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QUALITY AND CLINICAL RISK COMMITTEE PAPER - NHS ENGLAND

Title: Progress in Reducing Premature Mortality

Clearance: Celia Ingham Clark, Director for Reducing Premature Mortality

Purpose of paper:

e The Committee has indicated that it wishes to consider progress against each
domain of the NHS Outcomes Framework.

e This paper sets out a summary of:
o Trends in relation to indicators in Domain 1 of the NHS Qutcomes
Framework; and
o International comparisons between England and other parts of Europe; and
o The work in hand across NHS England in relation to each of the indicators in
Domain 1 and the objectives set for Domain 1 in the Mandate.

Key issues and recommendations:

o That the Committee notes progress made in reducing premature mortality;
o That the Committee notes the programme of work underway to improve
performance in this area; and

¢ That the Committee notes the key risks and how these are being mitigated.

Actions required by Committee Members:

* To advise on any actions that should be taken to further mitigate the risks described
and improve the likelihood of successful implementation of the programmes of work
to reduce premature mortality.
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The Mandate from the Government to NHS England

1. The NHS Mandate is the mechanism for the Government to set NHS England’s
objectives. One of the key objectives for NHS England is to demonstrate
progress against the five parts and all of the outcome indicators in the framework
- including, where possible, by comparing our services and outcomes with the
best in the world. There are additionally specific objectives for Domain 1 in the
Mandate, which are:

v}

Working with CCGs to develop our contribution to the new system-wide
ambition of avoiding an additional 30,000 premature deaths per year by
2020

To make significant progress in supporting earlier diagnosis of illness,
particularly through appropriate use of primary care, and tackling risk
factors such as high blood pressure and cholesterol. This includes
working with Public Health England to support local government in the roll
out of NHS Health Checks

To make significant progress in ensuring people have access to the right
treatment when they need it, including drugs and treatments
recommended by the National Institute for Health and Care Excellence
(taking account of the Pharmaceutical Price Regulation Scheme
agreement), and services for children and adults with mental health
problems

To make significant progress in reducing unjustified variation between
hospitals in avoidable deaths, so that standards in all hospitals are closer
to those of the best. The NHS should measure and publish outcome data
for all major services by 2015, broken down by local clinical
commissioning groups (CCGs) where patient numbers are adequate, as
well as by those teams and organisations providing care. To support this,
the Government will strengthen quality accounts, which all providers are
legally required to publish to account for the quality of their services;

To make significant progress in focusing the NHS on preventing iliness,
with staff using every contact they have with people as an opportunity to
help people stay in good health — by not smoking, eating healthily, drinking
less alcohol, and exercising more. As the country's largest employer, the
NHS should also make an important contribution by promoting the mental
and physical health and wellbeing of its own workforce.

Status of NHS Outcomes Framework Domain 1 indicators

2. Domain 1 of the NHS Outcomes Framework focuses on reducing premature
mortality. Premature mortality comprises two overlapping areas: preventable
mortality, which is primarily associated with public health issues, and amenable
mortality, which describes mortality that might not occur if better health care is
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delivered. NHS England’s role is principally in driving improved outcomes to
reduce amenable mortality through the healthcare commissioning system, but we
also work in close liaison with Public Health England regarding their work on
preventable deaths'.

3. The indicators in the NHS Outcomes Framework that describe premature
mortality include some which focus on the general population and some relating
to specific groups of diseases. The indicators address all age groups (see Annex
A which lists all the NHS Qutcomes Framework Domain 1 indicators and their
definitions). Performance against the NHS Outcomes Framework is reported
regularly to NHS England’s Board (see Annex B for the latest report).

4. The purpose of this paper is to provide more detailed information to the Quality
and Clinical Risk Committee regarding our progress in reducing premature
mortality.

5. Itis worth noting from the outset that a significant issue in relation to
assessments of performance in reducing premature mortality is the tendency of
politicians and political and economic commentators to draw comparisons
between the relative performance of England (or the UK more generally) and
other countries, rather than making year on year comparisons with the historic
domestic position. Our assessment of the desired trajectory of improvement is
therefore drawn both in relation to past domestic trends and international
comparisons.

