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Executive Summary
The NHS Five Year Forward View (2014) was published in October 2014. It sets out
the challenges the NHS faces and calls for a “radical upgrade in prevention and Public
Health”. This report from Public Health England (PHE) East Midlands and the East
Midlands Clinical Senate aims to support the delivery of the prevention challenge in the
East Midlands. It highlights the projected rises in demand for health and care services,
provides a practical framework for prevention in the East Midlands and identifies areas
for intervention with case studies highlighting local good practice.

Traditionally efficiencies have been delivered through more efficient delivery of care, but
meeting the NHS’s current efficiency goals requires a new solution and a focus on stemming
demand through delaying or preventing the onset of need. This report develops the concept of
a window of need during which the individual is suffering the effects of one, or as is often the
case a number of health conditions, and demands are being made on health and care
resources. The report highlights that treatment and care effectively extend the time an
individual spends in the window of need, whereas prevention offers the potential to delay an
individual’s entry into this window improving outcomes for the individual and reducing the
resource demands on services. The model also highlights the added potential to impact on
health inequalities through prevention due to the significant inequalities seen in Healthy Life
Expectancy across the social gradient.
The report aims to provide practical support to provider and commissioning organisations to
support the required shift towards prevention focused health and care system. The following
page outlines the top 10 recommendations for each type of organisation.
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Prevention top tens
Commissioning organisations
1. To embed Prevention within corporate
governance structures, appoint a board

6. To adopt Proportionate Universalism
and target prevention activity where it is

level champion for Prevention and
Public Health and develop Prevention
Impact Assessment for all policies, plans
and programmes.

most needed.
7. To develop the role of the organisation
as an advocate for prevention and
health improvement within local and
national policy debates.

2. To mainstream commissioning for
Prevention, ensuring a whole pathway
approach to maximise primary,
secondary and tertiary prevention within

8. To work with Health and Wellbeing
Boards and other partners to
commission collaboratively,
incorporating prevention into pathways
and removing barriers to access.

all pathways. E.g. to aim for 100% take
up of Cardiac Rehabilitation.
3. To embed Making Every Contact Count
(MECC) within all contracts and
commissioning, ensuring data collection
and contract management reflects
MECC outcomes.

9. To develop a Corporate Social
Responsibility strategy with prevention
at its heart to maximise the
organisation’s impact for prevention
across its staff, estates and corporate
activity.

4. To work in partnership through Health
and Wellbeing Boards to develop clear
prevention and lifestyle service
pathways with a single point of access.

10. To consider system, scale and
consistency in the organisation’s
approach to prevention to ensure
delivery of an equitable population level
impact.

5. To tackle variation across clinical
services, and reduce exception reporting
within QOF.
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Provider organisations
1. To embed Prevention within corporate
governance structures, appoint a board
level champion for Prevention and
Public Health and develop Prevention
Impact Assessment for all policies, plans

6. To develop estates management and
transport policies with prevention at their
heart, reducing the impact on local
communities and promoting active travel
and providing high quality infrastructure

and programmes.

to support this.

2. To systematically adopt a Making Every
Contact Count (MECC) approach within
the delivery of all services supported by
necessary staff training and IT
infrastructure to record activity and

7. To maximise the organisations impact
on the health of staff and their families
by ensuring a living wage and
implementing occupational health and
workforce wellbeing strategies that meet

outcomes.

best practice.

3. To develop holistic approaches to
history taking to address lifestyle and
other risk factors and use this
information in care planning and include
in discharge summaries.

8. To adopt a comprehensive Corporate
Social Responsibility strategy
maximising the positive prevention
impact of the organisation within the
local economy.

4. To share information on clinical and
lifestyle risks in referral and discharge

9. To consider how service delivery can
support the prevention agenda and how

summaries to ensure that prevention is
addressed at all points in pathways and
that patients are included on relevant
disease registers as early as possible.

adoption of a proportionate universalism
approach can maximise the impact
amongst communities with the greatest
need.

5. To ensure healthy food provision within
all premises, removing sugary snacks
and beverages from vending machines
in public sector buildings.

10. To consider system, scale and
consistency in the organisation’s
approach to prevention to ensure
delivery of an equitable population level
impact.
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Introduction to prevention
Foundations for report
The NHS Five Year Forward View (2014) was published in October 2014. It set out the
challenges the NHS faces and why change is needed, what that change might look like
and how it can be achieved.

At its core, it argues that the time has come to create a health system geared towards
promoting health and reducing health and social inequalities, rather than just delivering
health services. The report identifies the burden of long-term illness on the NHS, now
accounting for 70% of its budget, and calls for a radical upgrade in prevention and
public health. It identifies the need for the NHS to become more active in bringing about
health-related social change and address health inequalities such as smoking and
obesity which cascade down generations and are strong risk factors for chronic disease.

The Five Year Forward View starts the move towards a different NHS, and in light of
this key recommendation, calls for a “Radical upgrade in prevention and Public Health”.
This report identifies areas for intervention providing a practical framework for the East
Midlands with case studies highlighting good practice.

