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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No 23: October 2017

Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. Thank you for subscribing to the monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. If you have anything that needs to be shared urgently, we will circulate as soon as possible.
	
Ensuring Every Child has the Best Start in Life (H&WB Team Lead: Alison Iliff and Gemma Mann)


	

	[bookmark: _GoBack]Rise Above for Schools programme
Public Health England (PHE) has developed a series of new resources for secondary school teachers to use in their lesson plans as part of the Rise Above for Schools programme. The resources will help teachers to engage pupils with coping strategies about ‘traditional’ health issues, like smoking and alcohol, while also addressing some of the most challenging pressures young people face today in an ‘always on’ social media generation.

The 7 Personal, Social, Health and Economic Education (PSHE) lesson plans have been accredited by the PSHE Association and piloted with teachers, ensuring they are robust and of the highest quality. The resources include a range of techniques for teachers to employ to enable pupils to safely learn, explore and discuss coping strategies for dealing with issues, such as:
· bullying and cyberbullying
· alcohol use and smoking
· positive relationships and friendships
· exam stress
· online stress and social media
· body image in a digital world


National Child Measurement Programme Update
Please see attached latest National Child Measurement Programme Update.




NCMP Trends 2006/07 - 2015/16: Detailed report, summary of findings and supplementary dataset - September 2017 
The PHE Obesity Risk Factors Intelligence team has published the latest National Child Measurement Programme (NCMP) trends report: Changes in children’s body mass index between 2006/07 and 2015/16. The report explores trends in obesity, overweight, excess weight and underweight prevalence, as well as changes in mean BMI over time. Trends within different socioeconomic and ethnic groups are examined to determine whether existing health inequalities are widening or becoming smaller. The report shows that obesity is stabilising in Reception girls and there is a downward trend in obesity in Reception boys. In Year 6 however, there is a significant upward trend in obesity among both boys and girls, with slightly higher rates of increase than found last year. Inequalities continue to widen between the most deprived and least deprived children across both sexes and year groups. For the first time, the report also maps the trend of childhood obesity across local authority areas. The report is accompanied by a summary of main findings and a supplementary dataset which are all available here.  


Public Health England publishes an interim report updating on progress of its sugar reduction and wider food reformulation programme
The programme aims to reduce the amount of sugar children consume from everyday food by 20% by 2020, with a 5% reduction in the first year. It is a light touch report covering the period April to September and updates on PHE’s actions since the last combined technical and progress report was published in March. The report also sets out the next steps for the programme up to March 2018. There is no assessment of whether industry is progressing towards the 20% reduction target; this will be covered in the next, more detailed report which will be published in March 2018. The report is available here. Please share it with your own stakeholder networks. Please send any queries to the sugar reduction inbox.


Free support to measure pupil wellbeing
Do you need help measuring the wellbeing of pupils in your schools?
Thanks to funding from the Big Lottery Fund, Anna Freud National Centre for Children and Families are pleased to be able to offer 130 schools across England access to free support to measure pupil wellbeing for a three year period (2017-2020), including: 
· Access to a secure, online survey – the Wellbeing Measurement Framework
· Support with the implementation/ process 
· Analysis of survey responses from your school, benchmarked with schools from other areas 

To find out more and express interest visit the Schools in Mind section on the Anna Freud website. .  
 
Bespoke feedback reports will provide evidence of strengths and challenges, and help schools plan support.  The survey will be repeated annually over 2017-20, enabling schools to see change over time, and to gauge the impact of support they are providing.

The Wellbeing Measurement Framework is a set of validated measures assessing pupil’s emotional wellbeing, mental health issues, coping strategies and risk and resilience factors.  


The NWG CSE Assessment Tool  Launch
In response to a demand from our network, we have developed the tool to support multi-agency staff to better exercise professional judgement and to promote greater involvement of children, young people and parent(s)/carer(s) in the assessment and planning process.

NWG are holding 8 regional launch events where delegates will have the opportunity to hear from key professionals in the sector including researchers and academics. 

For more information regarding the tool or to book a place at one of the events, please click here. 


Young People Physical Activity Survey
StreetGames, along with ukactive, Mind, Time to Change  and the CYP Mental Health Coalition, are keen to hear from organisations that work with young people, offering any kind of sport or physical activity, and that may want support for their coaches and volunteers with mental health awareness.  If that is you, or an organisation that you know about, please take 10 minutes to complete their survey - or forward the link to your colleagues.  As an extra incentive, there is a prize draw for free Mental Health First Aid training worth over £500.  Someone is going to win it; it could be you! 


A Symposium on Smoking in Pregnancy and Improving Outcomes in Early Years
Tuesday 7th November 2017, 9.30 – 15.30, Horizon, Brewery Wharfe, Leeds, LS10 1HG
Please see full details regarding the event in the ‘Upcoming Meetings and Seminars’ section below.





	

	
Living Well 


	
Heart Age Test relaunch
PHE has relaunched its Heart Age Test as part of the One You brand, which supports adults in making simple changes towards a longer, happier life. The online test is for anyone aged 30+ and provides an estimation of their Heart Age based on basic physical and lifestyle-related information - having a heart age older than your actual age means you are at a higher risk of having a heart attack or stroke. In total, 1.3 million people have taken the test so far.


Tackling Obesity (H&WB Team Lead: Nicola Corrigan)

National child measurement programme (NCMP): trends in child BMI
The PHE Obesity Risk Factors Intelligence team has published the latest National Child Measurement Programme (NCMP) trends report: Changes in children’s body mass index between 2006/07 and 2015/16. For further information, please see the full item in the ‘Ensuring Every Child has the Best Start in Life’ section above. 


Child and adult diet patterns and trends: slide set presentations
PHE Risk Factors Intelligence has produced the Child diet patterns and trends: presentation and the Adult diet patterns and trends: presentation (Sept 2017). These PowerPoint slides present key data and information on the patterns and trends in child and adult diet in clear, easy to understand charts and graphics. The slides and accompanying notes can be downloaded and used freely with acknowledgement to Public Health England. They are a useful tool for practitioners and policy makers working on diet and obesity at local, regional and national level. 


