakeholders for maintaining the existing management arrangements. The following key reasons were cited:

· ChaMPs do not have the dedicated health protection expertise

· ChaMPs do not have strong rota management expertise
· ChaMPs do not have the administrative systems in place to manage a robust system effectively. 
There was some support and rationale for ChaMPs to continue having management responsibility for the rota if sufficient financial and logistical support was provided by the partners. The rationale for this being:

· Experience and Knowledge of the system

· Good relationships with staff on the rota

· Strong links to all DsPH

· Work across the Cheshire and Merseyside Footprint

If ChaMPs were to maintain responsibility for the public health on-call rota they would require a dedicated resource to enable effective systems to be developed and then to allow the required administrative time to manage the rota. (Approximately 0.5 WTE)

Option 2: 
Commissioning a lead PCT to manage the system

The PCT’s primary role is for commissioning a comprehensive and equitable range of high quality responsive and efficient services; within allocated resources and that they should only be a provider of services where this gives best value.  It was not felt across interviews that commissioning a lead PCT in this instance would provide best value. Therefore there is no support for having a lead PCT managing the rota on behalf of the Cheshire and Merseyside PCTs.
Option 3: 
Commission the HPU to manage the system

It is clear from the stakeholder interviews that there is significant support for the public health on-call rota to be managed / administered within the Cheshire & Merseyside Health Protection Unit. The advantages of placing the system within the HPU included:
· The HPU have existing responsibility for the HPU rota

· The HPU have existing responsibility for provision of training for the on- call rota staff

· The HPU have the required public health / health protection expertise to support the systems

· The HPU have the existing expertise in administrating rotas

· The HPU have responsibility for developing the public health on call pack

· The HPU have strong, positive relationships with the PCTs

· The HPU operate across the Cheshire and Merseyside footprint

· Through PCTs joint commissioning by PCTs for the HPU to manage the rota, payments will be equitable across PCTs 
· The majority of calls require HPU input.

8.1  
Appraisal of Rota Management Options
The table below scores these options against the key criteria in order to identify a preferred option.
	Principles
	Retain Current ChaMPs system
	Lead PCT Management
	Commission HPU

	Meet all statutory requirements


	5
	5
	5

	Fit for purpose


	3
	3
	5

	Ensure provision of effective on going training for rota staff


	4
	4
	5

	Robust Governance arrangements


	3
	3
	5

	Cost effective


	5
	4
	4

	Support of interviewed stakeholders


	3
	1
	5

	Able to support colleagues and partners


	3
	4
	5

	In keeping with modern working practices e.g. working time directive


	3
	3
	5

	Other Criteria


	
	
	

	Ease of set up and running
	5
	3
	3



	Total score
	34
	30
	42


This review therefore confirms the need for action in relation to addressing the management of the rota

In examining information gathered at the stakeholder interviews and in looking at the appraisal of a system that best meets the guiding principles of this work, this report recommends utilising the experience and expertise within the Cheshire and Merseyside HPU by placing responsibility for management of the rota in the HPU.
The HPU would be requested to deliver to a Service Level Agreement with the DsPH on behalf of their PCTs. A lead DPH would be identified to manage the SLA. The HPU would report back to DsPH meeting on a 6 monthly basis.

The costing and development of a full business case, drafting SLAs and consulting affected staff would take two/three months and there may be a need for a statutory consultation process.

Recommendation 2:  
Seek to commission the HPU to manage the Cheshire & Merseyside public health on-call rota

9.0 
Developing an Effective Rota
It is clear form the stakeholder interviews that the current rota system of 1st, 2nd and HPU on-call, provides a robust public health on-call service with three staff being on-call out-of-hours at any one time, to cover the Cheshire and Merseyside area. The current system ensures that:

· Calls can be dealt with efficiently

· There is the required expertise to cover all eventualities

· There are clear levels of accountability and clear structures for escalation

· There is adequate cover in the event that one of the on-calls is unavailable/un-contactable
However there are some current difficulties that are placing a strain on the rota system. These include:
· Shortage of numbers on 1st on call rota
· Staff currently working more frequently than the desired 1:9 system