6. In the latest report to the Board, nine out of the 13 rated indicators in Domain 1 of
the NHS Outcomes Framework were on or better than trajectory. These include:
the number of potential years of life lost (PYLL) for adults and children, the under
75 mortality rates from cardiovascular disease, liver disease, and cancer, and
rates of infant mortality, neonatal deaths, stillbirths and five year survival for
children’s cancers. The indicators where performance is worse than trajectory
include: life expectancy at 75 for men and women, under 75 mortality rate from
respiratory disease (where our position relative to other European states
continues to decline), and excess under 75 mortality rate in adults with serious
mental illness.

7. Much of the data available relates to 2012, before NHS England, Public Health
England (PHE) and CCGs tock on their commissioning responsibilities.
However, the most recent ONS provisional monthly data {Annex C) shows some
plateauing of the reduction in PYLL that appears to relate particularly to

! We recognise the limitations on the definition of “amenable mortality”. ONS are due to revisit this
definition this year. However, we have taken a more pragmatic approach of considering NHS
interventions that reduce premature mortality however it is defined.
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cardiovascular disease. There does not appear to be a similar plateau in PYLL
for cancer.

8. The UK Government is a signatory to the World Health Assembly's 2012
framework commitment to reduce premature mortality from non-communicable
diseases by 25% globally by 2025. In England and Wales, deaths considered
preventable have fallen from 108,753 in 2003 to 93,602 in 2012 {(a decrease of
15%), and those considered amenable to medical intervention have fallen from
74,398 to 53,165 over the same time period (a decrease of 29%).* Where
international comparisons were possible in the latest report for the Board on the
NHS Outcomes Framework Domain 1 indicators, England was better than the
international trajectory on life expectancy for men at 75, however was worse on
mortality rates in under 75s in both respiratory and liver disease (although these
comparisons could only be made up until 2010).

9. Analysis of UK health performance in the Global Burden of Disease Study 2010
also showed that the performance of the UK in terms of premature mortality was
persistently and significantly below the mean of EU15+.° Total health spending
accounted for 9.3% of GDP in the United Kingdom in 2012, which is equal to the
OECD average.® This year the European Observatory on Health Systems and
Policies has also been working on a report on reducing avoidable mortality in
England, which looks at how we can close the gap with European countries and
identifies scope for action. The report is still being finalised but highlights areas
which would gain from a particular focus: mortality in childhood, mortality among
older women, COPD and chronic liver disease.®

10. Rates of premature mortality are strongly influenced by a wide range of
socioeconomic factors. The Longer Lives webpages on the Public Health
England website show very clearly the correlation between socioeconomic
deprivation and overall rates of premature death, although not all variation is
explained in this way, for example some of the most deprived areas have lower
premature mortality rates from cancer and cardiovascular disease than some of
the least deprived areas.®

11.We also know that people with serious mental illness currently have an overall
mortality rate three times higher than the general population, which can largely be
attributed to higher rates of smoking amongst people with a serious mental

2 Office for National Statistics (2014). Avoidable Mortality in England and Wales, 2012

? The Lancet, Volume 381, Issue 9871, Pages 997 - 1020, 23 March 2013

* OECD Health Statistics 2014

® European Observatory on Health Systems and Policy 2014 {not yet published). Policy dialogue
report

Reducing Avoidable Mortality in England: Closing the gap with European countries and identifying
scope for action

® hitp:/longerives.phe.org.uk
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illness. We also know that people with learning disabilities in England die on
average 16 years sooner than the general population, and that England has
higher child death rates than the average in Western Europe (including, as part of
the UK, ranking 31 out of 33 of high income countries on stilibirth rates).