Food for Life Policy Round-Up: August 2017
In this month’s edition: Public Health England announces a new calorie reduction programme, cases of type 2 diabetes in children are on the rise, and Feeding Britain launches an inquiry into malnutrition and hunger among older people. 


Food Active Supporter Bulletin: September 2017
Click here to read September’s edition of the Food Active Supporter bulletin. 


South Yorkshire Eating Disorders Association Public Meeting: 
Binge eating disorders and bulimia – hidden but treatable
Monday 16th October, 18.00 – 20.00
Hallam Hall, Owen Building, Arundel Gate, Sheffield, S1 1WB

Join us to hear how new approaches are changing behaviours and lives. See flyer below for more information. 





Clearing up confusion caused by flip-flopping diet news
Clearing up confusion caused by flip-flopping diet news blog can be accessed here. 



Everybody Active Every Day (H&WB Team Lead: Nicola Corrigan)

Increasing physical activity in a rural workplace setting 
The document (attached below) focuses on rural physical activity (especially active travel) as is repeatedly identified as a gap in the evidence base. 



A case study (attached below) of a One You Physical Activity Pharmacy Campaign in the South West.





DfT Question Bank on transport and travel attitudes and self- reported behaviours
The DfT have published its Question Bank – a database of survey questions to the public or specific sub-groups thereof (e.g. young drivers) related to their transport and travel attitudes and self- reported behaviours. It includes questions from some current and recent   large routine surveys such as British Social Attitudes, the Crime Survey for England and Wales and  the National Travel Survey  and some national cohort studies such as Understanding Society  as well as some very specialist surveys e.g. cohort study of learner drivers.


Useful Links 
Link to Official Statistics release
Link to the statistical commentary
New indicators have now been launched on the physical activity tool and PHOF
Launch of This Girl Can resources for schools. 
Sported and Women in Sport launching a programme to support girls in deprived areas to access sports programmes. 


New fact sheet  from EFDS and Disability Rights UK
EFDS and Disability Rights UK have released a new fact sheet that provides information about the personalisation agenda and top tips on how to support disabled people to be active using personal budgets.  

The fact sheet is the latest addition to a collection of engagement resources that advises organisations on how they can plan, target and deliver more appealing and accessible activities for disabled people. EFDS and Disability Rights UK hope this new resource will lead to more successful engagement ideas for disabled people to be and stay active for life.

The fact sheet covers the following topics:
· What is the personalisation agenda?
· What is a personal budget?
· How do personal budgets link to being active?
· Top tips for engaging personal budget holders and other disabled people in physical activity

Disability Rights UK supports personalisation and believes that independent living is about more than the care disabled people receive. It is about enhancing independence, wellbeing and quality of life. Being active is an important way to feel good, socialise and be part of the community.  


YSFConnect Networking and CPD Event
YSFConnect Networking and CPD Event - Places and People in Community Development event is taking place on Friday 6th October. Click here to book your place. 
Physically Active Learning: Insights from Research and Practice
Wednesday 18th October 1pm to 4:30pm
Leeds Beckett University, Headingley Campus, LS6 3QS

Booking link
Pa$$w0rd: Activelearning

The seminar and workshop will draw together leading researchers and practitioners from across England who specialise in physically active learning. Children's’ physical activity levels in the UK are among the lowest in the developed world. With children spending a large proportion of their time in school, the UK Obesity Plan requires schools to provide children with 30 minutes of in-school physical activity each day. With traditional approaches to increasing physical activity in break, lunch and PE resulting in minimal improvement, new avenues for exploration are required. Segmented-day patterns of physical activity in children consistently highlight lesson times as the most sedentary portion of a child’s day. Therefore this presents a premium opportunity to increase physical activity for all children. Studies from across the world have demonstrated the potential of physically active learning to increase physical activity levels and more importantly academic performance. Results however are inconsistent, although never negative. Presentations in the seminar will showcase the current knowledge on; the potential of, barriers to and ideas for, physically active learning. 

The workshop will then draw on the collective knowledge of the attendees to develop a future strategy to enhance physically active learning across the England and the rest of the UK. 


Workshop on Physical Activity Research in the North East
Physical activity for the prevention and management of long term conditions Worksop
Wednesday 8th November 2017 at The Sutherland Building, Northumbria University.

The purpose of the workshop is to bring together individuals engaged in physical activity research from the Fuse partner universities to share expertise and experience and to explore the potential to develop research collaborations in PA research.  

Confirmed speakers include Professor Adrian Taylor (Plymouth University) and Professor Greg Atkinson (Teesside University).

Anyone with an interest in physical activity from academia, or the private, public and voluntary sectors would find the workshop useful and attendance at the workshop is free.  For further information plus details on how to register, please visit the Fuse website 


National Para Swimming Championships - 9-10 December 2017
Please click here for information on Entries, Passes and Spectator tickets for the National Para Swimming Championships, 9-10 December 2017 at Manchester Aquatics Centre.


Healthy Places (H&WB Team Lead: Nicola Corrigan)

The role of health and wellbeing in planning
Local planning authorities should ensure that health and wellbeing, and health infrastructure are considered in local and neighbourhood plans and in planning decision making. Public health organisations, health service organisations, commissioners and providers, and local communities should use this guidance to help them work effectively with local planning authorities in order to promote healthy communities and support appropriate health infrastructure.


National Parks England:  Launch of the National Accord
This accord, launched on 8th September represents the commitment between National Parks England and PHE to improve health and wellbeing through our national parks.



Reducing Smoking (H&WB Team Lead: Scott Crosby)

A Symposium on Smoking in Pregnancy and Improving Outcomes in Early Years
Tuesday 7th November 2017, 9.30 – 15.30, Horizon, Brewery Wharfe, Leeds, LS10 1HG
Please see full details regarding the event in the ‘Upcoming Meetings and Seminars’ section below. 


