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Extract from ‘Our health, our care, our say: a new direction for
community services’

6.33 An increased commitment to spending on premeishould be part
of the shift in resources from secondary to primemg community care.
The UK spend on prevention and public health iatnetly low compared
to that of other advanced economies. Again, the meentives and
drivers of the health reform programme, and thecpchgenda of this
White Paper, should lead local primary care sesvie@d PCTs to
increase their spend on prevention.

6.34 This is something that PCTs should be mangorAt present,
though, the definition and measurement of spengrenention are not
easy to apply. Spend on prevention and spend olicphdalth should be
separated more clearly. International and UK d&fins of preventative
and public health spend are not aligned, and idgteeservice quality are
not adequately captured. So we will:

establish an expert group to develop robust defmst and
measures of preventative health spending, to régertin 2006;

implement these recommendations, to ensure thahave good
data on preventative spend, for both PCT and iatemnal
comparisons;

use these data, and evidence on the preventiomroate for the

UK, to look at establishing a 10-year ambition faeventative
spending, based on a comparison with other OECDtdes.

Department of Health

Published: 30 January 2006
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Abstract

Objective: to report on the definitions and measures of gmeative health spending and to
make recommendations tbHealth England a national reference group for health and
wellbeing, to ensure the availability of robustadan preventative health spending for both
national and international comparisons.

Background: the report describes the definitions of healtle]lveing, prevention, health
promotion and public health and the measures asigrsg of measuring preventative health
spending.

Methods: an analysis of the literature on preventativelthespending and a comparative
analysis of the definitions, measures and systdnmseasuring preventative health spending
were undertaken.

Results: Using different definitions and measuring systethe percentage of total health
spending spent on preventive health measures vpasted as 1.8 % UK, 2.3 % OECD
average (Organisation for Economic Co-operation &welopment 1999/00), 1.9 %
England (National Programme Budget Project 20054%J 3.35 % Primary Care Trust
(Milton Keynes PCT 2005/06).

Conclusions:

Definitions:

Preventative interventions in health & social came just one element of the wider
contribution to improving wellbeing. The definitiaf a preventative intervention should be
broad enough to capture the range of interventibatspromote wellbeing. The definition of
preventative health spending should be narrowesrder to ensure that it can be reliably
costed.

A proposed definition of a preventative interventioa clinical, social, behavioural,

educational, environmental, fiscal or legislativeéervention designed to reduce the risk of
illness, disability or premature death and to prm@hysical, social, emotional and
psychological wellbeing.

A proposed definition of preventative health spegdithe total public & private spend on
primary & secondary prevention, health promotiamily planning, school health services,
national screening programmes, public health progras for communicable and non-
communicable disease, epidemiological surveillaamog public health administration, in the
health or social care sectors.

System of measures:

For international comparison of preventative heapend, the OECD System of Health
Accounts should be used. For PCT comparison, harexement of the National Programme
Budget system should be developed.

Measures:

Cost minimisation measures: for International congom, expenditure on prevention as a %
of total (public & private) health spend should ised. For PCT comparison, spend on
prevention as a % of total health spend shouldské.u

Cost effectiveness measures: the spend on préwventealth and rate of change in Years of
Life Lost before 75 years should be used.
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Cost utility measures: the spend on preventateadth and Disability Adjusted Life Years /
Quality Adjusted Life Year should be used.

Recommendations:

The English health care system should submit dat@ECD using the System of Health
Accounts. This should be taken forward as a jpinject between the Department of Health
and the Office for National Statistics with invitats to the Northern Ireland, Scottish and
Welsh Health Departments.

A sub-group of the Expert Advisory Panel on Preagwé Health Spending should take
forward the development of a methodology for captupreventative health spending from
the programme budget categories.

Health Englandshould consider taking forward a pilot project lwithe Association of

Directors of Social Services and the AssociatiorDokctors of Public Health in order to
capture preventative health and social care spgridiup to three PCT/ Unitary Authority
localities. This pilot project should also considew the development of self-directed
support in social care is likely to influence figpreventative spending.

Keywords:

Preventive Medicine
Primary Prevention
Health Promotion
Public Health
Economics

Health Economics
Health Expenditures
Health Care Costs
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1. Context

In January 2006, the Department of Health publidghedWhite Paper ‘Our health, our care,
our say: a new direction for community servicesThe White Paper gave a strong emphasis
to shifting healthcare resources to primary androanity settings and also emphasised the
importance of preventative healthcare.

The White Paper stated: ‘We must set out a negctiim for health and social care services
to meet the future demographic challenges we fatsemust reorientate our health and social
care services to focus together on prevention aadthhpromotion. This means a shift in the
centre of gravity of spending. We want our hospital excel at the services only they can
provide, while more services and support are brbalgiser to where people need it most.’

‘Health and social care services will provide betgrevention services with earlier
intervention. GP practices and Primary Care Tr(R&Ts) will work much more closely with
local government services to ensure that therarly support for prevention.’

It is acknowledged that the definitions and measrg of spend on prevention are not easy
to apply and are not easily aligned internationallyrerefore the White Paper announced that
the Government would:

establish an expert group to develop robust déafimtand measures of preventative
health spending, to report later in 2006;

implement these recommendations, to ensure thditawe good data on preventative
spend, for both PCT and international comparisons;

use these data, and evidence on the preventiommat for the UK, to look at
establishing a 10-year ambition for preventativensling, based on a comparison with
other OECD countries.

In order to oversee this ‘shift of resources anltiucel towards prevention across the whole
health care system’, the White Paper also annouttedthe accessibility and use of the
evidence base for interventions that support heaithwell-being will be overseen through a
new National Reference Group for Health and Wetigei It is intended that this report on

‘definitions and measures of preventative healtbnging’ will be received by the National

Reference Group for Health and Wellbeing (NRGHWB).

2. Objectives

2.1 Question to be addressed

What definition of preventative health spendingudtidoe used by the Department of Health
and what systems and measures of preventativehhgadinding should be used in order to
ensure that both Primary Care Trust and Internatioomparisons of spending can be made ?
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2.2 Objective

to report on the definitions and measures of preteme health spending and to make
recommendations to the National Reference GrougHtalth and Wellbeing to ensure the
availability of robust data on preventative heafending for both national and international
comparisons.

2.3 Description of the task

Review the definitions of preventative health spegd

Investigate existing systems for comparing prevergadealth spending

Compare and contrast these systems

Establish the measures being used to compare pativerhealth spending

Establish outcome measures for comparing the @ftewss of preventative health
spending

Present data on the comparison of preventativearhspénding

Make recommendations to the NRGHWB for ensuring th@ have good data for
both PCT and International comparisons

3. General Background

3.1 Prevention

Over the last century, health problems in develogmehtries have changed. There are many
less cases of serious infectious diseases andosk tthat do occur, many are curable.
However chronic diseases, diseases of old age amtkrs have become more common and
many are still increasing. This is in a large mhré to behavioural and environmental factors
which are potentially reversible. Although sometloése “modern” diseases can be cured,
modern medical technologies are more likely to cedtheir effects or slow down their
progression than to cure them altogether. It haetbre become increasingly recognised that
a greater emphasis should be placed on prevention.

Much effort has been put into the prevention okatibus diseases through immunisation
programmes and through sanitation and environmangasures relating to the quality of
drinking water and food. Several screening prograsinave also been introduced which
mainly aim at secondary prevention of cancers lagmbsing them at an early stage when
they can be effectively treated. There are manyrotispects of prevention, particularly
relating to chronic diseases and diseases of @dHwese prevention measures are not as well
defined as immunisation and screening programmesb athough they are in place to some
extent in most developed countries, they are novels advanced, organised or resourced.
The belief is that, as we know more about the cao$¢hese ‘modern’ diseases and because
they are largely related to factors that are rebkr®r preventable, societies should be putting
more resources into their prevention.

In order to do this effectively it is essentialuderstand what is meant by prevention, which
diseases can be prevented and what interventioreslie®en proven to be effective and cost-
effective. It is also necessary to have a baselimderstanding of what is already being done
and what resources are being put into this typevark in order to understand the gaps.
Understanding the variations across the country lmetd/een developed countries will also
help to ensure that resources are targeted inw@tablg way and according to need, so as not
to widen inequalities in health.
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4. Specific Background

4.1 Prevention in relation to health and well bejn

In order to quantify the spend on prevention, teénition of ‘prevention’ and ‘health and
well being’, must first be agreed. The White Pap®ur health, our care, our say’
acknowledges that prevention encompasses a vaay afr activities. For example it
highlights building good health and a healthy ks from the beginning of an individual’s
life, strengthening antenatal, postnatal and heatith early years’ services and involving a
range of local authority services such as houdiragnsport, leisure, community safety and
social care in order to improve well-being. ThigHlights that prevention in its broadest,
most comprehensive sense was considered relevaistalBo fits with a wider public health
perspective of the determinants of health.

However it must be remembered that the purposesfafiidg prevention in this report is so
that spend on prevention can be quantified and eocedpover time, between PCTs and
between countries. Therefore principles that mightconsidered pertinent to the agreement
of a definition of prevention for the purposestigtwork include:

That it is broad enough to be meaningful in pubbalth terms

That it is detailed enough to allow uniformity iatd collection between areas of the
UK and between countries which have different amehging health care systems and
funding systems

That it is detailed enough to allow uniformity frogear to year when funding
systems for health and other services may changetbg years.

That it can be realistically measured in a meanihngfy.

That it is possible to break down the data sogpand, as well as need and outcomes,
can be measured in specific areas of morbiditypacific programmes of activity
which have been chosen as priorities.

That consideration should be given to definitiohattare already being used by
systems that are collecting comparative data oveptative health spending.

Hence, although in public health terms the brodderdefinition of prevention the better, the
practicalities may necessitate a narrower defimitio a definition that is explicitly broadened
over time as data collection systems are put itdoepthat allow the relevant data to be
collected. For example it might be agreed that patianal health data is excluded at the start
of this work but included at some point in the fetu

In order to agree on a definition it is importamtunderstand the different definitions that are
already in use. These examples are summarisée ifolowing sections, together with their
advantages and disadvantages of using them fguuitpose of measuring preventative health
spending.
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4.2 Defining Health, Wellbeing and Prevention

The broadest definitions relating to health andl Wweing are described first. This includes
health, wellbeing, public health, health promoti@md prevention, as all overlap to some
extent. Not all definitions are included but a saétn of examples are highlighted in order to
give an idea of the scope of the work. The brodeéinitions are then followed by definitions

that are more specific and possibly also more jwalcfor the purposes of this report. The
more useful definitions are later compared in detagainst the principles described above
relating to what will comprise a useful definitibor the purposes of this work.

4.2.1 Health

1. WHO 1946:
The WHO definition of health is “a state of complgthysical, psychological and social
well-being and not simply the absence of diseasmfomity”. To use this in order to
define prevention with respect to health and weihp is helpful in that it provides a very
broad definition which is pertinent in public héalterms. However it is not specific
enough for the collection of data on spending.

4.2.2 Wellbeing

1. Stanford Encyclopaedia of Philosophy, 2005, Rogéspt
In philosophy, well being is most commonly usedléscribe what is hon-instrumentally
or ultimately good for a person, and amounts toniition of how well a person’s life is
going for that person. Thus although the popularafswvellbeing tends to refer to health,
it could be construed as much broader than thah, ealth being just one constituent of
wellbeing.

2. “Wellbeing and Sustainable Developmént”
This paper summarises the outcomes from four Deneantt for Environment, Food and
Rural Affairs (Defra) research projects on welllgegommissioned in February 2005 to
inform policy discussions. It discusses wellbeirgghaving four different dimensions,
including preference satisfaction (fulfilling dessr — the dominant approach amongst
economists), flourishing (autonomy, personal growlfe purpose, etc), subjective
wellbeing (how we feel, think and assess our lives)l objective lists (wealth, health,
etc). Another approach discussed is the extenthichwboth physical and psychological
needs are satisfied. One suggested tool for measwellbeing is a global measure of life
satisfaction. A summary discusses the use of theeeqm in policy making in many
departments and organisations including DCMS, DditS, DfD, DfT, DH, DWP,
Environment Agency, Natural England, HMRC, Homei@ffand the MOD. There is
also a summary of the evidence from 150 papersaotoris that influence wellbeirig.
These include income, attitudes and beliefs, mlghips, personal and socially
developed characteristics, the environment. Thutbeiag is seen as much wider than
just health and is important to many governmentdements and organisations.

-10 -
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3. “Mental Health and Well-being in the South E&st”
J Nurse and J Campion, for CSIP, SEPHO and DH, Haveloped a dynamic model of
well-being for mental health work which could beedsfor other purposes. This is
summarised in two diagrams from the report (Figurand 2). In the report, the term
‘well-being’ is defined as:

Being at ease with oneself
Having a sense of purpose, meaning and fulfillniewne’s life;
Experiencing positive emotions and having the imsile to deal with life's

difficulties;
Belonging to a respectful community;

Fig 1. A Dynamic Model for Well-Being

Source: J Nurse, J Campfon

-11 -
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Fig 2: Application of the Dynamic Model of Wellbeirg to Mental Health

4.

6.

Source: J Nurse, J Campfon

“Emotional wellbeing and its relation to health”

This British Medical Journal editorial discussedlibaing as consisting of physical
wellbeing, social wellbeing and emotional/psychatagmental wellbeing. The word
used for the third dimension appears to vary bexdias example, lay people prefer
the term “psychological” to “mental”. Thus agairethcope of the term wellbeing is
very wide. However, this paper emphasises the itapoe of this last aspect of
wellbeing for health because of an increasing bafdgpidemiological, social science
and experimental research which suggests thattinigis which aim to promote
physical wellbeing to the exclusion of mental andial wellbeing may be doomed to
failure, even though the NHS has traditionally givprecedence to promoting
physical wellbeing.

“Measuring impact: Improving the health and weltigeiof people in mid-life and
beyond®:

This report by NICE does not specifically definellaeing but instead is centred
around the wider determinants of health includimglthy environments (physical,
economic and social conditions), healthy lifestyigsrsonal behavioural choices that
increase or decrease the risk of ill health) araltheservices (appropriate provision
and use). It thus appears to concentrate on aspeetellbeing that more directly
influence health than some of the broader defingim examples above, and this may
also be appropriate for the NRGHWB. It does nolude wider aspects such as
attitudes and beliefs, autonomy, personal developniée purpose, except in so far
as a recognition that they influence health.

Investing in Wellbeing: An analytical framewdrk

-12 —
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This New Zealand Treasury project was engaged amtifying cost-effective
interventions to improve outcomes for children gndng adults in order to maximise
the value of government expenditures across thielssector. The central aim of the
paper was to provide an empirically-robust framdwtorcompare intervention across
a range of social sectors. In the report wellbéingpt defined. Rather, interventions
that are intended to prevent or ameliorate advexgeomes can be viewed as
improving wellbeing. The precise way in which veling is improved depends on
the nature of the outcome being addressed.

7. There are many other reports that have discusséems but have not defined it
and have only covered those aspects of wellbeiteyant to the purposes of the
report, e.g. relevant to hedftft!, social wellbeing etc.

In summary, most definitions of wellbeing are venge, as illustrated particularly by
12 and 2 above. It consists of several component partsytoéh health is only one
component. The wider determinants of health, sichazial and emotional factors
are other aspects of wellbeing, but there are alany other aspects of wellbeing
which are not, or not as closely, related to he@tith as attitudes, beliefs, personal
development, life purpose, etc). Many governmergadinents and organisations
influence wellbeing in its widest sedsnd many are undertaking work relating to it.

4.2.3 Public Health

1. Oxford Handbook of Public Health Practite
Public Health is defined as “The science and apre¥enting disease, prolonging life
and promoting health through the organised efimirtsociety”.

2. Wanless Report “Securing Good Health for the WiRzpulation®®

The Report quotes Elizabeth Blackwell , the firsirman doctor (1821 — 1910) as
saying that “...we must be watchmen, guardians of lifee and health of our
generation ...”. Wanless defines Public Health ag ‘thience and art of preventing
disease, prolonging life and promoting health thgtouhe organised efforts and
informed choices of society, organisations, pulditd private, communities and
individuals.” This goes further than the public lieadefinition above in being
explicit that efforts of individuals and commungiand of private and public bodies
should be included.

4.2.4 Health Promotion

1. Oxford Handbook of Public Health Practite
Health promotion is defined as “the process of énglpeople to exert control over,
and improve their health”.

2. Downie, Fyfe and Tannahifl
These authors described Health Promotion as tipteeres of activity, namely health
education, health protection and prevention. Thi®sses that education and
regulatory / protective roles are as important ianmting health and wellbeing as
activities that are specifically defined as “pretiem’ such as immunisation and
screening.

There are numerous other definitions, particulaofy health promotion, but those
described above illustrate the concept.

-13 -
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The above definitions are helpful in that they emeprehensive and indicate the breadth
of areas that should or could be included in thaskwHowever, they are not very detailed
or specific and hence present difficulties in hadpio define areas for data collection with
respect to spend on prevention.

4.2.5 Prevention in relation to health and welhge

1. Textbook: Essential Public Health Medicihe
According to this much used textbook, preventiorirelucing the risk of disease,
premature death, illness or disability or any otlidesirable health event”. It
includes primary, secondary and tertiary prevendisulescribed below:

Primary prevention: Aims to prevent the onset akdse by altering some factor e.g.
in the environment, behaviour, etc. This coversy &xample, immunisation
programmes.

Secondary prevention: Aims to halt the progressibulisease once established by
early detection followed by prompt effective treatth This covers, for example,
screening programmes.

Tertiary prevention: Aims to rehabilitate peoplehwestablished disease to minimize
residual disabilities and complications and imprquality of life.

This is a well-known and accepted definition ofyametion. Whilst being broad, it is
more detailed and hence can be useful in ensuhag the different aspects of
prevention are included in our work.