Why prevention matters
It is well recognised that the UK has a growing and ageing population, and that this is creating
pressure on services across health and social care. The King’s Fund estimate that rising
demand for NHS services will lead to a £30bn funding gap by 2020/21. The government have
committed to fund £8bn, with the other £22bn requiring delivery through efficiency savings as
set out in the Five Year Forward View. Similarly, the Local Government Association (LGA)
project a £15bn funding gap in social care as demand rises against a backdrop of reduced
funding.
Traditional models of care have focussed on meeting demand within the population, and
efficiencies have been achieved through improvements in service delivery. However much of
the potential for efficiencies in delivery has been exhausted and further gains are unlikely to be
made at the scale and pace required to fill the projected funding gap. A new solution is required
8
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that focuses on stemming demand through delaying or preventing the onset of need. This
report develops the concept of a window of need during which the individual is suffering the
effects of one, or as is often the case a number of health conditions, and demands are being
made on health and care resources. The report also highlights that treatment and care
effectively extend the time an individual spends in the window of need, whereas prevention
offers the potential to delay an individual’s entry into this window.

Reducing the window of need
The window of need for any given individual is the time between the onset of ill health and the
resolution of that ill health. With the vast majority of morbidity in the UK now stemming from
progressive chronic diseases, resolution is often not possible other than at the point of death.
This enables us to consider the window of need for a population as being the gap between
Healthy Life Expectancy and total Life Expectancy, or the gap between the time lived in a
healthy state through to death during which many will be living with multi-morbidity and complex
needs.
Treatment and Care Effect

Window of Need

Prevention Effect

Figure 1 Window of need

Whilst both prevention and treatment and care approaches will lead to an increase in overall life
expectancy, only prevention offers the opportunity to provide this in a way that extends the
period of healthy life expectancy. This approach has the benefit to delay entry into the ‘window
of need’ and hopefully to deliver a reduction in the level of care required at the onset of
morbidity, and the total time spent with need during the life course.
The above model also highlights the potential for impact on health inequalities of treatment and
care and prevention approaches. The graph shows the gap between Healthy Life Expectancy
and Life Expectancy for women in England by deprivation decile (2009-2011). It can be seen
that the gap is largest within the most deprived population groups and demonstrates a clear
9
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gradient by deprivation. Treatment and care interventions tend to favour those with the least
complex conditions who are best able to access and adhere to treatment, on the whole those
who are less deprived. Prevention interventions are also more likely to be taken up by the least
deprived, but when systematically applied at population level offer the greatest benefit to those
with the highest risk exposure, on the whole those from the most deprived communities.
A true prevention approach is not just about the prevention of the onset of disease (primary
prevention), but also the prevention of the progression and impacts of disease (secondary and
tertiary prevention) through early intervention with high quality treatment and care as described
below. This report aims to support the achievement of the right balance in approach through
the lifecourse and across disease pathways. Shifting the balance towards prevention in this
way should maximise both healthy life expectancy and life expectancy, support the reduction of
health inequalities and at the population level reduce the person time spent in the ‘window of
need’.
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Definition

Primary Prevention
Primary prevention is taking action to reduce the incidence of disease within the
population before the disease occurs. This is achieved through universal measures
that reduce lifestyle risks or by targeting high-risk groups. Such measures include
immunisation programmes, which may be open to all or targeted to high risk
groups, or healthy diet, fitness and smoking cessation campaigns.

Secondary Prevention
Secondary prevention aims to reduce the impact of a disease, by detecting and
treating it as early as possible in its course. The intervention is often during the
asymptomatic phase, in an effort to delay or reduce symptoms and negative effects.
This can be implemented through screening programmes, which aim to identify presymptomatic disease for early treatment, or through measures such as diet and
exercise programmes or daily low-dose aspirin to prevent further heart attacks.

Tertiary Prevention
Tertiary prevention is undertaken to reduce the negative impact of established
disease, aiming to minimise the impact of disease on life quality and life
expectancy. This is done by reducing complications and disability, through
interventions such as cardiac or stroke rehabilitation programmes.
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Current and future projections
Ageing population and healthy life expectancy
The East Midlands population is ageing. It is estimated that there are around 836,000 peoplei
in the East Midlands aged 65 or over. By 2035 this is projected to rise by almost half a million to
over 1.3 millionii resulting in over a quarter of the population being 65 or over.

Figure 2 ONS 2012 sub-national population projections for East Midlands by age and sex ii

One of the reasons for the ageing population is a long term trend in improved life
expectancy. By contrast the length of time people live in good health (healthy life
expectancy) has not kept pace meaning that people are living longer in poor health. iii,iv
This is exacerbated by deprivation; where people living in the most deprived areas live
longer in poor health and still dies earlier than those in the least deprived areas.
Men in the most deprived areas of England living on average 21.4 “unhealthy” v years
before death compared to 12.2 years in the least deprived areas. For women the gap is
even larger with those in the most deprived areas living 26.4 “unhealthy” years before
death compared to 14.2 years for those in the least deprived areas.
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Figure 3 Life Expectancy (LE) and Healthy Life Expectancy (HLE) at birth for females by national deciles of area
deprivation in England, 2009-2011

Figure 4 Life Expectancy (LE) and Healthy Life Expectancy (HLE) at birth for males by national deciles of area
deprivation in England, 2009-2011

A significant proportion of deaths in the East Midlands could be avoided by the presence of
timely and effective healthcare or public health interventions. In fact, across the East Midlands
in 2013, a total of 9,532 people died from causes considered avoidable which equates to
approximately 23% of all deaths (Figure 5). Whilst the avoidable mortality rate has dropped
over the years (mostly due to improvements in cardiovascular disease) there is still work to be
done.
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Figure 5 Age standardised avoidable mortality rates per 100,000 population England and East Midlands 2001-2013vi

Risks to health and causes of disability
The WHO Global Burden of Disease Study shows us that the leading causes of the years
people have to live in disability are obesity, tobacco, drug use, alcohol use, occupational risks
poor diet and high blood pressure. The radical upgrade in prevention called for in the NHS Five
Year Forward View needs population-level approaches, but it also needs ongoing behaviour
change support and medical treatment for individuals during their repeated contacts with NHS.