· Changes to the public health trainees contracts

· Inequity of payment by PCTs across Cheshire and Merseyside
· Inequity of payment for staff on rota due to different rates for different personnel
· 2nd on-call is used very infrequently during normal periods, leading to issues relating to lack of involvement / up to date experience
· Difficulties in finding on-call cover during holiday periods (Christmas and new year, bank holidays) 

The review has therefore considered the potential options for strengthening the on-call rotas
9.1 
1st On-call rota
Through the stakeholder interviews there is a clear consensus for the need to increase numbers working on the rota in order to ensure staff don’t work more than a 1:9 system and that those working within public health have the opportunity to gain valuable experience. To achieve this the numbers required to adequately staff the 1st on call rota and ensure sufficient cover during times of surge or illness needs to increase from seven to ten.

The following suggestions for increasing numbers on the 1st on-call rota were supported through the stakeholder interviews:

· That PCTs place a greater emphasis on appropriate public health staff committing to the rota for continuing professional development purposes as part of their annual CPD
· That systems are addressed to ensure effective engagement / utilisation of the CICNs in staffing the 1st on-call rota

· Increase involvement of DsPH and consultants on 1st on call rota were appropriate
· Develop stronger management systems between PCTs and the Deanery to effectively manage the planned changes to the Deanery contracts to ensure minimum disruption
9.2 
2nd On-call rota
The 2nd on-call rota had far less consensus across interviews, in terms of the need for the rota, the role of the rota, its relationship with other PCT Executive rota and other regional and local requirements.

This 2nd on-call rota is predominantly staffed by 10 PCT Directors of Public Health and Consultants in Public Health. Outside of the current surge period and at times when 1st on-call is fully staffed there is a feeling amongst some on the 2nd on-call rota that they do not add significantly to the system due to the infrequency of their call- ups. 
As a result of this lack of involvement in the system, some feel inadequately skilled or up to date in day-to-day health protection activities. This situation is not unique to Cheshire & Merseyside. When faced with a similar situation, Greater Manchester replaced the DPH/Consultants rota with direct contact to PCT Executive rotas (see 5.2).

Pressures on DsPH are also increasing, with a number of DsPH also on the PCT Executive rota and with DsPH and consultants having responsibilities related to the STAC, LRFs etc. This adds to their personal commitments and demand out-of-hours.
The Cheshire & Merseyside HPU are strongly supportive of the 2nd on-call rota. They would argue that the current system provides a necessary robust level of security and clear levels of escalation. The HPU identify several risks (Section 5.8) that are unique to Cheshire and Merseyside that should be considered when reviewing the 2nd on call rota.

Through this review it is clear that there is a need to examine the role of the 2nd on-call rota further to ensure it remains fit for purpose. However there are key criteria that should be built into any review:
1. Staff on the rota need to have access to greater/ more frequent experience and training this could be achieved through

· 2nd on-call covering 1st on-call duties on a 6 monthly basis
· Specific training / briefing updates for 2nd on call staff on a 6 monthly basis

· Alterations to the interaction between 1st - 2nd on-call rotas
2. 
Should the 2nd on-call rota no longer be deemed necessary, it is important to agree an effective structure for both incident escalation and engagement with DsPH and Consultants at a PCT level and the HPU. This could include:

· 2nd On-call  being replaced by a STAC Rota

· Direct reporting through to PCT Directors on-call Rotas

· 2nd On-call being replaced by HPU on-call

Recommendation 3:
Numbers of staff on the 1st on-call rota are increased from seven to a minimum of ten
Recommendation 4:
Once the rota management option has been agreed there is a full review of the 2nd on-call rota

10.0 
Training and Induction

Health protection and other relevant training is required for public health specialists and consultants and it is a set of competencies that requires continuing professional development. Defining the competencies required for those who undertake on-call duties is essential to ensure that health protection on-call services are provided to high and consistent standards and to meeting clinical governance requirements. 