2. OECD (Organisation for Economic Co-operation angdd@ment)
Three projects from the OECD are described below:
A) System of Health Accourlts

The OECD has developed a System of Health Acco(8#B) which provides a
standard framework for producing a set of comprsiven consistent and
internationally comparable accounts to meet thelsed¢ health analysts and policy-
makers.

In the health accounts “prevention and public éat defined as “services designed
to enhance the health status of the populationsmat from the curative services,
which repair health dysfunction. Typical serviceg aaccination campaigns and
programmes.” The definition includes “activitieshafalth care comprising the sum of
activities performed either by institutions or mduals pursuing, through the
application of medical, paramedical and nursingWdedge and technology the goal
of promoting health and preventing disease”. N@peevention and public health
functions do not cover all fields of public healththe broadest sense of a cross-
functional common concern for health matters anblipuactions. Some of these
broadly defined public health functions, such agmmncy plans and environmental
protection, are not part of the expenditure on thefut instead are classified as
health related functions).”

This definition is broad in the sense that it imida work done by individuals as well
as public and private institutions. However, itdses on “services” and “activities of
health care”. It does not include other aspectprelvention such as government
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taxation and regulatory policies e.g. tobacco, rmvhent, housing, education, etc.
Some of the areas that are not included are indludeler “health-related functions”
and could be added to the data on prevention. Thedede food, hygiene and
drinking water control and environmental healths®las discussed below, there are
some problems with obtaining all the relevant dataticularly occupational health
data.

B) “Investment in population health in five OECD corigg™®

This OECD report divides prevention into 3 mainaardefined as follows:

Public health — “the systematic and organised mesp® of society to

protecting the health of its population includingehse surveillance systems,
workforce development of public health officerggit#ation and regulation,

taxation and pricing policies, intelligence ande@sh activities to monitor

and identify emerging issues and potential heditieats and patterns and
trends in health status and interventions .... saglorganised population
wide prevention and early detection services.”

Population health — “looks at and acts upon thedn@ange of factors and
conditions that determine health....explicit acknalgement that socio-
economic conditions and the social and physicalirenment are key in

determining people’s health and wellbeing ..... actawross many sectors
such as education and social support are necessary...

Health promotion — “broad range of interventionsl gmograms designed to
promote health and well being. While these may $oon behaviours and

lifestyle and individual change, the approach gmesh further than this....

includes advocacy for change, community developnasmd support, and

acknowledgement of the benefits of working in sgki such as schools and
workplaces and in collaboration across sectorsacknowledges the social,
economic and political context in which people mhtastyle choices.”

The report also discusses the range of measurearthaffective in “promoting well
being and good health and preventing iliness ajuthyihwhich include:

health education

community participation

policy development and co-ordination
taxation and pricing policies
regulation and mandating activities
finance

information and education

research

Thus this report of the OECD provides a much mamgrehensive definition of
prevention than in its System of Health Accountewver, although the report set
out to investigate spend in these areas it waslenakmeasure spend in any of the
five countries looked at, even when focussing dmmnspecific problems such as
alcohol and falls in the elderly. This suggestg tha definition may be too broad to
be practical in measuring spend.

C. “Selecting indicators for the quality of heafitomotion, prevention and primary
care at the health systems level in OECD countfiies”
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This OECD report involved an expert panel develgmnconsensus on a list of 27
indicators of quality. These are not comprehensind do not cover all areas of
health & wellbeing but are pragmatic. They are éfeme not very helpful in defining
prevention work. However, they do raise the isdw# tncluded in any definition
should be:

Health promotion activities that target major rigkctors of disease at a
population level through efforts to change behawviewg. smoking, nutrition,
physical activity, sexual behaviour, etc.

Preventive care such as vaccination, screening medatal care (organised
population-directed services)

Primary health care such as blood pressure chaxksselling re smoking
cessation, etc (services offered to individualspi@vention)

4.2.6 Prevention in relation to broad reviewswélence

Examples of broad reviews of evidence of effectegmnof preventative activities, which
could be helpful in deciding on priority areas fargeting resources for prevention, include:

1. The US Preventive Services Task Fétdeas made recommendations for preventive
services based on the strength of the availabldeace of effectiveness. These include
interventions such as aspirin for primary prevemtawf cardiovascular events, breast
cancer screening, hepatitis B virus infection saireg etc.

2. The Cochrane Collaboration, together with the CalipBollaboration and the NHS
Centre for Reviews and Dissemination have publishddtailed review of evidence from
systematic reviews of research relevant to implémgnthe “wider public” health
agend&’ This includes the evidence of effectiveness iargd number of areas including
programmes that should reduce cancers, coronang Hs@ase and stroke, accidents,
mental health problems and drug and alcohol proklem

4.2.7 Prevention in relation to health care qualit

The OECD Health Care Quality Indicators (HCQI) Bmjis a large scale international
initiative focused on the quality of health caréhe HCQI Project will eventually represent
the largest effort, in terms of number of qualitgicators and number of countries, to assess
international health care quality that has evenhewlertaker?

After extensive data comparability studies, thedatbrs recommended as suitable for use in
an initial HCQI indicator set are:

Breast Cancer Survival

Mammaography Screening

Cervical Cancer Survival

Cervical Cancer Screening

Colorectal Cancer Survival

Incidence of Vaccine Preventable Diseases
Coverage for basic vaccination

Asthma mortality rate

Acute Myocardial Infarction 30-day case fatalityera
Stroke 30-day case fatality rate

Waiting time for femur fracture surgery
Influenza vaccination for adults over 65
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Smoking rates

Of these 13 internationally developed quality imdérs, four relate to preventative
interventions (screening, immunisation), one tocomotes of preventative intervention
coverage (incidence of vaccine preventable disease) one to preventable behaviour
(smoking rates).

4.3 Measures of Preventative Health Spending

When deciding the best measures to apply to pratreathealth spending, the desirable needs
to be balanced against the practical in terms dcitvdata can be reliably collected both now
and in the future. Ideally the data collected #thdne consistent with the agreed definition of
prevention. It should also be possible to breakrdtive data so that spend, as well as need
and outcomes, can be measured in specific areasodfidity or specific programmes of
activity which have been chosen as priorities.

Having agreed a definition of prevention and thesnappropriate methods of data collection,
it is also necessary to decide how the amount spgmtesented, or the units that are to be
used.

4.3.1 Cost Minimisation measures

The White Paper “Our Health, Our Care, Our Say'sus@ ‘cost minimisation’ measures of
preventative health spend — expenditure per capiticexpenditure as a percentage of the total
health spend in the country. The range of posséslinclude:

Measures that are most meaningful to governmergdtirdy systems, for example:
o those used in programme budgetiig order to allow money to be moved
from one programme to another e.g. £s spent dmaiaease area by PCT

0 spend as a percentage of total health spend

Measures that are used internationally and henow ahternational comparisons to
be made, for example:

0 spend as a percentage of Gross Domestic Produd®)GD

0 spend per capita
0 spend as a percentage of total health spend
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4.3.2 Cost Effectiveness measures

Measures that are more useful to the public hemadbnda are cost-effectiveness
measures that relate the spend in a country otitypda the level of morbidity or
mortality in that population. For example it maygertinent to use:

0 expenditure in a PCT or country against the lifpestancy.

0 expenditure in a PCT or country against the padéntears of life lost
(PYLL) before the age of 75 yeats

0 expenditure in a PCT or country against the denpidcacharacteristics,
socioeconomic status or some other measure of hhesiatus of
beneficiarie$?

Measures that are linked to the measures of effawiss which will be chosen for
use in monitoring the changes. These include thaesares listed above if changes in
them are expected as a result of prevention aesviExamples include:

0 spend in relation to life expectancy if improvensent life expectancy are
expected as a result of allocating resources teepten. NB: It is difficult to
attribute changes in life expectancy to spend @vgmntion because changes
will take time to occur. However, it may be possildb claim that in
developed countries of similar socio-economic statshich have had
prevention programmes in place for many yearscthreent life expectancy
may be a reflection of the effectiveness of thasgmammes and of the spend
on those programmes.

0 spend on reducing negative outcomes, for exampled accidents if the
number of road accidents or deaths and morbidiatee to them are going to
be used as outcome measures. The choice of outowasure should be
influenced by the potential for greatest benefit.

It may be appropriate to use some measures nowtanduce others over time. For example:

o when the relevant data becomes available
o when it is decided that certain areas should bergpriority (e.g. after a new
National Service Framework on a particular conditio

It may be that steps are taken in the meantimedare that this is possible at a later date. For
example:

o plans are put into place now to collect in the fetdata relating to cost-utility
(quality of life)

o when a new NSF is drafted it includes plans for iooimg spend and
effectiveness of preventative actions.
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4.3.3 Cost Utility measures

Table 1: A comparison of the QALY with the DALY

0 expenditure in a PCT or country against qualitysatid life years (QALYS)
because this does not exclude the benefits to peaged over 75 years and
takes account of morbidity as well as mortality.wéwer, it is much more
difficult to quantify.

expenditure in a PCT or country against disabiliigljusted life years
(DALYSs). This is also difficult to quantify but haseen calculated for many
countries by the WHO and does, like QALYS, incladleage groups as well
as both morbidity and mortalify.

QALY 26 27

DALY 25 28 29

Full name

Quality-adjusted life years

Disabilityjusted life years

Main use / purpost

The measurement of health ghat
results from healthcare interventions.

A summary measure of the population’s

or the global burden of disease. In ot

ner

words the gap between current health

status and an
everyone lives into old age free
disease and disability.

ideal situation where

of

Components

Combines in a single value the qu
and the quantity of life generated
healthcare interventions.

al@pmbines in a single value the years of

plife lost from premature death and t
years of life lived with disabilities.

he

Unit

One QALY is the equivalent of one ye
of perfect health (e.g. 1 year of perfe
health or 2 years of 50% perfect hea
etc).

aDne DALY is the equivalent of one lo
agtear of healthy life (dying one ye
tearlier than the maximum age expec

or having a 50% disability for 2 years)

St
ar
ted

Who uses it?

Often used in cost effectiveness esuali
interventions e.g. as part of randomis
controlled trials. The results are used
policy makers in deciding whether or n
to fund those interventions e.g. by NIC
in the UK.

Mainly used by the WHO,

other

emfganisations e.g. the World Bank and

besearchers in comparing the dise
dburdens of different countries. Can

ase
be

lEsed to investigate trends in disease

burden. Has also been used by po

icy

makers to compare the deaths and

disability  prevented Dby
interventions, but in the UK the QAL
is usually used for this.

various

Y

How is quality of
life or severity of

disability
calculated
valued?

Several approaches have been use
generate quality of life valuations e
standard gamble, time trade-off and

IWBHO has carried out gener

gpopulation surveys using hypothetigal

Heealth states, visual analogue scales

use of rating scales. An example of
instrument that is commonly used is

eurogol or EQ-5D. Individuals are askgedtates.
whether they have no, some or major

anther techniques. These have been
h® place valuations on different hea

problems with mobility, pain/discomfort, These values have then been applie
self-care, anxiety/depression and usudata from countries on the inciden
activities. An individual's response to the&nd prevalence of a large number
EQ-5D is then used to generate a singlisseases using the ICD 10 code book
value between 0 and 1 for their quality|cénsure that most are covered. T
life, using the utility values obtained folength of time that is spent, on avera
each of the 245 possible states from i each particular health state for ead
random sample of 3000 people in the UKdisease is used to calculate the t¢

number of years lost through disabil

al

and
sed
th

d to
ce
of
to
he
ge,
ich
ntal

ty
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QALY 26 27

DALY 25 28 29

The values are then applied to patie
with a particular condition before ar
after a particular intervention e.g. in

gain in quality, as well as length, of life.

ntsr each disease in each country and

Other adjustments

Figures take into account age at wh
disability and death occurs, givin
different values to years
disability at different ages. A 39
discounting rate is used.

the

agum of these, together with the number
af years of life lost through premature
randomised control trial, to investigate thdeath, is the total burden of disease.

g

lost and

ne
n

Variations Different studies use different ways | @ALYs have been used mainly by t
measuring and valuing quality of life. WHO who use their own valuatig
system and methodology for all
countries and diseases.
Advantages Can be used to compare the |cGstld be used to compare the burden of

effectiveness of interventions to makdisease and trends in this in order

policy decisions.

investigate the need for and possil

to
ly,

over time, the effectiveness of
prevention measures / spending.
Disadvantages /o Lack of sensitivity when comparingo Need to expand and improve the list
criticisms that the efficacy of two simila of diseases included.
have been made interventions. 0 Need to improve and validate the
o For chronic diseases where qualityjof method to measure time lived with
life is a major issue QALYs are less disabilities of different severities
useful and disease-specific measyres Need to adjust for co-morbidities
of quality of life tend to be used. 0 Need for more accurate monitoring
o Preventive measures where the health systems re causes of disability
outcome may not occur for severad Need for projection methods to
years may be difficult to quantify incorporate trends e.g. in smoking
using QALYs because the importance Much data not readily available
attached to each of the healtb Expensive and complicated
dimensions is highly dependent po Discriminates against the elderly
age, life context and lifeo Value choices used are not
responsibilities. universally accepted
o Inadequate weight attached ([to Health interventions alone are not
emotional and mental health capable of raising the life
problems. expectancy to the maximum
o Lack of consideration of the qualityo Does not reflect individuals
of life of carers and family. differential abilities to cope with
0 If used on a population basis it may their functional limitations
not be accurate enough because ofiftbe ?  Concentrates on  physical
large number of assumptions anhd disabilities
estimates involved (see undeo Lack of consideration of the quality
disadvantages of DALYS). of life of carers and family
NB: Many of these problems would
also apply to QALYs if they were used
to measure the burden of disease.
Can they be No instances of QALYs being used tblas been used to compare the cost-
interchanged? measure the total burden of disease ine#fectiveness of interventions but in the

country were found but potentially, if th
incidence of diseases and the length
time lived in each disease state are kng
(as used for calculating DALYS), th
quality adjusted life years lived in th

dJK economists and policy makers te
tf prefer the QALY.

wn

ePotentially could be recalculated
aneasure the quality adjusted life ye

nd

to
alr's

country per 1000 births could K

dived in a country, rather than those Igst,
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QALY 26 27 DALY 25 28 29

calculated. However, the values given| feer 1000 births.
different disease states in the DALY
calculations may not be the equivalent to
those used in QALY calculations and may
not be representative of the values| of
British or European people. Also sge
other disadvantages / criticisms above.

In summary, the QALY and DALY have been developeddifferent purposes. The QALY
is used more frequently, and therefore better wgtded, by policy makers in the UK. For that
reason it may be the better measure to use. Itdvewrk well for comparing possible
interventions and prioritising them according teitftost effectiveness.

However, to use QALYs to measure the total burdiedisease and changes in the burden
following increased preventative spending, woulguiee considerable work, although much
of the data and methods could be borrowed from{h#OD methodology and WHO databases
that have been used for calculating DALYs. Spetiadvice regarding this, its feasibility
and potential pitfalls, would need to be soughtvduld be a considerable undertaking, with
many assumptions and estimates that may make $ignaecurate. Furthermore values used
in calculating DALYs may not reflect the values dise calculating QALYs (e.g. less
emphasis on mental health). Other criticisms diesdrin Table 1 may also apply.
Alternatively, QALYs could be used for prioritisingterventions and DALYs for comparing
the burden of disease and spend in different cmsntr keeping to the roles that they were
originally developed for.

4.4 Outcome measures

It is essential to have outcome measures that eamdnitored alongside expenditure to
ensure that resources are channelled appropria®eBventative health expenditure, and
outcome measures used to monitor effectiveness|d&ho

a) target areas for which there is good evidence ghesentative measures are
effective and cost effective

b) target areas where there is particularly high néed high morbidity/
mortality in that disease area in that population

The targeting of resources and the outcome meassgess may also change as the priorities
and evidence-base change.

4.4.1 Timescale and Outcomes

0 Long term outcome measures — such as cost-effeetbge measures: life
expectancy and potential years of life lost (PYldefore age 75 or cost-utility
measures: quality-adjusted life years (QALYs),atdity adjusted life years
(DALYs). However these will take a long time to dge in response to changes
in prevention activity and may change due to matmewofactors. Hence it would
be difficult to attribute any changes to preventamtivities. These measures may
be more useful as measures of need, to ensuredbatirces are targeted at
populations / conditions with the greatest morlidit health need. However, as
discussed above, it may be possible to claim thatléveloped countries of
similar socio-economic status which have had preeemprogrammes in place
for many years, the current life expectancy may éereflection of the
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effectiveness of those programmes and of the spertose programmes. In turn
changes in spend may then be reflected by futuamgds in life expectancy,
DALYs, PYLL, etc.

0 Shorter term, more specific, outcome measures k ascnumbers of smokers,
numbers of deaths from road traffic accidents, €@ actual measures chosen
may reflect priority areas and changes would indi@ehether resources that are
put into interventions (e.g. smoking cessationvits, road calming) are having
the desired effect or not.

0 Process measures — where data on outcome measeiest aeadily available or
there is likely to be a long lag period betweereimgntion and changes in
outcome, process measures could be used to givéendacation of likely
effectiveness of interventions, although they aot ileal. For example the
number of people that participate in screeningranunisation programmes may
be used at first, before data becomes availablehamges in incidence of the
conditions that are being targeted.

4.4.2 Proposed Outcome Measures

Potential outcome measures / indicators of effectdss have already been developed by
various groups and it would make sense to use tesestarting point by choosing the most
pertinent, refining them and developing more ag@mate over time. This would mean that
gradually the measures cover the definition of préion more completely. It may be that
steps are taken now to ensure that this is possilthe future, such as starting to develop the
tools for collecting relevant data that are cuigenot available.