Figure 6 Years Live with Disability per 100,000 populations by risk factor and cause UK, Global Burden of Disease
2010vii
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Local health issues
Local health issues are similar to those seen across England with overweight and obesity,
smoking, alcohol consumption, healthy eating and physical inactivity all being key issues.
Whilst there is variation across the East Midlands they are issues that affect all areas.
Figure 7: % people aged 16+ consuming at least 5 portions of
fruit and vegetables per day modelled estimates 2006-08

<=22.8

>22.8<=26.8

>26.8<=30.6

>30.6<=34.8

>34.8<=42.9

Figure 7: % people aged 16+ that binge drink, modelled
estimate 2006-08

<=12.1

>12.1<=18.8

>18.8<=22.8

>22.8<=30.8

Figure 8: % people who had a limiting long term illness or
disability that affected their daily life 2011

<=14.4

>14.4<=18.1

>18.1<=22.0

>22.1<=27.9

>27.9<=38.9

Figure 9: % population aged 16+ with a BMI of 30+,
modelled estimate 2006-08

>30.8<=44.9

15

<=17.5

>17.5<=21.8

>21.8<=24.6

>24.6<=27.1

>27.1<=31.3
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Figure 10: Prevalence (%) of smoking among persons
aged 18 years and over 2013

<=12.3

>12.3<=17.6

>17.6<=20.6

>20.6<=23.6

Figure 11: % of adults aged 16 years and over who are
classed as inactive 2013

>23.6<=28.2

16

<=22.7

>22.7<=26.3

>26.3<=28.8

>28.8<=30.9

>30.94<=36.6
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The consequences of inactions
As the data from the Global Burden of Disease study shows, the consequences of these risk
factors are already with us.
In particular:











Cancer Research UK have estimated that 42% of cancers in the UK are preventableviii
80% of NHS spending on diabetes is incurred in treating potentially avoidable
complicationsix
In more than 90% of cases, the risk of a first heart attack is related to at least one of nine
potentially modifiable risk factorsx
Two thirds of premature deaths could be avoided through improved prevention, earlier
detection and better treatmentxi
It is estimated that if Atrial Fibrillation was adequately treated, around 7,000 strokes
would be prevented and 2,100 lives saved every yearxii
The National Audit Office suggest that 47% of type 2 diabetes cases in England can be
attributed to obesityxiii
Despite reductions in levels of smoking 17% of deaths in adults over 35 are attributable
to smokingxiv
The incidence of liver disease is increasing with a 40% increase in Liver deaths from
2001 to 2012xv. Whilst approximately 5% of liver disease is attributable to autoimmune
disorders most liver disease is due to three main risk factors: alcohol, obesity and viral
hepatitisxvi
80% of NHS spending on diabetes goes on managing complications, most of which
could be preventedxvii

And from modelling of obesity and diabetes we can see the risks for the future:
 Diabetes prevalence in the East Midlands is expected to increase from 7.7% to 9.3% by
2030 partly linked to increasing level of obesity (Figure 12)1
 Modelling on obesity suggests that by 2050 over 60% of adult men, 50% of adult women
and about 25% of all children under 16 could be obesexviii
 Obesity is also a major contributor to liver and cardiovascular disease, some cancer and
musculoskeletal conditions
 The NHS costs attributable to overweight and obesity are projected to double to £10
billion per year by 2050xviii

1

Further modelling on diabetes is expected in late 2015.
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Figure 12: % of the population with diabetes, modelled estimates projected to 2015, 2020 and 2030 xix
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Delivering prevention
System, scale and consistency
Often prevention measures are delivered in an ad hoc way through small scale, short term, and
independent projects. To achieve the ambitions set out for prevention in the NHS Five Year
Forward View it is important to ensure a systematic approach is taken. Prevention measures
should not be undertaken in isolation, but should be built into all health and care pathways and
applied systematically to ensure maximum benefit is achieved.

Prevention measures also need to be delivered at scale to achieve the aim of delivering a
population level impact. A small impact may not be noticeable at the level of an individual, but
a small impact to everyone across a population can deliver significant gains in health and
reductions in need across that population.

It is also important to be consistent in the approach taken to prevention ensuring consistency in
Public Health messaging and the delivery of interventions across disease pathways. In
adopting prevention approaches public sector organisations should be consistent across the full
sphere of their operations. Prevention does not only apply to the delivery of care and front line
services, but also needs to be evident in the way that organisations carry out their business.
The principles of prevention can be applied to facilities management, employee health and
wellbeing, the commissioning of services and the procurement of goods. These organisational
activities can have an impact on the environments in which patients and the public live,
influencing the wider determinants of health such as employment, income, education, housing,
air quality and social capital and connectedness, and in some cases directly influencing
lifestyles and the key risk factors of smoking, diet, physical activity and excess alcohol
consumption.