Programme of work to improve performance in Domain 1: Reducing Premature
Mortality

12.1n Everyone Counts 2014/15 (the planning guidance), CCGs were asked to set
levels of ambition against seven indicators spanning the five domains of the NHS
Outcomes Framework. This is the first time the NHS will be able to articulate
outcomes objectives so that it is clear for the population what the NHS as a whole
is working towards. Individual CCG plans are being brought together to tell a
national story on the ambitions of the NHS in terms of clinical effectiveness,
patient experience and patient safety outcomes.

13.CCGs have now submitted their ambitions to the national support centre. In
terms of reducing premature mortality, the provisional national aggregate
ambition is to decrease PYLL by approx. 12% by 2018-19 (from a 2012 baseline)
and on average, the CCGs with the worst baselines are being the most ambitious
i.e. a narrowing of proportional variation. Naticnally the aggregate ambition is
approximately 1-2% less than the estimate analysts had modelled for overall
expected reductions in PYLL. Our baseline projection, based on mortality data
up to the end of 2012 suggested that the baseline level of reduction in potential
years of life lost would be around 14% by 2020.

14.There are a number of reasons related to the methodology of the national
estimate trajectory and the local levels of ambition which may explain why the
national aggregate appears to be less than the estimate. Provisional PYLL data
to April 2013 obtained from ONS suggests this may have over-estimated the
projected reduction. The slight softening of the reduction in PYLL rate in the
provisional PYLL data may reflect the recent economic challenges facing the
NHS and a period of sustained flat real investment in the NHS. The levels of
ambition on PYLL also exclude the contribution of services commissioned
through NHS England’s specialised commissioning functions, therefore the actual
planned rate of reduction in PYLL may be higher than 12%. The national
aggregate ambitions will be presented to EGM in the next couple of months. In
the meantime Area Teams are working with the CCGs in their areas to assure
their progress against their PYLL ambitions.

15.To support CCGs in setting a level of ambition on reducing potential years of life
lost we published a resource at the same time as Everyone Counts which sets
out the evidence base for reducing premature mortality through a range of clinical
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interventions. This resource was developed in partnership with PHE and has
also helped us to identify priorities for future work nationally to reduce premature
mortality. The resource (available at http://www.england.nhs.uk/ourwork/sop/red-
prem-mort/) identified a number of key priorities for reducing amenable mortality
as set out below:

Intervention | Potential |  PYLL (per
Benefit= | 100,00) <75
Lives saved
) | (per100,00)
1 | Implementation of NICE guideline on Acute Kidney 19 (PYLL reduction
Injury all ages
estimated at 161)
2 | Implementation of the Sepsis Six Care Bundle 18 -
3 | Implementation of British Thoracic Society Care 6 83
Bundle for community acquired pneumonia
4 | Increased prescription of anti-thrombotics (warfarin) 4 28
for patients with atrial fibrillation
5_| Earlier stage of diagnosis of cancer 3 29
6 | Intermittent Pneumatic Compression to prevent post 2 14
stroke Deep Vein Thrombosis
7 | Prevention of Venous Thromboembaolism 2 -
8 | Increased update of cardiac rehabilitation 1 10

Reconfiguration of hyper acute stroke services along the lines of the London stroke services reconfiguration
was also identiffed as a priority, although assessments of the relative benefits of national roll-out are complex

16.We have also sought to increase the focus on addressing local health
inequalities. Alongside the requirement to set levels of ambition in Everyone
Counts we asked CCGs to set out in their strategic plans how they intend to
address health inequalities. During the course of 2013/14 we considered how we
could strengthen the existing Quality Premium on reducing PYLL lost through
causes considered amenable to healthcare and in 2014/15 have consequently
included a new element within the Quality Premium which is focused on social
deprivation, which is a major predictor of inequalities in health outcomes’.

17.Work to ensure improvements against the indicators in Domain 1 of the NHS
Outcomes Framework and against the objectives set in Domain 1 of the NHS
Mandate falls across several different programmes being taken forward by NHS
England. This is set out in Annex D. The Director and Deputy Director for
Reducing Premature Mortality have a coordinating and influencing role in relation
to all the programmes and projects that are working to deliver improvements in
Domain 1.