Examples of indicators of effectiveness of prewantiactiviies proposed by other
organisations:

1. The National Centre for Health Outcomes Developnif@HOD) designs and develops
measures of health outcome using routinely avalaita. Many outcome indicators are
published regularly at PCT and Local Authority leklg NCHOD® They are constantly
being refined and added to. A selection of thesgchvrelate to prevention, might be very
useful for monitoring prevention activities. Examplcould include:

Life expectancy

Limiting long-term illness

Cigarette smoking

Incidence of lung cancer

Incidence of other potentially preventable canseish as cervical cancer
Mortality from land transport accidents

Oral health in children: decayed teeth

There are many other indicators produced at NCHHD ¢ould be chosen and a debate
would be needed as to:

whether more specific or broader measures are oh@sg. life expectancy or
limiting long term illness versus incidence or dsarom specific conditions)
whether process or outcome measures are chosenc{gagette smoking or
incidence of lung cancer)

which measures are most closely linked to prevanti® opposed to measuring
the outcomes of both prevention programmes andntesd programmes (e.g.
mortality versus incidence of lung cancer).
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2. Quality and Outcomes Framework (QOF) data usedimagpy care in the UK includes
measures that could be used as outcome and prowsssures to monitor prevention
activities. For example data is collected and @iigld annually at practice and PCT level
regarding smoking, blood pressure control, weigt, The data collected is regularly
refined and changed so as to cover priority aresttéet It includes many specific
measures but not broader measures such as ovasdityqof life or life expectancy.
Examples include:

The percentage of smokers with hypertension, désbetsthma or COPD where
there is a record that smoking cessation advice been offered (process
measures)

Many are process measures and the outcome measaceded, such as the percentage
of diabetics and hypertensive patients with goodtrod, probably reflect the
effectiveness of treatment rather than of preverdictivities.

3. The OECD report ‘Investment in Public Health inefi@ECD Countries® came up with
two very different outcome measures. It lookedngrovements in health outcomes in
OECD countries based on:

a) life expectancy
b) PYLL before age 75 years (see above)

Both these are better than process measures, gsattempt to capture outcome.
However, as discussed above, there will be a ceraite time lag between preventative
activities and changes in these measures andhas déterminants of health will also
have changed over that time, it will be difficult attribute the change to any specific
preventative activity. These measures may be besied as measures of health need in
populations, with more specific measures being tsedonitor outcomes.

4. Another OECD grould used a consensus approach and an internationattepanel
(many of whom had already done work on this inrtlegin country) to develop a set of
27 indicators for the quality of health promotigrevention and primary care at the
health systems level in OECD countries. They attethpo capture the core components
of care regardless of who provides it in each ocgurome areas of activity are better
covered than others and it was acknowledged thahrfurther work is required to cover
the gaps, including collection of comparable datallow this.

Their chosen indicators were as follows:

Health promotion: Obesity prevalence
Physical activity
Smoking rate
Diabetes prevalence
Gonorrhoea/Chlamydia rates
Abortion rates

Preventive Care: Blood typing and antibody scregffor prenatal patients
HIV screen for prenatal patients
Bacteriuria screen fro prenatal patients
Immunisable conditions
Low birth weight rate
Adolescent immunisation
Anaemia screening for pregnant women
Cervical gonorrhoea screening for pregnant wome
Hepatitis B screen fro pregnant women
Hepatitis B documentation in record at timelelivery
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Hepatitis B immunisation for high risk groups
Influenza vaccination for high risk groups
Pneumococcal vaccination for high risk groups

Diagnosis and Treatment: Congestive heart faileaglmission rate

Primary Care First visit in first trimester
Smoking cessation counselling for asthmatics
Blood pressure measurements
Re-measurement of blood pressure for those hviggh BP
Initial laboratory investigations for those whypertension
Hospitalisation for those with ambulatory care #éres
conditions

Whilst not covering all areas of health preventithiese indicators are useful because:

they are very specific

they are practical because most of the data ia@jrbeing collected

they include both outcome and process measures

they have been agreed by an international panesa®@ECD countries
other indicators could be added to these and theye refined over time

4.5 International Systems of Health Accounts

4.5.1 OECD System of Health Accounts

The OECD System of Health Accounts is an intermatly agreed framework of concepts,
definitions and classifications drawn up by the @E@nd supported by the World Health
Organisation, the World Bank and the European Casiom. It provides a standard
framework for producing a set of comprehensive s@tant and internationally comparable
accounts to meet the needs of public and privatimsbealth analysts and policy makers.

The OECD system is specifically focused on headtle service activities and is defined as:

“Activities of health care in a country comprisé® tsum of activities performed either by
institutions or individuals pursuing, through thpphlcation of medical, paramedical, and
nursing knowledge and technology, the goals of:

» promoting health and preventing disease;

« curing illness and reducing premature mortality;

« caring for persons affected by chronic illnes®wéquire nursing care;

« caring for persons with health-related impairmetisability, and handicaps who
require nursing care;

« providing and administering public health;

« providing and administering health programmesjtheénsurance and other funding
arrangements.”

The System of Health Accounts includes all spendiggthe healthcare system - but not
spending outside that system, so would not incladker social care, or health-related
spending by other parts of government (whethemothe aim is safety and health). It covers
the 'personal medical' and 'non-personal healtficess' areas but action by other government
departments to improve health would be classechaalth-related” expenditure and would
not be in each country’s measure of preventive @rlic health spending. The System of
Health Accounts definition is also about organigedblic programmes of spending - so it
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would not include individuals' own over-the-counspending on such things as vitamins or
condoms.

This has been illustrated by the World Health Orggtion as shown in Figure 3:

Fig 3. Boundaries of the health system

Source: World Health Organisation

The System of Health Accounts comprises a set tdrriglated tables describing health
systems from various perspectives and answeringgkegtions such as how much is being
spent on healthcare activities? What kinds of éw are provided? Who provides them?
Various countries have conducted pilot implemeatetiand have submitted initial figures but
most acknowledge that there is more work to dordeoto improve the comparability of the

data.

The OECD System of Health Accounts allocates hesgdénding in each country to a number
of Functional Classifications. These are showm@Table 2:
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Table 2: Functional Classifications used in OECD Sstem of Health Accounts

ICHA Code

3 Diqit Code

4 Diait Code

Functions of health cs

HC. 1

Services of Curative Cari

Inpatient curative ca

Day cases of curative ci

Outpatient curative ca

Basic medical and diagnostic servi

Outpatient dental car

All other specialised healthce

T IT|IT|T
olelel@]

ol Ll

All other outpatient curative ca

Services of curative home ¢

HC. 2

Services of rehabilitative cart

Inpatient rehabilitative ca

Daycases habilitative car

Outpatient rehabilitative ce

Services of rehabilitative home ¢

HC. 3

Services of long term nursinag car

Inpatient long term nursing c:

Daycase long term nursing ¢

) (NY [l

Lona term nrsing care: home ce

HC.4

Ancillary services to healthcart

Clinical laborator

Diagnostic Imaain

Patient transport and emergency re

All other miscellaneous ancillary servic

HC.5

Medical Goods Dispensd to Outpatients

Pharmaceuticals and other medical non dur.

Prescribed medicint

Over the counter medicir

ZCN NN PIEN

Other medical non durabl

HC 5.2

Therapeutic appliances and other medi

Glasses and other visionary prodt

Orthopaedic appliances and other prosthe

Hearing aid:

Medicc-technical devices, includir

NN ININ N =

AN [rana]

olelolel el elel@)
grljignongrar 0101101

All other miscellaneous medical durak

HC. 6

Prevention anc public health service:

Maternal and child health; family planning &

School health servic

Prevention of communicable disee

Prevention of nc-communicable diseas

Occupational healthce

I T|T(IT|T|T

All other miscellaneous public health servi

HC.7

Health administration and health insurance

ol eleololelele
N 990000
AT N |IFD N I

T

General government administration of he

General government administration of hee

Administration, operation and support activiti

HC 7.2

Health administration and insurance: pri\

Health administration and health insuranc

I [T|T
NN NN

Health administration and health insuran

Source: OECD System of Health

> 00 OO0
N =
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C
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Within the Functional Classifications, HC.6. Puliiealth and Prevention is concerned with
preventative healthcare and comprises the followirgub categories:

HC. 6.1 Maternal and child health; family planniagd counselling

This sub category includes a wide range of he@thices including family planning, school
child health, genetic counselling, prevention aé@fc congenital anomalies, new born baby
healthcare and vaccinations.

HC. 6.2 School health services

This sub category includes a wide variety of s@wiof health education and screening that
are provided within schools e.g. smoking, alcomul aubstance misuse interventions. Where
basic medical services are part of the school hhgathgramme these should be included in
this sub category.

HC 6.3 Prevention of communicable diseases

This sub category includes the compulsory reportimgl notification of communicable
diseases, epidemiological enquiries and the sargemnmunisation and vaccination of high
risk groups. This encompasses such things agetimtrace possible contacts and origin of
disease; prevention of tuberculosis and tubercailcsntrol (including systematic screening of
high risk groups); and immunisation/vaccinationgsesnmes (compulsory and voluntary).

HC 6.4 Prevention of non-communicable diseases

This sub category includes a broad range of hgmttjrammes of health education, disease
prevention, promotion of healthy living conditioard lifestyles. For example interventions
against smoking, alcohol and substance misuseyitati of community workers, self help
groups, general health education and health promatampaigns. This excludes public
health environmental surveillance and public infation on environmental conditions.

HC 6.5 Occupational Healthcare

Occupational health care comprises a wide variétyealth services such as surveillance of
employee health (routine medical check-ups) andaffeutic care (including emergency
health care services) on or off-business premigsdufling government and non-profit
institutions serving households). This excludeswdner, remuneration-in-kind of health
services and goods that constitute household afitiaghiconsumption rather than intermediate
consumption of business.

HC 6.9 All other miscellaneous public health seggic

This sub category includes a diverse mix of pub&alth services including the operation and
administration of blood and organ banks, publidtheanvironmental surveillance and public
information on environmental conditions.

4.5.2 WHO National Health Accounts

The WHO National Health Account system adapts tternational classification of Health
Accounts published in “A System of Health Accourtty’the OECD, but provides flexibility
to include classifications suited to low and midoileome countries.

For the purposes of WHO National Health Accourlits,lioundary is set as follows:

“National health expenditure encompasses all expaed for activities whose primary
purpose is to restore, improve and maintain hdaltthe nation and for individuals during a
defined period of time. This definition applies aedless of the type of the institution or entity
providing or paying for the health activit).
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The WHO Guide to producing national health accotatsa greater focus than the OECD
system on classifications of prevention and puidialth. These classifications are presented
in Annex C.

4.5.3 US Health Accounts

The National Association of State Budget Officers (NA®BIn the US publishes an annual
report that examines spending in the functionakhsiref state budgets: elementary and
secondary education, higher education, public taswie, Medicaid, corrections,
transportation, and all other. It also includesadan the State Children’s Health Insurance
Program and on revenue sources in state genedd.fun

Using information from NASBO, the United Health Falation, the American Public Health
Association and Partnership for Prevention publiimerica’s Health Rankings (
http://www.unitedhealthfoundation.org/ahr2006.htinl  This includes measures of State
public health expenditure based upon three categas defined by the National Association
of State Budget Officers:

Direct Public Health Care Servicetncludes local health clinics, Ryan White AIDSaBt
expenditures, and American Indian health. Expenetumay include funds spent on
pharmaceutical assistance for the elderly, childhiommunization, chronic disease hospitals
and programs, hearing aid assistance, adult day foarpersons with Alzheimer’s disease,
health grants, services for medically handicapgeliiren, the Women, Infant, and Children
(WIC) program, pregnancy outreach and counsellicigronic renal disease treatment
programs, AIDS testing, breast and cervical casceeening, tuberculosis (TB) programs,
emergency health services, adult genetics progaatiphenylketonuria (PKU) testing.

Community-Based Services Health Expenditugtate funds spent on health services
provided in a community setting. Examples includbabilitation services, alcohol and drug
abuse treatment, mental health community servidegelopmental disabilities community
services, and vocational rehabilitation servicdgeske expenditures do not include funds spent
on services eligible for Medicaid reimbursementjclibare reported under Medicaid.

Population Health Expendituresncludes programs such as AIDS and other STDrobnt
screening, outreach, and monitoring, including dakection and registries, immunization,
including the cost of vaccine and infrastructuréypmfectious disease control, including
analysis and monitoring, emerging infections, midotogy lab services, food and lodging
licensing and inspection, food safety and inspectifish consumption advisory, pest
eradication (such as rats, roaches, and mosquied)veterinary diseases affecting the food
chain, such as mad cow disease.
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4.6 UK Health Accounts

The Office for National Statistics (ONS) compilduketfirst set of experimental UK Health
Accounts based on OECD definitions and publishedntton 2% February 2003. The data
related to the year 1999/00 and have been inclidguliblished OECD Health Data since
2004.

This work formed part of a long standing ONS workgramme to supplement the statutory
National Accounts with more detailed informatioratthwould be useful to government
analysts and policy makers.

The work to generate the UK Health Accounts in amea consistent with the OECD System
of Health Accounts was undertaken by a small teathinvthe ONS supported by a Project
Board with membership from the ONS, all UK healthménistrations, Her Majesty’s
Treasury and academia.

The first stage of the work was to generate amedé of the total expenditure on healthcare
for the UK as set out in the OECD definitions. Texond stage was to allocate this total
across the different functional classifications.

4.7 National Programmes

4.7.1 Programme Budget Project

The Department of Health (DH) collects Programmedd®tiing data to give a greater
understanding of how NHS resources are being ustEde National Programme Budget
Project started in 2002 following a request by 8eeretary of State for Health who wanted
financial information to be collected that iderddi all PCT expenditure, including primary
care services, to programmes of care based upoitahednditions. Around the same time,
the DH also made a commitment to the National AQdiice, and Her Majesty’s Treasury to
provide a more meaningful analysis of expendituiteiwthe statutory accounts.

The principle is that a range of stakeholders canpitovided with valuable comparative
information that, using a consistent framework:

Identifies where resources are currently investgdfer monitoring expenditure
against National Service Frameworks

Assists in evaluating the efficacy of the curreattgrn of resource deployment

Strengthens the process for identifying the mostcafe way of investing in
services for the future, so that allocation of mewources or shifts in resources
can be judged on their relative contribution tocsfieobjectives

Twenty of the programmes of care e.g. the PrograrBomget Categories are defined by
reference to the International Classification o$é&2ises Version 10 codes (ICD10) at the four
digit level. Three additional categories were abittecover areas of expenditure not covered
within the first twenty. These additional thre¢egories are Healthy Individuals, Social Care
Needs and Other (General Medical Services). Inftingre the intention is to continue to
refine and develop the Programme Budget Categaridgprocesses, so that this information
is increasingly informed by direct clinical codingformation. The intention is that
Programme Budgeting will converge with the existiigalthcare Framework of Healthcare
Resource Groups and Health Benefit Groups.
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This data collection is undertaken by mapping mflemditure, including that on primary care
services, to the 23 defined programmes of care riiédical conditions are categorised based
on ICD 10 diagnostic coding and for admitted pdtiesre data are assigned a programme
budgeting category by a software grouper (the Heate Resource Grouper that is used in
the calculation of the National Tariff). This meathat the allocation of Programme
budgeting categories is done in a consistent weysadhe NHS.

To date Programme Budget data has been collectatiddinancial years 2003/04, 2004/05
and 2005/06 for all PCTs in England detailing hdwit total expenditure was deployed
across 23 “Programme Budget Categories”.

The 23 Programme Budgeting categories are sendtdtile 3

Table 3: Programme Budget Categories

1 Infectious Diseases All diseases caused by infectious organisms, (etety Tuberculosis anfl
sexually transmitted disease)
2 Cancer & Tumours All cancers and tumours, malignant and benign(iticlg those with
suspected or at risk of developing cancer)
Blood Disorders Disorders of the blood or blood forming systems
4 Endocrine, Nutritional and
Metabolic Problems Disorders of internal metabolism and its regulation
5 Mental Health Problems Problems of mental health (including patients withheimer's syndrome)
6 Learning Disability Problems | Patients where the primary issue is the probletearhing disability
7 Neurological System Problems| Problems relating to the neurological system
8 Eye/Vision Problems Problems relating to the eye and vision
9 Hearing Problems Problems relating to the ear and hearing and balanc
10 | Circulation Problems Problems relating to the heart, and the circulatémlood in the centra
and peripheral vessels
11 | Respiratory System Problems | Problems of respiration, (including tuberculosis aleep apnoea)
12 | Dental Problems Problems due to the teeth, (including preventivecks and communit
surveys)
13 | Gastro Intestinal System
Problems Problems of gastro intestinal system
14 | Skin Problems Problems of the skin
15 | Musculo Skeletal System
Problems Problems of the musculo skeletal system (excluttagma)
16 | Trauma & Injuries Problems due to trauma, and injuries (includingisyr
17 | Genito Urinary System Disorders of the genito urinary system (except foose relating ta
Disorders infertility)
18 | Maternity & Reproductive
Health Maternity and problems associated with reproduction
19 | Neonate Problems Conditions of babies in the neonatal period
20 | Poisoning Poisoning, toxic effects and other adverse evemlksther accidental of
deliberate
21 | Healthy Individuals Individuals who have no current problems but whe &mvolved in
programmes for prevention of iliness and promotibgood health
22 | Social Care Needs Problems related to life-management difficulty gmablems related to

care provider dependency
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23 | Other Other Areas of Spend/Conditions:

23a - General Medical Services/Personal Med@ealices

23b - Strategic Health Authorities (including WorkforcBevelopment]
Confederation)

23x - Miscellaneous (including Departmental Pamgmes)

Source: Programme Budgeting User Manual

Table 3 shows that Programme Budgeting CategoryHg&hlthy Individuals’ relates to
spending on preventative healthcare and is defamedIndividuals who have no current
problems but who are involved in programmes forgierention of illness and the promotion
of good health”.

Programme Budgeting returns are generated by oheii PCTs and checked by the
appropriate Strategic Health Authority before bdimgvarded to the DH. In order to generate
a figure for each programme budget category, PCawe ho add together the various
component parts: hospital expenditure, communityeexliture, GP prescribing, etc. This
local detail is available for use in local commissng but is not reported to the DH or held
by Strategic Health Authorities.