System, scale and consistency should be considered when applying any of the following
approaches and interventions to ensure that the intended population level outcomes are
delivered.
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Leadership for prevention
Meeting the requirement for a “radical upgrade in prevention and public health” identified in the
NHS Five Year Forward View will require strong local leadership. The Public Health system,
through local authority Directors of Public Health and their teams working alongside PHE East
Midlands, has a major role to play in leading and supporting the prevention agenda, but for
maximum impact Health and Wellbeing Boards and each local health and care system will also
need to strengthen their leadership on the prevention agenda.

Directors of Public Health and their teams provide strategic leadership on prevention and public
health. As the Public Health advisor to Health and Wellbeing Boards
and through their role within local authorities and their duty to

PRACTICE EXAMPLE

provide public health advice and support to CCGs Directors of Public

Enhancing cancer screening
uptake in patients with severe
mental illness

Health are able to set the vision for prevention, and to provide
support for the local system to deliver that vision.
Public Health England East Midlands has a remit to protect and
improve the public’s health. PHE has a duty to provide public health
advice and support to NHS England, and works closely with the East
Midland’s Partnership Organisations, Directors of Public Health and
wider stakeholders to provide system leadership and support with
respect to all three domains of public health, each of which
contribute to the prevention agenda.

Achieving the ambitions set out in the NHS Five Year Forward View
requires all organisations within the health and care system to make
prevention a focus and ensure that a shared vision can be delivered.
To facilitate this it is recommended that all health and care
organisations identify a board level champion for prevention and
public health and incorporate into the governance structures the
assessment of the prevention implications and opportunities of
policies, plans and programmes.

Chris Packham, Associate
Medical Director –
Nottinghamshire healthcare
Chris.Packham@nottshc.nhs.uk
We use NHS England/PHE
screening registers from the
screening hubs and merge these
with lists of our most severe and
vulnerable patients with severe
mental illness. We use a third
party pseudoanonymisation site
for this (in our case the Arden &
GEM CSU for East Midlands). We
then get lists of our patients and
approach them to facilitate their
genuine choice about their wish
to take up screening. We take
very careful regard about true
informed consent and capacity,
and use tools our services
already work with to help
communication messages.
We have strong support from
our stakeholders – GPs, PHE and
involvement centre.
We have negotiated improved
access to bowel screening kits to
assist our teams in this process.

Organisations will need to embed prevention within their
organisational cultures, and should also consider the policies, infrastructure and organisational
20
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and workforce development requirements to support this and ensure appropriate leadership for
prevention exists at all levels within the organisation.

Immunisation and screening services
NHS England commissions a number of national immunisation and screening programmes
based on effectiveness and cost-effectiveness evidence. As primary and secondary prevention
services respectively these programme either aim to prevent the development of disease, or to
identify disease early to enable effective management and where possible prevent or delay the
progression of illness.

Commissioners and providers of health and care services should ensure that staff are aware of
current programmes relating to their clientele and promote the uptake of relevant programmes
through their contacts. This is particularly important amongst groups where uptake is known to
be low.
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Making Every Contact Count (MECC)

CASE STUDY EXAMPLE

The Making Every Contact Count (MECC) approach recognises
the large number of contacts that health and care services have
with the public each day. There is significant potential to use these
contacts to promote health and support individuals, their friends,
families and carers to make small changes to lifestyles and
behaviours. With the NHS alone having over a million patient
contacts every 36 hours these small individual changes can add
up to large improvements in population health.

The Global Burden of Disease study highlights high body mass
index, tobacco smoking, drug use, alcohol use, occupational
risks and dietary risks as the top six risk factors contributing to
years lived with disability in the UK. Using health and care service
contacts to re-inforce health promotion messages and support
change in the modifiable risk factors highlighted above can reduce
their impact and the years lived with disability, and therefore spent
in the ‘window of need,’ in the UK population.

The core of MECC is primarily focussed on health and care staff
that are trained to:


Deliver to patients, service users and colleagues a ‘very
brief’ or ‘brief’ evidence based advice intervention for

Smoker identification on electronic
in-patient tracking system coupled
with targeted intervention by
commissioned dedicated bedside
smoking cessation service
Sanjay Agrawal, Consultant
Respiratory Intensivist – UHL
sanjay.agrawal@uhl-tr.nhs.uk
Historically smoking cessation
specialists had to wade through
paper records to identify smokers in
each ward of each of the three
hospital sites. A new system allows
smoking status to be tagged on
‘patient-centre’ which is the
hospital electronic in-patient
tracking system. Now a report can
be generated each day, identifying
smokers on each ward at every
hospital. The tag follows the patient
when they are transferred between
wards and on subsequent hospital
admissions.
The exact location of smokers
allows the in-house stop smoking
specialists to visit them early in
their admission and offer:
 Temporary abstinence
(nicotine replacement)
 Start them on a course to
smoking cessation
Before the patient leaves hospital,
an appointment is made for the
patient to see a community
smoking cessation specialist near
the patient’s home.