7 http://www.england.nhs.uk/wp-contentfuploads/2014/03/qual-prem-guid-1415-rev.pdf
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18.As shown in Annex D, a significant proportion of Domain 1 work falls under the

Prevention and Early Diagnosis programme, which was established as one of the
organisation’s 31 priorities in this year's Business Plan. We have established a
Programme Board for that programme which the Director for Reducing
Premature Mortality chairs. The Terms of Reference for the Programme Board
are in Annex E.

Risks to delivery and mitigation

Organisational focus on generic rather than disease-specific issues

NHS England has been established as an outcomes-focussed organisation and
has taken the decision not to structure itself around disease-specific programmes
of work. This presents opportunities for realising the benefits of a generic
approach (e.g. to long-term condition management), however there are risks in
Domain 1, for example, where conditions are expliciily differentiated in indicators
and require a specific and specialist focus. We are mitigating against this risk by
having good oversight of the breadth of work going on to improve outcomes for
patients with specific conditions, as set out in Annex C and in publications such
as ‘Action for Diabetes’ and the refreshed cancer strategy which is currently in
development.

The internal working arrangements of NHS England may not facilitate
transmission of policy on reducing premature mortality into actions for
implementation in other parts of the organisation

There is a risk that the accountability for improvements in Domain 1 and the
clinical leadership and input on making those improvements may not have a clear
route through to the objectives and activities of other directorates. This is
mitigated by active engagement in the current organisational alignment work, and
through direct engagement with colleagues in regional and area teams and with
the Strategic Clinical Networks.

The independence and autonomy of individual CCGs that is integral to the
structure of the NHS following enactment of the Health and Social Care Act in
2013 may hinder the take-up of local commissioning actions that can reduce
premature mortality

The autonomy of CCGs and their independence from NHS England is an
important constituent of the current NHS structure and is designed to facilitate a
focus on local priorities. Therefore the route of influence to reduce premature
mortality is indirect. CCGs take account of the advice of local Health and
Wellbeing Boards that in turn are informed by local Joint Strategic Needs
Assessments to influence priorities for health improvement. We work with
colleagues in PHE to ensure that information distributed to local public health
staff is congruent with our strategy. We are also working with colleagues in the
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Commissioning Strategy Directorate to provide information and support to CCGs
and to gain their insight and input to our policy development. This is through links
to the Commissioning Assembly and via support tools such as our web-based
resource on reducing premature mortality.

Low priority may be given by front-line staff and local healthcare commissioners
to the prevention of il health rather than its treatment

There is a risk that GPs and NHS commissioners more widely do not see the
prevention and early diagnosis agenda as part of their core activities. As the NHS
has to accommodate further funding pressures, there is a risk that commissioners
(NHS England included) will focus on traditional clinical approaches to disease
management rather than prevention. If the NHS is to be sustainable into the
future, it must play its part in preventing ill-health {or further ill-health). We are
mitigating this risk by establishing a communications and engagement strategy
for NHS commissioners (including GPs) with robust evidence on the case for
investment in prevention.

Any reduction in premature mortality is more dependent on public health and
societal change than on amenable mortality

Many of the indicators on premature mortality in the NHS Outcomes Framework
are subject to the influence of both public health and healthcare. Our close
working relationship with colleagues in PHE and in the Department of Health is
important so we can support their work in reducing preventable deaths, for
example by measures that reduce smoking and excess alcohol use. Where we
can align our work with these colleagues, for example in encouraging behaviour
change in healthcare staff, it should be possible to influence both preventable
and amenable deaths.

The effect of many of our current strategies to reduce premature mortality will
only be realised in the longer term

Workstreams on behaviour change and on follow through from NHS Health
Checks are focussed on health improvement and disease prevention, e.g.
reduction in obesity may reduce the risk of developing diabetes. By their nature,
the impact of such interventions on mortality is likely to be realised only after
several years. We are aiming to have a suite of work programmes that are likely
to be effective over different timeframes. For example, work to improve early
diagnosis of lung cancer is already identifying more people with early disease
and this has translated into a higher proportion of people having curative surgery.

