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7~ 2013 4 4 H 1T » %4 Health Protection Agency ~ National Treatment
Agency ~ Association of Public Health Observatories ~ Cancer Registries ~ Regional
Public Health Groups % 5 B > BB EURT TEURS (Executive Agency)

W Health Protection Agency : a2 [ B R Ga iN E A M Rk BRI /5 SV
7 o FEEEFEELFT ¢ Microbiology Services ; Health Protection Services ;
Centre for Radiation, Chemical and Environmental Hazards ; National
Institute for Biological Standards and Control (NIBSC) - H.f* NIBSC #5H£ A
Medicines and Healthcare Products Regulatory Agency - Hex#50f A PHE -
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Health Observatories #7{}f A PHE - f&¢ [ gAY & SR B R p A B FR A {2
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{EAESLAL T -

B Regional Public Health Groups
PHE & & Chief Executive » ¥{{F & Prof. Duncan Selbie - H.{F3LE &4 E0

Z P EAIFEAT T

Department of Health of UK

Executive Agencies (BCE) Medicines and Healthcare Products Regulatory Agency,

Public Health England

Non-departmental public | NHS England, Care Quality Commission, Human
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bodies (FEH & A HAHLKES)

Fertilisation and Embryology Authority, Human Tissue
Authority, Health and Social Care Information Centre,

Monitor, National Institute for Health and Care Excellence

NHS special health authority

Health Education England, Health Research Authority,
NHS Blood and Transplant, NHS Business Services
Authority, NHS Litigation Authority, NHS Trust

Development Authority
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Health and Wellbeing
(Director: Kevin Fenton)

FIF B & 1Ry 7 2R fle #E

Priorities:

1. Wellbeing and mental health
2. Diet, obesity and physical exercise
3. Smoking
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- Improve health

- Empower the public

- Build a committed
workforce

- Use the evidence

- Tackle health inequalities

4. Alcohol and drugs

5.

HIV and sexual health

Programmes:

National health and wellbeing programmes
(deliver through the NHS and local authority)
Cancer screening programmes, national
screening programmes for genetic diseases and
other conditions

Coordinating prevention and early intervention
programmes (focused on major Killers
including smoking, obesity, mental health,
HIV, sexual health, and alcohol and drugs)
Dental public health

Nutrition and healthy food

NHS health check (assessing the risk of
developing heart disease, stroke, etc. and
giving advice)

Supporting programmes (combat the effects of
drugs and alcohol and promote recovery)
National health marketing

campaigns (including Change4L.ife and
Stoptober)

Knowledge

(Director: John Newton)

fE it EE (T FE R EARER)
% PHE B )7 Hhfg B

fir > A BhzER H AR

Priorities:

1.

T AL S T R Bk T NHS iV FRSK(H
Hi IEAE S8 2 —(& model T HY)

EETT— A UG & DA AH B B v DA S R B2
LS B E S BT 2 I RIED A & B AV Bz Bl
&kl —Far DUETES

#7EiEEE health intelligence networks (244
HEAEMEVER - BAFHEE National
Cancer Intelligence Network Ei National End of
Life Care Intelligence Network & E4&# £ A
PHE - 8 MoK 448 3¢ f= child and
maternal health, cardiovascular disease Ei
mental health network)

B H e B A TR EE Y SR (9118 Health
and Social Care Information Center [/ 5z Office
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Programmes:

Disease registration

Child and maternal health intelligence network
Improving health and lives: learning disability
Knowledge and intelligence team (ex. Marmot
indicator for local authorities)

National drug treatment monitoring
programmes

National cancer intelligence network

National diabetes information service

National end of life care intelligence network
Obesity knowledge and intelligence team
Research and development programmes

Health Protection
Medical

(Director: Paul Cosford)

and

Responsibility:

EETT AR B H A B A T2 DUB S A
(infectious diseases) BiliiE S ~ {EEREBHIRIZ A E
Y'& (radiological, chemical and environmental
hazards)iy & -

HEtE A A BB RS A R E
B[] e

¥ PHE Bidith J7 B He (it SR AR AR BARR PR

Vi
Bt

Nursing and Midwifery

(Director: Viv Bennett)

Responsibility:

FE(RFHIEE T - ATy
[HIHYZETS

A28 PHE Ei Department of Health NRYEER
N=

PEHL A R B SR B I
HEE2HEETERVERIEE T - B4 national
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il ERIEE
programme for health visiting -
® ilEE Lt B - BIEE N By REITEEUR -
Advisory Board Responsibility:

(Chair: David Heymann)

® LERERIIF -
® fgnd PHE Rl THYECR - AL B B B B HV4H &%
BLHEH -

Operations

(Chief: Richard Gleave)

SERF PHE HYARGSE ARG N SR LA A THE
L XivA

National Infection Service

(Director: Derrick Crook)

Responsibility:

® <HA PHE RV reE iR
® 3K PHE S E M Y3675 7 IR oRE 6
BUR

Strategy

(Director: Jonathan Marron)

Responsibility:

® ¥ PHE NHYGIFETE WL RSB S
HRFIRRIR B AT EER B E

® S GEIEEAE PHE TIEHYE IR
Fe o AR TIER IR ERE -

Communications

(Director: Lis Birrane)

BRI HIYERE PHE US4 - ¥ PHE i RE
I {EREBL A S A U R B A -

(including provision of 24/7 communications
support toPHE leadership and staff, stakeholders

and the media)

Finance and Commercial

(Director: Michael Brodie)

85 PHE #3655 B 7 T A I DL B B
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Duncan Selhie

Chief
Fxocuive

Professor David Heymann

Chainmean

Professor Kevin Fenton

Dirsctior
ot | lealth
and
Wedlbeing

Dr Paul Cosford

Direclor

tor | lesith
Prolection
and Maodical
Director

Professor John Newton

Professor Viv Bennett

Dircctor of
Nursing

Professor Paul Johnstone

Dr Rashmi Shukla

Dr Jenny Harries

Regional Regional Regional Regional

Diractor: Director: Director: I Arector:

North of Midlands London Scuth of

England and Fast of Ergand
Ingland

Richard Gleave Jonathan Marron Lis Birrane Sally Warren

Chiat Director ot Diractor of Director of

Cperating Strategy Corrrunicetions Programmes

Olficor

Tony Vickers-Byrne Michael Brodie Stephen Morris Alex Sienkiewicz

Diractor of Fnange and Chicf of Staff

| lumean Commercial

Resources Director
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Delegation: Ministry of Health and Welfare, Taiwan
Date: Friday 15" May 2015

Visit location: Public Health England, Wellington House, 133-155 Waterloo Road, London, SE1
8UG (Meeting Room LG02)

Contact: Professor Kevin Fenton, National Director, Health and Wellbeing

Tel: +4420 7654 8022

Visitors:

Dr. Shu-Ti Chiou, Director-General of Health Promotion Administration

Ms. Chien-Yuan Wu, Division Director of Cancer Prevention and Control Division
Ms. Yi-Jing Lin, Division Director of Planning Division

Ms. Chiao-Wen Huang, Section Chief of Cancer Prevention and Control Division

PHE Representatives:

Friday 15th May 2015
Professor Kevin Fenton, National Director, Health and Wellbeing
Gemma Lien, Head of Global Health Strategy
Claire Borrelli, National Radiographer, breast screening
Bola Akinwale, Scientific Lead - Health Equity
Anand Amlani, Campaign Team Leader, Health Marketing and Public Engagement
Elaine Rashbrook, National Lead for Older People

09:15 Security, reception and refreshments
(from reception the delegation will be will be met and escorted to room LG02 by
Gemma Lien & Mark Keilthy)

09:30 Welcome and Introductions

09:35 Introduction to PHE
Professor Kevin Fenton, National Director Health and Wellbeing

10:00 PHE Cancer Screening Programmes Claire Borelli
Presentation and discussion with a focus on breast screening

11:00 Health Inequalities Bola Akinwale
Presentation and discussion



12:00

13:00

14:30

15:15

15:30

Digital Health Apps Anand Amlani

Presentation and discussion

Digital Integration - using insight to develop digital interventions and
programmes, including the Smokefree app, Stoptober Social Media and Rise
Above — our youth focussed campaign.

Lunch

Healthy Ageing Elaine Rashbrook
Presentation and discussion

Wrap-up session
Professor Kevin Fenton

Close
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Delegation: Ministry of Health and Welfare, Taiwan

Date: Friday 18" May 2015

Visit location: Public Health England, Wellington House, 133-155 Waterloo Road, London, SE1
8UG (Meeting Room LG02)

Contact: Professor Kevin Fenton, National Director, Health and Wellbeing
Tel: +4420 7654 8022

Visitors:

Ms. Chien-Yuan Wu, Division Director of Cancer Prevention and Control Division
Ms. Yi-Jing Lin, Division Director of Planning Division
Ms. Chiao-Wen Huang, Section Chief of Cancer Prevention and Control Division

PHE Representatives:

Professor Kevin Fenton, National Director, Health and Wellbeing

TJ Day, Screening Programme Development Manager

Janet Rimmer, Coodinator (Laboratories)

Dan Rider, Head of Innovation, Health Marketing and Public Engagement
Louis Levy, Deputy Director Diet & Obesity: Nutrition Science

09:50 Security, reception and refreshments
(from reception the delegation will be will be met and escorted to room 507S)

10:00 Reflections from Friday Professor Kevin Fenton

11:00 PHE Cancer Screening Programmes TJ Day and Janet Rimmer

Overview of Cancer Screening in England

12:30 Lunch

13:15 Digital Health Applications Dan Rider

15:00 Diet & Obesity + Sugar Reduction Louis Levy
15.30 Close
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(1)EBHRN4E

B It B LA B N Hh 4 2 5] (National  Director Health and Wellbeing)Kevin
Fenton, /M 4ESEAR BN TR @A S8 - 54250 2013 4 4 HElar - ¥4 Health Protection
Agency~ National Treatment Agency-~ Association of Public Health Observatories~ Cancer
Registries ~ Regional Public Health Groups % 5 {7 » E#rAv4HE - B R EFEL
b o

FLRE TR A A B RO Y B AAE R RIS B A P9 eRen - (HAT SIS 2 4F
B NAMERE a5 2 e - BEZR NHS 243t 65 DL F38 N A {RFFZERE 2 (R R IR E
AeHs - DARAE NHS FEEEE(EEN] - (HFEA —(EEEERITHAE - BEttEn
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FEnl R EfEREN e v ERZE B 1504 Fok R R ME - FrLioLEE
%" Health People and Health Places” - {#fF (e AELLIEFRIGE T ED - (& H Y
N SRR 10% - i ERZER G 30% @ tHE RS S 15% » IREESEEE 5 5% » HE
EAIEIIRE S 40% - [ PHE (LAS{E A8 F R 2 e 4 RO -

B S SRR AE SR ERR - B EFER AR TR ERERZE (UK
health drivers)/z : fli% ~ SIEE ~ A REXE ~ BHSAIEE) ~ H - +L & A2 (social drivers)
i e B E R A Ay AR anBiG A RE - ZAME AT RIEEEZ - fl10 © bH5es
0 8 NBES AR EEAN TS AR ERRGAESE - FiDIEE L RINIEE
EH—REZRZRE - {5 FIVLE - EsiVEE TS - B2e - R
BT LS 7 (1 1& ~ N REVEEGRAEAIFR - RULAAEREL ~ HH&hEEE - s
[ Bt & ENFIRE IR R 5 -

FEE N RS AR IR T 162 S AR E R AN AR - A4
ROCER TR AR E e 5 fRtt 27 BEEHE AR AR  SEHEIATEE
AR ~ e R~ SRR~ ORI - BREE AR -

PHE &5 — R AL EHAERS - HoEI#sHHRESER » AN EE -
FENER » RERHE - IREAETRECRHIE - HURE @ (ReERR BRI EHIR
FIEA AL AR EE ~ MR ERAUR DA EE - BBk G EERS - 1Y
HERUTRRER ~ BRI AL 42 88 21U RE JIR175 = (capability and capacity) ~ & EFEEI{E
BR| P2 A (R =275 ( the International Health Regulations) 5z Hfth f&4e: Y Al 75 (unique
capabilities)e A JJ4r B A 4 (& ¥R & ek A1 9 {#E 5.0 > 7F Colindale, Porton & Chilton
AR} (scientific campuses) - #8517 5110 fir 5T » TAFHERLEAT 100 {EHlE - H
7 REBIEG RS« JHERAERE - CHE R E - FRERGAER - &R ERIBRGY ~ %
EAFLOH - SOBFEHEBIMER R « RS 5 B EA R ap e AR, ~ [ RYE
JEFz > 65-75 pRAYEFEFMBATR ~ THHEDUERDUEEMENTR & SOE RSS2 m % AR
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Fenton S]&FRMFIUIEEEHE - EBUAHERNEZNE - (EFE REREE
%~ WHEAA— AR RS KR A S - 2 ERYE S
NHS FiFRIHEASZEE - TENT S R HAZ 0 ~ BTSRRI E B (IREE IS EE - 1
2 . speaking to the evidence, not opinion) ~ (& A E AR - A BAlE]
BB R R BT e A 8 2 A SR AR R S 5 S (T {oT S5 45 BE B 1 S Y B
(arguments)

S ROESEBEREEN TEZEERF L REFISEIHPIA - =i - R
RECE - BREAVEE) H)  EHPEENGSE  EaEE A EE - B ~ CAIFFR
W BAENERMSAEREEERT -

(2) AL ERREETE ( Breast Screening Programme )

18 BT e e A A B FE4H (Cancer Screening & Prevention Team) #L &S 4H £
( Lead Breast Screening Radiographer) Claire Borelli 5% » dh{tH= S 4R35 BT A
20 VAR ER - AFRKEEHA G - BiE G A - VR A FEERE -
AR - el R ALE T E N B G - (TR ARG SRR EER Kod
FREPFEE G EIRETHY e - B LA O B BRI - B RAYSRAE
W MR 2GR ReE T E - (EHES AR At IR E B -

FLEH Y 1988 FFRIA ¥ 50-64 jkiw LR At =F— AL AR T EF 1990
FRP A Z R B R E - F 2003 FRFEAR) 50-64 pAFHREFHEAE] 50-70
i#% > R RGRHVFRRKEER - HRTRZE AT 47-74 BB RS IR E ST - 3%
B = e B R AR - & H T ARG EIRE A BAVBES (S ST
H GP &FEfTEeE B2 ie - st AR/ E GP fBh&EsEsnst - LA
2012-2013 F4f5T3E7H 2300 EEEGEE » Ei5 1700 B @t - wiliRyy
JNEK - QAR R =07 2 —HVSE T » B EAF -

Bl E R R S A AN MR T E NS T - Borelli HRFRILEH RS
Ay (robust)miratEFIEEEEHIE - WA AMERIRETEN R - BERIZEEE
AREA R SIS B RIFHILGY - 55 GE9H GP #lE - RAAILIE HEEEE
SR Eff B R - TRFTA 230 X2 Bilfitn i B TE T ST E VB R b i (L Enfe AR 75 -
(3) fEFFRYZE( Health Inequalities )

15 BT R N LR 2240 £ (Scientific Lead - Health Equity)Bola Akinwale 3
oy © PHE IV 2 — BRI ORatE S 3 #E B B AR AN S - Bt AR B SEAERE A
‘P PHE HVAE BEASER  Hoi EZEAA EAE N e 8 - SR EEH -
DI FPAEROTER R EZ T REAIBT « RV A& RS B2 2 (@R E R/
(ERE T R AP EEIRBHEREE -

B B BE AV R S S5 Bl E 2010 35411 The Marmot Review (Fair
Society, Health Lives) » HEZHUMHERE AN PFEA /S RBORES © LG T —IHE
RN 2. BIPTA WE - FHRER R AR SRR T B R EL ;
3. R A NRIE A PRIFLE B RAFHY AR 5 4MECRFTA AMEA (@RS /KEE 5 5.
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BiE R K ENISAT R 6.5 LEERTE A | -

TEBL B A R EE SR AR > A (M EEZEAS > —2& Health and
social care act” (2012) » FEfEFFAFERE(L © “.. SN RMEE TR DT B B R
TEEVE R RS T 25 LAY FE M - (Section 1C of the NHS Act 2006, 7 2012 4%
{&=T B Health and Social Care Act) : 52—2" Equality Act” (2010) - #3%5 public sector
equaility duty » HE(REIER - 40 PHE FEFTAE AL H A/ERTIE L > SRS
BEZAEECIEE > B FEBCE - WD 9 TEWIRERVERE - A - 268 ~ T

(EREIEIE SR
BB A EELT

Health inequalities duty Public sector equality duty

EREE T AR Rl EERY O THM P8R

FEEEAR R =t R e e R RN B B A FEB alaT
AR R e s

AN NDE S FRENEEI A B — AL
HEA SRS -

PHE EHA{E4EE/ 76 Public Health outcomes framework -

FHEeRFE A L GE ?