lifestyle behavioural change; the core elements of which
are stopping smoking, increasing physical activity, reducing alcohol consumption and
maintaining a healthy weight and diet


Be competent and confident to deliver this intervention; and



Be knowledgeable about local services and how to signpost/refer people to enable them
to access them

To achieve maximum effect at population level and on health inequalities MECC approaches
have to be applied systematically, and should be embedded within pathways and supported by
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clinical systems and processes. The following three aspects of MECC are essential for high
quality delivery of the approach, and where possible should be measured and reported: 

Systematic identification of individuals requiring lifestyle discussion



Recording of discussions taking place and communication of outcomes to others
involved in the care pathway



Services available to recommend / refer to where further support needs are identified

Adopting the MECC approach will enable health and care providers to move upstream from the
delivery of care to meet the needs created by lifestyle risk
factors to the delivery of proven interventions to tackle lifestyle
risks and prevent or delay the onset of the health needs that
they cause. Delivery of MECC at this scale could support the
development and building up of the groundswell for a social
movement for healthier lifestyles and help to shift us towards the
‘fully engaged’ scenario described by Derek Wanless in his 2002
report, ‘Securing our Future Health: Taking a Long-Term View’.

As well as addressing the core lifestyle risk factors contributing
to years lived with disability, a MECC Plus approach can be
adopted to identify and meet wider social needs such as
housing support, debt advice, parenting support and social
isolation. Some areas are adopting this approach and linking it
to ‘social prescribing’ schemes based on the model developed in
Bromley by Bow. This has been shown not only to support
individuals to meet their social need, but also to reduce demand
for clinician time within the practices involved enabling them to
focus on clinical issues knowing that their patients’ wider needs
are being met elsewhere.

Lifestyle and social support services
To complement the adoption of the MECC and MECC Plus
approaches described above it is important to ensure that
appropriate pathways are in place for those requiring further

23

CASE STUDY EXAMPLE
Leicestershire County Council’s My
Health, My Life Service
Julian Mallinson – Consultant in
Public Health, Leicestershire County
Council
Julian.Mallinson@leics.gov.uk
The My Health, My Life service
builds on the Council’s First Contact
approach and provides a single
point of access through which
professionals and members of the
public can access a wide range of
lifestyle and social support services.
The service provides triage
assessment, brief advice,
motivational support and
signposting to self-help resources
and onward referral to community
support and specialist provision. It
also provides access to Health and
Wellbeing Advisors who can offer
telephone follow up to support
clients to make change.
The service has been designed to
meet the needs of the population
across a wide range of issues:  Healthy lifestyle (Smoking,
Alcohol, Healthy eating,
Healthy weight, Physical
activity, Sexual health)
 Feeling positive
 Preventing falls
 Money
 Work, learning and activities
 Looking after yourself
 Relationships and support
 Caring for others
 Where you live
 Feeling safe

Meeting the Prevention Challenge in the East Midlands – A Call to Action

support beyond the brief interventions provided through MECC. There are a plethora of
services available to meet lifestyle and social needs. Provision of these services varies, with
involvement from the public, private and third sectors.

Commissioners should work together through Health and Wellbeing Board structures to ensure
that local MECC initiatives are supported by and linked to appropriate lifestyle and social
support services, and that sufficient capacity is commissioned to meet the needs and deliver
the MECC objectives.

With the plethora of lifestyle and social support services in existence it is often difficult for front
line health and care practitioners to keep up to date with the full list of services available. This
can be a barrier to making recommendations and referrals due to a lack of confidence that the
information is current. It is therefore recommended as good practice to streamline referral
pathways for such services through the development of a single point of access.

Early identification and management of clinical conditions and risk factors
The aim of primary prevention interventions is to delay or prevent the onset of clinical
conditions. Where conditions do develop secondary prevention approaches should be adopted
to minimise the impact on health and wellbeing and support independence. Such approaches
often rely on the early identification of a clinical need followed by timely access to appropriate
care. The primary care Quality and Outcomes Framework (QOF) incentivises the management
of a wide range of conditions and clinical risk factors such as diabetes, asthma and
hypertension where there are well evidenced approaches to management.
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CASE STUDY EXAMPLE
East Midlands Cardiovascular Disease
Clinical Network – Stroke Prevention in
Atrial Fibrillation in the East Midlands

Case finding and the identification of disease and risk factors
occurs through a variety of programmes and in a range of
settings. This can range from formal programmes, such as
national screening programmes and NHS Health Checks, to
the ad-hoc identification of disease through routine care to
late symptomatic presentation. Where strong evidence exists
for improved outcomes from the early identification and
management of conditions services should adopt systematic
approaches to case finding, and ensure robust processes
exist to get those patients identified as having a need onto
the relevant disease register so that their care can be
monitored.

The adjacent case study identifies the approach taken by the
Cardiovascular Disease Clinical Network to improve the
diagnosis of Atrial Fibrillation in the East Midlands. This
included the identification of unmet need, developing training
to improve diagnosis and management of atrial fibrillation,
developing a focus on variation, and the delivery of a
systematic approach to tackle variation.