Training for on-call for public health speciality trainees needs to be clearly focused on their training needs and should ensure that those in speciality training are properly briefed, supervised and debriefed to ensure that learning opportunities are fully taken.  Rotas should be constructed to give the maximum training experience per period on-call. This could involve trainees covering larger areas than previously (where geographically feasible), as the amount of experience per hour on-call is likely to be proportional to the size of population covered.
Current training offered includes a 2-day foundation training course for on-call and an annual 1-day ‘safe on-call update’. There is strong support for the current training offered to staff on rota but this is not mandatory.
Issues raised through interviews around the current training provision include: 
· Some rota staff do not receive the level and types of experience whilst on call to maintain their skills.
· There is not a clear system to record on-call training received by staff
· There is a need to consider more ad-hoc incident led training for staff on the rota

· A detailed induction pack for staff on the rota should be introduced / reviewed
Recommendation 5: 
Minimum amount of on-call experience across a year be agreed for all rota staff to ensure maintenance of skills

Recommendation 6:
A detailed induction and training pack for all rota staff be developed.

11.0 Additional Findings
On-Call Pack

The review highlighted difficulties with the distribution system to the public health rota staff in relation to the on-call pack:
· The size of the pack means that some PCT IT systems will not accept distribution via email.

· The pack requires regular review and update

· Postal distribution of the pack can be time consuming and expensive

It was suggested that the on call pack be distributed on electronic memory sticks.

IT

Several interviews indicated that the public health on-call rota should look to develop a secure web area for access by staff on the rota. This would include access to a range of information including

· The on-call pack

· Contact details for all staff on rotas

· Latest available rotas
· Training and Induction information

· Key papers and documents
12.0 Financing of a new rota system
12.1  Staffing Costs 
Unlike some other areas salary costs for staffing the rota are not set at a flat rate, but as a percentage of an individual’s salary. For example:

· DsPH from specialist backgrounds are not remunerated separately; on-call is understood to be part of their senior manager remuneration rates. 1
· The new Consultant contract provides some additional payments to medical DsPH and other Consultants providing on-call responses set at approximately 2%. 1
· Agenda for Change allows remuneration for public health specialists and other staff including nurses at 3%
· Specialists Public Health Trainees. Specialist Public Health Trainees – non medics (SpTs) employed by Liverpool PCT. For the Merseyside and Cheshire area in particular, the SpTs are employed by Liverpool PCT. SpTs are on Agenda for Change contracts and they are paid a different (higher) level of base salary than trainees on medical contracts. When they are required to be “on call”, a 20% supplement to their basic salary applies for the total period they are “rota’d”
· Specialist Public Health Registrars-medics (SpRs) and Specialty Registrars-medics (StRs) are on clinical contracts and under normal circumstances they get on call supplements of 20% to their basic salary and are treated for additional work the same as the SpTs. 

· Historic payment patterns in some HPUs have been set higher. (In some areas nurse on-call payments have been set at 15% of basic pay). 1
Salary costs for the rota will therefore vary significantly dependent on the member of staff on call, length of service, designation and the employing organisation.
12.2 Management and Administration Costs
There is currently no budget line within ChaMPs associated with managing the public health on call rota. Therefore within the current system this is not a ‘real’ cost to the PCT. 
However it was generally felt in conversation with existing administrators at ChaMPs and HPA that to effectively manage and administer the rota it would require approximately 0.5 WTE. The role of business manager for a rota would most likely be set under AfC at a Band 6 would cost approximately £16,500 (cost at top of band) plus on costs (24%) would equate to a total management cost of approximately £20,500. 
12.3 Additional Costs

There would be a range of additional costs associated with an effective rota management system including systems development, training, IT, on-call pack and travel and subsistence. This could equate to approximately £20,000 per annum
12.4 Sample Costs 
It is impossible at this stage to provide accurate costs for an effective rota management system and delivery due to the number of unknowns. However in comparing existing practice it is possible to indicate outline costs. 
	