BRGSO - BBEUR 0 201113 | BHEHIERE B S5 10 FrEr
55 150 Fakan2EE 9.1 5% 5 (#FF-FHeran2EE 19.2 5% 5 2011/13 & 2R (HIESS
=6 10 F0E 1 557) Fiaaran 2200 6.9 5%+ (RFE F3akran 210 19.5 5% -

AR ERYZEEE - FSEK A ERYZEER -

TERENE EAVREEARN S o DURBPRIR BT R0 - A EREREE S AAHERET ¢

BHAEM% B A

Bangladeshi BEM4:7 4 {55 Pakistani 247 5 (&5

Pakistani /7 Indian B214H 3 &5 Bangladeshi }; Black Caribbean %z
A 3 fES
Indian ZLMEAHET 2.5 %

HUBERIEHE AR E » SRR A Bunker et al(L995)IRIZE » (RRIGE
5 43% » HAWRZE L 57% ; McGiniss et al(2002)fJh5¢ - EFFIEZE S 15% - {4
TERUAE E 40% o (e iREEFIEREE 252 5 45% ; Canadian Institute of Advanced
Research(2012)AYH5% - EFEHGEE S 25% » ERIEINZE S 15% » ELfRlS 15% @ &4k
7 i 50% -

HRE ZRERTZAEE » SR E S RN TE ARSI - /£ 2012/13
0 H 670 EARBEEN TIEZE » £ 2012/13 4 » 7F 660 & A 2B & E5HIHE T
TEIRIREE » & 6 firFH L/ N EFR TIEREE -

B EMERER > FEIESSHEEE 25 8B AFERE/ DIFR - WEER - 5
U= - %/VF 58000 A\FrArilt =H B A 1 - Bt iR 2D
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H 4 BLLE —F 5/ DIEE 850 EILE -

EETEENE @ @FEA PSRRI R - G EFRE A P HE RS FE R
R4 310-330 fEyroisy - G4E © AEEIRAAY 310 (Ho5 © REFE A PEEEATEL
E RIS AT RIRR USRS EY 280-320 (FIES -

RIS 2 R Flas » AL R Sl (A & B TR A
FHELRZE L33 By ()  HAIUSE 12 (B (EAF) A8 H RS, 220 (Boesh
(B—) s 1 FFE 149,240 5i8% ; BEEMNF/VE LI EREEEFRS 24,482
FegF(FALEL) -

PHE {2 FEEFEEEER @ Evidence and intelligence/ building capability/
systems leadership/ partnerships and communications -

A Evidence to support local action » SAG{EE N FEMEITE) © — 25 Hidim
X0t 9 H UCL EFFEERSRARMETE . 22 KCE  #IL{F Marmot
Review - FELEIAYITENE S5 ZEH] - £F5 - Employment/ education/ healthy living
standard/ healthy environment/ early years/ implementation and impact ; J&5H{EFE A
2 WIEITE) > /45 ¢ increasing access to good quality to good quality parenting
programmes and improving the home to school transition -

#1172 Building capability » PHE Hikfz “Health Equity Assessment Tool" » [2]% E5 51
ERETT) - B2 Tl MG -

LR ARG A e (N PR S 2

2.2 AT S BN P EE? KRB A 5 - A o] f?

SRR3R fEE R A - i b2

A FALEPERIRN T ER A » R AR MR P BRI AR ?

[E]H #E{ 745 B "Health and Health Equity in All Policies”5/|%f :

1 FR sl i A= 8 R TSR ERTZ 4R

2MBEER —EESF( A AT ERS - HEBUFTE)

3 HEVIERS * (1)Ks WHO J7 AR AR5 A H i AR IR (S EF T

TE 5 Q)MERRFRE S AT -

15 240452 (systems  leadership) | - PHE Hflkx”DUE NORTH- Report of the
Inquiry on Health Equity for the North” » FHIE B A FEEHEE&E A Prof Margaret
Whitehead #E%5 - RS @ &R T Rt BB A HEERE EREOR &R LUt
H R BB ZOMH IR AN A RSHRAIECR -

FHMEBIR G RN RS - R R A & e —(EHrY
AN IR TE - BEAREERE A PEN2E - DR EH &SR EHT
EHERT IR © 2L Events » 140 - DUtEIE By VR AR (LTS < BRI
FHEER(E TS - THE 2015 Fifhk - MR (RN P A G B - s e 48 Hh
HTHETED o PREME AR SR T R -

TEBEEE o FFEREFHES - CRRIATE)  BEES 2B - #O78U
(EREAR ~ (EENLERRETTRY 19 EHAMARSRILE &F - FREE SRR TE) - fE
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TEM B AIHEIRER 2 R B w8 15 8)) - PHE Jit 2015/16 & 5722 Memorandum {751 E (&
2 IBAE -

ERHTHEE AR EE > KRB #EfT + Health and health equity in all policies -
Refinement of health equity assessment tool - Commuinity-centred approaches -
Strengthening health system partnerships and cross-sector working > Support for PHE
priority issues °

55 > S Fenton S REN GIER G EAEENHTHEHE A PR DS EE T - ¥
A R S BURFES BT S 1 E RO 3t T BURTAYHES) » S Bl HEBh &S B P i AV RRER IR >
Fenton =] &AY[HIEEE Ry EH(ERFEHE - SCEfs - RISH{TEETE - HXy
(el SR RE 2 nI Y ~ 1A R HAM B I2RER - EEEI0E » ERTE N AR
(context and accountability for adressing inequality) - BLE{R S22 A 1T AMER TS -
HAR - B B AR AT
1.Annual reports SFFAAR 5 4H AT RN S AINE B OBl
2.Tools-equity 5 [#E LT H o
3.Network/Board 1748945 » siZE & -
4.Inequality to responsibility
5.To develop/techincal works : fif¢ 17 & fEHEE) T/ERIH iR -
6.Evidence—action/policy : FI|FH & FE A MES TR S THEUR -

SN A TR LR B TG

1.Networks

2.School

3.Fund/collaborations S5 PSR TE(F - MMt EFE - HEEE - $HHEFE
HERERFEFEET -

4.Academic > %1141 PHE F1 sir machiel marmot &1F

5.Policy(impact on) » SF{E R T EESREH R FEE1 R4 -

(4)Erfir B FEFEFH (Digital Health Application)

28 F S @ T 584040 £ (campaign Team Leader, Health Marketing
and Public Engagement) Anand Amlani -5 » PHE DU#EE{ T AV E ST I MLt > 2%
FEENI B BEE A APP » DUl BCEEAHY Smokefree APP Fsf3l] » F&HH 8L ELFHY
Bt ~ SR S H B ENAE) ~ SEE XA ER - FIHEEERH T
AT T - BIILA HFRGA CETR %/ 088 ~ 15515/ DiFr S asa b sEss /g
WPV 9 HSREMFAE 10 HAY Stoptober App ZREFHHS £ » B AN4EES iH 45
(networking)#y =z £F » ZE RIS [FEIHAM R B OUEFI SR o MfTFEH App HYESETKEL
B BIRSRCAT  EYFF & AR [EIs Y 72 52 - 28 RSB NBCR 7 &
LA 2 T0% - IEEEAR -

F i Amlani 4H-EAG 1 H 3 # H VRIS - Amlani 4HRFRTRIEE
o 1 H ORI EE - At 5e s AR B Se A TR Bt © I3 5 BR A (5
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App R/ VEINTT By » Wi ZiE B REF A (R 25 Bl - (B S A i -
WIER T S SRS LA R - T AZEDAFE /DA BEBHY 7= T R SRR
o MR AT —iE - AR EEFEAVE App » BVHA BATEEBLRFL -
Ug e AN HEEN S - A R A TEVRER ©

HiEtEAE AV BEREET - REIFE R OLTEES D AT A » Amlani &R
M E A FBA G - 4 /MmN ELE ) - SRS FREA D A
HIFEN

S FEEE SRR THA4H4H (Head of Innovation, Health Marketing and
Public Engagement) Dan Rider - i &% £ £ {7 &f) 82 B B & ¥ (mHealth and
Innovation) - 2B 2 AT T A AT RICB I E TS AR - M fTE s —(E
Ji Rl 5 = (prototype) - G F B B MR HIEFIREAL - A #EARIENANEIEENE
o 2R & AR T K (on-demand) (R B TENEE R Apps © 0 ZEHFEHTE
D3RR TR Apps o &S HEYEE VB SR T > 40 Smoke Free - Healthy 0-5 years
- Start4Life ~ Healthy 5-11years — Change4Life - Adults (40-60 years) Moving More -
Adult (40-60 years) Eating Well ~ Checking Yourself ~ Mental Health (stress/tiredness) -
Rise Above K7 Drinking Less & o

Rider 4H AR5 = Apps VT ANIEERR » WEREHRERMEESMHE - §
JeakstEREE Google ZEAEES 1 EF o i (i RE A (& R AHRA T RE e B REBU R Y1 Y
AR G R DURAZS A A P AR b 2% i B RIS B (R R B R B L o~ W IBAE RN T
{i£ (Hackathons) | T_{F/j(workshops) A #E1T » [FIRFEE TSI SRR - FERTT /X
S ~ HaS B RHE I EE K R H ATEEHY ‘on-demand” digital public health » 23
Al E (agile delivery) EE=tAY A2 » BEZE1E"Nudges" ~ "Engagements"Z(| Behavior
change program" 41 & - 22 7 4{E L 5E R APP FSSIVE G > EiE AT EoRL GRS
R & 7 295 HY "Sugar APP" J&"Nudges" - mfmf &)+ B m] R RHRfE - I
HAHZBER - 5 0 "HAY(How are You?) "2 {4 [ (& ¥ 8T &8
"Engagements” > FI|"StopAdviser" B AT Ry E - #5 EEMEAHRIE R - B
EE  ROEFEETRESITA -

WP A R EM R —ER&ERkT) APP WEREMHM TR ? MEFEE
project manager, service manager, researcher, and a developer. fFE R~ AS E IT &
& HZ A By S BRI TIF - SRS OEF - StopAdvisor AT Ry
BB App  RRT—L E5 Amlani ZHEFTS @ BB — 2SN EBEGE AR A E)
(FB~ Twiiter ~ You Tube ~ email %) » ZEF(FEASIL[E ST R A DAV EREE o 22 (&350
T EAGER EEHMEE -
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Interrupts and diverts

Digital CO
-l

Mudges Engagements BC Programmes _

E— BB bR

(5) fEREE1L( Healthy Ageing)

13 BT R R 2 0, F (£ (National Lead for Older People)Elaine Rashbrook » #
FTONERE FEERA T OAAEHE © Bt - s - s SREEEE - SRR ES
BEENE B - (KRR - SIEER: - REIREE - &= - SHEiE
SEYNRA - ERITH ~ (RBRENE ~ S TAMMERE - (K omega-3 AEALBAEN & ~ [EREHERE
WEME T ER - RSN EEMAEIEER & ~ $h5REE - UHAI IS PR eRan e B
Ko ZOHER FARE - AR S A - {1 BUY - #5E R - PHE ~ NHS -

PHE EMIFFZ LR ETE - DB SEDEFEE - (RN ALl D K - HEF]
5 BRPEEL ~ ERHIRIEPL(5-18 BR) ~ H/DHFEIR A (18-64 j5%) ~ EFIEE(65-100 pRLL ) - EHELE
i ERNEZEE KNG ZER] - BES - REATESE - W55 - (EFEIE
B, -

TEHAE AERSY » FE T AFSEIEHE - Dementia programme/ ageing well framework/
carers’ health and wellbeing/ primary prevention muscular-skeletal(includes falls)/ public
health approaches to end of life care/ social isolation and loneliness,older adults -

PHE 7 (% B e BB 5 1 (8% 2
PHE &&iEstE

“Transforming a generation’ s risk of dementia” ;25 PHE 3 HiE > — (M H A1 T/Est
H=IREAE S B EES ] - PHE SCRF ORI BURN R BiER T - H AT PHE 171 —8 0 TIFE
& WK AR — [ b SOEHTEEAT 5 5 PHE HAMETE - AP R RIS RS -

AR SRS
1.PHE =ZFF Dementia Friends f\7k 48 s R 38 o 72 I BME 3 S B IR g VG I BE 4
B EESE -
2.PHE 1F{F#8F% Dementia Friends = (#5182 488, » Alzheimer’ s Society » Ffefitf748
BRI ERBET BRENETE -

JEBECHE 100 B ARL " KEEZ K" &G E S EERE - IR FISHBA A BT, -
(AR T RN ET R
L FEATHHERE R 9 Bh 40-60 BREEFTa AL A FIRYERFHIRN - WS IR A e P Y 42
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EIRR

2B AMERZET TR B N T i 5 B P m] RE S8 e o R YRV R R il SRR

e PRAIMBOREL Y NHS Health Check » EiF B #E— D28 DhAE KGR, » (R EHIES

J PR 2 AR -

(=) PHE FE [ {BA i R B iy 1 (17252

1T R e A - S ECRTRE SRR IR0 » WOBE R IpE A 5 TR S 2 BEGE RIS - dE4E

FFIA] NHSE &FfRft 2 ¥y Tab AR et » et B I E —ER R E A

BRI TEY R T -

2B R BMERRE DS - WER ST S AR -

{ie 5k 50 &5 AFCHE (U Stoptober, HriVFRE (R G FHIZ T E) » MALEEE LA FRHE -

R EAFOUERVER - F SR TEVIREE N ABCER -

SCRF NHS LB R s T Lol R B I A RO SR R R T8

¥{T" Everybody Active Every Day” - fuff @ BOEENRIE SROEEIIAAVE &R - %

RS A~ AR RPN AR IR - MR SRR S E R

3.EE N BRVHEAR S ATED - E IR —#E%3 )] > 41 Health Education England, the

Royal Colleges Jz HAth B JHAMG #EELE N B3 Fa (026 e o b B (e 58 B A S s bR B K

JEBRTTEIE « HI » R e Al A G| SR FIERS -

4 EES ST ¢ FOER I R HAAS FE— e 2 R 2R B 35 AR R R TR M EHHST 5

SRR IR DU RS Ry B 2 B SR B P (R S 75 88 -

(V)T BRI

1.Blackfriars .05 [ BRI - Envoy &7 > EEIFEFHEEBE" Sfietf” -

2.World Dementia Council £} ERFEE i ME TIFEHEA - WERETE) - fEEEAR

E\fw > A 80 HEZFFEESEHNE 3 H 16-17 H WHO-hosted Ministerial Conference on

Global Action Against Dementia 12544 5

3.—H WDC [ Z E[@ %K' & - Dementia Innovation Unit(PHE ELfj1 A )/BHEALBEIE N

Fr 20 BT 0 BHE g T 2 S » 411 EC-level statement -

4.PHE 54 11 A 5-6 HRHF S<E B i34 2% H f 2 L{F /% Japan Global Legacy Event -
BEKFSERAEEEAPHEEECZFRE  EsTE - CREERT) - B8/

5 REIMEEEE Ry EAIRNARR - BATRRIEES BME 38 » APPG & H FRME/ 11 1&

PEECFIRR AR 48 BT ERACEI R BERA  fh e B R B - SRS NiEEE Lot -

PHE & 2 TIF—E/EEREE A PR - ABFhREER A PHZE » NMERER

BB BUZAVEERS - O KAWL IRaERHME: © ARt - 2088 ~ MEATEE - B ARBERM G -

BARAR - fEE - @SS~ MR~ MR o 1 EA 2R AR g SRR -

I ~ REEFIGSEAIREE - Ml S » WAEE - 228 ZTEHNEIL

o DU{EEIRETE R

LA ER AN BRI © i Eg s (KR KB SE BRI RIEEE -

2B SRR - RN AR AN E - BIE 2 AN B AR ReER B R RNE ? SR

WEZ J S 7 R LR R AR AEAE LIFRTE - HUS 2B EE -
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SIERE Z YA B E B SR AS A B3R AL - £ T1E_E A B8 & the Prime Mininster’ s challenge
A T EAPER -
AR TIRETENE © iR BLIR - B ENICE 2 e -
(6) Reflections from Friday

Fenton SR — KAV & EREAT M m 8 - FRFEEam 1288 -
BIFE © B S RVAHARZERE ~ PHS BLEEIFTA NHS St T BRI E{E 5 PHS it
2013 FLHMRIUERAVINES - Ay Fenton S RBEAEERFFHREGIZER - oy
SIS A RS HIRY2= 22 - R EARAEH - Frl B e B E N B E
BRI - AR SR EIERFRE] ~ B EILERIRSTERS - EEIEE SRR IR
R SRR AN EEORST - BUSHEERIRMERTSZ RN » AT HAeE - Fenton
FAERRR B fg R B A= B N AR RAAHARZSER Ry PHS HUAHSRICE T FF &
1T TR aY IS ERA E Mark BHEAUHBIE SR S 40T -

.S

.‘: “fb
nEnala

\[r»
& N KingsPnd org.uk frewrs

A

FTie GomtperTine MAsE
5 & '.m':‘. * U

B= HEFEEESAVESEEREE

(7)EFRgsTEE Cancer Screening Programmes

18 2547 B e iE B o 2% 2 4% 35 (Screening  Programme Development Manager) TJ
Day Fa#E(dl Sl e fint s » £ A T AGENVER - WH AT TRk
Efi(Laboratories Coodinator) Janet Rimmer % 7t2HH o Day &K FH 5o 4H B Jee e Bk
LHARZERE - PHE 4RYEEAGTEESS HNS 01145 GP sCiHREMERS - flaEH
[RIERZ RS R TH RS EIRZRE - H QA Team F Policy Group /& H &1L » 5
Eiete it 60-74 pEfi{LE2%(guaiac FOBT) - Efifgs 55144 52% » 20144y 61% - it
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BE o ZEIEE TR A RS S e ERfiHIT - 42 EE% GP incentive program
HEH T SRS i —34Y 2020 FRi g AL R - WA ET Hi -

Z BT R SR A 25-49 pRiRfitEs 3 X, ¥ 50-64 piiettE 5 F—
2% > HPV Efif@mIE#ETT pilot study °

PSS amEe 2 e S N B R Efe s = AV HERTE - SEEIAVIE W BB — 1% - R
FHEBEOHEENE » BRI FR R Ei - IR EZ RAEIRTHE S
HEF—E iR ES » KEIFEE - Day KKHRFIRIFEEE - Wit —HRavES
iz e
(8) BXE& ~ AEREELEE /K (Diet & Obesity + Sugar Reduction)