Clinical Commissioning Groups and NHS England should
consider adopting the CVD Clinical Network’s approach to
other disease management pathways. Where strong
evidence exists for the potential for good management to
reduce morbidity, mortality and health and care use
commissioners and quality leads should work together to
tackle variation in clinical practice, and to support practices to
improve their ability to diagnose and manage disease.
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Martin Cassidy, Senior Quality
Improvement Lead – East Midlands
Strategic Clinical Network –
Cardiovascular Disease
Martin.cassidy@nhs.net
The East Midlands Cardiovascular SCN
identified stroke prevention in patients
with atrial fibrillation as a key priority
during 2014-15 and 2015-16.
Baseline data as at March 2013 in the
East Midlands include:
 ~14,777 patients undiagnosed with
AF
 35.7% of high risk AF patients NOT
on anticoagulation
 Estimated 732 deaths of which 241
deaths could be avoided
Work carried out to improve stroke
prevention in AF includes:
 Produced slide sets on AF;
highlighting variation and achievable
reduction in strokes and deaths
 Supported CCGs to implement upskilling programmes for primary
care in detection and management
of AF
 Created a bespoke electronic clinical
template on GP systems
 Produced the NVAF anticoagulation
algorithm as an aid for
anticoagulation decision making
 Promoted the use of GRASP-AF and
the Warfarin Patient Safety Audit
Tool
Improvements realised between March
13 and March 14:
* Additional 3,538 patients diagnosed
with AF (4.9% increase)
* Additional 4,497 high risk AF patients
on anticoagulation (17.1% increase)
It is estimated that the increase in
anticoagulation provision between
March 2013 and March 2014 will:
* Prevent 122 strokes and 40 deaths per
year
* Reduce stroke admission costs by
£1.45 million
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Advocacy for prevention
The delivery of the prevention challenge set out in the NHS Five Year Forward View requires
more than just a contribution to the prevention agenda from NHS and Social Care
organisations. Those organisations and their senior managers need to become advocates for
prevention within the wider system too. As respected health and care organisations and
leaders and as members of Health and Wellbeing Boards there is a significant opportunity to
provide constructive challenge and to influence partners within the wider system to adopt
policies and approaches that support prevention.

As advocates for prevention health and care organisations
should: 

identify Board level ‘Prevention Champions’ with a clear
remit to provide executive leadership and prevention
focussed scrutiny and challenge



consider their public stance on key issues including sign
up to the declaration on tobacco and declaration on
alcohol, and for Acute Trusts sign up to the WHO Health
Promoting Hospitals standards.



review their internal policies and procedures with regard
to prevention



consider their position with regard to local and national
policy debates and advocate for change where
appropriate



work to integrate prevention approaches within local
pathways through collaboration with Health and
Wellbeing board partners



consider their corporate impact on prevention and health
inequalities (see Corporate Social Responsibility and
Prevention section of this report)

PRACTICE EXAMPLE
Stress awareness training for
managers
Sue Collington, Occupational Health
Lead Nurse - UHL
sue.collington@uhl-tr.nhs.uk
3 hour session for mangers to learn:
 to recognises stress in
themselves and others,
 how to undertake a stress
risk assessment
 follow the Trust’s risk
assessment process in
making positive proactive
changes to working practices
 onward referral to support
services such as counselling
or Occupational Health
services if required.
 2 hour session for all new
staff who wish to book onto
the session which covers:
 Mental health issues
 Proactive self-management
of mental health
 Managing enforced change
 10 point strategy for building
resilience
Clinical and financial benefits were
realised through training 100
managers and 150 staff in 1 year.
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Corporate social responsibility and prevention
Corporate Social Responsibility (CSR) is about ensuring that organisations are making a
positive impact on society and in the communities in which they operate. The Health and Care
sector has the opportunity to make a significant positive contribution to society, not just through
the delivery of services, but also through its wider employment, estates, procurement, retail and
community activities.
PRACTICE EXAMPLE
Health and Care organisations should develop CSR strategies
such as the Public Health Strategy developed by
Nottinghamshire Healthcare Partnerships NHS Trust with its aims
of “improving the health of the public and reducing inequality
through the work of the trust”.

Implementing public health
guidance 48 (PH48, Smoking
cessation in secondary care: acute,
maternity and mental health
services) in the Trust
Chris Packham – Nottinghamshire
Healthcare
Chris.Packham@nottshc.nhs.uk

CSR approaches are often assessed using the ‘Triple Bottom
Line’ approach assessing the impact on People, Planet and



Profit. This enables organisations to monitor their impact on their
staff, clients and the communities they operate in and their



sustainability and environmental impact alongside the monitoring


of their finances.



Areas that organisations should consider within such strategies
include: 

Workforce wellbeing and employment practices

The health and care sector is a major employer with
organisations often drawing staff from their local communities.
Staff wellbeing programmes and wider employment practices
provide an excellent opportunity to impact on both the health of
staff and through them of their families and wider communities.
Employment itself is known to have an association with improved
health outcomes, but by ensuring a living wage, providing
appropriate occupational health services, supporting work life
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Full implementation of
PH48 within the trust with
Board support
One year lead in for
appropriate patient, staff
and carer consultation
Support mechanisms to be
developed
Support of City and County
Council smoking cessation
services to help build a
more bespoke and
accessible services for our
patients
Involvement of Cheshire
and Wirral Trust

https://www.nice.org.uk/guidance
/ph48/resources/guidancesmoking-cessation-in-secondarycare-acute-maternity-and-mentalhealth-services-pdf
http://www.sduhealth.org.uk/gcc/
about.aspx
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balance and promoting active travel and healthy lifestyles employers can maximise their impact
on employee health.