The delay in data publication means we only have historic data to assess
performance, and it is therefore difficult to assess the impact of our work
contemporarily
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The most recent publicly available data for most of the Domain 1 indicators report
figures from 2012, before NHS England, PHE or CCGs had taken on their
commissioning responsibilities. NHS England has therefore obtained provisional
data for the domain 1 indicators for which this is feasible (PYLL for adults and
children and under 75 mortality from major causes of death). This gives monthly
mortality data with a lag of two months. Funding issues will need to be addressed
to continue to obtain this data in 2015-16.
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ONS monthly provisional mortality data — January 2001 to May 2014

We have now received the first ONS provisional monthly data from January 2001 to
May 2014 for the Domain 1 indicators listed below. Please note that this data is
provisional (ie has not been subject to the full quality assurance process). It has
not been published by ONS in this form but there is no restriction on our publication
or use of the data provided it is always clearly marked as provisional until it is
updated following the release of the final annual dataset, in the autumn following the
end of the relevant calendar year.

1. We have obtained seasonally-adjusted standardised rates for:

a. Indicator 1a.i — PYLL from causes considered amenable to health care —

adults, including breakdown by condition

b. Indicator 1a.ii — PYLL from causes considered amenabie to health care —
children and young people
Indicator 1.1 — Under 75 mortality from cardiovascular disease
Indicator 1.2 — Under 75 mortality from respiratory disease
Indicator 1.3 — Under 75 mortality from liver disease
Indicator 1.4 — Under 75 mortality from cancer
2. We also have raw data for the above indicators by age band and condition.
Previously we had annual data up to 2012 (this data is also included in the graphs on
page 2). Initial investigation has shown that:

~® o0

For Indicator 1a.i — PYLL from causes considered amenable to health care — adults,
male and female:

Even though the series have been seasonally adjusted (removing regular
seasonal effects and calendar effects) there is a lot of irregular fluctuation from
one month to the next (see example below), which could be due to a variety of
causes such as extreme temperatures:

10
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Male PYLL (adults) - seasonally adjusted monthly
rates
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ONS will send the data showing the trend cycle data in the next few days so
that we can see the underlying trend (with irregular component removed). In
the meantime | have produced a smeoothed chart of the same data (averaging
the rates for 12 months and centring around the relevant mid-year point)
which gives a better indication of the underlying trend, for males and females:

Chart 1: Male PYLL {(adults) 12-month moving average of
seasonally adjusted rate {centred around relevant
period)
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Chart 2: Female PYLL (adults) 12-month moving average
of seasonally adjusted rate {centred around relevant
period})
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Key points:

1. Our new monthly data shows a continuation from mid- to end-2011 of the
plateau in PYLL improvement which appeared to begin for males between
2009 and 2010 (see table)

2. A change in 1ICD10 coding rules in January 2018 makes 2010/11 difficult to
interpret. ' For the purposes of quick analysis we are treating the period 2001
to 2010 separately from 2011 {o 2013.

3. For women there is a slowing in PYLL improvement but not as sharp as for
men. This may have started in the second half of 2011 (see Chart 2 and
table below)

4. Is this bad news? This flattening off had been anticipated in our APC
modelling® - which shows a projected 2.5% annual reduction in PYLL (for all
persons) between 2011 and 2013.

5. CVD mortality is a strong driver of this indicator, particularly for men (PYLL
from CVD deaths makes up 59% of male amenable PYLL and 32% of female
amenable PYLL), and the new data shows a similar flattening off in mortality
from CVD in the last few years. We will look further into the trend in the other
amenable conditions, but initial indication is that amenable cancer does not
show a flattening trend.