5 (I BT H 2 A S 4H 45 B (Nutrition Advice Team Manager) Louis Levy F & »
B ISR & B T BUNTEE R ~ AERERY B34 - #4251 ( Department of Health,
fiifE DH) Ry &R ~ FERHERIBCR a2 » SRR (A5 ( National Health
System, fif NHS) RESEEH - A£/HPRE BRI - BUNABIER Open
government data (OGDs) Hl @ FE iR ~ & B4R 2 % 30 ( Department for
Environment Food & Rural Affairs, fi5f# Defra) FEIZR kB8 - BRI &
mnfaoT  ZE b (Department for Education, f&ifi DfE) RfcERY & mEEXEEFR
2 BinfEAEF(Food Standard Agency , fiifl FSA) &R &an Lt kaE:
BE R TAFEIEFZ4E (Department of Work and Pensions , fi&f DWP/CO ) &&
BYIEREOR - MTBUN IR S8 - 17 AU - IBEEH MRS, A
% HirESFEE EEERRAHS BN 8225 ( European Food Safety
Authority, f&HfE EFSA) ~ EEIEFE(United States Department Of Agriculture, i
USDA) - B4t & fLiEAE 5 3 /5 Standards Australia New Zealand (FSANZ) » {315
HHIA S4TSR Z S S0 (HEE ) ~ NICE ~ HZEE 4045 > PHE FEREE
PERERY A RS & OBt T R 2 EwEDN - e TR EE AR S ' NT RN
By fEE s A REFIEL - TREEFMB RS - s By -
BT - REREFI AT AHSRAVER (%

PHE fE L HETEAZK 5 FHYCIRELZ HE e - R RERYTE IR E S AR/
BEEEMKEE R AELE - FRRERARAIBE - HigH nEm#aiE - A
FERRAE ~ (2 ~ SR(CEE TR RS A - S F A AR R BRI A G -
S S E 0 EE Apps » BFE © 5 A DAY -~ Change4Life - Start4Life 2 > =
SR ILEETT AR E R JT 2 - R TR E PHS SEESEAYSREE - #5 BRIy
BN~ (R T - BRSO ES - BIam TRECTE R ~ $TH E2AE
EIREEEE B A SRR g Bt T U - MR F IR R R AIERYRER - ST
TEERFLGER SR - B AiiE e AERER A FTRUREE A N RV B EAL#E T Levy
K PE Ry i i B B NI 9T AR B LB B B RS CEHI R

Mty EARZHIEREDAFEBCEEIHHEE) - A RERNR BT - B AN
BRIEISEEAE @A S R EER S PV ERE - RINE K EEEE - 1
MRS - Levy &GRS EIHEE 2 55— (BB ERS - s% BIZHEERIERY
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Bt ARG BRI -

(=) 3 & B 5% fit B B U B =2 R i 22 B2 (National  Institute for Health and Care
Excellence , f&5f& NICE)

1B R SEH %A 4 RA N (Senior Adivisor) Francis Ruiz 471748 NICE 28 EHY
5 > NICE 74 1999 £EAITY - JFERE Y NHS iy—30{7 » 2012 G817 i IEEUR 5T
NENGHS > BPEEIIFEREHE  ZEERE T - SRR A A
AR ~ 1 e AR B TR RE - FHERIREFZE AN B ~ W ABRE - &R E252 - NHS 4
SrPrVEHA S -~ B ERRE AN BT -

NICE HYRITL/ZHHZEE NHS plefA—{E B bz N ERER4HER - HHEL
B0 NICE 33w AMERIZFERFIGER A T » S8 HAMHERVER - Efeft

TEFE TR ARSI B A MR EZ R BN B e - DUE#E NHS Y5l
BT 5 =~ #5H NICE R {H i eV IR a5 DUEIR G (7 I &R G 2 a4 1Y
M e

HEfTHEMS > NICE Fr T o] S0 a BRI RIS B 77 S 145 1¢ (R ER S
HIESE AN & ~ WA SMFIRVIERRE - DA BB e N BT R ARG ~ PR
T N SR REZ B Ay B R TGS ~ G BntFIECa R A B E R IEER I E - EF
IRt 1 owks S EE B m AR a R a5 | - WHECE SR aravies [Re e ~ &
5~ A3 H B—20E S K 2% - H55[(uildline) il E B FE Y B E St /A TE
M o A

5B E Ay F N R Rt e BB EE S ffu e [ (Technical  Adviser, Public Health and
Social Care) Alastair Fischer $f¥f%&HE R E EIELB 2R AE L EE A HAF
(public goods)#{rlE A 2 117 5 14 RE (market mechanism) 2 #2{F & (H8 Y22 - (H
Fischer A & 2 VEUREEE » HigldVE S m RSB - DI RE
HYE & » B A8 TR E RIS - S R MR B BB 2 R E K
R > A BEBHERE GG R EE -

(=) Warwick Centre for Applied Health Research & Delivery, Warwick Medical
School, University of Warwick

H A AE R 20 BA N B % an 2 B o0 (| CDE) B 8 B 552 5 i (Health
Technology Assessment, HTA)WTET & » X5k H BB EH 0] G IV B FRRHGETE &R
FEEREREL » IERERZ(E - FEERASOR B RRI R RN S -
2 H 7R B R AT TENE I Y & EffR ST &223)7 University of Warwick
FEAmSHY E (8 R (Shard Building) iyttt s » —#Epgad KA ] DS B & 1R IR
Bt HRARH T -

1

(M) HAWEEEEESEE (Union for International Cancer Control, f&§#% UICC)
ARZXFEE UICC HEVEFE © (1) T A% S TE &3 FE IR TN 20 DA BRIEL
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FHRIEINE S ERMEERE K/ A ( meeting the evidence needs of the global
policymaking community in developing and implementing policy for cancer and
non-communicable disease prevention) - (2) T f#:% & 41 {a] 2% B PR B SR L )/ N4H (to
learn more about the new international high-level Policy Advisory Group) - (3) T fi#:% &
FEE S B BB B s T e B At =1 EHEEf (to learn more about the Global Initiative
for Cancer Registry Development (GICR) program, and Continuous Update Project) - (4)
TEEEERELG A4 EE (to exchange opinions on the status of cancer control in
Taiwan) -

UICC {7+ Cary Adams E/cBHim ABEINAZY @ lHZEME & IIFRER
RRHER AT - A2 A REELAGHY G R EENT - Adams S{TRFR UICC Hight
ARV BRI 4R - A B H S FE0R B 2 BRI - BIZRI=
BB EHEE R RS ES - Adams ST REILETEIRE A i -
7 Z AL E RIS - W2 BRI SRR (R 1 g B EHEAEE) - BE RS
A GBI T3 Global Health Forum 45 » BHEEMHIG %2 - BRI T4 -

AN BB R EGE ORI AC BT - A RERE NCI & EF
P — X O R Aiin B e N B IS A e R A Efs - —~ i > Il
LGHFE M A o

UICC FYRIFENT T Julie Torode &3 =755 B s ik A S 1 BRI E R T e 3 L 47 - R
BB Ao B A R B R e P AT R E SRR & - TR E HAAHRE 71
ISR 2 2 AR A L -

B OSHEEER

2L IR T B DM B SR B T S
— ~ RUEBEI A N AVAH S M AR A SR ¢ DA ALET 0 0 S T U HIAH AR
P Eide SR wT DU B HARIGREE ) UV Bt - A0l S Eite al iE R 2 G
1Y AR EE B35 2 e - KPR BB AR ER R M B 22 51 HARME - FR (e
EFE T RVEE T.0F -
- TEtGH SR A B [ Apps ¢ AFEEC RS REFLINERSE Apps » MESLE] PHE &
BP9y Health Marketing and Public Engagement /NA/EEHAIBEZE I > /N
H A B FIFF BT BB R A NGRETRE S B A B EIEE AR
/NGH - WS B CERE T Z R LA - W BhEiEAE - 189m4H - dmah4 ~ 1
VEAH KR BAHHZE 5 2 Apps #iEs -
= AR EIIRYEE EEEY E SN © HEICEE ) VICC 1% » iE#8 UICC IYHERE S »
MBS ER 2T - ERZEERES LS EEEEE 2 & (German
Cancer Society) ;7 tH FL g4 4H 4% WHO ) BRI s fERT22 5 (International Agency
for Research on Cancer 75 3£ 7% 75 SKAF 2K 0V E4S - (e Hh B2 B EED anE 54
B W HIARSKEIE G F AR E S -
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Health and Wellbeing in Public
Health England:

Promoting Innovation for Impact

Professor Kevin Fenton
National Director, Health & Wellbeing

‘ﬂ

Publio Heath

Englard

Public Health England

Public Health England is the authoritative leader in national
public health and the expert service provider for public
health in England

PHE Leads in three domains of the Public Health
Outcomes Framework: Health Improvement, Health
Protection, and Healthcare Public Health

Wiroduction i Publi Health England

Fulnlc Hoalth
England

PHE Mission

Public Health England’s mission is to work with and
alongside others to protect and improve the public's health
and well-being and reduce inequalities through our
advocacy; application of knowledge, evidence and insight;
transparent reporting of outcomes; and nurturing the public
health system and workforce

Ftrduston lo Pubiic Heath England

Publc Hoalth
England
Local Authorities

Local Authorities, with detailed understanding of their
communities and circumstances are the natural leaders for
public health in their areas. Public Health England will
support them with knowledge and expertise to help them
deliver on their responsibilities

* PHE is structured into four regions and fifteen centres spread
across the country. The centres are key to the interaction with
local authorities

Wiroduction i Publi Health England

Pulblia Health
England
Partnerships will be key

Public Health England cannot succeed by itself. Our
partnerships with local authorities, the NHS and the third
sector are what will allow us to achieve the outcomes we
want.

Our partners provide broader avenues by which the public
interact with the health system and may be advocates for
public health. PHE will work with and support our partners
to ensure the best outcomes.

rtmduction to Pubiic Heath Engiand

Publia Health
England
Health and Wellbeing Directorate

The PHE Health and Wellbeing Directorate will lead Public
Health England’s work to improve health and wellness and
address the major drivers of disease, disadvantage, and
death across England.

The Directorate will use an integrated approach working
with local government, the NHS, voluntary sector and
others to support the development, implementation and
scale-up of robust, effective population health programs,
promote well being, tackle health inequalities, and address
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The Directorate’s Approach

o Health Impact Priorities

Publio Health Health and Welbeing Fubla Hoath Health and Welbeing Drectorate
Mental disorde for | burden (23%) of d
Deliver jSupportiocal govemment, voluntary sector, the NHS and Vel being | Ergar ami dfs = n 4 o1 f1e popdsion i ,],:,,,,:”“ "
Acceerde Public | ofer partners in their mission o align activities and and Mental | Mental welbeing assoc with imprved outcomes in hesith, sducaion,
Health Oulcomes | promote improved outcomes for the pubiic’s health and Health | smeisyment, rediced cime and artisacial behaniour
wel being and fo reduce health inequifies hesith: Belier priodizaion
Engage | Inforn, educate, and smpower the public and S P | e e e e vy e’
Health and Public Education | communities nationwide, especally fose in greatest Health and ani Exn::.; = ik CVID, coametal and bremst cancer by 20 3% Cliesity
Wellbeing and Empowerment | need, io take better control of health, their determinant Wellbeing noremses fek of type 1] diabetes (513 fimes), hypetension (23 Bmes)
A and cutcomes. Directorate and calorectal carcer (3 Bmes) in men
Diractorats Supportthe development of 2 robust public health Health Tobacco | Acortsor 10% afnew casss of cancer (23%M andi %)
Integrated Support | ok forcewha are nowiedgeable, capaie, ea Control and | T80 cuses nes 1 in5 desti in Engiand annuslly
Pubiic Health | 0o ionate and e flective in improving healh, promoting 1 t Srmoking | F&F S =i 20mom s o mhied iheses
Approach workorce Capacty | Iness, and addressing health inequies mpac MOKING | Compranensive cossaion progrms, excies tax inceases | 100%
PP welness, fneq Priorities Cessation | smoedme poices, media campagns; cessafion acosss, advetising
restricions worc.
Champion | Champion science and translational research to Alcohal | Muchalthe costofdrug and sicohdl misuse coous ta he
Tha Dimctomts wil use an Seale High Impaet | inform the development, implem entation, and scale-up While supparting and Moderation | oimnal jusice sysiem. The main costs bo saciety fom drug an
integrated approach Interventions | of high-impact evidence-based stategies to improve eneuing prageess against nd D dcokdl is fom rdated crime. Thisis different fo dher Hestyle
g with & rnge of public health cutcomes the PHOF, e Direclomte a UG | hesm feeds 3 dfisent resares
parmes 1o 3ppot e wil provide erhanced Recovery
devaopment, impoementasa faeus an Sie majer
" N N N N By theend of 2012 lkely maore than 100,000 PLWHAn the UK
et pophiation bt Partner | Engage multisectoral parterships, incuding with ‘z:éx.:m‘f,? HIVand | | 4. gugmsis a mjor prabien wit 5% dagros=d wiy C04<35)
Progams md o address e Tacke Hesth | other government departments, o focus on and Where irther gtin fdy Sexual | Milions of STD dagrossd annually, ssp. among youth, MSM, minarlies
‘sodal determinants of heatn Inequities | address health inequifies and to ackie the social be made by scaling known, health | FMETD scmening, eary beatment, pariner nofficaion, socal
‘determinants alth [ markeing campagne, condam acoess, and poicy o address stigma
and discrimination s key ineverions
Puchc Haath Health and Wellbeing Direcorate Fubkc Haath
England being England
Healthy Infants, | a focus on improving heath and heath H :
Children, and | ousomes o matres o siants, cricen, Promoting Innovation for Impact
Young Adults | teens and young aduits
Health and Wellbeing Directorate is committed to:
Allpeople, and especially those at greater fisk
H‘;‘II‘I: and Healthr:rdAg:‘ns af healh disparifes, will advieve their optimal + Supporting the development and delivery of high quality, effective,
Di € " e"t'g a Adul‘:sr hﬂmmmgﬁpﬂeﬁg;‘:w evidence-based prevention programmes
irectorate J
Life Course Support sound decision-making and poficy = Using newtecr_nologies. inciud_l_wg digital and social media. o engage and
P ti Healthcare | change within the NHS to delfiver, scale up, empower individuals, communities and our partners about health and well-
Srspeciive Public Health | evaluate and improve effecive clinical being

Exped Advisors wil assist

PHE tecical leads to Healthy People
deveicn, imglement and

in Healthy
manlor popuaion heath,

and heath and welness Places
acuss e Hesom 05
dommais. They wi 350
asset PHE in promating Health in All
#he vaie and impact of
this sppoach o our Pﬂ”c‘es
patnes and slakshaides

preventive senices that dive population healtth
Ensuring fhat the places where people ive,
work, leam, and play will profect and

promate their heath, especially fose

people at greater risk of healfh disparities.

Inform and support DH and other govemment

partners in sound decision-making and polcy

change at all levels o delfiver and evaluate
and address social i

ofheath

+  Building capacty in important areas including public mental health,
population healthcare, accidents injuries and violence

»  Working with diverse partners to encourage settings-based approaches to
health and wellbeing, in addition to promoting health across the lifespan

Integrating insights from behavioural science to improve the effectiveness,
efficiency, and acceptability of our programmes

Publi Heath
Engtand

Summary

This is a time of great opportunity to focus on the public’'s health
in a more comprehensive, holistic, and empowering way

Initiatives such as MECC align with the mission, values, and
approach to health improvement being promoted by Public

Health England

MECC is also a critical strategy to encourage more health
promoting healthcare environments, with local leadership and
deeper engagement of staff in the health and well-being agenda

PHE remains keen to support MECC, identifying opportunities to

learn from and promote promising practices, across the entire

system, where possible

Health and Wellbeing in Public
Health England:

Promoting Innovation for Impact

Professor Kevin Fenton
National Director, Health & Wellbeing
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Public Health Publig Heakh
Bl England

Whatis Screening

The application of diagnostic measures to

Breast Screening Programme apparently healthy well persons in the hope of
uncovering a serious disease in the pre
symptomatic phase

NHSBSP 1996

2 Breast Screening Programme — 15" May 215

Claire Borreli
Lead Breast Screening Radiographer
Cancer Screening & Prevention Team

L
B B
Background

+In 1988 the NHSBSP began offering women aged

L 50-64 triennial screening.
* In 1987, a report commissioned by UK Health

Ministers recommended that a mammographic

screening programme be established in the UK. +Full national coverage by mid 1990s.
+ NHSBSP 1t nationwide population-based +In 2003, age range extended from 50-64 to
breast screening programme in the world. 50-70

3  Bressi Scresning Prgramme — 158h May 2015 4  Breast Screening Programme — 15h May 25

Pulpia Health Publig Henlth
Enggand England
Aim of Screening Principles

» The condition screened for should pose an

+ To reduce mortality important health issue

Research has proven that early detection of breast * There should be a recognizable early stage
cancer can reduce the mortality rates.