	Option
	Cost to PCTs

	1
	Retain current on call system
	Approx. £28,000* 

	2
	Retain current on call system with increase in numbers staffing the rota and provision of dedicated administration (0.5 WTE)
	Approx £50,000

	3
	Commission Cheshire and Merseyside HPU (Section 5.2)
	Approx £81,000


*Based on figures in: “Options for Managing the PCT Public Health responsibilities Out of Hours. Interim report for Directors of Public Health 29 April 2005
12.5 Breakdown of costs for commissioning the HPU to manage the public health on-call rota

	
	Expenditure Item
	Cost

(£)

	1
	Business manager - 0.5 WTE

AFC Band 6 inc 24% on costs 


	20,000

	2
	On call practitioners Pool

Average salary of nine at 8a 3rd point at 3% banding plus on costs


	14,000

	3
	On call consultants/DsPH Pool

Nine at  3% for category A medium frequency banding Assume mid point plus 2 CEA points and some with DPH increment
	27,000

	4
	Training
	5,000

	5
	Incidentals (ICT, on call packs)
	5,000

	6
	HPU Systems and policy development
	10,000

	
	TOTAL
	81,000


NB: OUTLINE (BALLPARK) COSTS ONLY


Recommendation 7: 
A detailed cost analysis be conducted once the new public health on-call structure is agreed

12.6 Weighted Contribution
As highlighted earlier in the report, currently there are unequal contributions provided across the PCTs to cover the costs of running a sub regional public health on-call rota. 
It was felt through stakeholder interviews that this review should be used to generate a more equitable contribution across PCTs. The most appropriate way to manage this would be through the use of Weighted Population. Based on the model outlined above, in 11.5, this would see the following split between PCTs.
	Primary Care Trust
	Weighted Contribution
	Cost (£)

	Central and Eastern Cheshire
	15%
	12,150

	Halton and St Helens
	13%
	10,530

	Knowsley
	8%
	6,480

	Liverpool
	23%
	18,630

	Sefton
	11%
	8,910

	Warrington
	7%
	5,670

	Western Cheshire
	9%
	7,290

	Wirral
	14%
	11,340


NB: OUTLINE (BALLPARK) COSTS ONLY

Recommendation 8: 
Once accurate costs for the preferred system have been produced PCTs contribute according to weighted population

13.0 Conclusions
The public health on-call rotas are an essential component of an effective public health system. The current surge in demand due to the swine flu pandemic and changes to European, national, regional and local procedures are placing increased stresses on the current system.

As such, it is essential that the public health on-call system for Cheshire & Merseyside be fully reviewed to allow the system to continue to deliver a robust and accountable system.

This review clearly indicates a strong level of support and good will for the public health on call rota, but at the same time has highlighted a range of issues that need to be considered in developing the public health on-call system over the coming months. Consideration needs to be given by DsPH, on behalf of their PCTs, to the financing, management, administration and staffing of the rotas. The report also indicates a potential to develop robust training and It systems to support delivery of an effective rota. 

This review examines the statutory requirements relating to public-health on-call provision and considers these within the context of effective delivery  in the sub regions of North West England and in particular with specific local requirements. This was achieved through detailed consultation with a range of stakeholders from across medical and non-medical trainees, DsPH and Consultants, HPA staff and rota administrators. This provides an insight into the practical implementation of a public health on-call rota across Cheshire and Merseyside and provides a solid assessment of the potential delivery options. 

It is apparent from this review that it is not appropriate simply to lift  a model used in another area and replicate it across Cheshire and Merseyside due to differences such as geography, health needs, partnership arrangements and financing. This is reflective within the recommendations of this review in that there were options identified and strongly supported in other areas but which were not favoured by local stakeholders. 
The timing of this review also had an effect on stakeholder opinion. The review was conducted during a time when staffing numbers on the rota were declining, whilst at the same time demand for the on call rota was at an all time high (predominantly due to the swine flu pandemic).