® The Office for National Statistics (ONS) introduced a new version of the 10th revision of the International
Classification of Diseases (ICD-10) used to code cause of death. An ONS bridge coding study showed that
overall this had a small impact on coding of cause of death {95% of deaths remained in the same ICD10
chapter), but there was a disproportionate effect on coding of deaths from CVD, which showed a 5% decrease.
Much of this is due to recoding of vascular dementia which was assigned the underlying cause cerebrovascular
disease {167.9) in ICD-10 v2001.2, but is corrected to vascular dementia (FO1) in ICD-10 v2010. FO1 is not
considered amenable while 167.9 is, so these deaths no longer appear in the amenable PYLL figures from 2011
onwards.
http://www.ons.gov.uk/ons/rel/subnational-health3/results-of-the-icd-10-v2010-bridge-coding-study--

england-and-wales—2009/2009/index.html
* Age-period-cohort modelling. This projection method is currently under review in OAT. It holds period
effects constant into the future (an attempt to simulate maintaining quality of NHS care) and projects cohort
effects based on historical patterns.

12
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Average reduction in PYLL per year

Males Females

2001 to 2009 -3.6%  -3.5%
2001 to 2010 -3.5% -3.5%
2009 to 2010 -2.4%  -3.7%
mid 2011 to Nov 2013*° 2.7% -2.2%

6. We are awaiting:
o Confidence intervals, which would help us assess whether some of the

patterns we are seeing in the unsmoothed data could be explained by
random movement
o ONS output showing the underlying trend
7. We don't yet have, but are expecting next month, data to enable us to look at
deprivation and possibly regional breakdowns.
8. We will do a similar analysis for indicators 1a.ii (childrens PYLL)and 1.1 - 1.4
{(under 75 mortality indicators) over the next couple of weeks.

1 provisional data

13
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Prevention & Early Diagnosis Terms of Reference - Final

Prevention and Early Diagnosis Programme Board

Terms of Reference
Draft for Discussion v0.7.1
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Background

Currently, England’'s rates of premature mortality are worse than those in many
comparable European countries for conditions such as cancer, heart, respiratory and liver
disease. It is widely accepted that much of the difference in outcomes is attributable to
stage of diagnosis in cancer (suggesting late presentation in the UK compared with other
countries) and to modifiable risk factors such as smoking, obesity and alcohol consumption
for all the major disease groups. There are also significant inequalities between different
communities and groups within England for overall life expectancy, quality of health and
the care people can expect to receive towards the end of their lives.

The NHS, NHS Improving Quality and Public Health England should be seeking to tackle
inequalities in premature mortality from causes amenable to health care by promoting
awareness of good health and wellbeing and raising awareness of decisions and
behaviors that put people’s health at risk. Where people do develop symptoms, we should
seek to promote earlier diagnosis, at the same time recognising that adequate access to
effective services in the community and risk management of comorbidities are essential to
prevent further deterioration in health and wellbeing.

Successfully reducing premature mortality through prevention and early diagnosis will be
dependent on aligning work across primary care, community and mental health services,
diagnostics and acute services, as well as ensuring that financial incentives drive
appropriate behaviors within the system. This will require effective collaboration between
different parts of NHS England.

A long-term strategy for reducing premature mortality will depend on integrated planning
between public health and the NHS at a local level and through CCGs and their Health and
Wellbeing Boards. At a national level, the NHS Outcomes Framework and the Public
Health Outcomes Framework have shared indicators around reducing premature mortality.
In working towards continuously improving quality standards and health and social care
outcomes nationally, the role of the Care Quality Commission (CQC) will be critical as it
develops new quality rating systems for hospitals and for general practice.

Purpose
The Prevention and Early Diagnosis Programme Board will have executive responsibility
for the Prevention and Early Diagnosis Programme, including:

1. Authorisation of projects;

2. Ensuring that costs and benefits are fully assessed;

3. Ensuring alignment with the wider work of NHS England, the Department of Health ,
Public Health England (PHE) and Health Education England (HEE);

4. Signing off of implementation plans;
5. Change control;

6. Monitoring of risks and issues and making decisions about the need for escalation of
risks and issues;

7. Project closure.
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Interfaces

The Board will be responsible for making links with and assuring alignment between a
range programmes and initiatives that will support prevention and early diagnosis. These
are listed below:

1k

10.