Models of delivery for stop smoking services: options and evidence
Providing support for smokers to quit is highly cost effective and the evidence is clear that smokers who receive a combination of pharmacotherapy and behavioural support are more likely to quit successfully. In order to achieve this it is important that high quality interventions available, provided by trained advisor involving behavioural support and medication. Models of delivery for stop smoking services: options and evidence is intended to support Directors of Public Health and local healthcare commissioners in rapidly appraising the evidence, to enable informed decisions around the provision of local stop smoking support. It describes interventions to support smokers to stop and evidence of effectiveness (service components), setting out the different models for delivering these interventions currently being considered by local authorities (service models). This is just one part of a family of tools that PHE offers to help local decision makers in relation to tobacco control. Other products include: Local Tobacco Control Profiles; JSNA support packs; and CLeaR self-assessments.


Stoptober 2017 campaign 
Stoptober is back for 2017 to encourage smokers across England to make a quit attempt during October. To help you support Stoptober we have a range of resources you can download or order for free, including posters, conversation starters, digital assets and more. Whilst Stoptober is a campaign in its own right, it is part of the wider One You programme. One You is the PHE programme that helps adults across the country make small changes to their lifestyles that can have a big impact on their future health. 


Reducing Harmful Drinking (H&WB Team Lead: Liz Butcher)

New liver disease atlas published 
Public Health has published the 2nd Atlas of Variation in Risk Factors and Healthcare for Liver Disease in England. The Atlas is made up of 39 indicators relating to liver disease, 19 of which show trend data over time. It shows the degree of variation across the country, a national figure for comparison and commentary providing options for action and a list of evidence based resources for local health systems to improve. This is a valuable resource for local health systems. It is published on the PHE fingertips website here.


Sexual Health (H&WB Team Lead: Sharron Ainslie)

Commissioners are requested to make arrangements to enable GUMCADv2 reporting by enhanced GPs
General practices offering enhanced sexual health services are required to submit a GUMCADv2 return to Public Health England on a quarterly basis. To support implementation of GUMCADv2 extraction at these sites, PHE initially covered the costs of access to a data extraction tool (MIQUEST). PHE will continue to pay for access to the MIQUEST tool until July 2017, after which commissioners are requested to make alternative arrangements to enable GUMCADv2 data reporting for the enhanced GPs in their area. The MIQUEST tool is currently administered by TCR Nottingham (www.tcrnottingham.com), but other software companies provide similar data extraction tools. For further information, please contact the GUMCAD team at gumcad@phe.gov.uk. 


BASHH has implemented local codes to monitor vulnerability
· BASHH has informed all sexual health clinics of the need to use a standard set of local SHHAPT codes to monitor child sexual exploitation, domestic violence and female genital mutilation.  
· The codes were formulated as below because they best reconcile the need to capture sufficient detail with ease of coding. PHE are supportive but cannot yet incorporate these SHHAPT codes into the GUMCADv2 dataset until approval is granted by NHS Digital. 
· In the interest of time and ease of coding BASHH has advised its members to adopt these as local SHHAPT codes from this point. This will at least support national and regional surveillance and audit in the meantime. 

	Code
	Meaning

	DV
	Current concern of domestic violence (or abuse) 

	FGM
	FGM of any type noted

	CSE1
	CSE concerns raised at internal multidisciplinary meeting

	CSE2
	CSE concerns raised with safeguarding professionals within our organisation

	CSE3
	CSE case referred to Local Authority Multi Agency Safeguarding Hub/Service




Monitoring hepatitis A vaccination activity via GUMCADv2
In response to the ongoing outbreak of hepatitis A in men who have sex with men, PHE have deployed new SHHAPT codes to monitor the uptake of vaccination for hepatitis A virus. Levels of hepatitis A vaccination in sexual health clinics are currently unknown. The introduction of hepatitis A codes to GUMCADv2 will allow the monitoring of hepatitis A vaccination coverage among MSM and according to clinical history, which will inform service planning during ongoing clusters and to understand likely susceptibility in the population.  These codes will be reported by sexual health clinics to PHE using GUMCADv2:

	SHHAPT code
	Description
	Definition and guidance

	O20
	Hepatitis A vaccination: 1st dose
	The 1st dose of any new hepatitis A vaccination course 
 
Cannot be reported on the same date as O21

	O21
	Hepatitis A vaccination: subsequent dose
	The 2nd or 3rd dose of a hepatitis A vaccination course (including those who are known to have received a 1st dose at another service).
 
This code should be used for patients receiving EITHER the 2nd dose of a monovalent hepatitis A vaccine course OR their 2nd or 3rd dose of a bivalent hepatitis A/B vaccine course.
 
Cannot be reported on the same date as O20

	O22
	Hepatitis A immune
	Includes those who have;
·         natural immunity  - via self-reported or documented history of hepatitis A infection
·         vaccinated immunity – via documented history of 2 doses of of monovalent or 3 doses of bivalent vaccine

	O23
	Partner notification: hepatitis A contact
	This includes those presenting as a partner of an index case diagnosed with hepatitis A 
(at this or any other service).
 
·   If the partner is found to be infected with hepatitis A they should also be coded C15




Chlamydia care pathway workshops
In previous updates we reported on the PHE facilitated chlamydia care pathway workshops. The pathway is a systematic way of using local and national data to interrogate the care pathway and identify areas where quality can be enhanced or efficiency of delivery improved, with a view to developing service improvement action plans. During 2016-2017, 27 workshops have been delivered across all nine PHE centres, in a number of different formats, covering 127 local authorities (LAs) (84% of 152 upper tier LAs).
The majority of workshops were attended by both commissioners and providers, enabling constructive dialogue as well as sharing of (good) practice. Our evaluation showed that the workshops have been well received and many areas developed local actions to improve their screening activities locally and improve elements of clinical governance. We are now in the process of reviewing our approach for 2017-2018. If you have any comments or wish to explore the possibility of a chlamydia care pathway workshop in your area(s), please get in touch with your Sexual Health Facilitator or email Erna Buitendam.  