Additionally, the review needed to be conducted during a very short time period. This limited the range of stakeholders that it was possible to consult with. In moving this review forward it would recommended that a far wider range of stakeholders are engaged in the process.

However the review highlights some key areas of consensus and stakeholder support. The willingness of very senior personnel to support the process gave a clear indication of the commitment across Cheshire & Merseyside to continue to deliver a robust and accountable public health on-call system. 

There is strong consensus that the system needs to continue to operate across the Cheshire and Merseyside Footprint and that DsPH (on behalf of their PCT’s) should seek to commission the HPU to manage the Cheshire & Merseyside public health on-call rota, with equitable financial contributions.
 The review also highlights an opportunity to consider increasing the numbers on the 1st on call rota city to consider the role of the 2nd on-call rota and its positioning within a robust system. 
In summary, it is hoped that this review provides a solid foundation for future action in developing the Cheshire & Merseyside public health on-call rota. It provides a range of recommendations that carry the support of those stakeholders interviewed whilst at the same time realising that a wider range of stakeholders should be engaged in the process of developing a new model. The recommendations are therefore a realistic assessment of the options that are likely to be both feasible and effective.  

14.0 
Recommendations

14.1  
Development of public health on-call system
1. The Cheshire and Merseyside DsPH should consider that the public health on-call rota should retain it’s current Cheshire & Merseyside Footprint

2. The Cheshire & Merseyside DsPH should seek to commission the HPU to manage the Cheshire & Merseyside public health on-call rota
3. The Cheshire and Merseyside DsPH should consider means to increase numbers of staff on the 1st on-call rota from seven to a minimum of ten
4. Once the rota management option has been agreed, The Cheshire and Merseyside DsPH in partnership with the HPU should conduct a full review of the functions of the 2nd on-call rota
5. Stakeholders should seek to agree a minimum amount of on-call experience, across a year, for all rota staff to ensure maintenance of skills
6. A detailed induction and training pack for all rota staff be developed
7. Develop detailed costs once the new public health on-call structure is agreed
8. PCT’s contribute to the public health rota based on a calculation for weighted population contributions.

14.2 
Process 

1. The report should be presented to key stakeholders across the region, to allow detailed discussion of the issues, and offer a further local-level validation 

2. A task and finish group should be formed from key senior people from the PCT, HPU and ChaMPs to allow development of the preferred option into a fully costed model. 

Appendix 1
List of Interviewees 

	
	Name
	Designation
	Organisation

	1
	Janet Atherton


	Director of Public Health
	Sefton PCT

	2
	Dr John Astbury

	
	Cumbria & Lancashire HPA

	3
	Dr Ayu


	Specialist Registrar
	Cheshire & Merseyside HPA

	4
	Zafeira Bitsi


	HR Advisor
	Liverpool PCT

	5
	Chris Booth

	
	Greater Manachester HPA

	6
	Dr Paul Cleary


	StR in Public Health / Acting Consultant
	Cheshire & Merseyside HPA

	7
	Emer Coffy (Has not taken Place)

	
	

	8
	Dymphna Edwards


	Deputy Director of Public Health
	Halton and St Helens PCT

	9
	Alison Farrer


	
	Cheshire and Merseyside Public Health Network

	10
	Sam Ghebrehewet


	Consultant in Communicable Disease Control / Training lead
	Cheshire & Merseyside HPA

	11
	Richerd Jarvis


	Consultant in Health Protection
	Cheshire & Merseyside HPA

	12
	Carol Kerr


	Consultant Nurse
	Cheshire & Merseyside HPA

	13
	Dawn Leicester 


	Director
	Cheshire and Merseyside Public Health Network

	14
	Cathy Lowe


	Unit Administrator
	Cheshire & Merseyside HPA

	15
	Viv Martindale

	Administration Manager
	Cheshire and Merseyside Public Health Network

	16
	John Reid

	Director
	Cheshire & Merseyside HPA

	17
	Rita Robertson


	Director of Public Health
	Warrington PCT

	18
	Dan Seddon


	Director
	Mersey Deanery

	19
	Reference Panel
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