1.

NHS England’s Mental Health Programme, which includes work on a new CQUIN
(from 1 April 2014} to promote screening for physical iliness in people with
psychosis.

NHS England’s Learning Disability Programme, which includes work to deliver a
learning disability mortality review body by March 2015.

NHS England's Patient Safety Programme which includes:

i. work to develop NHS Outcomes Framework indicator 5C through a
systematic case note review of hospital deaths;
ii. asepsis programme;
iii. an acute kidney injury programme;
iv. a VTE screening programme; and
v. a suicide prevention workstream.

NHS England's Maternity, Children and Young People’s Programme which includes:

i. Development and delivery of a pathway for women with postnatal mental
health problems;
ii. A model for integrated care from pregnancy through to the transition into
adult healthcare;
ii. Development of a Maternity and Perinatal National Clinical Audit
iv. Review and collate evidence for best practice models for preventing still
births.

Work within NHS England’s Patients and Information Directorate to deliver
transparency about outcomes through publication of outcomes data.

NHS England’s Nursing Directorate programme on the health and wellbeing of 0-5
year olds.

NHS England’s programme on Long-Term Conditions, Older People and End of Life
care.

NHS England’s work to improve cancer outcomes, which includes work to deliver:

i. Early diagnosis of cancer

ii. Improving survivorship with integration of health and social care

iii. Improving access to treatments for older patients
NHS England’s long-term strategy work on the six characteristics of a successful
health economy: citizen participation and empowerment; wider primary care
provided at scale; a modern model of integrated care; highest quality urgent and
emergency care; productivity of elective care; specialised services concentrated in
Centres of Excellence.

The work of the Strategic Clinical Networks and Academic Health Science Networks
in support of prevention and early diagnosis.

NHS Improving Quality’s ‘Living Longer Lives' programme.
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12

13.

. PHE's programmes of work on heatlth and wellbeing including:

i. The 'Be Clear on Cancer’ campaigns and new awareness and symptom
awareness pilots on breathlessness and blood-pressure;
ii.  Roll-out of the NHS Health Check;
iit.  Development of the ‘Living Well for Longer’ website, including the proposal to
develop practice level! ratings for diabetes.

HEE work programmes on workforce training and development needed to support
prevention and early diagnosis.

14.The DH'’s programme of work on Making Every Contact Count.

Key

Functions

The Prevention and Early Diagnosis Board will:

1.

10.

11.

12.

13.

14,

Oversee delivery of the deliverables set out under the Prevention and Early
Diagnosis section in NHS England’'s Business Plan 2014/15 in the timescales
specified;

Work with DH, PHE and HEE to ensure development of a coherent system-wide
strategy for prevention and early diagnosis;

Ensure there is a clear programme of work to support a reduction in mortality from
cancer, CVD, respiratory disease and liver disease;

Provide a coherent approach to programme leadership;

Act as the formal approvals board for initiation of projects, programmes and
workstreams aimed at prevention and diagnosis;

Ensure there is a clear benefits strategy and delivery plan for the programmes and
projects it governs;

Identify strategic and directional risks and issues for the programme;

Provide assurance to the National Medica! Director by monitoring progress across
the programme and determining when risks and issues should be referred to the
cross-cutting Domain Programme Board, or escalated directly to Medical Directorate
SMT where a risk is imminent;

Ensure that stakeholders are engaged appropriately across the programme and that
there is a coherent approach to communications;

Provide a forum for collective consideration of business cases for recommendation
to the cross-cutting Domain Programme Board, and then the Clinical Directorate’s
Senior Management Team;

Work to ensure there are strategic links with other key programmes across the
organisation and the wider system;

Ensure the involvement and buy in of key internal delivery partners within the work
programme, as required;

Ensure that adequate mechanisms are in place for monitoring progress in delivery of
aligned work programmes by external systems partners;

Work to resolve risks and issues that have been escalated to it by programme
teams.
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15. Agree that all Board papers may be shared internally unless explicitly stated

otherwise.