For elements of PCT/Strategic Health Authority exgpure not covered by clinical coding,
there is national guidance in the NHS Financial Mdmelating to allocation of expenditure
to Programme Budgeting categories. For PCTs tldaguoe covers the following areas:

Primary Healthcare Purchased

o0 General/Personal Medical Services (Programme Budgttgory 23a Other)
0 Prescribing Costs (split across 23 PBCs based awahnreport from
Prescription Prescribing Authority)

Pharmaceutical Services (split across 23 PBCs baisethnual report from
Prescription Prescribing Authority)

General Dental Services (PBC 12)

General Ophthalmic Services (PBC 8)

Personal Dental Services (PBC 12)

Local Pharmaceutical Services Pilots (split ac$BCs based on annual
report from Prescription Prescribing Authority)

Balance of primary healthcare purchased shouldlbeased/apportioned on
the basis of local records. If such records doem@dt or are incomplete then
expenditure should be apportioned in accordance thié 99% rule. This
rule states that unallocated expenditure shouldgp®rtioned across the 23
Programme Budget Categories in proportion to ajreaallocated
expenditure.

Oo0oOo0o (@]

o

Purchase of Secondary Healthcare

o Commissioned services (PCT leads for each SLA tmest that relevant
trusts are providing the admitted and non-admipigitent care reports)
0 Specialist providers (Map to PBC based on localkadge)
0 Social Care from Independent Providers (PBC 22)
0 Intermediate Care and Home Support Services (Ttegnmediate or home
support supplier should be able to more detailagratistic data)
o0 Balance of Purchase of Secondary Care Services
Services delivered through PCTs own provider fumct{allocate
based on apportionment reports for admitted and-aalnitted
patient care provided to PCTs annually by theiviserproviders as
part of the annual accounts process)
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Services excluded from Reference Costs (Nationaleehing
Programme maps to PBC 21, External Aids and Apparmaps to
PBC 23, Wheelchairs maps to PBC 23, Parent crgisit@PBC 22)
Ambulance Trusts (are required to provide non-#ohi patient
care information to PCTs with whom they have SLAS)

NHS Direct expenditure should be allocated/appoeitb using the
99% rule

Non-NHS providers should be allocated based onl la@ords or

the 99% rule

All Other Expenditure

o All other expenditure should be allocated/apposibon the basis of local
records or in line with the 99% rule where thisicg possible. PCTs should
note:

Continuing Care expenditure should normally becaited to PBC

23
Free Nursing Care should normally be allocatedBG R2

Tables 4, 5 and 6 below show the ICD 10 main diatioa@odes used to allocate inpatient/
daycase activity to the Healthy Individuals PrognsenBudgeting Category for the sub
categories 21A Healthy Individuals: NSF Preventitmogramme, 21B Healthy Individuals

NSF Mental Health Programme and 21C Healthy Indiaid: Other.
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Table 4: ICD 10 Main Diagnoses Codes used in PBC 2Healthy Individuals NSF
Prevention Programme

ICD10 Code ICD Text - Primary Diagnosis

E65X Localized adiposity

E660 Obesity due to excess calories
E661 Drug-induced obesity

E662 Extreme obesity with alveolar hypoventilation
E668 Other obesity

E669 "Obesity

E780 Pure hypercholesterolaemia

E781 Pure hyperglyceridaemia

E782 Mixed hyperlipidaemia

E783 Hyperchylomicronaemia

E784 Other hyperlipidaemia

E785 "Hyperlipidaemia

E786 Lipoprotein deficiency

E788 Other disorders of lipoprotein metabolism
E789 "Disorder of lipoprotein metabolism
7723 Lack of physical exercise

2724 Inappropriate diet and eating habits
2725 High-risk sexual behaviour

7728 Other problems related to lifestyle
2729 "Problem related to lifestyle

Source: Programme Budgeting “Healthy IndividualsieBng Note Sept 2006
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Table 5: ICD 10 Main Diagnoses Codes used in PBC BHealthy Individuals NSF
Mental Health Programme

ICD10 Code ICD Text - Primary Diagnosis

7590 Homelessness

7591 Inadequate housing

7592 "Discord with neighbours

7593 Problems related to living in residential institution

7594 Lack of adequate food

7595 Extreme poverty

7596 Low income

7597 Insufficient social insurance and welfare support

7598 Other problems related to housing and economic circumstances
7599 Problem related to housing and economic circumstances unspec
7600 Problems of adjustment to life-cycle transitions

7601 Atypical parenting situation

7602 Living alone

Z603 Acculturation difficulty

7604 Social exclusion and rejection

7605 Target of perceived adverse discrimination and persecution
7608 Other problems related to social environment

7609 "Problem related to social environment

Z610 Loss of love relationship in childhood

7611 Removal from home in childhood

7612 Altered pattern of family relationships in childhood

7613 Events resulting in loss of self-esteem in childhood

7614 Probs rel alleged sex abuse child by person in prim sup grp
7615 Probs rel alleged sex abuse child by person out prim sup grp
7616 Problems related to alleged physical abuse of child

7617 Personal frightening experience in childhood

7618 Other negative life events in childhood

7619 "Negative life event in childhood

7620 Inadequate parental supervision and control

7621 Parental overprotection

7622 Institutional upbringing

7623 Hostility towards and scapegoating of child

7624 Emotional neglect of child

7625 Other problems related to neglect in upbringing

7626 Inappropriate parental press oth abn qualities of upbringing
7628 Other specified problems related to upbringing

7629 "Problem related to upbringing

Z630 Problems in relationship with spouse or partner

7631 Problems in relationship with parents and in-laws

7632 Inadequate family support

7633 Absence of family member

7634 Disappearance and death of family member

7635 Disruption of family by separation and divorce

7636 Dependent relative needing care at home

2637 Other stressful life events affecting family and household
7638 Other specified problems related to primary support group
7639 "Problem related to primary support group

7640 Problems related to unwanted pregnancy

7641 Problems related to multiparity

7642 Seek'g & accep'g phy nut /chem intervent knwn hazard/harmful
7643 Seek and accept behav and psychol known hazard and harmful
7644 Discord with counsellors

7650 Convict in civil and criminal proceeds without imprisonment
Z651 Imprisonment and other incarceration

7652 Problems related to release from prison

7653 Problems related to other legal circumstances

7654 Victim of crime and terrorism

7655 "Exposure to disaster

7658 Other specif problems related to psychosocial circumstances
Z659 Problem related to unspecified psychosocial circumstances
Z700 Counselling related to sexual attitude

Z701 Counselling related to patient's sex behav and orientation
Z702 Counselling rel to sex behav and orientation of third party
Z703 Counsel rel to comb concerns reg sex attit/behav/orientation
Z708 Other sex counselling

Z709 "Sex counselling

7726 Gambling and betting

Z730 Burn-out

Z731 Accentuation of personality traits

7732 Lack of relaxation and leisure

Z733 "Stress

Source: Programme Budgeting “Healthy Individualsieing Note Sept 2006
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Table 6: ICD 10 Main Diagnoses Codes used in PBC @Healthy Individuals: Other

ICD10 Code ICD Text - Primary Diagnosis

Z000 General medical examination

Z001 Routine child health examination

Z002 Examination for period of rapid growth in childhood

Z003 Examination for adolescent development state

Z004 "General psychiatric examination

Z005 Examination of potential donor of organ and tissue

Z006 Exam normal comparison and control in clin research program
Z008 Other general examinations

Z010 Examination of eyes and vision

Z011 Examination of ears and hearing

Z012 Dental examination

Z013 Examination of blood pressure

Z014 Gynaecological examination (general)(routine)

Z015 Diagnostic skin and sensitization tests

Z016 "Radiological examination

Z017 Laboratory examination

Z018 Other specified special examinations

Z019 "Special examination

Z020 Examination for admission to educational institution

2021 Pre-employment examination

7022 Examination for admission to residential institutions

Z023 Examination for recruitment to armed forces

7024 Examination for driving licence

7025 Examination for participation in sport

7026 Examination for insurance purposes

Z027 Issue of medical certificate

2028 Other examinations for administrative purposes

Z029 "Examination for administrative purposes

Z038 Observation for other suspected diseases and conditions
Z039 "Observation for suspected disease or condition

Z040 Blood-alcohol and blood-drug test

2048 Examination and observation for other specified reasons
2049 Examination and observation for unspecified reason

Z100 Occupational health examination

7101 Routine gen health check-up of inhabitants of institutions
7102 Routine general health check-up of armed forces

7103 Routine general health check-up of sports teams

2108 Routine gen health check-up of other defined subpopulations
2134 Spec screen exam certain development disorders in childhood
2137 Sp screening exam for conj malfs deform'ns & chromos'l abn's
7138 Special screening exam for oth spec diseases and disorders
Z139 "Special screening examination

7230 Need for immunization against cholera alone

Z231 Need for immuniz against typhoid-paratyphoid alone [TAB]
2232 Need for immunization against tuberculosis [BCG]

Source: Programme Budgeting “Healthy Individualsieing Note Sept 2006
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Table 6 CONTINUED: ICD 10 Main Diagnoses Codes useitt PBC 21C Healthy
Individuals: Other

ICD 10 Code ICT Text - Primary Diagnosis

Z233 Need for immunization against plague

Z234 Need for immunization against tularaemia

Z235 Need for immunization against tetanus alone

7236 Need for immunization against diphtheria alone

7237 Need for immunization against pertussis alone

7238 Need for immunization against other single bacterial dis
Z240 Need for immunization against poliomyelitis

z241 Need for immunization against arthropod-borne viral enceph
7242 Need for immunization against rabies

7243 Need for immunization against yellow fever

7244 Need for immunization against measles alone

7245 Need for immunization against rubella alone

7246 Need for immunization against viral hepatitis

Z250 Need for immunization against mumps alone

Z251 Need for immunization against influenza

7258 Need for immunization against oth spec single viral dis

Z260 Need for immunization against leishmaniasis

7268 Need for immunization against other spec single infect dis
7269 Need for immunization against unspecified infectious disease
Z270 Need for immuniz against cholera with typhoid-paratyphoid
Z271 Need immuniz against diphtheria-tetanus-pertussis comb [DTP]
2272 Need immuniz diphth-tetanus-pertussis with typhoid-paratyph
Z273 Need immuniz against diphth-tetanus-pertussis with polio
Z274 Need for immunization against measles-mumps-rubella [MMR]
7278 Need for immunization against other combs of infectious dis
Z279 Need for immunization against unspec combs of infectious dis
7280 Immunization not carried out because of contraindication
z281 Immun not carried out pat dec for reasons of belief/gp press
7282 Immun not carried out patient's dec for oth unspec reasons
7288 Immunization not carried out for other reasons

Z289 Immunization not carried out for unspecified reason

Z290 Isolation

Z291 Prophylactic immunotherapy

7292 Other prophylactic chemotherapy

7298 Other specified prophylactic measures

Z299 "Prophylactic measure

Z408 Other prophylactic surgery

Z409 "Prophylactic surgery

7418 Oth procedures for purposes oth than remedying health state
Z419 Proc for purposes other than remedying health state

Z520 Blood donor

Z521 Skin donor

7522 Bone donor

7523 Bone marrow donor

7524 Kidney donor

7525 Cornea donor

7526 Liver donor

7527 Heart donor

7528 Donor of other organs and tissues

7529 Donor of unspecified organ or tissue

Z710 Person consulting on behalf of another person

Z711 Person with feared complaint in whom no diagnosis is made
Z712 Person consulting for explanation of investigation findings
Z761 Health supervision and care of foundling

7762 Health supervision and care other healthy infant and child
Z763 Healthy person accompanying sick person

7764 Other boarder in health-care facility

Source: Programme Budgeting “Healthy IndividualsieBng Note Sept 2006
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The National Centre for Health Outcomes Developn{di@HOD) is currently developing
outcome measures for each of the 23 Programme Boddeategories. This work has two
phases, the first being to map existing data froemRICHOD Compendium of Clinical and
Health Indicators to each of the Programme Budgetategories and the second is to develop
some customised indicators at new PCT level baseHanlth Survey for England data or
QOF data for example.

Published for NHS users only, the analysis linkirggramme Expenditure and clinical and
health indicators has been undertaken jointly by &l the National Centre for Health
Outcomes Development (NCHOD) at the London Schoslygiene and Tropical Medicine.

The clinical and health data used are mostly ttaasglable in theCompendium of Clinical
and Health Indicator®n the NHSnet version of tiénowledge Baseebsite, plus some new
analyses undertaken specifically for this purpose.

Although ‘Healthy Individuals’ was not one of thept6 (in terms of expenditure) analyses
launched in July 2006, indicators are availablehim Compendium for this category which

will be made available in interactive atlas forrorajside programme budgeting expenditure
in the near future.

Table 7 below provides a list of indicators in tbempendium, available for inclusion in any
analysis linking Healthy Individuals expenditurehtealth indicators.
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Table 7: Available Health Indicators for Programme21 — Healthy Individuals

Effectiveness /

Effectiveness /

Effectiveness /

Effectiveness /

Effectiveness / Health

Health gain — Health gain — Health gain — Health gain — | gain — level of survival
level of risk to level of unwanted measurable
health morbidity outcomes / health / quality
adverse clinical | of life benefits
events other than from a
death patient’s
perspective
Index of Acute sickness Emergency Economic Life expectancy
Multiple readmission : position of
Deprivation Adults on children residents Mortality: all causes
prescribed
ONS Area medicine Emergency Inability to Case fatality: peri-
Classification readmissions: work due to operative
Self-assessed adults permanent
general health sickness Mortality: conditions

Smoking
Serum

creatinine level

Alcohol
consumption

Obesity
Fat

consumption

Fruit and
vegetable
consumption

General Health
Questionnaire
GHQ12 score

Limiting long
term illness

Limiting long
standing iliness

Standard of
health in
preceding 12
months

Emergency
admission: all

Emergency
readmission :
older people

Health of
providers of
unpaid care

Emergency

admission: acutg

conditions
usually
managed in
primary care

Emergency
admission:
chronic
conditions
usually
managed in
primary care

L

Self assessed
general health

amenable to surgery

Mortality: potentially
avoidable causes
excluding ischaemic
heart disease

Mortality: potentially
avoidable causes
including ischaemic
heart disease

Case fatality: all
conditions except
cancer

Source: Programme Budgeting Healthy Individualefing Note, September 2006

-38 —




Health England: the national reference group foralle and wellbeing

4.7.2 Quality and Outcomes Framework

The national Quality and Outcomes Framework (QOB} witroduced as part of the new
General Medical Services (GMS) Contract on 1 A@@04. Participation is voluntary
although participation rates are very high, withngnéPersonal Medical Services (PMS)
practices also taking part.

The QOF contains four main components or domaigach domain consists of a set of
measures of achievement, known as indicators, sigatmch practices score points according
to their level of achievement. The domains‘are

Clinical domain (containing 76 indicators in 11 @se- coronary heart disease, left
ventricular dysfunction, stroke and transient igchier attack, hypertension, diabetes
mellitus, chronic obstructive pulmonary diseasdleppy, hypothyroidism, cancer,
mental health and asthma). These indicators atdoum maximum of 550 points,
52% of the total QOF points

Organisational domain (containing 56 indicator$ iareas — records and information,
patient communication, education and training, ieds management, clinical and
practice management) These indicators account fiaaxdmum of 184 points, 17.5%
of the total QOF points

Patient experience domain (containing 4 indicator® areas — patient survey and
consultation length) These indicators account faraximum of 100 points, 9.5% of
total QOF points

Additional services domain (containing 10 indicator 4 areas — cervical screening,
child health surveillance, maternity services armhtaceptive services). These
indicators are worth a maximum of 36 points, 3.£otal QOF points

Examples of QOF indicators are included in Annex D.

The QOF also rewards practices against three defptiuality measures. A holistic care
payment measures achievement across the clinicahidoand is worth up to 100 points. A
quality practice payment measures overall achieménie the organisational, patient
experience and additional service domain and ishnaom additional 30 points. A target level
of achievement on patient access to clinical careewarded with 50 points. Thus the
maximum of points each practice can achieve is 1050

The Quality Management Analysis System (QMAS) depetl by NHS Connecting for
Health uses data from participating practices técutate individual practices QOF
achievement. QMAS publish annual statistics on @ORievement levels which show that
practices achieved an average of 1,1010.5 poin2®@b/06 or 96.2% of the available total.
QMAS do not publish data on the financial paymentsle to individual practices nor does
publish details of financial payments for each dadior.
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4.8 Local Health Accounts

4.8.1 Milton Keynes PCT

The Director of Public Health at Milton Keynes P@&veloped a Paper in 2006 “Investing in
Health” for consideration by the PCT Board.

The Board paper quantifies the PCTs spend on pligreeactivities in order to make a case
for an increase in spending in this area. It inekid

Hospital screening services e.g. Down’s, breastinapathy, neonatal hearing,
Phenylketonuria, hypothyroidism and chlamydia suireg

General practice services such as vaccinationgjcaérscreening, family planning
and others such as weight management and sexutid hea

Family planning services e.g. vasectomies, Broaka! IUCD fittings, PCT family
planning service, teenage pregnancy co-ordinator

Primary cares services e.g. child protection, sctimowsing, health visiting, dental
health promotion, public health lead

Mental health e.g. needle exchange

Central services e.g. public health and health Idpweent teams, smoking cessation
and Health Improvement Programme budgets

External support e.g. Cancer registry, public ealbservatory, drug and alcohol
monitoring unit, dental public health

All are areas that can be specifically costed witbach PCT and are therefore useful for
comparing PCTs. However this would require each R&€Tindertake their own analysis.
This would be separate to the work they need toetakie for the National Programme
Budget project.

It is also important to note that the analysispec#fic to our health care system, does not
include spend outside the NHS and would be diffi¢cal compare internationally (or if
funding systems changed significantly).