* The natural history of the disease should be
well understood

5  Bress!Seresning Programeme — 15t May 2015 §  Ereast Screening Programme — 150 May 2015
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Publia Hoatth
England
» There should be a suitable test

» The test should be acceptable to the population

» For diseases of insidious onset, screening
should be repeated at intervals determined by
the natural history of the disease

+ Treatment of the disease at an early stage

should be of more benefit than at a late stage

Publia Haalth
England

Treatment of the disease at an early stage should be of
more benefitthan at a late stage

Puiblic: Haalth

Englend

» There should be adequate facilities available for
the diagnosis and treatment of any
abnormalities detected

» The chance of physical or psychological harm
should be less than the chance of benefit

» The cost of case-finding ( including diagnosis
and treatment) should be economically
balanced against the benefit it provides

Pubile Haalth
England

The Triple Test

+ Clinical/History

* Imaging - Mammography/ultrasound
» Needle biopsy - Histology/cytology

Many publications report at or near 100%
sensitivity for malignancy when any component
of the triple test is positive

Roche,Given-Wilson et al 1998 BJS

Pulblia Health
Englard

Quality Criteria NHSBSP

Objective Outcome measures

To maximise acceptance of >80%
the invitation

To minimise recall for further

AR <7% Prevalent
investigation revaien

<4% Incident

26

Publia Haalth
England

Quality Criteria NHSBSP

Objective Qutcome measures
>3.6/1000 Prevalent

>4/1000 Incident

To maximise cancers
detected

To maximise the small (<15 50%
mm) invasive cancers

To detect a representative
proportion of DCIS

10-20% of all cancers




13 Bresst Scresning Pogramme — 158 May 2015

Uptake by women aged 50-70 of invitations lo screen by breast
SCreening unit
Publia Health England, 2012-13
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15 Eremst Scresning Pogramme — 158 May 2015

claire.borrelli@stgeorges.nhs.uk

17 Eress! Seresning Pogramme — 156 May 2015
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Public Hoalth
England

Achievements

+ 2 view mammography & digital imaging

+ 2.3 million women invited in 2012/13

* 1.7 million accepted invitation

* Robust Quality Assurance and Audit processes

* Randomised age extension trial currently
underway

* Reduced mortality by a third

16 Breas! Screering Frogramme — 15h May 2015




Public Health
England

Health equity and the public
health system in England

Bola Akinwale
Healih Equity Lead, Public Health England
15 May 2015

Punlc Hoath PHE's role on health inequalities

+ PHE’s mission is to protect and improve the nation’s
health and to address health inequalities
« There are specific legal duties on health inequalities
which Public Health England must meet
+ PHE disseminates data, evidence and good practice to
support wider understanding and implementation of
effective approaches. We support local services on
— Wider determinants of health
— Health behaviours
— Equitable service provision

L

B | egal context

Health and Social Care Act 2012 — duties on health
inequalities

“...the Secretary of State must have regard to the need to reduce
inequalities between the people of England with respect to the benefits
that they can obtain from the health service™.

Section 1C of the NHS Act 2006, as amended by the 2012 Health and Social Care Act

Equality Act 2010 - public sector equality duty

Ensures that public bodies such as PHE consider the needs of all individuals
in their day to day work — in shaping policy, in delivering services, and in
relation to their own employees

|dentifies 9 protected characteristics (e.g. age. disability, race, sexual
orientation)

28

L
Publia Health i
Publa Heath Overview

Context
Evidence and intelligence for our work
PHE's programme of work on health inequalities

Future directions

1.Giving every child the best startin LA )
life Fair Society,
vy Lives
2.Enabling all children, young - Heal Ry nges 2
people and adults to maximize their
capabilities and have control over

their lives

3.Creating fair employment and
good work for al

4 Ensuring a healthy standard of
living for all

5.Creating and developing
sustainable places and communities

6.Strengthening the role and impact
of il-health prevention

4 Heslth hequallies - Bols Akinvale

L _ .
|Q&W Legal duties in practice

Health inequalities duty Public sector equality duty

Whole-population approach Specific focus on the 9 protected
characteristics

Provision of health is free from
discrimination, with equitable
access

Social gradients in health
outcomes are reduced

Focus on outcomes Focus on equality of
opportunity, freating everyone

fairly and with dignity and respect




Evidence
]
Publia Health

mrd " PUblic Health Outcomes Framework

Public: Health Outcomes Framework

Public: Health Outcomes Framework

Overarching indicators

o o oo

www.phoutcomes.info

&
Ruk el (Seographic disparities

Longer Lives

In 2012, e in Bvee daaths in England
was ey e age

]
s

Persistent geographic
variations in
premature mortality

B Place and position in society are
large contributors to health

Canadian Institute of
Advanced Research (2012)

Bunker et al (1995) McGiniss et al (2002)

King's Fund/LGA (2014) Making the Case for Public Health Interventions

11 Health Inequailies - Bols Akinwaie
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.
|m“""‘ Socio-economic inequalities

Awerage ife expectancy in England 21.31 113
Life expectancy gap: 9.1
years
Healthy life expectancy
gap: 19.2 years

Awnrngs life sxpectancy
<
1

______________ mmmemmTTITT 2011/13:

o Life expectancy gap: 6.9
years

B mes Desle 10aas smsed) = = Males Decie 1 mos dezred) Healthy life expectancy
—— Females Decle 10 (lsed depiived| ~ = Femaes Decle 1 (o desiived gap: 19.5 years

o
2002404 200305 F040E 200507 20508 005 200500 200311 A2 243

Source: Subic Heath Outzames Eramawerk

B  Healh hequalifies - Baa Akinwale

o Evidence
‘E‘;‘:ﬂ“"‘"‘ Ethnic inequalities in health

Diabetes prevalence

Compared with White men Compared with White women

5 times higher among
Pakistani women

3 times higher in
Bangladeshi and Black
Caribbean women

2.5 times as likely in Indian
women

4 times higher in
Bangladeshi men

3 times higher in Pakistani
and Indian men

- Evidence
|Puhmumlnequalitiesin wider determinants
England
Increasing numbers of people in working poor families
10m In 2012113
Workless
am 6.7m people in
. e working families in
A o TTeeazose- povery
Bm 4 o e
Lo 8.6m people in
Warking workless/retired
Am families in poverty
2m 1in 6 children in
workless families
om
003 s 06/07 0a/0a 1011 1213




Dot Socially excluded groups

Homeless people

Each year, over a quarter of a million people in England
have contact with at least two out of three of the
homelessness, substance misuse and criminal justice
systems. At least 58,000 people have contact with all
three

Single homeless people consume around four times
more acute hospital services than the general population,
costing at least £85m a year.

£
R auth/\ider benefits of reducing health inequalities

Estimated costs of dealing with a range of health and social
care problems in children

Costs
£133 millon per week?
£1.2 billon per yeart

Youth unemployment

Yaouth crime

Educational underachievement
One year in a children's residential home £149 2a0°

£22 biton per generation®

One year In foster care £35,152°
Admission 1o inpatient child and adalescant mental health sorvices £24.487 {median) =

Source: Annual Report of the Chief Medical Officer, 2012. Our Children Deserve Better:
Prevention Pays

PHE programme

%m Evidence to support local action
England

Local action on health inequalities: a o @
series of evidence papers

22 papers for local areas by the UCL Institute of Increas 55 10
Health Equity. published in September

improving the home
fo schoal transition

Vi

wwwigovukigovermment/publications/ocalacton-on-hedih-inequaliies-evidence-papers

17 Health Inequaiies - Bols Akinvwale

Build on the Marmot Review with evidence and
examples of action across a range of domains

5§ Employment Hsalthy living
bnplenl'lentaﬂt:n and standard
B Earl;‘,l:!a‘:.Haalll‘iy srvironment
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Evidence

|E"$,,“""’Health inequalities are a drag on economic
growth

Health inequalities are estimated to give rise to
economic losses of £31-33 billion a year
— lost production of £31 billion

— higher benefit payments and lost taxes resulting from
health inequalities of £28-£32 billion

Source: Frontier Economics. Estimates for the Marmot Review.

14 Hesith Inequallies - Boln Akinvale

PHE programme

‘Puhlcllll.lh

mgend PHE health equity programme

Evidence and

intelligence Building capability

Systems Partnerships and

communications

leadership

16 Heslth inequallies - Bols Akinvale

. PHE programme
|;"$“W Building capability

Health Equity Assessment Tool e
1.What are the health inequalities o
which exist in relation to your work
area?

Health Equity Assessment Tool

2 How will your work affect health User quide
inequalities — is there any risk that
your work might contribute to
increasing health inequalites?

3.How will you know if health
inequalities have been reduced?

4.Are there any other steps you need

o take to make it more likely that your
work will reduce health inequalities or
reduce discrimination?

18 Heslth inequallies - Bols Akinvale



® PHE programme
mh'h Building capability

Health and Health Equity in All Policies

+ Master classes for Directors of Public Health (in local
areas)

+ Joint work with professional bodies (Association of
Directors of Public Health, and Local Government
Association)

+  Aimed to

— Embed knowledge of WHO approach in local public
services

— Promote cross-sector working
— Identify skill development needs

18 Hesllh Inequaliies - Bol Akinwale

- PHE programme
fute Haath Systems leadership

National Conversation on health inequalities

Aims to support a fresh phase of public dialogue about health
inequalities

Toolkit for public engagement on health inequalities developed
based on social research with members of different
communities

Events e.g. community-centred approaches to health and
wellbeing

Video stories and written case studies commissioned to
demonstrate the lived experience of health inequalities and
what can be done locally to make positive change for
individuals and communities which will be published in 2015

R‘;lum C t and i jont
urrent ana emerging pnonues

Health and Health Equity in all policies
Refinement of Health Equity Assessment Tool

Community-centred approaches

Strengthening health system partnerships and cross-
sector working

Support for PHE priority issues

31

L]
|;u$d'hﬂ1 Systems leadership

An independent inquiry to health reduce

health inequalities in the North, chaired by

Prof Margaret Whitehead

Key areas:

. Local democracy

-+ Afairer start for children

+ Healthy economic development

+ Place-based approaches to tackling
health inequalities

- Effective welfare policy

DUE

NORTH

- PHE programme
‘;":d"-"’ Partnership and leadership

National Memorandum of Understanding to support
joint action on improving health through the home

+ Firstofits kind in England

+ Work with 19 other organisations across national and
local government, the health service, housing and
voluntary sectors

Support for partnership actions, both financially and
drawing on expertise and evidence from across the
organisation

PHE is leading the process of revising the
Memorandum’s action plan for 2015/M16.
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Key Principles INHS

+ Based onbehavioural insight and
knowledge gleaned for a range of
Smokef g

+ Keyfoaus b reinforcing
motivation, providing tips and
celebrafing success

+ Designedto beintitive, engaging
and effectve

« Links with wider smokefree
resources

+ Buitin analyfics

Y ‘\°//

Welcome Screens Getting Started INHS
el 0 e, i
T e m::'" o
S 3 o e >
777—"7- -7. E E = =
Sy s
b= o — | e
o — 5=
T:__:":‘:f ‘:_ 1748
e . —
SMOKEFREE
Gathering Data NHS

X /
SMOKEFREE

SMOKEFREE
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Craving Help and Personalised Motivations NHS

v/
SMOKEFREE

Stoptober

Digital Convergence
Anand Amlani

v/
SMOKEFREE

The metrics o
+51,243 +972 +13,987
NEW FACEBOOK FANS AV FACEBOOK TWITTER FOLLOWERS

Added between FANS/DAY from astanding
Sep & Nov to the Compared to Start of 2ero
existing 70,000 146 pre-campaign

48,000 tweets on 1% October

. \./
SMOKEFREE
A campaign that was social at heart — in social How we were set up Tk

Be do spend
Wi Sene. O er he, support and advice a3 part

X == y »
SMOKEFREE SMOKEFREE
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Content Planning
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How did the conversation start?

ON TWITTER WHILE ON
SMOKERS STARTED FACEBOOK WE
THE MAJORITY OF STARTED THE

CONVERSATIONS CONVERSATIONS

.9

o
Jayw  Poels
-
) \'/
/1 SMOKEFREE

But while WE kidk started the wnverstions
on Faccbook, it was the FANS who OWNED them
= L

1week down

Social listening service identified themes and turned them

into content in real time
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The conversation was national, mirroring smoking
prevalence
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nterventions in early childhood and
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Tweendon a time when relaion ships and roles are in constant flux
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The 4.01 show

Public health first a weekly YouTube show which encourages young people to tak
about healfh issues. To date the show has received over aimost 2m views and
has 25k subscribers.

Evaluation has shown that fhe show has helped equip young people with
attitude s t ¥

s and equipped

confid to vocalise negatr rds risky beh

with strategies for sayingno.
[ 3 :

Py i) R ey bt
Daariendt A wary hagpy &

7k i thayre nw ARG her

Thank you & e G, ywe snday
wot w2 v frinds and 2y Sorted
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idnTd iwar navw going 10 secls and
Mol e yooond really ta yaat
@ ok modd, ank you

Equipping young people with confidence, skills to deal with
anything life throws at them.

RIg}

How Rise Above works?

| BUIDING RESILIENCE

I Actidten that hap yourg people buld proiciwe smeds

S
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We're sbout: Freparing and equipping young pacple (11.16 year clds) with reslience
¢ Active choices akils % make hoathier uuyb doioes
¢ Open and honest
conversations
* Facing adversity positively
¢ Collective strength
I\_A ; /
CHANONG SOCCRLNORMS J
.
An engaging web hub Rise Above influences young people in
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Public Health England
Older People’s team

Health and Wellbeing Directorate

Prasentstionforthe detsgaton o ity of Haalh and Vi, Talan
15 May 2015

Oldr adills wiskt pregrarmme TMEME

o
Bum ' Global ageing population frajectory
- The number of peaple today aged

60 and over has doubled @nce
1980.

Yfoung Chikiren and Older People 88 a Perceniage of Glohsl
Population: 1850-2058

» The number of pecple aged 80
years wil aimos! quadruple 1
395 million betwesn now and
2050,

= Wiithin e next fve years, the
numiber of adults sged 65 and
over wil outnumber children
under e age of 5.

= Betwesn 2000 and 2050, the
proporion of the world's
population over 60 years will
doubde fom aboul 11% 10 22%.

Older acdls wish pregg arene 20586

o The major risk factors are clear

The way we live our lives has significant impact on our
Engordd health. Good diet, exercise and healty weight would see
us living healtier fves

okl

Figury: Mrelmuxrl mmunmm i mw’-: rhethwen i omm—mmn — mn-lu Amakimy. 4 gt W
The: R o ke e ichissrc bt s s diai

Olier s wiak pregrarmme. IS

ghmTackling these issues requires an
& integrated approach to Public Health

Local
authorities

o

Government (-

-

Public Health
England - NHS

Older acdls wish pregg arene 20586

ghm F’HE is working _with partners to
Engord improve the national approach

W Race
raﬂv —nsuulmln .a % F_f.]uull".
3 m England ) -"‘
LGF’? Fnu jon : .
-y £ 5o ulill
Hmrhf-fa«-awwrana WLTWORE
{S‘Ut

ﬂﬂm’ﬂ;

. Il""'!b-l""r' I"L.blc Heaith
e o iy BKTA Prict Astion f Agion Giders AND Corer[Landn ) Ergland
- m Alzheimer's o WA
Society Contralare Marth West Loadlen (7] COUNCIL FF
mrm _____ PALLIATIE
Ty DAA Dementa 7;. Kensington & ( T 1
mnm-l A i [
b Action Allance Westminatar Memary Barrice

...and many more!
Ol alills wiak Eegarmine TITE

‘%"‘“‘ Places and People

Birth - School Young Adults to Established Oider Adults
Syrs Early Aﬂ Adults 65 10 100 +yrs
Years 18 to 64yrs

E-‘Illn

Home and Family Spaces
Leisure & Social Spaces

Education Setiings
T
Years
Settings Healthcare Settings

Older acdls wish pregg arene 20586
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,E,,m Older People’s work stream
Englarad
v Dementia programme
v Ageing Well Framemork
» Carers' heatth and wellbeing
* Primary prevention muscular-sketgtal (incudes falls)
» Public Health approaches o end of ik care
» Social isolafion and loneliness, older adults

Older mduls wark pregramme D158

et High Impact Areas
Ergporsl

Publicaon | Am [ Audemce |
Ageing Well Fr Co-pr with Go
MNational Heslth Service  Health Service hospitals,
and tolead change Clinical Commissioning
Groups, Local Authority
commissioners &
Voluntary Sector
Brain Age Tool Raise Awareness of risk Pulblic
factors and reduction

Dementia Inteligence  Transparency onuse of  Government, National
network web portal data collected Henlth Service hospitals,
Clinical Commissioning
Groups and Lo cal
Authority commissioners

Dider acklls wark programme 209588

‘pﬁ,m Whatis PHE doing on dementia risk reduction? (1)
Engglrd

Global consensus

Marketing and personalised messages

Older bk wisk pragraimme TG

‘n';.m What s PHE doing on dementia risk reduction? (V)
Ergitarnl

Building a global consensus

»  Backkiars has atiracied global attention. The Envoy has said he UK is
“leading the world” on risk reduction.

+ Vertd Dementa Councl added risk reduction 10 1heir work plan and
devaioped a Call for Action fial indudes risk redueton for dementa,
achieving sign up by 80 countries a1 the WHO-hosted Ministerial
Cenference on Global Action Against Dementia, in Geneva 1617
March

= Once he WDC has ageed a position on risk reducson, he Dam entia
Innovasen Unit in conpuncion wih PHE will be resenting optians around
using feir influence lo suppor multi-national responses fo dementia risk
Eduction e.g. an EC-Hevel stalemeant

+ PHE presenied work on fisk reducton 21 Japan Global Legacy Event en
56 Movember, and regresanied fe UK

Olcer s sk gy e 2054

Pl
Ergghast

Public understanding and personalised tools

+ Major new healty iiving marketing campaign aimed at getting
40 to 60-year-olds to “reassess” their health and make changes
to help tham lve healhily in older age.