Drugs Recovery (H&WB Team Lead: Liz Butcher)

Letter from PHE inviting expressions of interest to participate in an Individual Placement and Support (IPS) drug and alcohol dependency trial 
The Alcohol, Drugs and Tobacco Division in PHE are inviting expressions of interest from areas who are interested in partnering with us in a drug and alcohol dependency Individual Placement and Support (IPS) randomised control trial. This is an exciting opportunity to contribute to building the evidence base around employment and drug and alcohol recovery, and PHE are seeking 5 – 7 areas to participate in a trial to test the effectiveness of the IPS employment support approach in drug and alcohol community treatment settings. The trial will be live from April 2018 – March 2020, and will be followed by a 12 month evaluation period. PHE will work closely with selected trial sites between November 2017 and March 2018 in preparation for going live, and for the duration of the trial. Please find attached below letter of invitation from Rosanna O’Connor, PHE director for alcohol, drugs and tobacco and the accompanying expression of interest pro-forma (Annex 4). The deadline for applications is 5pm on 31st October. Queries and applications should be submitted here.  Two expression of interest events are being held in London and Leeds, later in September and further information about these is available in the letter.






A review of new psychoactive substances in secure mental health: summary document
PHE has reviewed the latest clinical evidence, and surveyed low, medium, high secure, and Child and Adolescent Mental Health Units in England on the current issues they were experiencing with new psychoactive substances (NPS). The survey found that current NPS use was relatively low (1.1%). However the reported prevalence of use by patients prior to admission was significantly higher. It also highlighted a number of issues experienced by units including violence, trading and exploitation and impacts on staff. The results provide a strong case for continued public health action focussed on patients with mental health conditions who are using, or have used NPS. Read the full report here.



Improving clinical responses to drug-related deaths: a summary of best practice and innovations from drug treatment providers
Collective Voice and the NHS Substance Misuse Provider Alliance have published a set of recommendations for drug treatment providers to help improve clinical responses to drug-related deaths. Practice points covered include: the identification of risk of drug-related death; the delivery of safe, recovery-orientated drug treatment; preventing overdose in people who use drugs; meeting physical and mental health needs; and reducing the risk of drug-related death for people outside drug treatment.





Fentanyl update
You will have been aware of issues with fentanyl-adulterated heroin earlier this year. This is a brief update on the position and links to useful resources.

PHE’s latest blog describes What's being done to mitigate future problems following the national alert back in April. 
You may be interested in a recent BBC3 programme, to which PHE contributed, which shows the impact fentanyl had in Hull. The documentary follows and interviews people using heroin in the city, who describe how most people they knew wanted to avoid it but some sought it out; and also that fentanyl has now largely disappeared.

This accords with our own national assessment and that of the National Crime Agency, which issued a media release last month. They reported 60 fentanyl-related deaths but all in the earlier part of the year, with fentanyl availability apparently having tailed off. But, as the PHE blog highlights, we all need to continue to be vigilant, learn from international colleagues, ensure naloxone is widely available to all who need it, and be ready with an effective scaled up and rapid response should the need arise.

Our earlier blogs on The use of naloxone in local authorities and Actions we're taking to prevent drug-related deaths are also still relevant.


NHS Health Checks (H&WB Team Lead: Melanie Earlam)

New resources published on CVD
PHE has been working with NHS England to produce a new data analysis on CVD and the NHS Health Check programme for sustainability and transformation partnerships. These resources set out the number of heart attacks and strokes that could be avoided if the NHS optimised the diagnosis and management of AF, hypertension and CVD risk. They were announced by Bruce Keogh at the NHS Expo yesterday and a letter about the resources has also gone out to all STPs, you can find copies of the resources on the NHS Health Checks website. 


Reducing Health Inequalities (H&WB Team Lead: Alison Patey)

Reducing Health Inequalities: System, Scale and Sustainability
PHE’s Health Equity Unit has launched “Reducing Health Inequalities: System, Scale and Sustainability”. Published in response to demand from across the public health system, the guidance is an update of the Health Inequalities National Support Team (HINST) background document “Systematically reducing health inequalities”. This originated from the work done between 2006 and 2010, by HINST. The revised publication and supporting slide deck were developed under the expert eye of Professor Chris Bentley, who led the original HINST. In turn, we were supported by a large stakeholder group of colleagues from across the public health and local government. As a result the guidance provides broad scope for application, taking you through different levels of intervention on health inequalities. It explores risk, impact of interventions over time and across the life course, emphasising the importance of acting at scale to reach large sections of the population and have real effect. 



Refresh for the Health Inequalities e learning programme
The Health Inequalities e-learning programme has been updated to include the revised Health Equity Assessment Tool (HEAT) together with updated charts on life expectancy and healthy life expectancy. Nearly 400 colleagues from across public health and local authorities have completed this e-learning and their feedback has been overwhelmingly positive. Reducing health inequalities is at the heart of PHE’s priorities and there is also a legal duty on PHE to have due regard to reducing health inequalities. Completing this e-learning is an important first step to meeting that legal duty.


New e-learning: Community-Centred Approaches to Health Improvement
PHE has been working with HEE to produce a new e-Learning for Health programme on community-centred approaches to health improvement.   

These two new e-learning modules are suitable for practitioners, managers and commissioners who want:
· an update on evidence and guidance on community-centred approaches to health improvement;
· to take a more strategic and planned approach to scaling-up community-centred approaches.

Communities matter for health. A community where people are well connected, are inclusive and respectful of all and are involved in local decision-making are healthy communities. Improving population health and reducing health inequalities requires us to address these community factors and work with and alongside community members to improve the things that matter for their health. 
The modules are based on our guide to community-centred approaches for health and wellbeing and support PHE’s growing programme of work on community-centred and asset-based approaches. Module 1 covers the evidence and theory on why and how communities matter for health and what approaches work. Module 2 involves practical exercises to apply the knowledge to practice and to help develop strategic and practical plans for taking community-centred approaches forward within local places and organisations.

Please cascade the link on to your networks, to encourage uptake from a wide range of workforce who have a role to play in improving the public’s health through working with communities. 




	
Ageing Well (H&WB Team Lead: Alison Iliff, Dementia: Melanie Earlam)


	
Ageing, loneliness and dementia: a learning event
Thursday 16th November 2017, Wakefield. 
Please see full details regarding the event in the ‘Upcoming Meetings and Seminars’ section below. 