4.8.2 Norwich PCT

The Director of Public Health for Norwich P@Ublished an Annual Public Health
report for 2005 that included an analysis of eddh® 23 Programme Budgeting categories
for Norwich PCT compared with England and a clusfezquivalent PCTs.

The report included the Health Individuals PrograrBudgeting Category. As all PCTs are

part of the National Programme Budget Project,aula be possible for all PCTs to replicate
this work.
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5. Methodology

The methodology for developing this report wasddiews:

Reviewed the definitions of preventative healthnsliieg, prevention and wellbeing
Compared and contrasted definitions of preventdiaath spending, prevention and
wellbeing

Sought expert advice on the definitions of previvgahealth spending, prevention
and wellbeing

Established the measures being used to comparentative health spending
Considered potential outcome measures for compatimg effectiveness of
preventative health spending

Undertook a Literature Review on preventative tesftending

Investigated systems for comparing preventativétinapending

Compared and contrasted systems for budgeting smencpublic health and
prevention

Sought expert advice on the sources of data oreptative health spending

Sourced data from the Organisation for Economico@eration and Development
(OECD)

Sought examples of Primary Care Trust analysisutdlip health and preventative
spending

Analysed and presented data on the UK positiorelation to preventative health
spending

Analysed and presented PCT data in relation togmtative health spending

Sough expert advice on the process for developiaditn accounts

6. Analysis

6.1 Literature Review

A literature search on Preventative Health spendias undertaken. This included a
systematic search of published literature, seagchefevant textbooks, searching websites of
organisations such as the WHO, OECD, ONS, and & lgasieral internet search for grey
literature. A review of the literature was therdartaken. The search strategy and results of
the literature review are presented in Annex A.

6.1.1 Summary of literature review

The literature review did not reveal much more iinfation than was already known from the
search of information from agencies such as the @BZHO, ONS and the DH in relation to
spending on prevention. However it did point to kvalone in the US on public health
spending via a reporting system which the US hadraipd for 25 years and a later
experimental reporting system. Although the systaméealth care and prevention in the US
are quite different from the UK and the data idéedi was relatively old, the data and the
definitions used as well as the methods used fbeatmng the information could usefully
inform the NRGHWB work. They are discussed in détaiAnnex A and compared to other
useful systems in Table 8.

6.2 Comparative analysis of Definitions

A comparative analysis of key definitions of pretien is presented in the Table 8.
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Table 8: Comparisons of key definitions of prevenan:

Principles of a good

The most useful definitions

definition for the OECD System of Programme Milton Keynes PCT*® | American reporting

purposes of this work | Health Accounts”’ budgeting® systemg* *

Meaningful in Public | Yes, to some extent — Less so — only Less so - only includes | Less so —includes a

Health terms covers individual and includes NHS NHS spend broad range of activitieg
public and private spending but only government /

organisation spend on

activities / services, but
does not cover regulator

and taxation measures

agency spending

Detailed and specific
enough to allow
comparable data to be
collected in different
parts of the UK/ PCTs

Yes but data collection
would need to be
organised and broken
down by PCT area to
allow this.

Yes, based on data
PCTs should all have.

Yes, based on data
PCTs should all have.

Difficult — systems are
different in the UK and
not all the same
agencies exist

Detailed and specific
enough to allow
comparable data to be
collected in different
OECD countries

Developed to be

workable in other OECD

countries and they do
regularly provide data

Based on UK's NHS
funding and data
systems but could be
(and has been) applie
to other systems,
though not easily

d different in other

Difficult as based on
NHS systems — funding
systems will be very

countries — will be
possible but they will
need to do much more
work.

Possibly but work
would need to be done
on this

Detailed and specific
enough to be robust if
systems change over
the years

Developed to work in

different health care and

funding systems

Further moves
towards private
provision of services
may cause problems

but could be modified
to work

as based on NHS data,funded via PCTs and /

Problems if funding
changes so that some @
the preventive services
included are no longer

or new ones are.

Possibly

Reasonably accurate | Not for all aspects e.g. | Yes? Yes Not for all areas at
data is available occupational health present
Possible to break down Not broken down at Only 3 broad Yes, to some extent For some areas

the data to measure
spend in specific areag
of morbidity or
specific programmes
of activity which have
been chosen as
priorities.

present

categories at present

Already being used in | Yes Yes — 3 pilot areas Yes - MKPCT No
the UK
Already being used in | Yes, several countries Catalonia in Spain No No

other OECD countries

Type of measure used

Gross spend in £s ang
spend as a percentage o

GDP

Gross and
f Net spends in £s.

Spend in £s and
spend as a % of PCT

budget

$ per head, total $s and
% of total health
spending
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6.3 Comparative analysis of Systems

Table 9 compares the systems used to record sgeodirpublic health and preventative
healthcare within the OECD System of Health Acceumrogramme Budgeting and the
Milton Keynes Investing in Health Board Paper

Table 9: Comparison of systems for recording prevertive healthcare in OECD System
of Health Accounts, Department of Health ProgrammeBudgeting and Milton Keynes
PCT Investing in Health Board Paper

OECD System of Health
Accounts

Programme Budget Category
21

MK PCT Public Health
Board paper

Maternal and child health

21C Healthy Individuals other

(child health examination)

Down'’s, neonatal
Phenylketonuria,

hearing
hypothyroidist

screening. Child protection, health

visiting, dental health promotion,

Family
counselling

planning ang

Family planning services e.
vasectomies, Brook clinic, 1UCI

fittings, PCT family planning
service, teenage pregnancy ¢
ordinator.

General practice services such
family planning

School health services

School nursing

Prevention of communicable
diseases

21C Healthy Individuals other
(immunisations)
Immunological products &
vaccines

General practice services such ag
vaccinations, sexual health and
chlamydia screening

Prevention of non-
communicable diseases

Drugs used in treatment of
obesity

NSF prevention programme
codes (obesity,
hypercholoesterolaemia, lack of
exercise, poor diet, high risk
sexual behaviour)

National screening programme
service

Hospital screening services e.g.
breast, retinopathy

Smoking cessation

Cervical screening, and others su
as weight management

Dental public health

Occupational healthcare

21C Healthy Individualeoth
Examinations for driving license
sport, occupation etc

All other miscellaneous publig
health services

Central services e.g. public health
and health development teams,
Primary cares services public
health lead

External support e.g. Cancer
registry, public health observatory
drug and alcohol monitoring unit,
Health Improvement Programme
budgets

NSF Mental health
(homelessness, poverty, social,
abuse, relationships, crime)

Mental health e.g. needle exchang

=

o

0O-

as

je
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Source: System of Health Accounts User Guide, BigefNote on Healthy Individuals
September 2006, Investing in Health Board PapditpMKeynes PCT

7. Results of Preventative Health Spend Analysis

7.1 International Preventative Health Spend

7.1.1 OECD Data

Figure 4 shows the total UK expenditure on heatthda 2004 as a percentage of GDP
compared with other OECD countries based on OECEe8yof Health Accounts data.

Fig 4: Health expenditure as a share of national GB, OECD countries, 2004

Source: OECD System of Health Accounts June 2006

Figure 4 shows that the UK spent a slightly lowercentage of GDP (8.3%) on healthcare
than the average for OECD countries (8.9%). Of@ReCD countries, the United States of
America spent the highest proportion of nationalFcén healthcare in 2004 at 15.3% and
Korea spent the lowest proportion of national GFhealthcare in 2004 at 5.5%.
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Figure 5 shows the percentage of spending on ptieweand public health across the public
sector out of the total amount of public spendinchealthcare in 1999. This is the only year
for which UK data has been produced.

Fig 5: Percentage of total public healthcare experigire spent on public health and
prevention in selected OECD countries in 1999
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Figure 5 shows that the UK had a similar proportiérhealthcare spend on prevention and
public health (2.2%) to France, Finland and theaGZ@epublic but below that of the United
States, Canada and the Netherlands.

Figure 6 shows the percentage of spending on ptievemnd public health across the
private/charitable sector out of the total amouhtpovate/charitable sector spending on
healthcare in 1999.

Fig 6: Percentage of total private healthcare expaliture spent on public health and
prevention in selected OECD countries in 1999
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Figure 7 shows the percentage of spending on ptieveand public health out of the total
amount of spending (public plus private) on heathdn 1999 in selected OECD countries.

Fig 7: Percentage of total (public plus private) balthcare expenditure spent on public
health and prevention in selected OECD countries i1999
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Source: OECD System of Health Accounts, Octobe6200

Comparing the UK data on each of the three Fig(Be§, 7) above shows that the UK spent
2.2% of public expenditure on health on public treahd prevention in 1999 but there is no
data on the level of private expenditure on pubgalth and prevention. Figure 7 shows that
total expenditure on public health and preventiorihe UK was 1.8% of total (public plus
private) expenditure on health. The fact thatttitel percentage spent on public health and
prevention (1.8%) is less than the public percenmtsgent on public health and prevention
(2.2%) suggests that the UK denominator has ineceasthe total expenditure chart (Figure
7). This means that for the UK the total expenditahart (Figure 7) shows only public
expenditure on public health but for all the otbeuntries that have private expenditure on
public health and prevention recorded, the totpkexiture includes this.

Figures 5, 6 and 7 show data for selected OECD tdesnfor 1999. Table 10 shows the
percentage of total health spend expended on piiexeand public health for all the OECD
countries from 1995 to 2005. In 1999 the averagreentage of total health spend expended
on prevention and public health in OECD countries \2.32%.
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Table 10: Percentage of total health expenditure oprevention and public health for
OECD countries 1995-2005

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Australia 1.6 1.4 1.5 2.1 1.8 1.7 14 1.4 1.4 1.5
Austria 1.3 1.3 1.4 1.5 1.5 1.6 1.7 1.8 1.9 2.0
Belgium 13e
Canada 4.5 4.7 4.4 5.1 5.4b 5.6 5.8 5.7 6.1 58e 59e
Czech Republic 2.0 1.9 1.9 1.5 1.7b 20e
Denmark 05e 05e
Finland 2.9 3.0 3.0 3.2 3.3 3.5 3.6 3.6 3.8 3.9
France 2.4 2.5 2.5 2.5 2.6 2.5 2.5 3.1lb 3.1 29e
Germany 3.6 3.4 3.0 2.9 3.0 3.1 3.1 3.2 3.2 3.3
Greece
Hungary 4.4 4.8 4.9 4.9 4.8
Iceland 1.7 1.7 1.9 1.8 0.7 1.4 15 1.4 1.3 1.2e
Ireland
Italy 0.4 0.4 0.4 0.4 0.4 0.4 0.5 0.6 0.6 0.6 0.6
Japan 3.0 3.0 3.1 2.9 3.0 3.0 3.0 2.4 22e
Korea 1.7 1.9 1.8 2.0 1.7 1.2 1.1 1.2 1.9 1.8
Luxembourg 0.9 1.0 1.0 0.8 0.6b 12e
Mexico 0.7d 0.6d 29b 2.4 3.0 2.7
Netherlands 3.5 4.0 4.0 5.1b 5.1 5.1 5.1 5.1 52b 49e
New Zealand
Norway 2.0 1.9 1.9 19e
Poland 3.3 3.3 1.7b
Portugal 2.4 2.3 2.1 2.1le 20e
Slovak Republic 0.0 0.0 0.0 1.9 1.6
Spain 0.7 0.8 0.8 0.9 1.0 1.1 1.1 1.2 1.4b l4e
Sweden
Switzerland 26b 2.6 24 2.4 2.4 2.3 2.3 2.2 2.3 22e
Turkey 2.7 2.3
United Kingdom 1.8
United States 3.8 3.8 3.8 3.9 4.0 4.0 3.9 3.9 3.8 3.7

Source: OECD System of Health Accounts, Octobe6200
Key: b=break in series

d=differences in methodology

e=estimate

Table 10 shows that of the countries where goock tearies data is available, Austria,
Canada, Finland, France, Italy, the Netherlands $pain have increased the proportion of
total health expenditure spent on public health gregtention since 1995. For other countries
e.g. Australia, Switzerland and the United Statesproportion of health expenditure spent on
public health and prevention has remained relatigehstant since 1995. For some countries
e.g. Iceland the proportion of total health spexpeaded on public health and prevention has
declined since 1995. This can be seen more clearfyigure 8 which includes only those
OECD countries with complete time series data fi®@95 to 2004.
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Fig 8: Trend in percentage of total health expenditre accounted for by prevention and

public health programmes in selected OECD countrie$995 to 2004.
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Figure 9 shows the percentage of total (public pligate) expenditure on public health and
prevention in 2002 from the OECD system of healtbhoants data for selected countries
plotted against the 2002 Disability Adjusted Lifeafs per 100,000 population for the same

countries.

Fig 9: Total percentage of health spending on puldihealth and prevention and DALYS

2002 for selected OECD countries
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Figure 9 shows little apparent correlation betwélea proportion of health expenditure
devoted to public health and prevention and theb®rrof DALY's per 100,000 population.
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7.1.2 US State Public Health Spending

The US has a system that measures the dollars gyeprp that are spent on public or
population health in a state. High spending oms¢heealth programs are indicative of states
that are proactively implementing preventive andoatdion programs targeted at improving
the health of at-risk populations within a stafehis measure includes expenditures in three
categories as defined by the National Associatidbtate Budget Officers (NASBO):

Direct Public Health Care Services:
Community-Based Services Health Expenditures:
Population Health Expenditures:

Table 11 (below) presents ranks based on 2003 (dional Association of State Budget

Officers). It ranges from more than $400 per peiiscend Hawalii to less than $75 per person
in lowa and Arkansas.
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Table 11: Per Capita Public Health Spending in US tates (2003 data)

STATE $/PERSON
Hawaii $499
Alaska $482
Wyoming $354
New York $316
Montana $293
Minnesota $249
Pennsylvania $247
Delaware $246
New Jersey $231
South Carolina $219
Mississippi $197
lllinois $190
Nebraska $190
Maryland $189
Texas $179
North Dakota $174
Oregon $174
Connecticut $173
Rhode Island $168
Alabama $159
Maine $158
New Hampshire $158
Nevada $155
Michigan $154
Missouri $153
Massachusetts $150
Florida $143
Georgia $138
California $132
Oklahoma $131
North Carolina $128
Ohio $127
Louisiana $121
Indiana $117
New Mexico $113
Kentucky $112
South Dakota $110
Virginia $97
Kansas $95
West Virginia $95
Vermont $93
Colorado $92
Tennessee $91
Arizona $81
Washington $81
Wisconsin $79
Utah $72
Idaho $70
Arkansas $64
lowa $59
United States $162

Source: United Health Foundation, America’s He&#nkings
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7.2 National Preventative Health Spend

7.2.1 Sentinel Programmes

One approach to measuring preventative health spgislto focus on sentinel programmes
e.g. smoking cessation. The Information Centre Hmalth and Social Care produce

information on a number of health and social capics and programmes. Included in these
are data on smoking cessation services detailiaghtimber of people quitting smoking in

each Strategic Health Authority area and governméiite and the associated expenditure.
These data show that some 329,681 people in Englacwkessfully quit smoking in 2005/06

at a total cost of £51.9 million.

Figure 10 shows the smoking cessation expenditur2005/06 for each Strategic Health
Authority.

Fig 10: Total expenditure on smoking cessation bytraitegic health authority 2005/06
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Figure 11 shows the mean average cost per persoassiully quitting smoking in 2005/06
for each strategic health authority area.

Fig 11: Cost per person quitting smoking by strateg health authority 2005/06
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7.2.2 UK Health Accounts

The UK Health Accounts differ slightly from the OBGliefinitions but this is true of other
countries also. The main areas of difference fsae the UK Health Accounts data excludes
the provision of healthcare services in the hontearhealthcare goods by employers. There
is also a lack of an internationally agreed dabnitof what constitutes nursing care.

Some data from the UK was compiled using natioreieRence Costs (in England, Wales and
Northern Ireland) and Scottish Health Service Co@its Scotland) produced by the
Department of Health. The main currency used endbmposition of Reference Costs is the
Healthcare Resource Group (HRG) which providesadstrd framework that allows costs to
be adjusted for differences in casemix. The 199¥2Reference Costs cover 60.6% of the
expenditure incurred by hospitals and communitylthegervices in England (88.4% of
services provided by hospitals but only 7.25% gbesditure on community services). In
Wales, Diagnostic Related Groups (DRGs) were usstbad of HRGs, although since this
work was carried out Wales have converted to usiegsame HRGs as England. In Scotland
the main classification used was specialty.

All these activity cost classifications were congghrto the System of Health Accounts
classifications produced by the OECD by an expanepand a mapping of one to the other
was produced based on theoretical and practicadrexgmvice. Overall the expert group
found that there was a fair degree of overlap betwdiRGs and the Functional
Classifications used in the System of Health Actsun
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Table 12 shows the total UK health expenditure sisnated by the UK Health Accounts
Project for the years 1997-2G62

Table 12: Total UK Public and Private Health Expendture, 1997-2002

Year Total UK Health| As percentage of Public UK Private UK
Expenditure GDP Health Health
(EM) Expenditure Expenditure
(EM) (EM)

1997 55,462 6.8 44,568 10,894
1998 59,178 6.9 47,552 11,626
1999 64,733 7.2 52,192 12,541
2000 69,242 7.3 55,996 13,246
2001 74,833 7.5 62,090 12,743
2002 80,620 7.7 67,201 13,419
Source: ONS

Having generated an estimate for the total experalibn healthcare in the UK the next task
for the ONS and the Project Board was to allochis across the different functional
classifications. This was done using the availaal@ sources particularly the Annual Report
of the Department of Health for 1999/00 which idegg some specific central allocations for
particular areas of healthcare. As a consequérisdikely that the allocation to functional
categories was reasonably crude and some requ@eigts may not have been included.