" ey, LIS PHE doing on dementarisk reduucion? ()

Personalised diagnostic tools o help people understand and
manage their sk of developing dementia e.g. the brain age
calculator being developed by University Collage London for
incorporation into the NHS Health Check (following furfher
development of the funcionality and messaging, user testing
and validation for clinical use)

Older mduls wark pregramme D158

Aewhan VWhatis PHE doing on dementia sk reducion? (Ill)

+  Buid dementia nisk reducion mto care and support for pre-disposing conditions
such as diabetes and hyperension, mcluding through our new preventative senvices
programme with NHSE, where we will develop fheword's first national evidence-
based dabetes prevenbon programme

+ Incorporate demena risk reducfon as akey outcome in health improvement
programmes

Simulting 500 000 quit Providing svidenos anwhat  mplementing Everjbody Active Every Day:
stsmpsthoughsmale fr2 worksts mducshamil @ changing the sochl 'noem b make
campaigns k= Stopiober, a New  drinking to support physcal actty fie mpecidion
Yeor hedth hamms mmpaign svidence beesd policies, @ devekping eperise and keadership
and ke gslaion to ban smokingin  prevention and peatment o cresing emdronments: i supp o acive
s interverfions e

= o idenfifying and up-scaling suceshd

services o b e -

upparting NEls
and warking t reduce prevalence of smoking in prisons

Dider acklls wark programme 209588
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i . o
Pl Heatth VVhat is PHE doing on dementia risk reduction? (V)
Erypharl

* Work with academics and other
pariners o develop measures
for modelfing of dementia

= Work with our partners e.g.
Health Educaion England, the
Royal Colleges and others to

increase professionals’ incidence and prevalence
understanding of dementia + Support continued
risk reduction a'ld_mal:!a them development the evidence
o support people in taking base for dementia risk
action o reduce risk reduction and its

+ For example incorporate implemertafion

demenia risk reduction into
training materials and
curricula

Dicer alulls werk pregamme D158

[ What is the PHE dementia programme working on? (1)

Pubio Haslth

Engplarr]
“Transforming a generation’s fisk of dementia” & one of PHE's driving amibilions, and our
work programme refiects hal PHE is alse supperling a much larger govemnment programme
on dementia. As parl of his PHE are cusenty woring on:

Two main outcome aresas:

Crosscuttig ETTE EETTER

PHE themes include:

v

v

Y v

Dider aduls wrk pregfamme Z0I58€

Pucao aarn, LVING Well with dementia
Engglrd
*  PHE are supporing fhie sustsin shilty [ -

and expansion of Dementa Frends, o

s0 fat peop ke with dementa and ther -

carers are able i Fve well with

dementa.

PHE is transifioning fhe leadership of
the Dementa Friends marketing

glnuum Discussion about equality issues within the
dementia population has been growing over
the past year

Local projects - have seen notable successes, but are small scales and
nafional lkeaming and sharing is lmiled

programme to the Alzheimer's Society University to
and will provide ongong support for ey e fna o Liffle byl < Launch LGET Dementia
the Demenia Frendly Communibes Suppart Project
ritiative . l‘; = Ralnieg pewenies of Duwirdn
This year we educaied 1 milion 1 ¥
peopke o bacome "Dementa Frends” Particular recent focus on BME issues — APPG report and voluntary / m
this year, with pledges made by ol community sector awareness raising has highlight dram atic differences in
corporate parners, NGOs and pubiic - people’s experience of dementia, both with the condition and as carers.
secior organisatons
Ol aiulls wark pregramme DASHE Cider adobs wark pregramme 2586
‘ghm PHE are coordinating national work to address gthtd(emuers have told us hey are keen to see, and
Egwd  equality issuesin dementia Egnd  participaie in, acion to addressinequaliies. Four national

+ Equality within the population affected by dementia, not between
this population and the wider population

B ‘rutactad chaactagtaticnl Ohey mags sources of nequalily
© me
! :-:h- +  Sotioecmomic sias
@ + gere remigmmant +  Geagmphy
+ mank anc divil e
: ,,.,:q...i P +  Seldom heardbunemble
|.»|||||I|. Act X010 :mwh‘
[ Are people getting the
- support they need in

line with their legal
rights?

Dl adulls wark Eregimme D1S1E

asks stand out

1. [Raise professional awareness
1. Undersiandng is thought to be bow across professional growpings

2. Improve data andintelligence
1. Basic quesiions unanswered: how many pecple are them with fhe
profecied characleristics and dementia? Whois missing aut in
receving suppart?
2. Building inlo Dementia Infeligence Network wedplan — possibility
of new national data ex¥actions

3. Mainstream equalities in wider dementia policy
1. Embedding inweork fo consider next sleps afler e Prime
Minisier's challange

4. Work programme shared across partners
1. We are reviewing progress and priedlies & expbring oppodunites
fier alignmant

Cldei aduls wak meg amme 201586
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Puldio Heatth
Enlarsd

Prevention of Musculoskeletal Conditions

Falls Fragility Fracture Population Programme
Falls prevention public facing
Work place Charter support for Employers

Promoting Physical Activity as prevention and

treatment for Osteoarthritis

Dbt s wish preggarme T1S16

H.;hm Knowledge and Inteligence

Ergird
We ang WMQ COMITESS kaneTs, bocal dedsion makess and ohes haalh
profes sonals 1h‘>1.lgh |)I'<>Ml'lg auhoatve o8 ch aind ol d

bestpraciice through ihe Dementia Intelligence Network.

Mantsl Heakh Demantis and Naursicg,
Ineligenoe Network ¥

Dementia

|:> Loeal preductsin 2015

Oldied 8l wisht [reqg e 201586

L4 . _ _
pooren | ving well: Dementia carers

Why important?
Approx. 550 000 dementla caners
in England {2013).

Carers play a cruclal role in care
for people with dementia.

Caring role can negatively impact
health and wel being.
PM challenge 2020: enable

dementla carers to cope with
caring respansibilities and have a

Whatis PHE doing?

Rapid review of evidence-based
interventions = multi-component
interventions appear most
effective.

Warkwith the Depression
Alllance to adapt existing online
support service to dementia
carers.

Research on end of life care
which includes dementia carers

2]
pewetan  Fnd of life care

We are promoting, facllitating and
evaluating public health
approaches o end of life cane.

These are approaches which h
focus on bullding local o, Pl AR

cammunity capacity and e of L C

resilience to support the needs of - -

the dying and the bereaved. + The qualttative research plece
We have commissioned the with fhe public includes those
Dying Well Community Charter with dementia and their carers as
and a Toolkit which Is being taken a key target audience.

Iife alongside caring. 2 a core tamet group. forward locally by 14 local areas. | oo oo findings will further
+ Interventions are likely to be cost- . + We are undertaking two pieces of support implementation of these
ffeciive hrw,derw;ﬂﬂ * Member of DH's Post Diagnosis research 1o enable us to moniter approaches and will existing
Support Group. progress and impact of this work. supplement existing PHE data.
Oder adills wark pegamme THG16 Oder adlals wirk e @rme DNENE
Pl Heslth

THANK YOU
Any questions/comments?

Contact details
Elaine.Rashbrook@phe.gov.uk/ 0207 654 8053

Carly.Tutty@phe.gov.uk/ 0207 654 8442
Nuzhat.Ali@phe.gov.ulk/ 0207 654 8405

Dl ol werk: programms TAEHE
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Public Health
England

Pratecting and impraving
the nation's health

From evidence into action: opportunities to
protect and improve the nation’s health

From evidence into action: opportunities to
protect and improve the nation’s health

Pubic Hoth England exists to proect and improve
the ration’s hecth and welbeing, and mduce heath
recqunliion. b doos this through werkd-ciass sserce,

imerwieige and inteligenoe, ey, pernenships
and the deshvery of specidit public hoakh senvioes.

October 2014

Contents

e B
e CeB
Continuing to protect the prblic fram threats to their heakih, .. e e
Lacking to the futus e sz

Our seven priarities
1 Tackingobesiy ... .
2 Fisducing smoking. .
GIhcungh::muld'rkn:
|mmmchmxmebe;m—nie................... feimeennneeeananeod
& Reducing dementiarigk . ...

& Tacklng antimicrobial sistarce . e

New drivers and opportunitios
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Foreword

W hazve an ambition: for pecpksof this courtry
o e o wedl as possiok, for o5 g as
possible. B on curent trends, we are gring
o fall short because we face an

of largely preverniable bg-term diseasos,
Wy be g g, but we - and future
generations - risk spending many of these
exra yeors in poar heeh unkess we da 2 betser
jeb ol tacking mejor risks such i cbesiy,

bclhm.wlmr.ﬂemhmdepnwd

v cur spending on hospitals, cinicians
v senvioes. Fesources s scaroe and al

et bom the NS o ool o,
e urder huge preszrs from consmined
bucgets and sing dermed.

Whst we: need & & fndamertaly new
appronch to creating and sustaining hesith,
mental and physical, at every stage of e and
across al cur commuritios.

i & an appronch that acknowiedges that our
Fissith i shiaped by whers and how we ivec
by cur jobs, farrikess, homes: b thet ako

Second, bocase we have cpporturifis o
do thingg ciffermntly. These we must seire
becauma they e the potertial o magrity
theimpact of what we do in public heekh. In
cther ares of cur e ik of the power and
rinch of digial tecknology. Now combine
that with new insights from the behaviounal
ecieraes, and & cleor we are on the cusp

recogrises the power of hdiduals to change
their Fiostyles, espesialy  shey get the right
support at the right fime.

We hane an cppcrturity, with the cralion of
Puibic: Hesth England, the RHS Fre Year
Forward Yiew and the momenious return of
public heakh to local authorties, to put this
apprmachinto practioe

We hine looked to the evidence to identify
whess we should foous our nF:r- This

local and naticral govemmens, wih the MHS,
the voluntary and commurity secior, and

with indietry and scaderin, we cor make
a sigrificant difisrnos aver the coming fie
n e, e e, oo vl e

quic bt in puiic heath time, which &
e dacate they could be.

More of this is casy, but we wil demansirate
that tis achievabie. First, because we knaw
S ——— S ———
the interventions that hive led to dramatic
il in death raies from bt dissase over the
past docade’ a5 proct of what s posbie.

bouthoods and commurites. So
el fhat, 2 ey mepond to local needs
and priores, we mppt cal ot

Gevernment Asmocistion and SOLACE - fo tap
i the pawer of 'ptmebascdappl:e:he"

of a mvchion in how we
Festybes, Liowiz, new svidence mnd new
brawede~ st e it e

oxrly yors, far campks, o the lnks betwesen
mentzl and pysical heth - coud Fansm
the soope of public heakh.

Sa this provides the cpporturity o public
hostiothinkbog Wower b sns bz
I
pmmmmnuwnmmbebrgs:uh
hexart of this couniry's hedith agende. That s
wy, ot Pubhc Heslth England, we: are working
hersd in band with local poverrment o promate
e uptakes of ol those efective Ftenventions o
prevent disense and improve

That i wiry we will help 1o defiver the NHS Fve
“foer Farwerd View. A thes i why we ok to
eriistthe power of employers 1o promote the
heith and productidty of their workdoroe.

Our health today

in mcent years, we have sen o

commonest causes of deseh il ?

Yot e the Drperimeent of Hooth sef cut in
Living Wl for Longer, we e fling furter
befind cwr comparable courtres h mlafie
tors e are ing borger but with meny of our
et yoors oo il e, s 2 i wee
e P ————p—-——
betacen thoee withthe moet and those with the
et i our socinty. and across ot regons
auurncnnl\(ln: citon, the oost of il ek

s incremsing ~ tremting type | cabrskes coats the
Nn_msuh‘_w e —

o T——

than wewe in 19614~ men we roe o ke
‘action now.

W s thevs irnck: dhespite uriversal ancoss fo
e NS ard dixpite the sgficant incroeees in
oo skocatnd to e NHS n oot yoorm.
The tnuth s et heeithones has a rdativaly rited
impect on cur hesith, The emionment arcurd
5. our genetic nhertanoe, how we o fes
xdhnppmuimm}emlngdm

and commurity ternesming the
calictive assets and reources avalabie koaly
chos kol reecs.

This document sets out our commitment to
support aur partners with & progrmee of
work that:

+ ergures credible. evidenoe based advice &
nvaible o the ey Esues miating o the
public’s hesith

+ deoveiops cur sty fo engage and mipport
the pubic 1 making heokhier choioes

+ mobiises wpport for broader action on
imprmiing the pubi’s hestth

What wer are loking
movement that focuses on ometing and
protecting heaith, not only tmating il

hoath. This document & aninvitasion to our

fimulate: is 4 new

s it et il the Pyl Sty s e
Provertion of Accidorts, Dol

and resional government, thevoluntary and
cammunity soctor and the public, to join us
cnplying the cvidence of wt wes know works
12 achiowe the step-changs i the nafiors
bt that we al seek.

Duncan Sebis
PHE chief executive

grifcast couse of dissbity and say denths,
the young and okd. W ko inaw

vevertion at a local kvelin the now publc
okt systor, showed, inurios contiue to be

them am coeickvnbie inecueltes n the burdn
of urirtertioral inhries aoross e coury.

Propartional contribution to premature death®

Ganetic
precisposition

S0kl crumstances

Emaonmental
enposire

Healthcare

Eenavioural petterms

deserrine cur health.© nismatiornl shudies. Figure { In the US, McGr lay
by s el i e LK

10 to preverting prematur death’ (Figue 1), e o o e offers b ey opporunity

aough this veries n dffeent setings.




Cur hanth
oy

o ioimpeue the suvellance data

action across all the wider determinants
ol henith; and whers the assets of
incividuis, & and communities am
bt hesith.

Meean rank 530 Mean rank 2010 Median %
change
1 BrmaG e e e S (5403
280 2L oo 20 [Eh-
3 lurg canoar EL AT |47 10 5
-+ Lower magivsory betons. 4CoFD A% (Wn3
ECOFD 5 Lowor ey ks 29 [0 17
& Bt o & Coracksl caroar ey
7 B oo 28 [T}
8k ram BEham AR [EDE
2 Foad nry 9O BT HED D7)
1D StceTe cancer 10 Aholmar's s 136%. [1ED2TT)
14cHmom 14 A gy 4 =y
24 Arramars s 24 Seorerh cancar SR [z
Legend Commrimio | Nomcammanitia | by
Figure 2 From 1000 b 2010, the yoors of e ket 1o stk and

c-u’mwm 428 245, e bt e e theop s cnss o
prematurs morality in'

Health drivers: how we live and the circumstances of our lives

Thes vwazy s e cu lives beas = e impsct
o0 cur st The Glbel Burcon o Cizease
udy demonesirates the impact on our
hea}hdpwda_mh:kdmx.
erncking, Figh oo pressure nd too much

alochal. The shudy akeo demaonstrates

mertal iiness i thelarges: singie caue of
ity and represents Z3% of the raticral
diucese burden i the UK.

The cicumstances in which we find oursches
s e a1 impact on our hecith - they
impact on the cppcriunities we e to make
benibhy choices.

Wil indiiduak” behaiours do mater or
‘examphe, studies show around half of the
hesakh inoqualiies botwesn rich and poar
are the msub of smaking' ). the reality is that
our heth s impated by & range of wider
determinants inchuding

+ good emplnymert

+ higher educational attsinmert

Improning hesath and closing e gp between
those with the most and those with the kst
requines action acrss al of these.

B

Mortsiltyrals par 100 000
£} L]

Due Morh, = the report of

equity for the North, sets out fresh insights.
‘and thirkirg an hew we might dz this, And
s must recogrine the ik bebween mertsl E
s ard physical heakh, Emerinly, those papuation in the 10505,

earfes then thoss wibout. The ke expectancy

UK disabity yoar
(Global Burdan of Dissasa'!

i i
— = |
[T |

o "

o |

= u |

iT% B
g [— A EE.:_
e | fm—pow | AEEmmme
| ==
T
Figure 3 The way hesith. Good
woukd heln us e heakir s,

g
EEEEN

BB BB

South West

heincuiry or heakh  with mental dness dhe on sverage 1620 years

hoat

Continuing to protect the public from threats to their health

Althouigh we have soen very sigrificant
redctions in the burden of inctious dissam
v the impact of some snionmental
Feuzards, these remain & very sgficant fisk o
the publc's hosth

The: patertial thsts from infoctious disese
are chverse and chalenging. T8, HIV and
Pegatis G slcetiue e st

12 country The Ebola outbmak in West
Alfice ermins s of the global imgact of
ks s and ths e o i
e mmesmures b2 oty rd mapond s
cutbriske, both o home and sbroat

Wi will rersin vigiantin prepering and

» Returning from West Africa?
Puble Heal®y -
Erghed Information about Ebola
i e e
Thars iz largo Ebola cutbrask going on =t
prazont in Wast Arica
P

o e 3 e o £ 3
i £ B e T 1| 8 ESEREL

s

2 ot e st e .k b et g bl e 3

[epip———r——

Figun publihed by
oulbrsls 2014, and dipleyed af major aiperis

Number of confirmed measles cases, June 2010 - June 2044, England

£

kY

Number of confirmsd cases

MME: catch.up campaign unchied

.L.m,::n.-.imam»; o::.{mama.;m:“hn.hm;mkkyph
Er =1t Fr 213 e

Looking to the future

W henve 5o ol sucoesmes in moert yoars,
rom mducing prematu doths fom heart
disoi to ooducing toorge progrencios. But

averwright or cbese ™ We are projcted fo
e 36 et in 2030 than we wers

in 1081, and aloohol relaied doaths have
doubied o the kst 20 yoars.® Alochal and
abesity are the leading causes of er dsese,
the crky mejor diasain the UK for which
R ——g

We noed to understand betier whet contribuies
2 these trends which, in fum, wil shape e
hesith of our population. PHE will develop

the capebilty to forocst the fiely uture
dimcicn of hesith trends - we dim o be

nuddiqwnhfaeLl(l—enthmlrnorndsls

for all aduits 1. scenano
Souwrca: UK Hoalth Forum
LY
5 Normal weight _—
i e
H
5 2K | Obese
E‘ 1%
£
. 3

2000 2005 2010 2016 2020 2025 20080 2035

s therimpant of chresity and smoking over the
i g, R e e o ezt 20 yeers. - e
— — e ) ¥ cumert e g, v s e e P g, ) oty g, )
- b bym'rg;eamdmnm
ol o e | e Y, if
S s — e
= g longer long- P f i dd be mvoided 1=
‘aoross the countr. condifons. [Figume 10
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Our seven priorities

W have identified seven

prioties where we wil focus our efors. These

e supporied by the ovidonea in the Giobal Burdon of Dismase study™ fat

emphaizes st Fow mportart these actors ar fom anepidemciogial

[PHE will focus on securing improvemnents against
‘Seven priorities:

our hesith, and abo how

pempocti:
IDmnwdehwdhmsmdmﬂmthﬂiIhwdmm

death. And we know

physcal acity.naccfin, e v of Prfzor S5 Mchoel Marmot o
the evidanos shaws that 2 good star 1o e & the

cthers beave established ™
iy b idong hesith v wedbeing.