Scope

The scope of the programme is limited to the agreed programmes of work set out from
page 9, or as decided following agreement of the Board to a change of scope request.

Roles and responsibilities

1.

4.

The Prevention and Early Diagnosis Programme Board has responsibility for
ensuring that the benefits required from agreed programmes are realised.

The Senior Responsible Owner (SRO) is the programme’s owner and champion
and is responsible for delivery of the programme.

Senior representatives from other work programmes may be invited to the
Prevention and Early Diagnosis Programme Board to advise the group, participate
in decision making or contribute resources where there is a common purpose or
objective.

The Domain Team Lead for the Prevention and Early Diagnosis Programme will

be responsible for day to day execution of the programme plan and for dealing with
issues that might affect achievement of the programme plan.
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Governance

Clear accountability, responsibility and forums to allow good communication will be critical

in achieving success therefore the following governance structure, which shows lines of
accountability, has been agreed.

Prevention and Early
Diagnosis Programme Board

Other ¢
Programme-
Boards
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Membership

Celia Ingham Clark

Domain 1 Director (SRQO)

Domain Team Lead, Acute

Emma Doyle

Head of Open Data and Transparency, Patients &
Information Directorate

Hilary Walker

Head of Programmes for Domain 1 ‘Living Longer
Lives’, NHS Improving Quality

Jane Landon

Deputy CEO, UK Health Forum

Domain Team Lead, Prevention and Early Diagnosis
Programme

Karen Turner

Head of Delivery, Parity of Esteem Programme. NHS
England

Kate Davies (or nominee)

Head of Public Health, Armed Forces and their
Families and Health & Justice Commissioning

Senior Strategic Planning Manager, Partnerships

I Team

I Analyst Team

Matt Kearney GP and primary care advisor, Public Health England
Matthew Fagg Domain 1 Deputy Director

Mike Durkin {(or nominee)

Director of Patient Safety

Nigel Acheson

Regional Medical Director, {South)

Peter Elton

Clinical Director, Greater Manchester, Lancashire,
South Cumbria Strategic Clinical Network

Raymond Jankowski

Head of Healthcare, Public Health England

Sabrina Susan Fuller

Head of Health Improvement, Nursing Directorate

Senior Programme Lead, Primary Care Strategies

Sue Hill

Chief Scientific Officer

Meetings

Prevention and Early Diagnosis Programme Board meetings will begin from April 2014
and, thereafter will meet every eight weeks. The agenda and papers for discussion will be
coordinated and collected by the Domain Team Lead for the Prevention and Early
Diagnosis Programme and sent to members at least three working days prior to meetings.
The following standing papers should be submitted to the meeting for regular review and
discussion. The list is not exhaustive and may be varied in terms of composition or
frequency at the discretion of the Programme Board:

Business cases for approval
Programme Highlight Reports
Minutes

Action log

Risk and issue log.
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ANNEX E
RESTRICTED: MANAGEMENT
Prevention & Early Diagnosis Terms of Reference - Final

Secretariat

The secretariat will be provided by the Prevention and Early Diagnosis Programme
Support Team. It will:

1.

2"

Co-ordinate Programme Board meetings.

Provide administrative support — capturing and sharing minutes and action notes
from meetings.

Provide reports - work with delivery partners to provide management information on
the portfolio of services/act as a central point of information for members, attendees
and other stakeholders.

Facilitate the management of action plans — manage action logs including logging,
monitoring and follow up of actions with action owners to help achieve resolution.

Manage associated documentation in a systematic way.

Issue documents to members and attendees so that they receive them in a timely
and consistent way in advance of, and following meetings.

Facilitate risk and issue management — manage the risk and issue log.
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