Estates and travel management
Health and care organisations have significant estates, often with significant flows of staff,
patients, and goods. Management of these estates and the travel and transport flows to and
from them can have significant impacts on the health and wellbeing of users of the estates and
members of the wider community surrounding them. Smoke free
sites send a clear message with respect to the health impacts of
smoking whilst also reducing smoking amongst users of the sites
and influencing social norms within the community. The NHS
and Local Authorities should ensure all sites are smoke free.
Similar impacts on health and social norms can be achieved
through the promotion of active travel and low emission travel
options such as public transport, and the use of electric and low

PRACTICE EXAMPLE
NUH achievement of Soil
Association Gold Food for Life
Catering Mark for serving fresh
healthy meals made with local,
seasonal and organic ingredients.
Helen Ross, Insight Specialist –
Public Health, Early Intervention
Directorate, Nottingham City
Council
helen.ross@nottinghamcity.gov.uk

emission vehicles within organisational fleets.

Health and care organisations should also develop Sustainable
Development Management Plans with a focus on reducing
carbon emissions and their wider environmental impact. Again,
through monitoring their progress, and openly publishing details
in their annual reports organisations can not only minimise their
impact, but can act as catalysts for other local organisations from
other sectors to adopt similar strategies.

Procurement and commissioning practice and
influencing along supply chains
Health and Care organisations don’t just have the ability to
influence their own practices, but as major buyers of goods and
services can use their own procurement and commissioning
practices to influence along their supply chains. Local health
outcomes are inextricably linked to the local economy and
employment opportunities, and organisations should ensure that
28

Nottingham University Hospitals
NHS Trust (NUH) is the first NHS
hospital to achieve the Soil
Association’s Gold Food for Life
Catering Mark for serving fresh,
healthy meals – made with local,
seasonal and organic
ingredients. Chief Executive Peter
Homa has said: “Becoming the first
Trust in the country to achieve this
prestigious award is an outstanding
achievement and testament to the
hard work and commitment of our
catering team. We are committed
to sourcing ingredients locally to
ensure we get value for money and
the freshest seasonal produce for
our patients, visitors and staff.
Good nutrition and hydration is an
important part of our patients’
recovery and as such remains a
priority for us at NUH.” They did
this by bringing catering services in
house and they saved money in the
process as well. NHS England has
cited the Food for Life Catering
Mark as a best practice standard for
achieving new Hospital Food
CQUIN.
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procurement and commissioning policies allow for consideration of the impact on local
economies when balancing cost and quality, promoting the retention of funds and the
development of jobs within local economies. Similarly, policies should allow for assessment of
the impact on population health of the relevant suppliers and providers. This should ensure the
consideration of suppliers and providers policies covering payment of a living wage, workplace
wellbeing, sustainability, recruitment, staff development and apprenticeships. It should also
consider the wider activities of the suppliers and providers and their impact on population
health enabling organisations with a primary interest in health and care to give a negative
quality weighting to suppliers and providers who sell or promote substances harmful to health
such as tobacco.
Commissioners of health and care services should also develop guidance to support
commissioning for prevention. Ensuring consideration of the whole care pathway in all
commissions to identify how each service within a pathway can contribute to the prevention
agenda can ensure appropriate KPIs are developed. For example ensuring that all providers of
care are integrating the MECC approach into their provision and systematically monitoring and
reporting on it has the potential to significantly impact on population health, and support
consistent messaging from all health and care professionals.
Commissioners should ensure that pathways are integrated, and that barriers to accessing
preventative support are removed. Proven lifestyle services such as cardiac rehabilitation
should be commissioned as an integrated part of the service, as opposed to being seen as an
additional offer on discharge from care. Equal weight should then be placed on promoting high
uptake of such interventions as is placed on ensuring adherence to pharmacological
interventions.

Retail and catering offers
Public sector organisations involved in health and care services routinely provide and sell food
and drink and other goods to their patients and clients. Ensuring the availability of free drinking
water and healthy food offerings and at the same time reducing the availability of less healthy
products such as tobacco, sugar sweetened beverages and high calorie, low nutritional content
foods can influence the behaviours of staff and members of the public using facilities and the
social norms within the wider community.
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CASE STUDY EXAMPLE
Derby City Council’s Livewell programme

Prevention and health
inequalities

Angela Odell , Public Health Manager
Angela.Odell@derby.gov.uk

Health Inequalities are preventable and unjust
differences in health status experienced by certain
population groups. Public sector organisations
including Local Authorities, NHS Bodies and Health
and Wellbeing Boards have statutory duties to tackle
Health Inequalities and to have regard for inequalities
in access and outcomes with respect to the services
they commission and provide.
The ‘Window of Need’ graph (Fig 1, p6) highlights the
inequalities gradient seen by deprivation for both Life
Expectancy and Healthy Life Expectancy highlighting
the potential for a focus on prevention to also deliver
reductions in health inequalities. For this potential to
be realised it will be important however to consider
how prevention interventions are implemented.
The Marmot review ‘Fair Society, Healthy Lives’
recognises that inequalities exist not just between the