Table 13 shows the Functional Classification foréddBrevention and Public Health:

Table 13: Definition of Functional Classification HC6 Prevention and Public Health

Functional Classification Definition
HC6. Prevention and Public Prevention and public health services compriseices\designed to
Health enhance the health status of the population ascistom curative

services which repair health dysfunction. Typeeivices are
vaccination campaigns and programmes.

Note: prevention and public health functions docwter all fields of
public health in the broadest sense of a crosgtifurad common concern
for health matters and public actions. Some ddehmoadly defined
public health functions, such as emergency pladsarironmental
protection

Source: OECD, Functional Classifications of Healtlec

The ONS have reported that work on the UK Healthodnts was put on hold in 2004 as part
of a focus on taking forward the Atkinson Reviewtb& Measurement of the Government
Output and Productivity for the National Accounthe ONS has not set a timetable for
restarting the total UK health expenditure and theatcounts project, as developing health
output and productivity measures remains a keyddoudevelopment.
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Table 14 shows the total UK expenditure on heaitti999/200 for each of the functional

groups,

provider and source of funding.

Table 14: UK expenditure on health by function, preider and source of financing
1999/00, £ millions

Funder

Function Provider HF.1 Public HF.2 Private Grand Total

HC.1-2

Cure/rehabilitation HP.1 Hospitals 30,302 1,462 31,764
HP.2 Nursing facilities 337 337
HP.3 Ambulatory facilities 7,516 2,100 9,616

HC.3 LT nursing HP.1 Hospitals 2,318 2,318
HP.2 Nursing facilities 1,096 309 1,404
HP.3 Ambulatory facilities 33 33

HC.4 Ancillary services[HP.1 Hospitals 706 706
HP.3 Ambulatory facilities 138 138

HC.5 Goods (and

related services) to

outpatients HP.3 Ambulatory facilities 8 8
HP.4 Retailers of goods 6,199 5,026 11,225

HC.6 Prevention &

public HP.1 Hospitals 916 916
HP.2 Nursing facilities 4 4
HP.3 Ambulatory facilities 99 99
HP.5 Providers of public health 125 125
HP.6 Administration 1 1

HC.7 Administration HP.1 Hospitals 782 782
HP.5 Providers of public health 44 44
HP.6 Administration 337 1,000 1,337

NPISH - 1,324 1,324

Prisons and armed

forces - 488 488

- HP.9 Rest of the world (imports) 240 240

Total 51,687 11,220 62,907

Source: ONS

Table 14 suggests that in 1999/00 the UK spent9Bilion on healthcare, £1.145 billion of
which was allocated to HC6. Prevention and Pubéalkh.

The total UK health expenditure was built up fromuember of components as follows:

Health administrators’ expenditure on health caevd from the National Accounts

Blue Book 2003 excluding expenditure on ResearchRevelopment and Education
& Training

Expenditure on health by the armed forces andisops obtained from the Ministry

of Defence’s Medical Quinquennial Review for thed, Navy and Air Force and

from HM Prison Service, the Scottish Prison Servicel the Northern Ireland Prison
Service where not included in NHS expenditure withie Blue Book

Household expenditure on healthcare drawn fronetébt of the National Accounts
Blue Book 2003 which covers private expenditurelld§ resident households. The
definition used is consistent with the functionlassification used in the international
framework of Health Accounts

Expenditure on health by charities and religiougaaisations drawn from

undertaking stratified sampling of a database @airitdible accounts provided to the
ONS by the National Council of Voluntary Organisas (NCVO)

Costs incurred by local authorities and privateivigdials on nursing care in care
homes. NHS funded placements are included in thigohikl Accounts Blue Book

2003, but local authority funded placements are ndherefore an estimate was
produced by combining an estimate of the numbearani-NHS funded residents of
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care homes with the results of a large annual surf@verage weekly nursing home
and residential care costs produced by Laing & 8uis

Capital formation by health care providers which eompiled as part of the National
Accounts but not published in the Blue Book

Provision of healthcare services in the home andeafthcare goods and services by
employers. The provision of healthcare servicabénhome equates to the nursing of
sick relatives. As there is usually no paymentolmgd this has been ignored in
compiling the UK expenditure figure. Similarly tipeovision of healthcare goods
and service by employers includes the surveillamfeemployee health and
therapeutic care on or off business premises aadalsa been ignored in compiling
the UK Health Accounts.

7.2.3 Programme Budgets

The DH publishes Resource Accounts each year wdethil total expenditure in England on
each of the 23 Programme Budgeting Categories.leTEb shows the expenditure recorded
within the ‘Healthy Individuals’ over the last tlergears:

Table 15: Gross Expenditure on Healthy IndividualsProgramme Budgeting Category
2003/04 to 2005/06

Year Gross Expenditure (£000's)
2003/04 £1,108,418
2004/05 £1,157,915
2005/06 £1,340,593

Source: Programme Budgeting “Healthy IndividualsieBng Note

In the case of the ‘Healthy Individuals’ ProgramBigdgeting category, the grouper software
splits activity based upon primary diagnosis ifi@é sub categories

NSF prevention programme

NSF mental health prevention

Other

7.2.4 Department of Health Resource Accounts

The NHS publishes Resource Accounts each yearseTaecounts consolidate the financial
information within the Department Accounting Boungawhich includes the parent

Department of Health, Purchasing & Supply Agenayd ather bodies directly funded by the
Department. Extracts from the Resource Accourdsatso included in the Department of
Health’s Annual Report.

Tables 16 - 20 (below) contain financial data pghwid in the Department of Health’s Annual
Report for 2005/06 where expenditure is broken ddwynbroad categories and where a
proportion of the expenditure is likely to involyaiblic health or promotion of health and
well being.
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Table 16: Departmental spending on publicity and adertising in 2005/06

Campaigns run by the DH £ million
Smoking (Tobacco Controll) 28.70
NHS recruitment 0.34
Flu immunisation 2.30
Get the right treatment 0.86
Keep Warm Keep Well 0.60
EHIC 1.64
Drugs prevention 1.28
Sexual health 0.52
Social work/care recruitment 3.26
Five a Day 1.77
Immunisation 0.75
Breast screening awareness 0.38
Alcohol 0.18
Total 42.58

Source: DH Annual Report 2005/06

Table 16 shows that the Department of Health spf#@.6 million on publicity and
advertising in 2005/06. The majority of this speaygpears to have been on material that
could be considered as promotion of health and be2fig.

The Centrally Funded Initiatives and Services apectl Allocations budget provides central
revenue funding to implement the NHS Plan and othgiatives. Table 17 shows the
2005/06 budget levels

Table 17: Centrally Funded Initiatives And Servicesand Special Allocations (CFISSA)
budgets for 2005/06

Budgets £000's
Improving Access to all services

Better Emergency Care 249,774
Waiting, booking and choice 256,218
Improving Services and outcomes in:

Cancer 29,624
Coronary Heart Disease 33,666
Mental Health 68,786
Older People 2,402
Children 21,261
Improving Patient Experience 138,351
Reducing Health Inequalities 205,805
Contribution to a reduction in Drug Misuse 308,396
Workforce 4,680,606
IM&T 387,816
Other CIFSSA Budgets:

R&D 635,820
Statutory bodies 511,828
Special Health Services (e.g. Audiology services, dentistry, ophalmic) 1,028,300
Modernisation Agency 137,989
Primary Care 187,064
Public Health 101,738
Central Payments made on behalf of DH (e.g. Injury Allowance) 37,910
Residual CFISSA budgets (e.g. SHA running costs, NHS Bank) 1,606,132
CFISSA budgets issued with PCT allocations 5,817,500
Cost of Living Supplement 108,787
Non Cash CFISSA budgets (including capital charges, provisions etc) 1,744,318
Total 18,300,091

Source: DH Annual Report 2005/06

The majority of the expenditure in Table 17 is kkt be related to improving treatment for
priority conditions such as cancer and coronaryrthdigease, but some elements such as
Public Health and Health Inequalities could be rdgd as forming part of expenditure on
health and wellbeing.
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The Central Health and Miscellaneous Services (CHM8enue budget programme (Table

18) incl

udes:

the Welfare Food Scheme;

EEA medical costs for treatment given to Unitedd¢iom nationals by other member
states;

funding for medical, scientific and technical sees, including the National
Biological Standards Board, the National Radiolayi€rotection Board and the
Health Protection

Agency; and,

grants to voluntary organisations, mainly at aorel level, across the spectrum of
health and social services activity.

Table 18: Central Health and Miscellaneous ServicglCHMS) Budgets 2005/06

2005/06
Budgets £000's
Improving Services and Outcomes in:
Cancer 5,087
Children 11,322
Reducing Health Inequalities 15,453
Contributions to a reduction in Drugs Misuse 2,236
Other CHMS budgets:
Central payments made on behalf of DH (e.g. EEA Medical Costs) 601,974
Public Health (e.g. Welfare Foods) 117,164
Statutory Bodies (e.g. Health Protection Agency) 289,680
R&D 31,844
Residual CHMS budgets (e.g. communications grants to voluntary organisations) 93,565
Total 1,168,325

Source: DH Annual Report 2005/06

Only part of this expenditure, the elements inwodvhealth inequalities, drugs misuse and

public health is connected to health and wellbeing.

Table

19sets out revenue and capital resources to be maaitalde for adults’ social

services in 2006-07 and 2007-08, with funding Isviek 2005-06 included for comparative
purposes. Adults’ PSS specific grant funding haseiesed by just over £300 million between
2005-06 and 2006-07. There are two principal reagomnthis:

unlike in 2005-06, an additional £100 million tréerswill not be made from the NHS
to the ‘Access and Systems Capacity’ grant (inegitif the next two years); and,

the ‘Residential Allowance’ grant funding has bempletely rolled into formula
spending share (FSS) (now the relative needs farcwtrol total).
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Table 19: Personal Social Services (PSS) Budget92M06

2005/06 | 2006/07 | 2007/08

£ million | £ million | £ million
Specific Revenue Grants:
Preserved Rights 348.2 297.6 275.2
Residential Allowance 214.5 0.0 0.0
Access and Systems Capacity 642.0 546.0 546.0
Delayed Discharges 100.0 100.0 100.0
Carers 185.0 185.0 185.0
Mental Health 133.0 132.9 132.9
Aids Support 16.5 16.5 16.5
National Training Strategy 94.9 107.9 107.9
Human Resources Development Strategy 62.8 49.8 49.8
Child and Adolescent Mental Health Services 90.5 90.5 90.5
CSCI Reimbursement 0.8 0.8 0.8
Individual Budget Pilots 0.0 6.0 6.0
Partnerships for Older People (POPP) 0.0 20.0 40.0
Preventative Technology 0.0 30.0 50.0
DH funded but allocated to other depts 8.5 7.5 7.5
Total Revenue Grants 1896.5 1590.4 1608.0
Total Capital Resources 78.4 98.4 118.4
Total PSS Provision 1975.0 1688.8 1726.5

Source: DH Annual Report 2005/06

A minority of this spending is likely to be assdeiwith interventions related to health and
wellbeing
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Table 20: Disposition of 2006/07 Capital Resources

2006/07 | £ million

Total NHS Capital Investment 6543
- Less PFI Investment -1111

Gross Public Capital Available for Investment in DH and NHS 5432
Less

- capital funding to support DH operations -18

- capital grants to independent sector parties -66

- costs from the managerment and disposal of the "retained estate" -10

- NHS Trust Receipts from asset sales (normally reinvested locally) -120

- CFH central capital spend -1000

- other central capital spend, including capital funding for ALBs and funds for innovations in

capital procurement -144 -1358
HCHS capital available for allocation to NHS organi  sations 4074

To be allocated as follows:
Central Budgets
Direct allocations to SHAs, NHS Trusts and PCTs

- SHA Strategic Capital 941
- Trust and PCT operational capital 1100
- Access fund 0
Total direct allocation for local prioritisation 2041 2041
Programme Capital Budgets

- Coronary Heart Disease 40
- CAMHS Specialist Services 37

- DSPD 20
- Audiology 26

- Improving provision of decontamination services 43

- PACS and other local implementation of CfH 124
- Community Hospitals 20

- Drugs misuse 38

- Dental School expansion 20
- Mental Health Place of Safety and PICU development 65

- Medical School places and Radiology acadamies 18

- Choose and Book Incentives 55

- High Secure Facilities 23

- Other investments in physical capacity 15

- Resource cover and enabling for IS procurement 114
- Resources reserved to cover capital expenditure by FTs and other uncommitted funds 1374
Total to NHS Trusts/Primary Care 2033 2033

Source: DH Annual Report 2005/06

Table 20 shows the disposition of Department ofltd&acapital resources in 2006/07. Some
of the capital budgets relate directly to interi@ms aimed at improving health and wellbeing.

7.3 PCT Preventative Health Spend

7.3.1 Programme Budgeting

Figure 12 (below) shows the total net expenditunetifie Healthy Individuals Programme
Budget Category for each PCT in 2005/06. It alsoas that there is considerable variation
in the amount of expenditure each PCT allocateshéo Healthy Individuals Programme

budgeting category (from £850,644 per 100,000 i to £10, 964,811 per 100,000
population). Figure 13 (below) shows expendituyeACTs on Healthy Individuals as a
percentage of total PCT allocation 2005/06. Aganarked variation is highlighted (from

0.74% to 9.65%).
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Fig 12: Net Expenditure per 100,000 crude populatio on Healthy Individuals by PCT 2005/06
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Source: Department of Health, Programme Budgetielgsite
http://www.dh.gov.uk/PolicyAndGuidance/Organisaffaticy/FinanceAndPlanning/ProgrammeBudgeting/fs/en
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Fig 13: Expenditure on Healthy Individuals as a pecentage of total PCT allocation 2005/06
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Source: Department of Health Programme Budgetingsite and Exposition Book
http://www.dh.gov.uk/PolicyAndGuidance/Organisafalicy/Finance AndPlanning/ProgrammeBudgeting/fs/en
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7.3.2 Norwich PCT

Norwich PCT published a report in 2005 written bg PCT Director of Public Health and
includes an analysis of each of the 23 Programmag@&ing categories for Norwich PCT
compared with England and a cluster of equival&@it$to highlight areas where the PCT is
an outlier in terms of expenditure.

The following extract relates to information refatito the Health Individuals Programme
Budgeting Category presented in the report:

Programme 21: Healthy Individuals

Programme Aim:
To capitalise on the opportunities outlined in tieav “Choosing health” strategy.

Programme outcome measures:

Detailed project charts and spending plans are geinawn up in all “Choosing Health”
areas during 2005 in anticipation of extra dedichteesources in April 2006. This will
feature prominently in next year's public healtipoet.

What was the Norwich PCT estimated programme budgdtealthy individuals in 2004/05,
as spend per 100,000 population, and how did tlmmbpgare with our peers and with the
English average?

Norwich PCT £ 1,186,000
“Cluster” average £ 2,233,000
National average £ 2,174,000

7.3.3 Milton Keynes PCT

In recognition of the importance of investing irepentative healthcare services if the NHS is
to achieve the “fully engaged” scenario describgd\anless, Milton Keynes PCT has drawn
up a plan to increase its investment in preveraatigalthcare by 0.5%-1% per year for the
next 5 years. This policy is in line with that sett in the White Paper “Our Health, Our

Care, Our Say” and with the aspiration in “Choodieglth” to rebalance NHS investment so
that the NHS becomes as “well placed to meet derfamigealth as it is for meeting demand

for treatment”.

As part of this work the PCT has calculated theentrdirect investment in prevention in
2005/06 as summarised in Table 21 (below):
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Table 21: Current direct investment in preventativehealthcare in Milton Keynes PCT
2005/06

Item Cost (£) % of PCT
Budget

Screening services at MKGH (Breast, Downs, PKU natal 798,247 0.36%

hearing, chlamydia)

General Practice 1,933,119 0.87%

(Vaccinations, cervical screening, contraceptivda enhanced

services)

Family Planning 389,545 0.18%

(vasectomies, teenage pregnancy, family planningcs)

Primary Care 3,202,113 1.44%

(child protection, school nursing, health visitinigntal health
promotion, public health lead)

Mental Health 41,975 0.02%
(needle exchange)
Central Services 992,700 0.45%

(public health and health development teams, sngos@ssation,
HiIMP budgets)

External Support 99,403 0.04
(PHRU, Cervical Screening admin, dental public tieabnsultant)
Total 7,457,102 3.35%

Source: Investing in Health Board Paper Milton Key®CT 2006

Table 21 shows that MK PCT with a population of 2D® has spent approx £7.5m on
preventative healthcare in 2005/05 which equate3.36% of the PCT budget. This also
equates to £34.21 per head of population. Wesdekiel of spend to be replicated across the
UK, the total amount spent on preventative heatthesuld be £2,052,413,395.
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7.4 Summary of Preventative Healthcare Spending

Table 22 summarises the available data on prewemtagalthcare spending as a percentage
of total health spending within Programme Budget@gCD System of Health Accounts and

Milton Keynes’s PCT Investing in Health Board Paper

Table 22: Comparative expenditure on preventative althcare

Programme OECD System of Milton Keynes
Budgeting Health Accounts’ PCT®
Geographical England UK Milton Keynes PCT]|
Coverage
Year 2005/06 1999/00 2005/06
Total Healthcare £63,251,319,485 £64,733,000,000 £222,600,060
Spend
Total Preventative | £1,208,167,721 (net £1,144,000,000 £7,457,102
Healthcare Spend
% of total 1.91% 1.8% 3.35%
healthcare spend
spent on prevention
Prevention spend £2,456,824 £1,900,000 £3,389,592
per 100,000
population

Source: DH Programme Budgeting website, OECD Sysfterealth Accounts October 2006
and Milton Keynes PCT Investing in Health Board €&a2006

8. Discussion

8.1 Definitions

This report has highlighted many potential deforis of prevention, health, public health and
wellbeing. However none of these definitions haeen specifically developed in order to
assist the costing of health expenditure. Intéonat systems of health accounts do define
prevention and public health. However these fasuthe healthcare components and exclude
wider interventions aimed at improving wellbeing.