Mﬂdmbcmmdmunua:bawgpﬂ:mnwuqim
wi ey

= tackling obesity parficularly amaong childen

= reducing smoking and stopping children starting

= reducing harmful drinking and alcohol-relsted
hospital admissions

tors, such as

akazon
e —

W wil coniieae o priorie profacting the pubiic from ifecticus dissase,
maintiring our capecity and capabity fo pravent and corirol ofbrosks

+ ensuing every child has the best start n e
» reducing the risk of dementia, ifs ncidsnce and

elfoctively In particuls, we war fo ntacking

Wewil purmwe poch of these, racogriing three underpirring themes:
» shal we e conerned wih popuation heokh and s with the impact oo

ard in B5-75 year oids
= tacking the growth in antimicrobial resistance

inceduunk, and that mertal and physical hekh arm ey importan to cur
wekiing

» thal we must actin  way that rechuces heskh inoqualey and ez

ovenyone & abl o benoft

« thal we mcogriae the mpertance cf place and the sirngth of buikdng on al

W carmat do this sione. PHE wil work with kcal and cenirad
cinical commisziont o the widar NS,
univarties, Ty, smployess, and the vountary ard commerity
sactor o budd supper and commiment far mproving eakh,
making eidance and knowledge on Swhat worke! sl o
n::mr‘}uv:mumdsplmgbes‘pmdmﬂxwad,m

of 2 commurity's aseis
The e priri . interest, nor da
Pl o et we i o

hosath, They are, hweve, the armes weidertiy as et inneod o mpravement

! g vih pecple 5 hey take grster charge
drnplwrgihﬂuwnhenlh

i the ezt b ymars andl whee we wl sl focus cur dfors,

1 Tackling obesity

Owtcoma:

Aevircrense in the propertion of chikien leming
primary schocl with & heekhy weight, mnurpamu:lby
‘a mcuction in leves of excoss waght n

Why focus on obeaity?

P cverweight s assanisied with inoraases i the
tisk of cardiovascuar discase, disbetes and some:
canoers ™ s abso assodiied with poor mental heafth
inachits, ard stigma and bulling in chidhood

W o that poor diet hes 2 diect impac on heatit
an estimated 70,000 premature deaths n the LK
‘coukd be avaided sach yeer # UK diets maiched
nutriiors guidklines = We alio know that ane in tvo
warmen and one i thiee men e rEuSicentl active
for good hesith®

ﬂm“nklmq.:ﬂe:nlaakﬁd'\iiobe&i“

mbergdmﬂe&ud‘hﬂ:ﬂﬂmnhebn:

arean® ¥ an incvicual & poor, e or sheis
mcee ey b b afsciad by chesty and s hesith and
welling corsequences,

Where are we now?

Thsing cbess o overweight i becoming the social
norm: thes rumnber of chidmen who am obess doubles
from raception o yeor she * whis among adubs 7%
of men and ET% of women am ckese or overweight

Nationial Crikd Mesurement Programme 201215
Aound one Intan chidron

I sacepiion Is chane

[=PEICe T T

Aound one Infive ﬂ

chiktran In year G5 obess. %2

[ooys ALA%, g 17 A%) “

L A —

Figure {4 Prevakrce of e weight ameng chidrer.

Over the next 18 months, PHE will:
= work with NS England 80 impleenent the comilments ko acking chesity set out
in the NHS Frve Year Forwerd View

indepercnt report for govermment on sugee and de, rckuding evidare
fizcal s s v prometions and s E— e —

» mpport bod muihoris o o sysiom u;pmm- in tacke cbsity,
inching frough supporing heate and mors sustainetie bod procuremen

44
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3 Reducing harmful drinking

Cutcome:
A mduciion in the number of haspital
axdmissions due i akohd,

bl iz damages luaid

Why focus on drinking?

Mookl i the lemcing risk facter for presvertatle
desth in 1640 year ok *® Mine rrilicn st
o i at ek tres incree e ik of
hermn, ' o wharn 1.6 million show sigre of
sdoche depencanes @ Frem 2001 2012, the
numbar of wha died dun i lver diesee
nEr*luu:mlur 734110 10,246 - = 40%

incrmeee and in cortret in oifer maer couees
ol i thae e b disciining =

The: harm of kbl faks nct st an
inchvidusds but an sccinty s o whle, Overdl,
‘ool o coss scciety £21 billon a e,
with the oo o the NHS at £3.5 bllon™

Over the next 18 months, PHE will:

::;:: iy mummemm:-‘; - i bz aciions

more By to sy slechol and the most » procluos  framework on fver diseose oufining pubiic hesith act
deprived T of the popuistion of e courry nchuring sk

st b threes fimes greater s of e = spund thes Longger Livess webs include indicaors on ok
atriutable 1o ochol and to ety viztoes in peromance

» burch Liver Dizsnss Profles in =.pp0

Where are we now?

I 2012113, thee wene 326,000 hospieal
‘admissione where miochol wen the: main

o for admission &

populain kv imenerticns

4 Ensuring every child has the best start in life

Gtmwme:
’ o o chichen 'y
2 two o ey for school a2 v’

Why focue on the best etart in life?

arvd gefing mamuam bened fom esdustion e he

for ot
theughout B We know thet B of brin ool
mdﬁpbeby:gihné‘xdbxu

amor

m:lg:mmrdm:il'ndm shipes a chid's ke
emations,

= s akoohal s the bl for a new whole sysiem appronach thit establishes what + Ik.lrd
i e on the: Fetum on imvestmet, enebiing govemme—t, kol authoritos and the N
with confidence in evidenoe based policies, prevention and tratment inenentions

» produce an independent rpor for povemmant o the pubks health impacts of

zal authority heslth and wellbeing boards io
wndersiand fver discase and its risk facions in their ara and, in tum, design effative o

inue f0 set out the evidence bass for the infoduction of a mi unmtpn.auumh ]
onsider the evidence for the inchsion of health as a fensing oby

Erabing chidren 12 achive el potentialand

Sty i e » pport ool authoriics in dovelap

ﬂupeer mnmumm

Where are we now?

In 201213, E2% of chidren mocheda good vl of
deveioprment et thesznd of thef- moepsion yon, with

36% o chiden chgble forfroe school menks maching
this lewed @

Over the next 18 months, PHE will:

sgrater] chikcen and yourg peopie's senvices o
ms, ke on u:nrlr'lu':ni'g resporeife forthe Heslthy Chi Pogramene o 0

e srenggben the eidence, induding woking wit he Exely nenvention
i
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«Cancer Screening Programmes

Cancer screening
programmes in England

{With thanks 1o Prof. Julietta P anick, Director- NHS C5F, for the original presentation |

| Cancer Serenig Progmmes in England

Operated by Pubiic Hesith Engiand

Regions in-the UK

4

- R i

= Cancer Scresning Prgrasmes inEngand Operated by Public Heath England

[NHS |

KCancer Screening Programmes
Objective of Cancer Screening
Programmes in England

To reduce deaths from bowel/breast/cervix cancer
by detecting cancer early when it is still
potentially curable

To reduce the incidence of bowel cancer and
cervix cancer by detecting and removing
precursor abnormalities which, if left untreated
MAY develop into cancer

H Cancer Serenig Progmmes in England

Operated by Pubiic Hesith Engiand

[NHS|

(Cancer Screening Programmes

Screening is a question of balance. ..

BENEFITS:

Sensitivity

Early diagnosis .

Prevention RISKS:
Specificity
Over diagnosis

Anxiety

Operated by Public Heath England

National Structure of NHSCSP (within PHE) g

«Cancer Screening Programmes

Secretary of
State
{England)

v

Carer Seresring Progammes h Engiand

Operated by Public Heslth England

45
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«Cancer Screening Programmes

Screening Protocols

Breast screening saves 1300 lives per year
= for women 50-70 every 3 years
= frial of screening 47-4% and 71-73
Cervical screening saves 4500 lives per year
= Cytolegy every 3 years 2549 5 years 50-54, HPV tesling for tiage
= Prevents cervical cancers occuning
* Pilot of screening for HPY
Bowel screening saves 1000 lives per year (and counting)
= Men and women 50-74 offered guaiac FOBL
= Pilot of using immunochemical test to replace guaiac

= BOWEL SCOPE being infreduced for men and women aged 55 to prevent
colorectal cancer 1o prevent colorectal cancer

Cancer Scresning Prgrasmes inEngand Operated by Public Heath England




Figure 3: Breast screening coverage among women aged 53-70, by PCO
England, 31 March 2013 . [NHS |
Cancer Screening Programmes

]
Exfedomange T

o S o 15 8 S ——

[NHS|

Cancer Screening Programmes

RCT of an additional screening invitation at
ages4/49and 71-73

MNearly 2,000,000 milion women cluster randomised to date
Primary endpoints are deaths from breast cancer before 60 and before 80

Secondary endpoints will consider overdiagnosis and overtreatment in
intervention group

Lower acceptance than in roufine programme so will link with previous
screening histories and exclude persistent nor-attenders from analysis of
effect

Mew and improved information leaflet with clearer explanations of possible
outcomes of frial

Renewed protocol will be submitted for publication

B ‘Canoar Somening Progem it i Ergland Cpanid by Pubiio Heaih Englan

INHS]|

Cancer Screening Programmes

RCT of an additional screening invitation at
ages47-49and 71-73

Funding from Public Health England for both screening and analysis

INHS]|

Cancer Screening Programmes

RCTs of guaiac FOBt screening

Popuistion | PosimvityRate | ™ c;'::;'a’:;m Teating ’:"::;
size ] nterval | pootlY
Screened Conirol

Trial sponsor is University of Oxford and the trial is being caried out within Aantacs | 46100 wd = = porsl =
Cancer Epidemiclogy Unit aa% o
Trial has been under attack from a group of critics who have published their
views in the BMJ, the Times newspaper, written to breast cancer charities, mm L ';';"mﬁ = o el (iR
to PHE, issued FOI requests efc etc
Denerark 62000 Urrehydraed % 48 Bennal 18%
10%
‘Sweden 68308 Unrshydrated. =2 0 16%
19%
Rehydrated: 58%
8 Carvow Soreen ng Progewrsmes (n Englam Opovalen by Public Health Englared 10 Cancer Screening Pogrammes in England Operated by Pubiic Healh England
[INHS]| [INHS |
«Cancer Screening Programmes Cancer Screening Programmes
L _ gFOBt episode outcomes
Uptake and positivity for gFOBt screening
60 74 All rounds Pravalant  ncidaent
Cancer detected 20079{7.71%) 2.85% 8.00%
FOBT uptake: X BE.6% .

b i regest iniston High rek polyps 56 E0%)  1019% B0
Calonoscopy uptake for Intermediate sk polyps 38,784 (14.80%) 17.31% 1279%
posiives: Low risk palyps 51570{10.9%) 16.08%  23%

Abnormal, not polypa 66,960 (25.71%) 21.60% 2017%
Positivity 221% Prevalent screen
Polyps, no hisiology 1,047 (056%) 051% 0.55%
1.78% Incident sereen Normal 52,231 {(20.08%) 21.89% 18.44%
1.99% Overal No pesult 5843 (224%)  2.50% 1.94%

1 Cancer Semenng Progmmmes inEnglind Operated by Pubiic Hesith Engiand

NE we have just completed a pilot of faecal immunochemical testing

Cancer Ssrering Pregmmmes b Engiard Opersied by Public Health Englard
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Cancer Screening Programmes

Inequalities in bowel screening

Acceptance by Social Class

vz 3 4 E] &n
Deprivation Index

Nt for mproduction without permrission

13 Cancer Semenhg Progmmmes in England Operated by Pubiic Hesith Englend

[NHS]

«Cancer Screening Programmes

Acceptance by Age and Sex

70.00%

e
50.00% — _-.---4-____‘
50.00%

—
40.00% T
30.00% —=—Female
20.00%
10.00%
0.00% T T
<55 5558 B0-64 B85
England 58.6% vs Scofland 55.4%

Male 52.1% vs Female 61.4%

14 Cancer Sereening Programmes inEngland Operated by Public Heath Engiand

NHS]|

Cancer Screening Programmes

Bowel scope screening snapshot so far
I N N

[NHS|

Cancer Screening Programmes

Cervical Screening: An epidemic prevented

e

Participation 38%61%  Reschedule  34% =

rate & 2
FS Examinations 18,150 Not suitable/ 502 N 150

inadequate i =y

E 15 s ot o

Colonoscopies 680 £ iy | ;
Cancers detected 18 2 L~
Advanced 231 Low risk Polyps 263 e i S
Adenomas (Inc Bain g2 Eom
— A F IR IS
Normal 10,105 Abnormal not 6,989 P I SP LS

polyps Ry [y}

5 Carcar Scresring Programmes in Engiand Opersied by Publc Health Englard
INHS | [NHS|

Cancer Screening Programmes

Inequalities in coverage

Cervical screening: five year
coverage of the target age group
(25-64) by administrative area

Uneven coverage with lower rates
in large industrial areas
(Liverpool, London, Manchester,
Birmingham, Teesside)

Soume: NHS Cancer Scmening Programema, PHE. 314 March 2012

17 Cancer Seresring Programmes in England Opersted by Public Heaith England
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«Cancer Screening Programmes

HPV Primary Screening Pilot
G pilot sites across England
Women receive only HPV testing unless that is positive

Cytology triage for positives, if abnormal straight to colposcopy, if normal, recall
in 12 months

Offers possibility to extend screening interval to 6 years for 25-49, and 10 years
for 50-64

Offers possibility to move to self sampling (works in bowel screening); but
issues with frequency/sensitivity and maintenance of sampling skils in the
community

Initial results early 2015

Cancer Sereening Programmes inEngland Operated by Public Heath Engiand




[INHS |

Cancer Screening Programmes

National Screening Committee

Advises all 4 UK health departments, but it is up to each country whether and
how to implement any change

Covers cancer and non-cancer screening

hitp:/fwww.screening.nhs. uk/uknsc

[NHS |

Cancer Screening Programmes

Commissioning and Quality Assurance

Sacestwy of Sate

Fuiic Heaith
Erglnd

4 Canesr Semening Progmmmes inEngland Operated by Public Heslth England 20 Delivering Bowsl Soope Sceening by 2116 Opermibed by Public Health Engand
Cancer Screening Programmes

Cancer Screening Programmes

Commissioning and Quality Assurance

Fubil Haath
Ergand

The NHS Bresst Screering Progamme in the restuctured NHS Opemted by Puble:

| Healh Engand

[INHS |

Cancer Screening Programmes

England cancer screening information

www.cancerscreening.nhs.uk

www.nhs.uk

23 Cancer Serenig Progmmmes inEngland Opersted by Pubiic Heslth England
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Commissioning and Quality Assurance

Sacretwy of Sate
Commissioning
of HPV primary

Fubic Health
Engand

The NHS Bremst Screering Programme in the restrucured NHS Opemted by Public

B Heath Engiand
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Public Health
England

PHE
mHealth and Innovation

Briefing

A3y 2015
May 2015

“How we do digital

Ourdigital principles

*We are moving to a ‘Digtal First’ delivery for Behavioural Change activity
*We prototype, leamn and refine (using evidence and evaluation)
*We will create more innovative content (through agile delivery)

*We will provide ‘on-demand’ digital publichealth

FAAG oA
Ergland

Digital On Demand
4 okb

Pulihc Heatn
1

Registrations/downloads
)| |

i a AL PROCUCTS TOTAL mzo

'E Totd ectudoy Sonkebm ©pand SAL 204
. CouchtosK Eres
Sumilite 509%

St Swags 1068

Smcheren ni%

Meal Mixer 140%

1t & Vg Bocat sm

St fesut 3%

Get Ging 2%

Do0ee Thiy ™

Existing database - Towet:

260,000 healthy changes

Total number of individuals in = 5,219,708 (registrations/downlaads)

Out of this we can emai = 2,756,727

150,000 new users into the system

iPhone Apps  Besssalers -

ChangadLite

WHS BV heaithy

Changestr

Chagedretin  Changedlin NS Foomall Fan

BratPecees wogrtodcust.  Counwn ik e Snin 8400 Finess Chidennn
Tod v Gat - O * On T on Gt o v
IPad Apps  Bessuuiins -

@ :

ChungedU Changedls Changedlia fur

St Pucpa St Rastart e

‘od v ‘ou v ‘Ga ~
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- vt
g B e E s Product Development
Product identification —so far ,

From this list of priceities we will develop a list of pro blems statementsthat
Ou itised arod s arise the uses issors weare D address feg. ¥ tocoak)
r prioriti uct
'WOU:’DHH .|+ | searchpata |, | Evidencebase fop“/,ﬁmp; This will bous od 10 form & brief o focus the creative devdop et of e product
o 4 vewrch
d ru i) {Gcoge sawchirmgit o) e L s dea and Custo mer propoution
Maakiy0-3 ware - Taredife. i We will e a variety of e k from Haolathoms” © workshops with aes
- — AT ey, dgital agencies toform e product brieks
PHE marketing objectives N Q0 Coymee Morbg Mem R 3 A
cae ‘o then ideatidy i Pnent pay
(what we saidinthe 14-17 strategy) A (100t Bemgbet R L A 5 o ek

Ooading Yoormt
MaaiN ah (eramtracens |
R Abon 3

Ortaling o

Sugar App

f We wantto make it easier for normal people to queckly understand how much sugar & in their food.
show them how much sugar is ina product and enable them to quickly share results that surprise them

with soclal media.
e
How are you?