Livewell is a Derby based, holistic lifestyle
programme commissioned to work with over
3,000 families in areas of inequality per year to
enable them to: Eatwell, Move more and be
Smokefree. The service is designed to work with
clients for 12 months to change behaviours and
encourage healthier lifestyles, particularly for
weight reduction/healthy eating, increasing
physical activity, quitting smoking and minimising
harm from alcohol misuse. The service has also
started to deliver NHS Health Checks in the
community, focussing in areas of health inequality.
. The service has been commissioned to maximise
the impact on health inequalities within the city,
with a key KPI being that a minimum of 60% of
clients come from within the City’s 7 most
deprived wards.
Clinical benefits
Unlike many lifestyle services, as this supports
clients for 12 months, outcome data is collected at
3,6,9 and 12 months enabling outcomes to be
tracked throughout the year. This also allows us to
understand when clients are likely to relapse. For
the first time we are able to show long term
outcome data for lifestyle behaviour change
services.
Key outcomes include:

extreme ends of the social gradient, but between all



59% achieving 5% weight loss

points across that gradient, as demonstrated in Fig 1.



82% increase in physical activity

Due to this fact the review recommends that actions to



64.8% success rate of 4 weeks smoking
quit

tackle inequalities are universal, but that recognition is
given to the need for implementation to be
proportionate to the level of need and the level of input
that may be required. The review states,
“To reduce the steepness of the social gradient
in health, actions must be universal, but with a
scale and intensity that is proportionate to the

30

Financial benefits
Prior to the implementation of Livewell, £1.3m
was spent solely on the provision of smoking
cessation services. For the similar value, a higher
volume of clients are being seen and being
supported to manage not only smoking behaviour
but also diet, exercise, alcohol consumption,
health checks and therefore delivering a much
more effective and efficient programme.
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level of disadvantage. We call this proportionate universalism. Greater intensity of action
is likely to be needed for those with greater social and economic disadvantage, but
focusing solely on the most disadvantaged will not reduce the health gradient, and will
only tackle a small part of the problem.”
(Marmot M, 2010)

Proportionate Universalism is an important concept in the implementation of both preventative
and treatment and care interventions, and commissioners and providers should consider how
resources are allocated to maximise the overall impact on outcomes and on health inequalities
through the use of Health Impact Assessment tools. Careful consideration of how interventions
are implemented is important for the avoidance of Intervention Derived Inequalities, whereby
health inequalities are worsened through the failure to give due regard to them when delivering
programmes and services.
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Appendix 1 – Useful links
For the latest links and data go to: http://datagateway.phe.org.uk/
Lifestyle factors
Tobacco - http://www.tobaccoprofiles.info/
Obesity - http://www.noo.org.uk/visualisation
Alcohol -http://www.lape.org.uk/
Health profiles
Local authority – http://www.healthprofiles.info
Local health (neighbourhood) - http://www.localhealth.org.uk/
National General Practice profiles - http://fingertips.phe.org.uk/profile/general-practice
Cancer
http://www.ncin.org.uk/
Cardiovascular disease
National Cardiovascular Intelligence Network
http://www.yhpho.org.uk/default.aspx?RID=182342
Cardiovascular (CVD) intelligence packs
http://www.yhpho.org.uk/ncvinintellpacks/Default.aspx
NICE local government briefings
 Alcohol: http://www.nice.org.uk/advice/lgb6
 Behaviour change: http://www.nice.org.uk/advice/lgb7
 Body mass index thresholds for intervening to prevent ill health among black, Asian and
other minority ethnic groups: http://www.nice.org.uk/advice/lgb13
 Encouraging people to have NHS Health Checks and supporting them to reduce risk
factors: http://www.nice.org.uk/advice/lgb15
 Health inequalities and population health: http://www.nice.org.uk/advice/lgb4 (this
contains some really good case for investment stuff)
 Judging whether public health interventions offer value for money:
http://www.nice.org.uk/advice/lgb10
 Physical activity: http://www.nice.org.uk/advice/lgb3
 Preventing obesity and helping people to manage their weight:
http://www.nice.org.uk/advice/lgb9
 Tacking the causes of premature mortality: http://www.nice.org.uk/advice/lgb26
 Tobacco: http://www.nice.org.uk/advice/lgb24
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Appendix 2 - Case studies


A public health strategy for the Trust



Enhancing cancer screening uptake in patients with severe mental illness



Implementing public health guidance 48 in our Trust (mental health)



Physical healthcare enhancement on patients with severe mental illness



Reducing cardiovascular disease mortality and morbidity in prisoners



Developing and implementing a high quality physical healthcare service model for prison
services in Nottinghamshire NHS Foundation Trust



Enhanced physical health clinic within mental health in-patient settings



Livewell – an integrated lifestyle services commissioned by public health, provisioned by
Derby City Council



Provision of physical healthcare for patients in long term segregation



Stroke prevention in Atrial Fibrillation in the East Midlands



Flo Simple Telehealth evaluation report 2013/2014



Smoker identification on electronic in-patient tracking system coupled with targeted
intervention by commissioned dedicated bedside smoking cessation service



Using technology to support self-care and care planning – Flo Simple Telehealth



Stress awareness training for managers and emotional resilience training for new staff
delivered in University Hospitals of Leicester NHS Trust.
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