Dementia and Older People’s Mental Health Bulletin September 2017



Food For Life Better Care, Calderdale & Kirklees Event, July 2017
Please find attached below the Soil Association, Food for Life Better Care report produced after the introductory event that was held at Shibden Park on the 13th July. The Better Care event aimed to bring together strategic leaders in the field of Health and Social Care for older people in Calderdale and Kirklees to allow us to collectively explore how we can best harness the power of good food and hydration to help improve the health and wellbeing of older people.

The brief report encapsulates and shares learning from the event and should be of interest to those who attended on the day and to those who could not attend due to other commitments. Please feel free to share the report with individuals and organisations who you think may find the content useful and do not hesitate to get in touch if you have any questions.




Drive to increase volunteering and community activity by people over 50
As people around the world prepare to celebrate the contributions people in later life make to society for the UN’s International Day of Older Persons, Ageing Better has announced it will lead a review in partnership with the Department for Digital, Culture, Media and Sport to enable more people aged 50 and over to get involved in volunteering and community activity. The review will focus particularly on how to increase participation among underrepresented groups, such as people on low incomes and those with long-term health conditions. Find out more

New review to reveal health benefits of strength and balance activities
An expert review has been launched to increase understanding of how activities to improve muscle strength and balance can improve health and wellbeing. Muscle strength and balance are crucial in reducing risk of falls, but few people are aware of these benefits or the types of activities they should be doing. Find out more


	
Data, Documents, Letters, Reports & General Information 


	
Quick and easy access to evidence for local authority public health teams
The new Discovery service, along with help and guidance about how to use it, is available here or login to the Discovery service with your OpenATHENS password directly.The bespoke discovery service enables you to access a range of quality public health research evidence using a single search box, with the same ease as you would a search engine, yet with the assurance that you are browsing high quality, relevant resources. Better still, you benefit from seamless access to the full text without the need to go to multiple publisher websites or platforms. It’s easy to use, and saves you time. You will be able to find the evidence you need to inform your professional decision-making. To find out more, use the links below to register for a free online introductory training session, to be held: 28 September, 14:00 – 15:00 and 12 October, 14:00 – 15:00. Don’t worry if you can’t make either of the above dates, you will be able to view a recording at your own convenience after 28 September. Need some help? Email: libraries@phe.gov.uk or Telephone: (020) 368 20600. More information is included in the flyer, attached below. 





	
Upcoming Meetings and Seminars


	
Ageing, loneliness and dementia: Learning event
Thursday 16th November
Hatfield Hall, Aberford Road, Stanley, Wakefield, WF3 4JP

Public Health England Yorkshire and Humber and the Clinical Network for Dementia and Older People’s Mental Health are holding a learning event focused on identifying and addressing loneliness and social isolation in older people. 

The meeting will be chaired by Professor Alistair Burns, NHS England’s National Clinical Director for Dementia and Older People’s Mental Health and our keynote speaker is Claire Turner, Director of Evidence from the Centre for Ageing Better.  The event will feature presentations from the Alzheimer’s Society, Sheffield University and Equal Arts as well as interactive World Café sessions to showcase local practice. You will also get the chance to meet the HenPower Hensioners!

Who should attend?
· Elected members
· Local authority public health and adult social care staff
· CCG staff
· Dementia champions
· Voluntary and community sector staff supporting the healthy ageing and dementia agendas

Please forward to anybody you think would be interested in attending. 

Places are limited by geographical area so early booking is recommended. Book your place at the event via Eventbrite. 

We are also inviting areas to share local work on the loneliness and social isolation agenda through poster presentations. If you would like to submit a poster please email the following details to Nicola Smith by Friday 13th October 2017.


A Symposium on Smoking in Pregnancy and Improving Outcomes in Early Years
Tuesday 7th November 2017, 9.30 – 15.30
Horizon, Brewery Wharfe, Leeds, LS10 1HG

Significant improvements have been made across Yorkshire and the Humber since the introduction of the Y&H Stillbirth Recommendations and Saving babies Lives Care Bundle.  The Maternity Network, PHE and the Association of Directors of Public Health would like to build on this success and continue to support services to:

· Reduce stillbirths and improve outcomes in early years by reducing the prevalence of smoking in pregnancy and increasing smoke free homes.
· Agree on a consistent smoking in pregnancy pathway and reduce variation in practice across Y&H
· Understand the partners/stakeholders in the system their roles, responsibilities and contribution to the pathway

Details of how to register are here


Teleconference invitation to Health Matters on ‘Preventing ill health from alcohol and tobacco’
The next edition of Health Matters, ‘Preventing ill health from alcohol and tobacco’, will be launched via teleconference on Wednesday 4 October 2017, 12.15pm–1.00pm. Rosanna O’Connor, Director of Alcohol, Drugs & Tobacco at PHE will be joined by Michelle Havill, CQUIN Programme Manager at PHE and Allan Gregory, Tobacco Control Programme Manager at PHE for the launch of this latest edition of Health Matters. There will also be a question and answer session. Please dial in 5-10 minutes prior to the start time, using the following alternative numbers and the conference code: Local call rate: 0330 336 9105, National free phone – United Kingdom: 0800 358 6377 and Conference code: 1225902. Why you should attend: The teleconference will make the case for trusts implementing the identification, treatment and referral pathways set out in the national CQUIN ‘Preventing ill health from risky behaviours – alcohol and tobacco’. The session will be of particular value to NHS professionals, mental health and community trusts, acute trusts, CCGs and local authorities. RSVP: Please register for the teleconference here. You will then receive supporting materials on 4 October, prior to the call.


Making Every Contact Count (MECC) Community of Improvers 
Tuesday 3rd October 2017, 10.00 – 12.30
Blenheim House, Leeds
For more information, please contact Primal Kaur. 


2017 government drug strategy and UK clinical guidelines: making it happen
Date: 31st October 2017
Time: 10.00am to 16.00pm 
Venue : Kia Oval, Surrey County Cricket  Club Ground, Kennington Oval, SE11 5SS

In July 2017 the Government published its new drug strategy and the Department of Health published the Drug misuse and dependence: UK guidelines on clinical management. This event will explore the key messages of these important new publications and local implementation. This full day conference will bring together substance misuse treatment commissioners, treatment providers and a range of other national and local stakeholders involved in the implementation of the clinical guidelines and the prevention, treatment and recovery themes of the drug strategy. There will be opportunities in workshops to consider implementation issues in more depth and to hear about good practice.
The key note addresses will be from the Hon Sarah Newton MP, Parliamentary Under Secretary of State for the Home Office, and Professor Sir John Strang, National Addiction Centre, Kings College London and Chair of the independent expert working group for the UK clinical guidelines.