[

Summary

A diagnastic tool that lets users check how they're daing
in general, and recommends ane s\ ficant Ife change
{sng a PHE behaviour change app) that can increase
ther e expectancy/qualty.

Status

Two pmtatypes have been developed, ane for each ane
of our personas.

Prtotype 1

Pmiotype 2

How are You?

50



PG Heath
Erghand

™

StopAdviser

| 4% Publia Haath Englan | 4% Public Heath England
Strategy: Trigger immediate quit attempts at a The Sinckefea B
population e Smokefree Ecosystem
okers’ motivation to g Webeltas Tools “\::“‘n ”
phipdime o TEeg. | Wean EAED
oth push and pul dierr A
amgj:;‘:r;fj ;lu you and V
; tarieiing pecole of the Social Apps
g and addressng ther low
serse of persoral risk Trigoer immediste
g s b QUIT ATTENPTS o %
moacks of every Ggarstis n
smokers and har bved one
Youbn oy
G
W R e 00
| & Pubia Haalth England | 8% Public Heath England

Drives to quit Supports the quit

Individual

Mass

Market Innovation

FYRUE S Feek

Evidence Reference

Product Vision
Benchmark




PAk0 Heah
England

StopAdviser

Summary

Astop smoking behaviour change app, based on LSS5 CBT
programmes, that supports wen to go 28 days without
dgarettes, because going 28 days naeases the chances
they'll quit for good .

Status

* Wnpping up Aipha in february

* DHApproved and in pocurement for delivery partner
for Beta

Next Steps
= Build 15 and Andmid app (6 quit session programme)
10 testwth real quitters in September/October

2dagn b2 o Ot Doy

iy e
9th September
2014

|
| Pubso Heomn
| enghana

The wiggle watch

Awatch 1o encourage 8 year obis to narease ther dafly phisical activity
levels 10 3 minimum of &0 minutes by combining data from an accelerometer
and addictve gameplay 1o track actvity and provide matsvation and rewards.
Stage 1.

Inttialpmtatypes have boen developed and currenthy, we are scoping out
the production of a regional pat of circa 25k dewices to launch Summar
208

Stage 2 -next steps

Commence poduction level prtotype??

Target £5 per unit

Health X — Winner updates s

“Fee Fi Fo Fit

Fee i Fo Fit is 3 mobile app (i05 and android) to encourage physical actiity

as a family.

Parents & children unlock each milestone and “Outsidelian® rewards of the
activity by traveling by foot from one location to the next. Amobiie app
dedgned to be used in the great outdoors: streets, parks, countryside and
urban areas,

Stage 1 -October - UX meeting took place with Frouds
Stage 2 -December- Alpha version build and testing due 121214

Stage 3-Spring 2015 - Beta buld and sok Launch
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ke Heakh b Heabh
Ergland Ergland

FoodSwitch Visual DNA

FoodSwiich mobile app allows user toscan the barodes offood and drinks produds and w
Vil TN A bane develoged 1 quin protoeype finch

instanthysee whether they are high jred |, medium jamber) or bow {gren) in fat, saturates,

i topics and 1K) a5 o inisial 2age of the How Are
sugars and salt. it al ests a swap with similar but healthier akternative prducts where } =

Yo ia grastic tool development (see luter slide

e past of their Feall

ey Bave devedoged and

Ergirmerad a patrership with Foaiity tobebter the dt e ard pe

FS M Pt B okl il Wit Frehi” LU i, o imeitis deighand intedace of e Bog A dee k o
it Pive develpaa propn d laurch glan for the improve d 5 e with coraiiera on of PrE calerda Nt shepx
dement suchn S Sogar Swap and rew year deton
— Feview and it s part of dhe widesr How e Viu? e

Frocaliny parwershis | Awaiivg re- disiged ape (Decembar)

ity spdes

Pudrbe. Heakh

“Contact Details

Dianicl Rider
Head of Mobile
Public Health England

dan rider/@phe gov.uk
Mohile: 07990560503

www gov.uk/phe Follow us on twitter @PHE uk
Protecting and improving the nation’s health
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Diet & Obesity —an overview

Role Across Government

Lk
Seolieh Gavemment

FSA Sealland
Welsh Government
FSARI

PHE Dist & Obssly - an cveniaw

Public Health
England

Tackling obesity particularly
among children

» One of PHE's seven priorities over the next 5 years
Outcome:
‘An increase in the proportion of children leaving

primary school with a healthy weight, accompanied by
a reduction in levels of excess weight in adults.’

3 PHE Diet & Obesity - an oveniew

Bl Obesity work plan: five pillars for action

‘Where future generations live in an environment, which promotes healthy weight and wellbeing
as the norm and makes it easier for le to choose healthier diets and active lifestyles

1.Systems
Leadership

=Influence beal &
rlinral laaders
=miss the nafional
debate
~infusnce patical
ambition the met causes of
~Frengrise abesity ard
commuricalion - address healh
S o . ==

Tackle obesity, address the inequalities associated with obesity and improvewellbeing |

Community Engagement

S,
)
\ ..21. A DAY 4/ ’o

lust Eat Mors

%
!
i
9% ‘% Q:

Helping people to Overcome Obesity Problems

PHE Died & Obesily - an overview
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B Obesity work plan: five pillars for action

‘Where future generations live in an environment, which premotes healthy weight and wellbeing
as the norm and makes it easier for people to choose healtier diets and active lifestyles

5.0besogenic
[

~develop lang ferm,
evidence based
elmbegy b deliver a
whale system
appraach bo lackle
he Bad caises of
besity and
address heath
inequalites




_ _ Sugar reduction
Monitoring & Evidence » Action including:
Data and evidence: ’

Evidence reviews - fiscal
measures; promotions;
advertising
intakes 2008/10-2010112 * Support DH in work with food
industry including reformulation
+ Food procurement and public
- sector — Gov Buying Standards
+ Local Authority good practice
o + Education and training for key
[ LIt ey prOfESSiOnalS
SIERE SRR oA MENETAT + Refresh 5aday/eatwell
+ Modelling a) overall costs and
SACT) Iutinie mitedt e benefits of acrI]ie\:ring draﬂ. 5%
L2 L T1 1 ———— recommendation; b) possible
individual actions to modify
intakes

7 PHE Dist & Obessily - an ovenview B [PHE Diet & Obesilly - an overview

= toaal aegy

=
0
[

B Obesity — One of PHE's 7 Priorities

Our commitments Progress

+ Work with NHS England on commitments to In progress
tackle obesity and type 2 diabetes

In progress - SACN

* Report and dations f nt
eport and recommendations for govemme report Spring 2015

on sugar, based on evidence from SACN

. . Sugar Campaign
+ Runthe New Year healthy eating campaign ran first week Jan
and summer physical activity programme 2015
+ Publish the evidence-based Everybody ligﬂmed October

Active, Every Day framework

» Support local authorities to deliver whole- Commissioning in
system approaches to tackle obesity progress

8 PHE Diet & Obesily - an overview
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{ E C National Institute for ntemanonal
Health and Care Excellence N

Overview

- Establishing NICE

« Core principles

- Health technology assessment and
appraisal

» Cost-effectiveness and decision making

- Controversies and lessons learnt

Functions of NICE

The National Institute for Health and Care
Excellence (NICE) provides national guidance
and advice to improve health and social care

T & .
Functions: o ’%;p ?f{i@w@/
1. Production, dissemination and implementation of
guidance
2. Development of performance standards and metrics
3. Provision of inf?rmation T

s A lenbe

)’:‘nk f::af)va‘v’\:f'FJ
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7
Establishing NICE; the NHS in 1999

- Slow uptake of new technologies and practices

+ Widespread variation in the nature and quality
of care

- Growing public concern and increasing media
criticism

+ Government commitment to improve the
quality and range of care

= Prospect of significant reinvestment in the
NHS: plan to grow from about 6.5% to about
9% of GDP

{
Establishing NICE: expectations
. &ﬁ,g__-_g—io? :.—’:fufﬁ? gv{%y g édfg}wrwﬁ‘g-,

-
National, authoritative source of advice

Guidance based on effectiveness and cost
effectiveness

Inclusive and consultative approach

Independent and efficient

A service for the NHS and the public which
uses it

Broad support from professional and user
groups S paleen CreepactTT

.

T T
Pt L6728

- Soctalcare

w
I
Q

OGO

& Evidence update s

;

&= Evidence summaries
2 DHagngrics

i uatty standords

B bdedicoldevices

= O0r

= OIRP

o Accrad R ation

Numborof publietions
i
v

B Pubic health
i interventional pracedure s

= Clinica! guldelines

m Technolosy appraisals




Core principles underpinning
all NICE guidance

Independence “Arm’s length” from government, payers, industry and
professional groups; strong and enforced conflict of interest

policies

Transparency Meetings open to the public; material placed on the web;
decision criteria and rationale for individual decisions made
public

Inclusiveness Wide and genuine consufltation with stakeholders;
willtngness to change decision in light of new evidence

Sclentific basis mmméi:rong, scientiflc methods and reliance on critically
appraised evidence and information

( . % Timeliness Decisions produced in reasonable timeframe; minimise
:f& Sy delays in publishing decisions

Consistency

Regular review

Why is transparency and stakeholder
engagement important?

= Arguably, pavers, manufacturers, and critically,
the end user (patients and the public) have a
right to be involved

= It may reveal key data gaps or provide additional
perspectives that would be missed by simply
relying on the published scientific literature

= It can help defuse stakeholder resistance —
some is inevitable, but a strong process provides
consistent criteria to judge the reasonableness
of stakeholders’ claims

What is health technology
assessment (HTA)?- —

HTA is a multidisciplinary field of policy analysis. It studies the medical,”
social, ethical, and economic implications of development, diffusion,

and use of health technology.

Any intervention that may be used o promotse health, to prevent, )
diagnose or lreat disease or for rehabilitation or long-term care. T;_hrs
inclides the pharmaceuticals, devices, procedures and organizational
systems used in health care. . P

p&:;;’?ﬂf-_a&,?—‘v .
Source: INAHTA/glossary http:/iwww.inahta.net/
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Sl

e

_NICE Tech nology&@_ggigiﬁgml_sﬁ e S

Guid%{:e on the use of new and existing medicines, treatmentis and
procedures within the NHS ‘?%FQ,.

Two types of appraisals: B Fafepa X ckﬁﬁ,ﬁ‘;/s’{:“ :

Multiple Technology Appraisal (MTA)
Single Tschnaloggm&ppraisal {STA)
- lndependeqt_‘a”cwaﬁjen’i’iﬁjgroups carry out systematic review and develop
‘economic modeil (MTA) 80 weeks] (-f%

« Critique the evidence submitted by manufacturer {STA}) [30-43 waeks]
« 4 Standing Committees

+ Independent . ey {} ¢ F’é@ B

= Multi-disciplinary — include@ustry
- Opportunity for key stakeholders to dppeal against final draft guidance

R ations to |

i

| ”NICE:-As.sessrhent vs. Appraisal

- [ Secretary of State ‘l\
. //.—» /75 Jor Heaith Jur e
/ . \‘ — - — [ v Topie \1
Matioral Institute for . S - vopie | | setaction |/

Health Research {MNIHR}
Health Technology
Assessment Programme

Yay |

Commissioned
academic team

referral P

) |
NICE ./

Secretariat 1~

l

Technology
Appraisal Committe

\Assessment/ k Appraisal %

Adapledfrom Walaw, T. (2007) MIA Cueendaw.of Health lech nology ossessmant it England - asse ssmentand sppraisal 187 2832856

" ™~
Drug
evelopment . |
: - .
‘ Under controlled conditions and compared
R Iat h to placebo:
eguiatory + Is the drug safe?

&

« Does the drug do more good than harm?

L

in routine clinical practice and compared
with existing treatmeaents:

« Do the additional clinical benefits justify
Y the expected additional cost?

™~
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Role of cost effectiveness in NICE
guidance (SVJ, 2008)

“Those developing ciinical guidelines, technology appraisals or public
health guidance must take into account the relative costs and banefits
of interventions (their ‘cost effectiveness’) when deciding whether or not
to recommend them.” (Principle 2, SVJ, NICE 2008)

-

BUT

“Decisions about whether to recommend interventions should not be
based on evidence of their relative costs and benefiis alone. NICE must

consider other factors when dé&veéloping iis guidance, including the
need to distribute health resources in th(ﬁ_-;fgjfa 1 wggryu___ill}i_n society as a

whole” (Principle 3)
See: hitp//fnwwaenice.org,

Cost effectiveness —
Incremental cost-effectiveness ratio
(ICER):

COStow — COStyrrent

heaith gainnew — health gaincurrent

Quality adjusted life years

+ Basic concept:

— Health care should improve the quality of yvour life
and/or increase your life expectancy.

— Therefore an index which combined quality of life
with life expectancy could be used to compare the
benefit of all health care interventions.

— A way of measuring health benefit consistently
across all interventions and conditions

— QALY gain = life years gained x quality of life index
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f-...

Measuring utility (quality of life)

Time in a health state is usually easy to estimate.. Ulilities a
bit harder

Two steps to measure utility
— Step 1. Describing the health state
= Current health 7/ hypothetical health state

. Sta]ndard guestionnaire / open description: collected during
trials

Step 2. Valuing the health state
» Capture people’s preferences

EurcQol's EQ-5D is NICE's preferred measure/questionnaire
Description of health states from patients (from trials)
« Valuations from the general public {representaiive sample)

Quality Adjusted Life Year

- e S 3/ gkf‘r‘{‘@iﬁq‘? 47 L8 &/ﬁ,{ﬁfﬁ'\, TR
1 ﬁtial CIALY loss
= Lo due to g_Lde effects
B g — New treatment
_-_g‘
=
= Current
73 treatmeant
=
B
xr
(8]

Length of life (years)

What is cost-effectivenass’?

Y }-{- W eoLfrm et ™
Cost jf) ,:Jw Ao -

MNew treatment more expensive... (D N treatment

more effective...
. but some savings from reduced g )
need for care In future New .. but harmful side effects g
g
faeh v treatment for some peopi

)_ﬁ__“m‘___ru@i, v ..:i e 28 L |
Curre / Eﬂ"e:t 7
_%‘%ﬁ,&'\r-"“’ pracrtge
oY ~

et > Aews
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YWhen is a treatment cost-effective™?

b High extra cost;

r
Cost low no. of QALYSs

Treatment optians in the ~ s gained
shaded region are judged to =
provide good value for money g
5

{are ‘cost effective’)
MNMew freatment dominated

Cost-effectiveness

threshold

New treatment dominates

Appraisal decision making //M_,

imatinib for chronic myeliold
jevkasmia (biast phase}

1 _ .
; nty T I
- ) Trastuzuma £ 3 ] e

sitage HER-
Lreasicanc

* Features of condition
= Equity judgments T
1 = Availability of treatments

age

Probahility of rejection

= Innovation
* Uncaptured health gain

o

| — —T T T T
£10K £20K £30K E£40K E£S50K
The Committee will want to be increasingly certain of the cost-effectiveness of a

technology as the impact of the adoption of the technology on NHS resources increases
fPara 6.2 14 Geide to Methods of Tocfinoalagy Appraizal, MICE 2613)

Most credible ICER for fechnologies
appraised by NICE 2007 — Sept 2013

& Recommended/ optimised = Mot recommended 2 Recommended under EoL
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Factors involved in NICE decision making

Cost~
affectiveness

lLegal and
policy
constraints

Extent of
uncertainty &
irreversibility of
decision

Practicalities of
implemsntation

Most new health technologies bring

additional value

Recommendations

Decision
-4
Yes 330 (62%) < 80% of NICE
L guidance is positive
Optimised a7 {18%)} ¥
OCnly in research 26 {5%)
No 82 - (15%)

Breakdowrr of all decisions contained in pubiished NICE Technology Appraisals
=322 (January 2000 fo October 2014}
MNote: 6 withdrawn recommendations and 18 non-submissions are not included

Patient Access Schemes

“Patient access schemes are proposed
by pharmaceutical company and agreed
by DH to improve the cost effectiveness
of a drug and enable patients to receive
access to cost effective innovative

medicines”

»  The Pharmaceutical Price Regulation Scheme 2009
between DH and the ABP/
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Patient Access Schemes

+ Respect the role of NICE
.  Discussed first and agreed in principle by DH & company; NICE to
assess impact on cost—-effectiveness

+  Operalion
disproporﬂonate “additional costs & bureaucracy.