Although the White Paper Our health, our care,sayr* is a joint document, with prevention
seen as important in both health and social cheerrain thrust of this report has focussed on
health care. Unfortunately we have not found diédins of prevention within social care.
The risk of focusing on what is easy to measuréiwitealthcare is that it reduces the
radicalism of the concept of prevention by traristait back into what we already know and
understand.

Crucially, the White Paper asked people using sesvivhat they want and need, and made
important statements about increasing choice anttao An alternative way forward might
be to ask service users what they mean by prevemtim how they would like to see it
understood, developed and monitored. This is gmoagh that would fit more consistently
with the work of ‘in control’®’, which is working with many Local Authorities irrder to
take forward self directed support in which thesgtitakes on the management of their own
budget for social care.
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It is clear that wellbeing needs to be consideredts widest context of physical, social,
psychological, emotional and environmental comptsemherefore agreeing a full definition
of prevention and wellbeing might be consideredobelythe scope of the Expert Advisory
Panel on Preventative Health Spending. It migstieiad be more appropriate to only consider
prevention within health and social care and acdbpt this is just one component of
wellbeing.

8.2 System of measures

8.2.1..System of Health Accounts

The System of Health Accounts has been developaddb@ ECD and is a useful tool because
it is increasingly being implemented by countriesriwide. The WHO, together with the
World Bank and the United States Agency for Intéomal Development has produced a
guide to producing ‘National Health Accounts’, amernationally accepted methodology,
which also uses the OECD'’s International Clasdificafor Health Accounts. The WHO
system is particularly aimed at facilitating implentation in developing countrié.

The ONS has led on analysing and submitting datahfe UK (for the year 1999). The
advantages of the SHA system is that many OECDtdesgrare already collecting the same
data and have signed up to the overall health atsqurinciple. The SHA also has a fairly
broad definition of prevention. The disadvantagiethe SHA system is that some data is not
currently available e.g. that relating to occupadlohealth. Furthermore the SHA will
undoubtedly be subject to different interpretation different countries and their Health
Account teams.

The Wanless report ‘Securing Our Future Healthkifigra Long-Term View' welcomed the
work to provide greater comparability of internata health data through the production of
Health Accounts. The report emphasised that thedad to be accompanied by improved
epidemiological comparisons of outconigs.

8.2.2 National Programme Budget Project

The definition of prevention used in the Nationabgtamme Budget Project is largely based
on the prevention work proposed in the various N&#& is limited to spend through PCTs
i.e. NHS spend. This is a narrower definition thhat proposed in the System of Health
Accounts used by OECD countries (where public,giévand individual spend are included)
and in most of the wider definitions of health amellbeing. However, the information is
collected by all PCTs throughout the UK. It wikk Imecessary to undertake further work in
order to identify preventative interventions in leaof the programme budget categories.
Solely relying on the Healthy Individuals categaml not be sufficient to adequately identify
the full range of preventative activities. Withrther work, this will allow comparisons to be
made within the UK on NHS prevention spending.

Unfortunately the accounting systems in Social @are the recording categories for official

returns do not distinguish spend on preventativevices. To assess this, it would be
necessary to agree a definition and then collget flam every Local Authority.

8.3 Measures

This report has highlighted different measures dpaised to compare preventative health
spending. These have included cost minimisatiarst-effectiveness and cost utility
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measures. In particular, there has been much fioctecent years on the most appropriate
health economic measures for assessing publichhedttrventions. In the main, this has
supported the use of Quality Adjusted Life Yeatsess focus however has been applied to
the assessment of the overall benefit of total gméative spending (e.g. to assess the cost
effectiveness of the total budget spent on pretiestinterventions). It is possible that Years
of Life Lost or Disability Adjusted Life Years mdye more appropriate than QALYs for the
assessment of the total preventative programme.

8.4 Way forward to developing a programme for peatative spending

Understanding the burden of mortality or disabititat we are aiming to prevent is the first
step in developing a programme for preventativendpg e.g. understanding the relative
proportion of Years of Life Lost / Disability Adjted Life Years attributable to different
disease/ programme groups. The Office for Nati@tatistics is currently in the process of
developing national indicators for measuring prematand avoidable mortality, details of
which could be included in future reports of heaknvice productivity>®

Clearly robust information on the cost utility ofepentative interventions, particularly
focusing on interventions that can help reducegtieatest burden of disease is required. The
way forward for developing a programme for previéwaspending needs to be built upon the
knowledge from the National Institute for Healthda@linical Excellence(NICE) Public
Health intervention and programme guidance and\iiéE Technology Appraisal approach
in relation to incremental cost-effectiveness iffo

An overall programme needs to take account of iti@irfgs of the Wanless report ‘Securing
Good Health for the Whole Populatiowhich highlighted the weakness of the evidence bas
regarding the effectiveness and cost-effectivermdgsublic health interventions across the
majority of risk factors. Information was found tme particularly scarce on which
interventions can help reduce health inequaliti€se report also highlighted that the ‘dearth
of evidence is not unrelated to the lack of fundafgoublic health intervention research —
with funding from research organisations and thieape sector heavily directed towards
clinical, pharmaceutical, biological and genetiserarch’****

Where evidence of effectiveness or cost effectigene lacking or there is need for primary
evaluative research, this should be taken forwarthb Office for Strategic Coordination of

Health Research (OSCHR) and the National Institutédealth Research / Medical Research
Council partnership (see Annex B for recommendatiohthe Cooksey review). NICE has
highlighted its high priority research recommenaiagi and the UK Clinical Research

Collaboration has reported on the relative distrdsuof research funding (see Annex B).

The next step in developing an overall programmieredjuire the use of a model that takes
account of burden of disease, resource use, affiitslaand cost effectiveness of prevention
and treatment. This will help to ensure that dordable & cost effective strategy is being
taken forward towards tackling disease burden. yWgifferent models exist but one that
might be considered is the resource use & healttoowes model developed by the National
Centre for Health Outcomes Development (NCHGD)

Finally it will be essential to ensure that the Itteand social care systems, local authorities,

schools and employers have adequate incentivedaite dor ensuring that preventative
interventions are supported and that robust mang®ystems are implemented.
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9. Conclusions

9.1 Conclusions on definitions

It is difficult to define ‘preventative’ in a wayhat is both comprehensive in terms of
wellbeing and practical in terms of measuremerthefspend. The following factors need to
be taken into account when coming to an agreenegiatrding a robust definition. It needs to
be:

broad enough to capture prevention, health andowielyj in a meaningful way from a
public health perspective

specific and detailed enough so as to allow spenttirbe clearly defined, measured and
monitored

in order to facilitate comparison, based on a systelefinition that is already accepted
and in use internationally e.g. the System of Hieatticounts

A proposed definition of a preventative interventio

a clinical, social, behavioural, educational, eowimental, fiscal or legislative intervention
designed to reduce the risk of illness, disabtitypremature death and to promote physical,
social, emotional and psychological wellbeing.

Preventative interventions in health & social cam just one element of the wider
contribution to improving wellbeing. The definitiof a preventative intervention has to be
broad enough to capture the range of interventtbas promote wellbeing. However the
definition of preventative health spending shoutdnlarrower in order to ensure that it can be
reliably costed.

A proposed definition of preventative health spagdi

the total public & private spend on primary & sedary prevention, health promotion, family
planning, school health services, national scregpiogrammes, public health programmes
for communicable and non-communicable disease,eeapalogical surveillance and public
health administration, in the health or social c#etors.

9.2 Conclusions on System of measures

For international comparison of preventative heapend, the OECD System of Health
Accounts should be used. It must be acknowledgaeber that there exists concern about
the true comparability of international data.

For PCT comparison, an enhancement of the NatiBrajramme Budget system should be
developed. This will require the identification pfeventative interventions in all the
programme budget categories. Once this is achjeR€d Directors of Public Health will
need to be closely engaged in monitoring and megilocal preventative programmes.
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A separate widespread analysis of PCT preventapeading using the Milton Keynes PCT
analytical model would not be appropriate. Howefaar reference purposes (to compare
results with the results from the OECD and NatioRebgramme Budget systems) and in
order to identify social care preventative spendidgalth Englandmay wish to pilot an
analysis in up to 3 PCT / Unitary Authority locaddg. This should ideally involve the
Association of Directors of Public Health, the Asisdion of Directors of Social Services and
those experienced in the development of self daebudgets (in Control).

9.3 Conclusions on measures

It is concluded that the following should be usedrheasuring preventative health spending:

Cost minimisation: for International comparisonperditure on prevention as a % of total
(public & private) health spend should be usedr FROT comparison, spend on prevention as
a % of total health spend should be used.

Cost effectiveness: the spend on preventativeéthaal rate of change in Years of Life Lost
before 75 years should be used.

Cost utility: the spend on preventative health &nshbility Adjusted Life Years / Quality
Adjusted Life Year should be used.

10. Recommendations

It is recommended that:

The English health care system should submit dat@ECD using the System of Health
Accounts. This should be taken forward as a jpinject between the Department of Health
and the Office for National Statistics with invitats to the Northern Ireland, Scottish and
Welsh Health Departments.

A sub-group of the Expert Advisory Panel on Preagwé Health Spending should take
forward the development of a methodology for captupreventative health spending from
the programme budget categories.

Health Englandshould consider taking forward a pilot project lwithe Association of

Directors of Social Services and the AssociatiorDokctors of Public Health in order to
capture preventative health and social care spgridiup to three PCT/ Unitary Authority
localities. This pilot project should also considew the development of self-directed
support in social care is likely to influence figpreventative spending.
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Annex A - Literature Review of Preventative HealthSpending

Searches:
As well as searching relevant textbooks and websit®rganisations such as the WHO, OECD, ONS nedce systematic searches were carried out of gheddi
literature and a basic general internet searchpeeiermed.

Search of published literature: A search of OVIEDLINE 1966 to November 2006 was performed usimgfttiowing search strategy:
Search strategy used for MEDLINE database:

Ovid MEDLINE(R)
1966 to November Week 3 2006

1 Primary Prevention/cl, ec, mt, og, st, sn, tdGlagsification, Economics, Methods, Organization & 4484
Administration, Standards, Statistics & Numericait& Trends, Utilization]

5 Preventive Medicine/cl, ec, mt, og, st, sn, tdGlassification, Economics, Methods, Organization & 1345
Administration, Standards, Statistics & Numericalt& Trends, Utilization]
Public Health/cl, ec, mt, st, sn, td, ut [Classifion, Economics, Methods, Standards, Statistidéugnerical

3 S 4498
Data, Trends, Utilization]

4 Health Promotion/cl, mt, ec, og, st, sd, td, ugiSification, Methods, Economics, Organization & 11776
Administration, Standards, Supply & Distributiormeinds, Utilization]

5 lor2or3or4 21359

6 Economics/ec, mt, st, sn, td, ut [Economics, Meth@&andards, Statistics & Numerical Data, Trends, 568
Utilization]
Health Expenditures/cl, st, ec, sn, sd, td [Classibn, Standards, Economics, Statistics & Nunaiizata,

7 S 3867
Supply & Distribution, Trends]

8 | Health Care Costs/cl, st, sn, td [Classificat®tandards, Statistics & Numerical Data, Trends] 2234

9 |6or7or8 7517

10 |5and 9 156
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The results were as follows:

Results of MEDLINE literature search:

The search revealed 156 studies
(titles were read)

44 titles appeared possibly relevant
(abstracts were read)

8 studies were useful and
(discussed in table below)

5 studies were particularly relevant
(full reports were read)
(see first 5 rows of table below)

Many of the studies that came up in the searchiwlvigre not relevant related to the cost effectigera preventative activities. Others were diseersir theoretical,
without data, or related to particular conditiompoogrammes such as a particular fithness prograraniesmoking campaign, etc. The relevant studieslascribed in the
table below.
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Relevant studies retrieved through the MEDLINE literature review (in order of relevance):

Authors and Source and | Abstract Comments
title year
Anonymous American “In 1993, the U.S. Public Health Service, with #ssistance of the Public Health Foundatjonhis study relates to 1993 and the USA. This must
“Measuring Journal of (PHF), launched a pilot study to develop state rmatibnal expenditure estimates for the cpriee borne in mind when considering the definitigns
state Preventive functions of public health. The core public hedlihctions selected for the data collectipthey used and the data they produced. For example,
expenditures for; Medicinel99 | effort were (1) health-related data, surveillanmed outcomes monitoring; (2) investigatiorihe definition they chose for public health care
core public 5 Nov-Dec and control of diseases, injuries, and responsgtioral disasters; (3) immunizations, famjlffunctions is likely to be different from that whigh
health 11(6 planning, and STD and TB clinical services; (4)tpotion of environment, housing, foofdthe NRGHWB might use for prevention activitigs.
functions”® Suppl):58-73 | water, and the workplace; (5) laboratory servi¢é$;public information and education andrheir inclusion of, for example, TB clinical

community mobilization; (7) targeted outreach aridkdge to personal services; (%)services and mental health agencies may reflect the

accountability/quality assurance; (9) training aulcation; and (10) leadership, planningyvay health services are set up in the USA and may

policy development, and administration. State fealfficials from Connecticut, lowa, not be appropriate in the context of the NRGHWB

Missouri, Oregon, and Rhode Island helped develogthodology and a set of guidelines fowork. Also the agencies that were used in the USA

estimating expenditures on core functions and ukedmethodology to report expendituredo not all exist in the same way in the UK so sgme

data. Three additional states--lllinois, New Yoakd Texas--joined in a second phase of|thed the information may need to be collected in a

pilot study, one that included collecting data @rsenal health services and total agendlifferent way e.g. “public information, education

expenditure data. The eight states' combined gataceore function expenditures were $44nd community mobilisation” spend may not pe

in fiscal year (FY) 1993. This included expenditit® stateand local public health agenci¢seasily available.

and state substance abuse, mental health, andeméntal health agencies. Expenditures|for

core public health functions accounted for 27% tadfse agencies' total expenditures. The

largest core function expenditure accounting fgeragimately 30% of the total was for the

protection of environment, housing, food, waterd éime workplace. Extrapolating the eight

states' expenditure estimates to the national,lepeinding for core public health functions|in

FY 1993 totaled $11.4 billion, or 1.3% of total U.Bealth spending. The pilot projegct

demonstrates that with appropriate guidance, imietucan estimating methodology and

uniform definitions, categorical program data canréported by function. The results of the

data collection effort also demonstrate the pottiility of examining expenditures by cofe

functions for state planning and policy making. Thethodology allows states to distinguish

core functions from other responsibilities, prowiglistates with quantified information useful

for reform efforts.”
Barry M and Journal of “A voluntary publichealth expenditures reporting system existed irlthieed States for over Strengths included that the system provided a
Bialek R Public Health | 25 yearstracking and reporting trends in heattbpartment expenditures, revenue stregmsjiform comprehensive source of information for
“Tracking our Management | functions, and programs. Today, no such systentseaisd no data are available to help|ysolicy makers, a consistent and rigorous apprdach
investments in | Practice understand how and where pubitiealth dollars are being spent and the trends glgaod | to data collection and analysis and flexibility fto
public health: 2004 Sep-Oct| and bad economic times. This article discussedistery of and lessons learned from thaccommodate different and changing organisational
what have we | 10(5):383-92 | former publichealth expenditures reporting system and more tedemonstration projects structures of state health departments. Howeyver,
learned?* that experimented with reporting by essential guibéialth services. The article also explotdémitations included the fact that the huge

-71 -



Health England: the national reference group foalle and wellbeing

Authors and Source and | Abstract Comments
title year
how what we have learned can be used for develogigimplementing a system today |talifferences between organisational structures |and
meet publichealth and publipolicy needs.” The American system was a voluntapporting | responsibilities compromised comparability acrpss
system by the Association of State and TerritoHaklth Officials (ASTHO), run by the states, quality and comprehensiveness of |the
Public Health Foundation (PHF). Data on state hed&partment expenditures were semoluntary reporting was suspect, the validity o th
regularly to the PHF, including state-specific gfiag from government and non-governmendata was not known, the state health department
sources, tracking programme-by-programme spendihgwas a compromise betweenwas only one component of the public health
enabling flexibility for the vastly different orgaational and programme structures acrpsystem and the data was not tied to public health
state health departments and providing some coriiraacross states in the USA. Datgerformance or health outcomes. These are| all
coordinators checked the data. The programmesdadlevolved over time with changes |irpitfalls which the NRGHWB must try to avoid in
the health care environment, policy, political pities, roles of public health agencies anis work.
data needs.
Centers for MMWR — “Although chronicdiseases account for 75% of the mortality and atsmltial proportion of The data may be too old to be useful and there were
Disease Control| Morbidity serious disability in the United States, data rémay the activities and capacity of publigoroblems with accuracy. Also it relates |[to
(CDC) and Mortality | health agencies to control chroniiseases are limited. To assess resources, needs, expenditure by public health agencies only, in a
“Chronic Weekly priorities in chronicdisease preventiomnd control during fiscal year (FY) 1989, theountry where much health care is not paid for| by
disease Report1991 | Association of State and Territorial Chroriisease Program Directors (ASTCDPD), |irstate or related agencies.
prevention and | Oct 18", cooperation with the Public Health Foundation, néigecompleted a national survey of all
control 40(41): 697- | state and territorial health agencies. This repomimarizes those findings of the survey that
activities — 700 address resources and planning/evaluation actvitiehe study found that in 1989 in the
United States USA $2,54 billion were spent on chronic diseasetrobractivities by all surveyed public
1989”4 health agencies. This amounted to less than 3%hef texpenditures. The per capita
expenditure varied between states from 0 to $3@. durvey also found that in that year the
percentage of state public health expenditurestbarareas were as follows: maternal and
child health — 13%, environmental health — 6%, Hiiection / disease — 3% ar|d
communicable disease control — 3%. However 85%espondents reported that the data
were inadequate for various reasons.
Lockwood SA, | American “This paper documents orhkalth and public health expenditures for fiscargel 984, 1986, This paper points out the decreasing spend on|oral
Malvitz DM Journal of 1988, and 1989, as reported by stagalth agencies. During this period, reported nafi¢p health in the US. Much of oral health care|is
“Trends in state| Public Health | expenditures for public and orhkalthincreased by 68% and 46%, respectively; betwepreventative and the need to include this in the
agency oral 1995 Sept, 85 successive fiscal years, fewer staf@3%, 67%, 57%) reported increased ohadalth| definitions and measures of spend on prevention in
health and (9):1266-8 expenditures, while increasingly more ssateported no categorical oragalth expenditures. the NRGHWB work needs to be discussed.
public health Block grant expenditures for orhkalth increased overall but decreased as a pageioif
expenditures, total oralhealth expenditures; Idates reported no block grant expenditures for dralth in
1984 through fiscal year 1989, perhaps reflecting either suligtbstate support, or marginal to nonexistent
1989 oral health programs in these state
Schieber GJ, Health (No abstract) This report tabulated public healthemditure as a percentage of total healffhe figures in this report are unlikely to be cotre
Poullier JP. Affairs 1988 | expenditure between 1960 and 1984 for 24 countriémwever the figures given for the UKand should be ignored.
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Authors and Source and | Abstract Comments
title year

“International 7(4):105-112.| varied from 85% to 91% which is chgamcorrect. Most countries were reported as spend

health spending more than 60% of their total health expenditurepablic health. This is very unlikely to be

and utilization correct. The OECD average, reported as 76.7% i 198ery unlike any other figure for the

trends.”*®

percentage of total health expenditure that is tspepublic health.