Register for the event here 
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Annual Results 2016/17
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Annual Results 2016/17



The deadline for local authorities to submit their NCMP data to NHS Digital for the current collection year was 11 August 2017.  

The annual report will be published on 19 October 2017.

For access to all reports since the programme began, click on this web link: NCMP Annual Reports

Contact NHS Digital for more information: ncmp@nhs.net
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2017/18 IT system now open



NHS Digital opened the NCMP IT System for the 2017/18 collection year on 8 September 2017.

The system will accept data for children measured from 1st September 2017. 

The deadline date is Monday 13th August 2018. 

Please note that the deadline day from Friday to Monday has been moved following feedback from system users.

Contact NHS Digital for more information: ncmp@nhs.net
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An updated version for 2017/18

The pre-measurement letter has been under review for the past 6 months to help parents further understand what happens with their child’s data via advice from the Independent Group Advising on the Release of Data (IGARD) at NHS Digital. 

Updating the letter will help to assist with requests made to NHS Digital to release anonymised NCMP data for research and analytical purposes, and also potentially link NCMP data with other health data sets such as the dental survey or hospital episode statistics. 

We hope to publish it as soon possible and will update areas when this is available.

For those who are planning to send out the pre-measurement letter to parents at the start of the school term then we recommend the current version is used. 

As per the Operational Guidance for 2017 we recommend that the pre-measurement information is sent to parents via email, as this is schools preferred method of communication with parents. 
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An updated version for 2017/18

The current leaflet, entitled ‘The National Child Measurement programme’  will be replaced during the 2017/18 school year. 







Following stakeholder and user feedback  the updated leaflet has less text and is more visual to help parents understand the NCMP process. This version will be available in PDF format.

The recommendation is that pre-measurement information is sent to parents via email, rather than via book bags.  

The information in the current leaflet is still valid and can be ordered via the DH orderline while stocks last. 
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NCMP Monthly Update September 2017. 







An updated version for 2017/18

The new version will be available from the Campaign Resource Centre website, and can be downloaded and printed locally if hard copies are required.



















Please refer to the NCMP Operational Guidance 2017  (3.33 and 3.34; Page 16) for more information about the pre-measurement leaflet.
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Parents’ Result Letters




The result letters have been revised for the 2017/18 school year. 

Changes to the letter are based on behavioural insights research looking at improving uptake of weight management services. 

Letters will be available from the PHE and NHS Digital websites in September 2017.
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Increasing physical activity in a rural 
workplace setting: 
Porton Down, a case study of a multi-dimensional 
workplace intervention


Living Streets (The Pedestrians’ Association) is a Registered Charity No. 
1108448 (England and Wales), Company Registration No. 5368409. 
Registered office 4th Floor, Universal House, 88-94 Wentworth Street, 
London E1 7SA. 


We are Living Streets, the UK charity for everyday walking. 
We want to create a walking nation where people of all 
generations enjoy the benefits this simple act brings, on 
streets fit for walking. 


livingstreets.org.uk
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ABSTRACT 
Walking is regular feature of most people’s daily life. It is good for health, more people walking could help 
to reduce the risk of several major health conditions by between 20 per cent and 60 per cent, including 
heart disease, stroke, Type 2 diabetes, colon and breast cancer and Alzheimer’s diseasei. However, few 
amenities within walking distance and poorer provision of public transport infrastructure in rural areas 
means that the average number of walking trips per person per year in rural areas is half that in towns and 
citiesii.


This case study investigates the extent to which walking is a viable active travel option for workers 
employed at a large rural workplace. Behaviour change interventions developed by Living Streets in an 
urban setting were tested at Public Health England’s Porton Down campus in Wiltshire. The outcomes 
suggest that it is possible to increase walking at work, in a relatively short period of time and without huge 
investment. This supports efforts to ensure that everyone meets the recommended 150 minutes of physical 
activity per week.


Face-to-face engagement is essential for gaining the confidence and interest of employeesiii. Among 
the techniques used, it was found that self-reporting steps walked (e.g. with a pedometer) and prompt 
intention formation (e.g. through the use of walking pledges) are an effective method of encouraging 
people to walk more. Competitive activities such as team challenges (e.g. who logged the most steps?) 
appealed to some people, whereas the sociability of led walks was the draw for others, demonstrating the 
importance of providing a package of measures because no ‘one-size fits all’. Momentum needs to be 
maintained (in the form of ongoing activities, communications and events) in order to sustain walking at 
work. 


Encouraging more people to walk to and from work (for the whole journey or as part of a longer trip 
by public transport) requires sustained behaviour change interventions and improvements to the built 
environment. Driving to work is habitual and challenging habits is difficult (PH41, 3.42)iv. Talking about 
health rather than walking per se was a useful way to reframe the conversation with staff at Porton Down 
and attract people’s interest in walking activities. However, it is important to be realistic about the amount 
of intervention needed to change the culture of an organisation for active travel to become the norm.


Measures could be taken to restrict parking provision and promote alternatives; having a space to park in 
is associated with poor uptake of active travel and public transport. In this case though, distance from work 
and safety/comfort were the biggest barriers to walking (and cycling) to work. In addition to behaviour 
change interventions, investment in appropriate infrastructure (such as cycle ways and footways) should 
also be considered because this is positively associated with supporting active travelv.







INTRODUCTION
The aim of this case study is to investigate the barriers that prevent workers in rural workplaces from 
walking more, and to find out if they can be overcome through the use of behaviour change techniques. 
More specifically it is a test of the effectiveness of Living Streets’ interventions (developed in urban 
settings) when applied to one particular workplace – Public Health England’s rural campus at Porton 
Down. The objectives of Living Streets’ interventions were twofold: to engage staff interest by raising 
awareness of the importance of walking and to recruit staff to take part in a range of activities linked to the 
charity’s annual ‘Walk to Work Week1’. While the success of the interventions would be determined by the 
level of staff uptake, the aim of the case study are met equally by understanding why interventions did or 
did not work.