+  Cumulative administrative burden of such schemes remains manageable
for all parties involved in their operation, including front-linae NHS staff

- Gonsistentwith existing financial fows and local commissioning

= NHS in E&W must be gonsuyited on PASs, in particutar where these

involve additional data collection beyond that associated with the
conventional purchase of medicines

Examples of PAS in NICE guidance (1)

Type of PAS

Response-rebate
Brosa-capping
Cost equaliss Fon
First cycle froe
Dose-cappng
Discount

Indicaticn

Muitiple myelona

Macular degeneretion (Acute weal ARD)
MNon smail cel ung cancarn

Renal celdl carcinoma

Multpla myaloma

Melastatic colorectal cancer (firat Line)

Treatment

1 2l

GSasirointesting! stromal tumour
hModeraile to severe psanasis
Advanced sofl tissua sarcoma

Raewmateld adhritis
MNon small call fJung cancer

First cycls rae

Wainhl equakisa o

Cost after fAfith cycla met by
manufacturer

First 12 wooks frae of chargs
Fixed cost per patient

Advanced renal c2ll carcincma Discount
riyetodysplastc syndromes, GRL, AhAL Discount
FPoodiatic artfuits 1 mg = 50 mog
Systemic uvenila idiopataic arthrits CHsoount
Imatinibi-resistant chronic myatoid leukaemia Discount
First-ling treatment of chronic myesiodd laukaemia Ciscount
Highly active refapsing-remilting muitpta sclarosis Eriscount
ton-smali-cal lung cansar Discount
Castrabion-resistant matastatic prostale cancer Disegunt
i Skelolalrelated svenis in adults with kone matsstasas N
2¢1g TAZES5 osumab {(Xaeval from sofid tu = Discount
FAZES Ipilimumatb {Yervoyl Adwvanced metanema, 27 Line Discount

Rietasiatic mutson tive melanoma hscount

Examples of PAS in NICE idanc
p guid e (2)
TA Treatment Indication Type of PAS
2042 TAZT4 Rani Uiabatic macular odema Discount
. TAZTE Qo}iaﬁme]hmj;qﬂgm;1hej Fseudomonas asrugirosa for adulls and chiddren ower & with cyslic iibrosis hscount
TAZ7T8 Tohramwcin (TOB| Podhaler) Psaudomonas asruginasa for adults and children over § with oyatic fiorosts Dizscount
TAZTE Qmajzumm(};g]_aﬂ-] Severa persistant asthna Digcoumnl
TAZE0 Rhaumaioid artheits, polyzrticuler juvenie idiopathic arthritis Dhscount
TA2E2 AtTd to moderste idiepathic puimonary fibrosis Discount
2073 1az82 atacular cadema saecondany to retinal vain occiusion Discount
TAZD3 Chronic immune (igiopalhic) thrombesytopenic purgura Discouttl
TAZ T4 Vel age-related macutar degeneration Dhscoumt
TAZES Choreldal neovascularisaton secondany to pathologic myopia Discount
TAZ0S Dhizbetic macwia codama Discount
FAIOD Tg_miunmmd_e..(éﬂt@m?] Actve relapsing-remiting maltiple scferosis Discouat
TAZDES ARibercept {Eyiea) isupal impairment caused by macular cedama secondary 10 central ratinzal
vetn seclusion Discauat
2074 ¥az0s Pieantrons (Poinn) KEtipte refapsed or relfaciory aggressiva noen-Hecdgkin's B-call Iynphom s CHscount
TA2ID Afatinik ((Giotnfy Localiy advanced or metastatic non-small cell lung cancer (MSCELT) with
activating epldermal arowth factar recentor (EGFR) Piscount
TAZIE Enzslutamide itandiy Metasiatic hermornea-relapsed prostate cancers in adulls . Biscount
= TA219 Ipitinuimad (Yervay) Aduils with praviously unbeated advanced (unresectable/melastalic) i
\/ melanoma Biscount
JAduits Wit 2ctive relapsingrermitGeg muiti Scheros (a3 eErit
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It has not always been easy...

T Dpiniore
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Hgma > Lifs G Siyle = Heatth & Families = M

Drug lirms bankroll att

Speclal investigation: Charities® protest
By Jeremy Laurance, Health Editor
o es ey, I Oetober 2008

The rising tide of protest over the refusa
expensive drugs for concer and olher ol
by the pharmaceutical indusiey, an inves
Independent has revealed.

Fatient groups that have beon anong i

spearheading altacks on the MNational kasttule for
Excellence {Nice) over decisions Lo restrict access Lo drugs on
the NHS depend for up ta kalf of their incoma on drug
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HS quango and
ritish-cancer victims denied
drugs available in Europe

Sunday. Gt 8

companics, bul details are often undisciosed.
Perceptions of NICE: 1999
Supportive Government,
healih
professionals
Curicus Advocacy
Groups,
acadaemics,
media
Scepticalfhostile |Indusiry
Blissfully Public
ignorant

65



Perceptions of NICE: 2014

Supportive Geovaernment,
health
professionals,
academics,
advOGCacy
( FOUDS,
indUstey (most)
Media (some)

burious Media (most),
public

Sceptical/hostile |Industry {some}
media (some)

Bilissfully
ignorant

Nlce Work /, P g»&g ﬁ’

The Cancer Drugs(\{ should be closed _______ .

- [ S ————— L]

“The purpose of NICE is to bring order to daecisfons about
«rationirnig:in the prescription of drugs. . . Over the 15 years of its

existénce, NICE has developed infelligent measures on the use

of new technolfogies, treatments and procedures and the cost-

affective application of new drugs.” The Times, 16 October 2014

O 5

"ANY naw NICE-type institutlcn aimlng to be an evidence

intermediary must avoid only working in a navel-gazing v @ ef

technocratic, academic research-focused silo. There is a need

to engage with wider audiences, and the difficultand massy -—

politics that goes with making tough decislo;lg relating to crims,
- educanomer aféﬁéﬁ'f social policy.”

I
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Lessons Learned

I¥s not alt about “cost-effectiveness” and the "tachnical”.. ..

Good governance structures can significantly increase the legitimacy

{in the eyes of the law and of the public) of priority selting decisions,
but:

+ The process needs a degree of flexibility to avoid being too rigid

« The sysiem needs to be responsive and be able to adapt to
changing needs

« Importance of reviewing processes/methods

An inclusive, multidisciplinary approach can improve both the guality
and legitimacy of decisions made

Thankyoul!
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N l C National Institute for
Health and Care Excellence

Running Order
-  What should the main objective for national planning of healthcare
be?
« How is this achieved?

— If there is a competitive market
— And if there isn't

- ltis easy to waste money if we have no means of saying what is
important
~+ Spending on p’_revgp,tiBn versus spending orﬁieairﬁéﬁb

« About Public Health and/Public Goods/—-< PR

+ How Public Health evaluation diﬁe;rs from Technology Appraisal
evaluation

- A decision theory approach versus a hypothesis-testing approach

The economic problem

* Resources are scarce
* Wants are infinite _

— (or wants at least are very large) 0
« So choices have to bg made about what to

turn our backs on B. This is known as the opportunity cost
of A.
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The market

* A market is a meeting of buyers
and sellers, where many
choices are made &

* Ina @r\ﬁq@t/’\}narket, bargaining
automatically ‘decides’ what is

—

produced and who gets the

£goods being produced. ~ " -
+ It dBes this by means of@ica

The market for healthcare
- A competitive market is usually very efficient. That is why markets

market. We do not believe that people who become ill should be
made to suffer because they cannot afford sudden large
expenditures, for example drugs for cancer or HIV.

« As countries get richer, they provide healthcare through insurance,
where everyone shares the costs of iliness. This destroys many of
the market mechanisms. We cannot use the market to decide what
is worth producing.

Health insurance, efficiency and fairness

- In order to gain the efficiencies that a competitive market
produces, we try to mimic the market in many ways in order to
become efficient

« Butin healthcare, we also try to ensure fairness.

« Insurance schemes in countries with universal coverage
generally require higher-income earners to pay more for
insurance (mimicking ability-to-pay, or demand) but distribute
healthcare on the basis of need (satisfying fairness objectives).

. Need is measured indirectly by attempting to maximise the total
health gains for society within the budget for health.
It can be shown mathematically that this means buying the

L]
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Optimising using QALYs

Suppose the objective of a nation’s health service were to
maximise the number of QALY's gained.

Q1: How would you do that?

Q2: If you had to buy as many kg of potatoes from a local
market as possible for $1,000, how would you do it? {No
single trader keeps $1,000 of potatoes, so you would have to
get them from more than one trader.)

Answer (o Q1 - Buy the treatments with the cheapest cost per
QALY till you run out of money.

Blue: no treatment; green: treatment

Green area shows increased Qol for 10 years and increased

&9__-3 length of life of 4 years at full health
—
o 1 -
2 f
C:g 0.8
o
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S
&
> = >
m 10 14
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Healthcare spending, life expectancy and ‘waste’

The United States spends about 17% of its Gross Domestic
Product on healthcare. its life expectancy is @?issg)/ears.

The UK spends about 9% of its Gross Domestic Product on
healthcare. Its life expectancy is 80.5 years

US spends 8 percentage points more of its GDP on
healthcare than the UK.

That is $1.4 trillion. Taiwan’s GDP is $1 trillion (PPP).

The ‘waste’ in the USA on healthcare is about 1% times the
total output of Taiwan each year. (Or, if the Taiwan
population were the same as that of the USA, about 10% of
the GDP per capita of Taiwan.)

Spending on prevention versus treatment
Nolte and McKee (2004) and others

— Abou}50%rof the benefits of healthcare (measured in terms of

prematuré deaths) are from primary prevention, and about 50% are
from secondary prevention and treatment.

Owen et al (2012) examining NICE’s PH interventions

— Median cost per QALY of public health interventions is about £1000.
~ The “NICE(threshold” for treatment is £20,000 to £30,000 )

— This ratio is thus '“Eff’t’he order of 20-30 to 1.7~ T

T

The average versus the marginal benefit

Suppose we are trying to prevent an ebola epidemic by
quarantine.

If we quarantine everyone suspected of an ebola infection, it will
be very cost effective if we keep pgqinl\;isolated for@j da___}.'\g/

But if we keep them isolated for 42 days, there will be an

F iy T ——

additional cost but no additional’be

- . Snefi.
The same will be true for many interventions in public health.

— See a TV advert for healthy eating/smoking cessation/safe sex 10 times
and it will generally be very cost effective o

— See it another 10 times?? 30 times? 40 times? Its 6@inja/l9u/e>wil[
M et
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The average versus the marginal

Cost pér QALY Marginal cost per QALY

Amouymnt spent

Cost saving\\m 4,// { 3,{ it
?‘x’if' mf’lxtng,n
d

About Public Health

¢ Public health can mean two things
1. Healthcare provided by the government
2. Prevention of ill-health and promotion of good health

+  We are using the second meaning. >

—  Using the secéid imeaning, private individuals will not normally
roduce a public gocod
=

Public Goods

The most cost effective interventions in public health are usually some form of
public good.

— {A"public good" is like a TV programme — once It is provided to one
person, everyone else in the country with a TV set can access it without
cost, and cannot be excluded from it. Programmes that are pay-per-view
are ‘exciudable’ — you have to pay for them — so are not public goods.)

» Legislation
— Smoking ban (big health gains, low cost of initiating, subsequent cost
saving)

+ Taxation
- Atax on alcohol, once it is announced, applies to every bottle sold. Once

the announcement has been made, there is no cost involved except
changing the price tag. The tax is a fransfer of money only.

* Regulation
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Public goods (2)

Knowledge
— Once something is known, everyone can read about it
Mass media
— Television advertisements to stop smoking
Can't often do randomised controlled trials (RCTs) for public goods, so
in the past they have been difficult to model for cost effectiveness.
— Cannot cantrol who walches TV
— Cannot tax every second person
— Cannot make laws or regulations for every second person
Health gain is not the only consideration.
— A recommendation for better health could be to tax beer until a pint was
an average day’'s wages. But this has a political dimension, too, and no -
politician wishing for re-election could approve such a recommendation.

_public goods. —

Individual and population interventions

We do not know who will become ill with a particular iliness, so prevention strategies
apply to everyone,

So they are called ‘population’ interventions.

Public bealth-interventions.that have an engineering solution (safe water supply,

dlean air, sewers, draining swamps to prevent malaria, quarantine) are mostly

They are so cost effective that no-one needs to prove that they are good value for
maoney
— inricher countries, this aspect of public heaith is not a topic for discussion, because it
has already been accepted as necessary.
- In poorer countries, much public health expenditure is to improve these aspects of
health, and to prevent epidemics.
in richer countries — and increasingly many countries are becoming rich — the
emphasis is moving to ‘harm reduction’ that requires an emphasis on behaviour
change

Public goods are population interventions

A TV advertisement might be seen by 70% of the population, and by about
70% of smokers. So out of 10 million smokers, 7 million people see it.

Say that 1% of these people quit smoking as a result. That is 70,000
people: a large number. T

But it is tiny when compared with the effect of a treatment. .

— Suppose a cancer drug had an effect on oniy 1% of those it was used on. 1t
would be called a failure. Such drugs need to work in at least 10% of the
population, and often in nearly all the populaticn of cancer patients.

— But with a tiny effect at an individual level, the size of a trial to reach
statistical significance has to be extremely large. Such trials cannot be dane.

— i they are done, they will be inconclusive.
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@rm reductﬁw: known direction of change of an intervention?

« If we-decide to jump out of a plane, will we be better off wearing
a parachute than not wearing one?

»  Will reducing air pollution do more harm than good?

«  Will small reductions in the amount of salt eaten {(on average)
do more harm than good?

»  When crossing a road (as a pedestrian) will it be better to look
both ways for traffic than not looking?

»  Will singing in a choir (for an old person who enjoys singing) be
better at reducing loneliness than sitting at home alone?

+  Would doing a small frial on any of these things help us

determine the direction of change?

Small reductions in salt

«  We already know the direction of change of reducing salt in our diets from our
prior knowladge. We know the effect of large reductions in salt, and we also
realise that the relationship will not change sign when the ‘dose’ is reduced.

« We also know that salt is very cheap, and that reductions in it will cause
savings of future treatment costs. Interventions aimed at reducing sait in food
are also cheap.

« End of story. Cost effective. Better than that — cost saving and positive health
benefit.

+ But RCTs have been done on this topic.
— The effect size on blood pressure is very small at an individual level
Blood pressure is devilishly hard to measure accurately
Keeping people to a lower-salt diet is well-nigh impossible
So the trials were all underpowered, and showed non-significant resuits in the ‘right’
direction. A meta~-analysis was similarly underpowered.

[

National Institute for
Heaith and Clinical Excellence

Costs

NO NO

YES
YES

Effects

Existing “treatm

YES
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More about salt

+ The meta-analysis of the trials (n = 6,489) showed:

— Cardiovascular morbidity in people with normal blood pressure
(longest follow-up RR 0.71, 95% Ci: 0.42 to 1.20, based on 200
svenls) or raised blood pressure at baseline (end of trial RR 0.84,
95% Cl: 0.57 to 1.23, 93 events)

— Moderate ‘reductions in the amount of salt people eat doesn’t
reduce their !rkef;hood of dying or experzencmg cardrovascu!ar

The currently-used paradigm

+  We establish an effect by conducting an RCT. The hypothesis-
testing approach rules out chance by means of a t-test or similar,
using p-values.

- |f significance is achieved, a cost effectiveness analysis is
conducted as a second stage. This uses a decision-theoretic
paradigm. It establishes cost effectiveness by looking at the size of
the estimated mean ICER, and does not consider the ICER
variance.

+ For areas of public health that cannot do RCTs but where the
direction of change is known from prior knowledge, we should use
decision theory at the first stage as well as at the second stage.

» Decision theory has different rules for the first stage.

Decision theory versus frequentist hypothesis-testing

Decision theory Frequentist
+  Subjective probability *  Objective probability
+  Prior belief *  No prior heliefs
. To@ax[mi e, variance of effect + Does not maximise, and is rather
estimate is ignored conservative
— This is as if the decision- »  Decision-maker is risk-averse

maker is risk-neutral
+ Makes sense if a large number « Does not consider other projects
of independent projects are (maybe shouldn't if health is
considered. concerned?)
*+ Used routmeiy in the busmess * Used routinely in medical
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The effect of bias

Decision theory and frequentist hypothesis-testing do not deal well
with bias

The RCT avoids bias internally. A frequentist approach further
avoids bias by ignoring prior beliefs. So where bias is important
and can be avoided, use a frequentist approach.

As in HTA (health technology appraisal)

The underpowered RCT is very prone to publication bias. RCTs will
often be underpowered in public health when the individual effect
size is very small. Prior beliefs, however, will often not be subject
to much bias, especially if they are firmly held.

So use decision theory for effectiveness in PH

Technology appraisal

RCT: Estimated distribution of the mean effect
<«——— Posterior distribution combining prior and RCT

Vague prior belief about mean effectiveness

et
. e 4
i & s

« Posterior distribution is influenced almost entirely by the RCT

« If the prior distribution is biased, it might detract from accuracy and not enhance it.

+ So the decision-maker may wish to remain with the red curve (RCT only) as the
most accurate.

Public health population intervention

,,,,,,, _...— Non~vague prior belief about mean effectiveness
W\<¢———— Posterior distribution combining prior and RCT

RCT: Estimated di

tribution of the mean effect

Posterior distribution is"i.hfluenced almost entirely by the prior belief curve.
The RCT is mostly a distraction, and it is likely to be biased upwards because of publication bias
So the decision-maker may wish to ignore the red curve (RCT) because it is not helpful for the

decision-maker. Because we know only the direction of change with the yellow curve, we must
use “what if’ analysis to inform cost effectiveness.

To get an effect size (yellow curve doesn’t give it) we use estimated mean RCT effect as an
upper bound, and do *what-if?" analysis
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More on a full decision-theory approach

People who carry out trials to determine the effectiveness of drugs and
who use RCTs do not always recognise that public health should use a
different paradigm.(“We must not allow special pleading for Public
Health. If the interventions do not satisfy 95% confidence intervals, we
cannot accept them.” This comes from the strictest adherents to the
frequentist school, but those are the voices that are often the loudest
and the most respected.)

In round figures, we believe that the new decision theory approach
could lead to the same health gains at a cost significantly lower than by
the next-best means. '

Conclusions - public health

Public health uses a population approach, where effect sizes are
small and very often RCTs do not exist.

So other forms of evidence are necessary to determine whether an
approach is cost effective.

These other forms of evidence fit into a decision-theory paradigm,
but not the hypothesis-testing paradigm used for determining the
effectiveness and cost effectiveness of health technology.

More aspects — public health

The benefits of public health interventions often come far into the
future (by extending life).

There is thus a tension between using money to treat people who
are in immediate need, and preventing iliness in people in many
years' time.
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