Doran CM, Australian “This research aimed to determine whether, betwk290 and 1993, there were any chang&%ere is likely to be comparable data in the UK and
Girgis A, and New in the government revenue gained from sale of eitgs to minors and the proportion of thisther countries for comparison.
Sanson-Fisher | Zealand revenue spent on attempting to prevent the uptdkehis habit by adolescents. The
RW. “Smoking | Journal of methodology is consistent with the 1990 study,altih some revisions have been necesgary.
by adolescents:| Public Health | From our analysis, it is estimated that state regeinom under-age smoking increased 97 %
three years 1998, 22 (3 | from $9.37 million in 1990 to $18.45 million in 139 State expenditure on astnoking
later, there’s Suppl): 321-3| campaigns (for the entire population) increased Z48m $9.47 million in 1990 to an
even larger estimated $11.75 million in 1993. When this expamdiis converted to a relative amount,
revenue but relative state expenditure per under-age smokearegstimated 10%, from $4.40 in 1990|to
little for $3.98 in 1993. This is equivalent to approximat@ly% and 5.1%, in 1990 and 1993
prevention.”® respectively, of state revenue from cigarette smpkiy those under the legal purchase age

being spent on discouraging adolescents from takmgdhis habit. These results suggest a

growing inequity in the expenditure on anti-smokawajivities compared to revenues receiyed

from sales to minors.”
Corso PS, Medical “BACKGROUND: Rising health care costs and limitedsources necessitate trade-gff$here was a significantly greater willingness ty pa
Hammitt JK, Decision between resources allocated toward prevention lawgkttoward treatment. Information fropfor treatment than for prevention ($665 versus
Graham JD, Making2002 | opinion polls suggests citizens favor spendinggadi proportion of all health care dollars pi$223). Thus the public may not be as much| in
Dicker RC, Sep-Oct 22(5| prevention rather than treatmer@BJECTIVES: To assess the policy implications |davour of putting resources into prevention (as
Goldie SJ. Suppl): S92- | willingness to pay (WTP) fouse in cost-benefit analysis (CBA) as a methodcfpturing| opposed to treatment) as people claim, or as it
“Assessing 101. individual preferencedor prevention and treatment in the context of resowlbecation| appears from opinion polls. Does this suggest that
preferences for decisionsMETHODS: The authors recruited a random sampled&61US residents age 18the QALY threshold should be higher for putting
prevention years and greater by telephone using random-digiind. The survey was designed as al 3esources into prevention than for treatment??
versus stage (phone-mail-phone) process and was condbetweeen December 1998 and March

treatment using
willingness to
payn47

1999. For all persons completing the survey (N 84)1the authors 1st collected responde
opinions about the costs and effectiveness of ptexeversus treatment programs in gene
Half of respondents were then asked to state Y& for a hypothetical preventiatenario

and half were asked to state their WTP for a hygtithl treatment scenario. Both scenari

were specific to the same health context and irduah identical reduction in mortality ris
RESULTS: WTP for treatment was significantly gredtean WTP forprevention, $665 an
$223, respectively. Prior opinions on the relatféectiveness afforded by preventive al
treatment interventions moderately influenced thEP\éstimates fopersons randomized t
either scenario. Prior opinions on costs had nnifsignt effect on WTP estimates feither
scenario. WTP significantly increased with age hodsehold income in the full sample b

nts'
al.

I0S
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was not significantly affected by gender or edural attainmentCONCLUSIONS: The

aggregated WTP responses from the prevention aadnent scenarios presented in our

study would imply that treatment is more strongigfprred by society than preventiaen

the health context is the same and benefits of aseheld constant. A better understanding is

needed of the discrepancy between citizens' siatefgrencedor prevention (e.g., through

polling) and our findings that they were willing pay substantially more for treatment than

for prevention.
Bonneux, L, BMJ 1998 OBJECTIVES: To examine whether elimination of fatlideases will increase healthcar&everal other studies show that health promotion
Barendregt JJ, | Jan 3 costs. DESIGN: Mortality data from vital statisticembined with healthcare spending in activities are cost effective in reducing expenmiti
Nusselder WJ, | 316(7124):26| cause elimination life table. Costs were allocatedspecific diseasethrough the various on health or medical costs. These are mostly fom
der Maas PJ. -29 healthcare registerSETTING AND SUBJECTS: The population of the Nethads, 1988 American private health care / insurance compahies
“Preventing MAIN OUTCOME MEASURES: Healthcare costs of a sytidife table cohort, expressedsuch as “Medicare”. They make an econoric
fatal diseases as life time expected cosRESULTS: The life time expected healthcare coat4 888 in the| justification for health promotion / preventign
increases Netherlands were 56,600 Pounds for men and 80,600d3 for women. Elimination of fatalprogrammes, but interestingly this study from the
healthcare diseases--such as coronary heart disease, canceshronic obstructive lung diseasg-Netherlands found that if you reduce fatal diseases

costs: cause
elimination life
table
approach #®

increases healthcare costs. Major savings will tleexed only by elimination of non-fataloverall health care costs go up because of

disease--such as musculoskeletal diseasdsmental disorder€ONCLUSION: The aim of
prevention is to spare people from avoidable miserg death not to save money on th
healthcare system. In countries with low mortal@jmination of fatadiseases by successful

prevention increases healthcare spending because ohedical expenses during added life

years.

the
medical care required during the added life years.
e
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Searches were also performed on a number of otltebases. These did not reveal any further relestadies or reports. They were as follows;

Other literature searches performed:

Database

Search performed (search terms used)

Resuand comments

Economic and Social Data Service
(ESDS) database through NELH

“prevention AND health”

56 studies were found baha were relevant. Most related to crime and sattalides
surveys.

Economic and Social Research
Council (ESRC) database

“spend on health prevention” (instructions sa
to use phrases to search rather than keywor

y891 reports were found with 29 marked as 50% oremelevant. In fact none of these were|
dsglevant to the measurement of preventative heakimd.

EPPI-Centre (part of the Social
Science Research Institute at the

A search was made of reports that had a co
indication or the word “spend” and the word

5tOf the reports found that were relevant to heatith spend, most were about pricing policie
incentives and cost-effectiveness. Many report®@wabout education. None related to sper

)

University of London) databases,
including databases of systematic
reviews, health promotion research
(Bibliomap), and of promoting healtf
effectiveness reviews (DoPHER)

“health” (see search strategy below) on prevention.

N

General internet search using the m
search engine

s@ombinations of “health”, “prevention” and
“wellbeing”

This general internet search was useful in illustgathe wide range of bodies involved in
promoting health and wellbeing and in preventiotivies that may otherwise be forgotten
by health service bodies. This includes many phblis, other media such as television
including the BBC, universities and student bodieany voluntary organisations such as
those for specific conditions and for specific grewf people, those promoting alternative
medicines, etc, leisure centres, beauty clubsiottestry department, lottery fund supported
ventures, and many others. It also illustratedfdlsethat this issue is in the forefront in man
countries worldwide.

Searches of relevant websites such
the WHO, OECD, ONS, etc

aSearch strategies varied according to the
website

Information retrieved, together with informationtaimed directly from these agencies, is
included in other sections of this report.

Search strategy used for EPPI-Centre Bibliomapbdae

Search no. Search No of hits
1 Cost indication: cost indication 197
2 Freetext: health 6588
3 Freetext: spend 15
4 1 AND 2 97
5 2 AND 3 7
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Annex B — Research and Evidence

This Annex presents information obtained from orgational websites.

Cooksey Review

December 2006

Sir David Cooksey has published his review of th&iiutional arrangements for the public
funding of health research in the UK. The revieguas that considerable progress has been
made in some areas, notably NHS R&D, in the lastyfears and sets out recommendations
to ensure that publicly funded health researclaised out in the most effective and efficient
way, facilitating rapid translation of researchdiimgs into health and economic benefits.

Key recommendations set out in the review include:

The establishment of the Office for Strategic Cawation of Health Research (OSCHR) to
act as a central coordinating body for health netea

Reporting to the Department of Health and the @ffa€ Science and Innovation, and with
structures to allow strategic input from the deeohadministrations, OSCHR would:

Set the government's health research strategy)gdkio account the advice, priorities
and needs set out by the National Institute of tHed®esearch (NIHR) and its
counterparts in the devolved administrations, thedidal Research Council (MRC) and
the NHS;

Set the budget required to deliver this strategy submit a single Spending Review bid
to the Treasury;

Communicate the UK's health priorities to the phageutical and bioscience sectors,
including designating public and private sectorjgets addressing hitherto unmet health
needs as 'UK Priority Projects’;

Monitor delivery of the strategy against objectiwsl report to Parliament on progress;
and

Encourage a stronger partnership between Governimeaith industries and charities.

The Creation of a joint MRC/NIHR Translational Meidie Funding Board

The new funding board would consist of represevgatifrom the MRC, NIHR, healthcare
industries, DH, DTI and devolved administratiorisvbuld:

Take the lead in developing a translational re$eatategy to maximize the economic
and health benefits of innovation

Extract from Section 5.68 Cooksey report:

“in order to achieve greater clarity of objectivanpre efficient decision making and
allocation of resources, there should be a mudireteallocation of responsibilities between
MRC and NIHR under the new arrangement outsideatikas covered by the Translational
Medicine Funding Board. This will also ensure teath organisation focuses on its research
strengths rather than both trying to cover the wrsgectrum of research. One of the aims of
the Review was to align research priorities moosely with wider health objectives. In some
areas where both MRC and DH currently fund reseéalh as HTA or clinical research
instigated by clinicians or other health profesalsej the Review feels that DH is in a better
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position to do this. Box 5.2 sets out the detadigarding the new relative responsibilities of
MRC and NIHR. In practice, this clearer allocatieill mean that the MRC will no longer
fund research in areas where NIHR currently pravifiending and, in the opinion of the
Review, is better placed to lead, i.e.:

- Health Technology Assessment (HTA) and Phase hNaal trials;

- Health Services Research (HSR);

- Applied Public Health Research, including reseacelried out by the Health
Protection Agency (HPA) to support their core bass(but MRC should continue to
fund fundamental research in this area, e.g. irld@ing better understanding of the
biological contributions to behaviours);

- Social care research; and

- Clinical research conducted by NHS staff, contiiimyito the better care of patients.”

http://www.hm-
treasury.gov.uk/independent reviews/cooksey regeskseyreview index.cfm

National Institute for Health and Clinical Excellence (NICE)

The National Institute for Health and Clinical Ekeace (NICE) is the independent
organisation responsible for providing nationaldguice on the promotion of good health and
the prevention and treatment of ill health. httgwiv.nice.org.uk/

NICE produces guidance in three areas of health:

public health - guidance on the promotion of go@adlth and the prevention of ill
health for those working in the NHS, local authestand the wider public and
voluntary sector

health technologies - guidance on the use of neeaisting medicines, treatments
and procedures within the NHS

clinical practice - guidance on the appropriateatirent and care of people with

specific diseases

NICE categorises certain research recommendatisrisemg of essential or high priority.
NICE has categorised 5 ‘Essential Priorities’.

ID Research recommendations Priority Prioritisation
notes
What interventions are most effective and costogiffe in Rated as a
228 increasing physical activity levels and helping pleaqquit Essentialessential priority b
smoking among lower socioeconomic... NICE
What is the effectiveness and cost eefiveness ¢ Rated as a
225 exercise referral schemes on the logigm (over 1 yeal Essentialessential priority b
physical activity levels of previously inactive... NICE
Is the stagesof changes/transtheoretical model Rated as a
214 effective and costffective intervention for smokir Essentialessential priority b
cessation compared to delivered appropriately... NICE
Interferon-gamma_tests:A diagnostic _and qualitati\ Rated as a
54 study is needed to assess whether interfgeonma test Essentialessential priority b
are acceptable to patients and are more... NICE
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Treatment of [Obsessivaampulsive disorder] (OCD) ai Rated as a
46 [Body dysmorphic disorder] (BDD) among young pec Essentialessential priority b
and young adults:- Appropriately blinded randomised NICE

Social Care Institute for Excellence

SCIE works with people and organisations throughbetsocial care sector to identify useful
information, research and examples of good practitsing this information, it produces
resources which evaluate practice in a particul@a aof social care, drawing out key
messages for good practice and identifying areasrevimore research is needed to inform
good practice. SCIE also runs an extensive, frenenresource called Social Care Online
Practitioners, researchers, service users andypoiiekers rely on SCIE's resources as a
central and trusted point for evidence-based goadtise guidance.

SCIE's work covers the breadth of social care midly services for adults, children
and families, participation, human resource devalem, social work education, e-
learning and the use of knowledge in social catg://www.scie.org.uk/

UK Clinical Research Collaboration

The UK Clinical Research Collaboration (UKCRC) ipatnership of organisations working
to establish the UK as a world leader in clinicesegarch, by harnessing the power of the
NHS.

Proportion of Combined Total Spend by Research Acti vity — Kite Diagram

Source:
http://www.ukcrc.org/PDF/UKCRC Health Research As&l Report.pdf
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Source:
http://www.ukcrc.org/PDF/UKCRC Health Research Ased Report.pdf
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Annex C - WHO Classification Schemes for Preventio& Public Health

From the WHO Guide to producing National Health éwats

Classification Example 1 - Essential Public He&ltimctions
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Classification Example 2 — Sri Lankan classificat&ystem for Prevention & Public
Health
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Annex D - Quality and Outcome Framework Indicators
Selected examples from the Quality and Outcome &naork indicators:
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Annex E — Expert Advisory Panel

We are grateful to the following colleagues foritteglvice during the development of
this report.

Robert Anderson, Standards and quality analyteaat (economics) DH

David Bensley, Operational Research Project ManBger

Dr Peter Brambleby, Consultant in Public Healthyfnik PCT

Dr Tim Crayford, Director of Public Health, Croyd&®CT

Dr Valerie Day, Director - Public Health, DH

Peter Dick, Operational Research, DH

Dr Steve Feast, Senior Advisor in Public Health, DH

Brian Ferguson, Director, Yorkshire & Humber Pultfiealth Observatory

Donald Franklin, Senior Economic Adviser, DH

Jon Glasby, Senior Lecturer, Health Services Mamage Centre

John Henderson, Economics and Operational ResearichDH

Dr Nick Hicks, Director of Public Health, Milton K@es PCT

Dr Azim Lakhani, National Centre for Health Outcarigevelopment , Director of Knowledge Bas

and Clinical Indicators

5

Phillip Lee, UK Centre for the Measurement of Goweent Activity

Julian Le Grand, Richard Titmuss Professor of Sduidicy, London School of Economics and

Political Science

George Leahy, Head of Public Health Development, DH

Martin McKee, Professor of European Public Hedldndon School of Hygiene and Tropical

Medicine. Director in European Observatory on ke@lare Systems.

Kevin Marsh, Head of Economics Group, Matrix Reskand Consultancy

lan Stone, Economic Advisor, Corporate Analyticahim, DH

Franco Sassi, Senior Lecturer in Health Policy, @&pent of Social Policy, London School of

Economics and Political Science

Nicholas Mays, Professor of Health Policy, Londah&l of Hygiene and Tropical Medicine.

We are also grateful to Simon Duffy, National Dig¢in Control, Carl Poll, in Control,
Tony Hunter & Sarah Pickup, Joint Chairs, Resou@asmittee, Association of Directors of
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Mike Griffin, Public Health Resource Unit, Oxford

Dr Veena DeSouza Public Health Resource Unit, Q@ixfor

Dr Aileen Clarke, Public Health Resource Unit, Qxfo

Pat Adams, Public Health Resource Unit, Oxford
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Annex F - Definition of measure

Compact Oxford English Dictionary
measure

* verb 1 determine the size, amount, or degree of (somgktiy comparison
with a standard uni® be of (a specified size}.(measure ouj take an exact
guantity of.4 (measure up reach the required or expected standard.

*noun 1 a means of achieving a purpo2ea legislative bill.3 a standard unit
used to express size, amount, or degteemeasuring device marked with such
units.5 (a measure of a certain amount or degree 6fla measure of an
indication of the extent or quality of.(measure$ a group of rock strat®.a
metrical unit or group in poetry.

— PHRASESfor good measureas an amount or item beyond that which is
strictly requiredhave the measure otinderstand the character or abilities of.

— DERIVATIVES measurableadjectivemeasurably adverb

— ORIGIN Latin mensurafrom metiri ‘to measure’.
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