Public health guidance sets out how local authorities and employers can promote active travel (walking 
and cycling) and physical activityviviiviii. However, the guidance also acknowledges that transport systems 
and the built environment ‘play a crucial role by either promoting or hindering physical activity’ix. This 
is a particular challenge for people living and working in rural areas. Fewer destinations within walking 
distance and poor provision of public transport infrastructure in rural areas, people walk and cycle less for 
utility purposesx. National Travel Survey data (see Table 1) shows the average number of walking trips in 
rural areas are half the number in urban areas. A notable exception is that being young, male, without a 
full time job or on a low income (and unable to afford a car) increases the likelihood of a person travelling 
actively in urban and rural areasxi. 


Measures could be taken to restrict parking provision and promote alternatives; having a space to park 
in is associated with poor uptake of active travel and public transport. In this case though, distance 
from work and safety/comfort were the biggest barriers to walking (and cycling) to work. In addition 
to behaviour change interventions, investment in appropriate infrastructure (such as cycle ways and 
footways) should also be considered because this is positively associated with supporting active travel.


Table 1: average number of walking trips urban and rural areas per person per year


Urban – rural classification Number of walking trips
Urban conurbation 201
Urban city and town 220
Rural town and fringe 200
Rural village, hamlet, isolated dwelling 105


�(National Travel Survey, 2014, table NTS9903) 


This is a problem because as a nation we need to be more active – the time spent in sedentary activities in 
the UK has increased since the 1960sxii. The 2012 Health Survey for England reported 45 per cent of adult 
women (>16 years) and 33 per cent of men do not meet national physical activity guidelinesxiii. Experts 
agree that one of the easiest ways to achieve levels of physical activity required for good health is to 
incorporate everyday activities, such as walking, cycling or gardening into daily lifexiv, xv. 


Sections 1.1, 1.2 and 1.3 provide a brief overview of the evidence to support walking interventions. It is 
drawn from a range of sources, such as government reports and evaluations, grey literature and peer 
reviewed journals, based on the authors’ knowledge2 and additional open source documents found 
through Google Scholar.
 
1 Walk to Work Week used to form part of Living Streets’ National Walking Month held each year in May. In 2016 Walk 
to Work Week was withdrawn in order to review our ‘workplace offer’ (e.g. online resources). Further market research 
is scheduled with resources due to be re-launched in 2017.
2  In 2015 the author reviewed (i) travel data (National Travel Survey and Active People Survey) to determine walking 
trends and (ii) published literature to assess the effectiveness of behaviour change techniques as part of an 
unpublished internal report for Living Streets.







1.1 The economic case
There is evidence, particularly for urban areas, that the majority (78 per cent) of short car trips under five 
miles could be replaced with walking, cycling or public transportxvi. This was quantified in Smarter Choices 
– Changing the Way We Travelxvii in 2005 where it was estimated that every £1 spent on well designed 
soft measures (interventions targeted at individuals (and communities) with the aim of changing their 
travel behaviours) could produce an average of £10 in benefits in reduced congestion and considerably 
more at peak times. More recently a review of the available economic evidence for the Department of 
Transport found that:


‘…almost all of the studies identified report economic benefits of walking and cycling interventions which 
are highly significant. In terms of value for money, the Department of Transport values ‘very highly’ any 
scheme which returns more than £4 for every £1 invested. The mean benefit to cost ratio for all schemes 
identified in this report is 6.28:1 and for the UK alone the mean figure is 5.62:1xviii.’ 


The same report notes that ‘the direct cost to the National Health Service (NHS) of illnesses resulting 
from physical inactivity has been conservatively estimated at up to £1billion per annum (2007 prices)xix. 
Recently walking interventions and/or support for active travel has featured in eight large projects funded 
by the Local Sustainable Transport Fund (LSTF) from 2011-2015. The interim reportxx analysing the project 
outcomes found that two of the large projects demonstrated an increase in walking. Individual projects 
also showed positive results, but it was not always possible to attribute changes solely to the LSTF.


1.2 Evaluating effectiveness
As demonstrated by the LSTF projects, it can be difficult to assess the effectiveness of active travel 
interventions. For example, the iConnect Consortium3 tested the assumption that walking and cycling 
can be substituted for at least some motorised journeysxxi. They carried out a longitudinal study to 
evaluate the effect on vehicular CO2 emissions of providing new infrastructure4 for walking and cycling 
in three locations (Cardiff Bay, Kenilworth and Southampton). The results showed that while the new 
infrastructure was well used at one and two-year follow-ups, it appeared to have generated more trips for 
recreation instead of promoting a modal shift from vehicles for longer journeys (>8 kilometres) – journeys 
responsible for 80 per cent of CO2 emissions from passenger transport. This study demonstrates how 
there is often no simple, direct causal link between interventions and outcomes.


This is not an area which lends itself to the use standardised methods (such as randomised control trials) 
because of the wide range of variables involved – prevalence of physical activity is associated with a mix 
of personal, social and environmental factorsxxii. For example, the Devon Active Villages Evaluation (DAVE)
xxiii trial wanted to find out if community led interventions increased physical activity levels on rural villages. 
128 rural villages were provided with at least three types of physical activities per village over a 12 week 
period, and support was provided for a further 12 months after the intervention. The primary outcome 
was to measure the proportion of study participants who reported sufficient physical activity to meet the 
recommended physical activity guidelines. 


After the intervention, 10,412 adults (5,719 in the control; 4,693 intervention) responded to a postal survey 
(a 32 per cent response rate). Of these 16 per cent of the adults in the ‘intervention mode’ reported being 
aware of the activities provided and 4 per cent had taken part. This low level of penetration prevented any 
observable effect at the village level (it may have been effective at an individual level). This was attributed 
to budget limitations (only 1-2 activities per age group per village). It was argued that interventions 
which involve a large number of components (e.g. social marketing, pedometers, individual counselling, 
partnering with local organisations, and environmental changes) have greater reach – but it easy to see 
this evaluation would be even more complex.


3 The iConnect study aimed to measure and evaluate the changes in travel, physical activity and carbon emissions 
related to Sustrans’ Connect2 programme – see http://www.iconnect.ac.uk/N29DP5928361. Connect2 was a UK-
wide project in more than 80 communities which creating new crossings and bridges to overcome barriers to 
walking and cycling, such as busy roads, rivers and railways.
4 A ‘hard’ as opposed to a ‘soft’ measure.







Such studies can be found. For example, an analysis of changes in walking and cycling in two New 
Zealand Cities (with matched controls) following a mix of soft and hard interventions (changes to the 
physical environment) was very positive. Promotion and publicity of walking and cycling, as well as 
infrastructure improvements and integration with public transport and resulted in a net 30 per cent 
increase in trips by active modesxxiv. Nevertheless, the National Institute for Health and Care Excellence 
(NICE) suggests that ‘evidence on active travel is at an early stage of development’ and that it has been 
‘developed from innovative practice rather than research’xxv. 


Thousands of behaviour change interventions (e.g. by local authorities) are never designed or recorded 
for the purpose of research evaluation. Of those that are reported in peer reviewed journals many are 
excluded from systematic reviews because of differences in the way that interventions are described, data 
is collected and then analysed. For example, a 2014 review of transport behaviour change interventions  
identified 12,826 articles from ten databases, but only included 15 in its final analysis. Of these it found no 
evidence that behaviour change interventionsxxvi reduced the number of car trips people made, and limited 
or inconclusive evidence of reduced the distance and duration of car journeys. This underlines the need 
for a wider range of evidence, including unpublished studies and qualitative research.


1.3 Changing behaviours
Inactivity is amongst the top ten causes of disease and disability in England and directly contributes to 
one-in-six deaths in the UKxxvii. The number of walking trips per person decrease and mobility difficulties 
increase across both age and genderxxvii, and sitting for long hours especially at work is a real health 
riskxxxi. A recently published (2016) systematic reviewxxx of interventions to reduce sedentary time in adults 
found that it is possible to intervene to reduce sitting behaviour in adults. Surprisingly, this did not include 
workplace interventions – because the majority of workplace studies were not randomised control trials 
and were excluded from this review.


Walking offers a means to address inequalities of health too. For example, walking for travel is an 
important physical activity for women throughout middle age and across socio-economic categoriesxxxi. By 
comparison, overall levels of physical activity and women’s participation in organised sporting activities, 
such as dance, keep-fit and gym are graded strongly by age and socio-economic statusxxxii.


As little as ten minutes of exercise can make a big difference to a person’s healthxxxiii; 15 minutes is 
equivalent to half the daily recommended physical activityxxxiv. The dose response curve below shows how 
the benefit of even a small amount of exercise to a sedentary person is much greater than increasing the 
activity of an already active personxxxvxxxvi. This has led Sport England to say that ‘the biggest gains and 
the best value for public investment [are] found in addressing the people who are least active’xxxvii. This 
suggests that workplace interventions to encourage physical activity (to or at work) in the form of walking 
deserve more attention.







Chart 1: physical activity dose response curve


Sport England (2016); Nigam (2011)


Health interventions have focused on walking as an easy and accessible way to become more physically 
active, for example: advice from a clinician, remote or downloadable advice (e.g. the NHS Change 4 Life 
or Public Health England’s One You campaign), group based approaches, community led approaches 
(e.g. Living Street’s Fitter for Walking project) and the use of tools, such as pedometers. Soft measures 
to promote active travel and increased use of public transport (which involves walking stages as part of a 
longer journey) are very similar. They include, for example: personal travel planning, walking pledges5xxxviii,  
workplace and school travel plans, travel awareness campaigns, public transport information and 
marketing, car clubs and working from home. A travel plan is itself ‘a package of actions designed by a 
workplace, school or other organisation to encourage safe, healthy and sustainable travel options’xxxix. 
Some of these measures were used by Living Streets at Porton Down; the project methodology, limitations 
and findings are addressed in the following sections.


2. Opportunities and limitations
This case study was commissioned by Public Health England (PHE). It investigates the effectiveness of 
behaviour change interventions at a single workplace: Public Health England’s site at Porton Down near 
Salisbury, in Wiltshire. The choice of a single location is a limitation. Time was the major constraint, but we 
were able to work with PHE to make the best use of available resources. This enabled us to engage a site 
quickly in order to link the behaviour change interventions at Porton Down with Living Streets’ National 
Walking Month which takes place each May. The further advantage of choosing a PHE workplace was that 
direct introductions could be made.


Porton Down was selected at the recommendation of PHE’s Wellbeing Implementation Manager. It 
operates 24 hours a day, 7 days a week and sits next to the Defence Science and Technology Laboratory 
(Dstl). It had the required rural location and it was ideal because its large workforce (800 staff at the time 
of writing in May 2015) provided a large pool of potential participants. Ninety per cent of the staff lived 
within 15 miles of their workplace. The nearest railway station is about 8 miles away (depending on the 
route taken) in Salisbury. However, a second limitation emerged when it was discovered that restrictions 
on visitor movements would prevent the Living Streets Coordinator from conducting a route audit with 
staff.


5 Pledges are a useful tool to gain commitment from participants ‘when pledges are public, and therefore 
social, the commitment is particularly effective in linking to action and change’ (for reference see endnote 
above).







PHE has an organisational culture predisposed towards a health and wellbeing. For example, the staff at 
Porton Down had access to mindfulness workshops, ‘mental health first aiders’ and recreational activities. 
On the one hand, this might provide a good platform upon which to build and develop the walking 
interventions. On the other hand, would it affect the transferability of lessons learned to other workplaces? 
As an employer its health policies are exemplary, but given that employment options in rural areas are 
limited the staff profile at Porton Down may well be typical of rural workplaces more generally. Indeed, the 
outcomes of the interventions suggest that having a health and wellbeing focus did not predispose PHE 
employees towards more active travel.


In common with other large employment locations and large employers, Porton Down has a travel plan 
(shared with the other employers on the site). Living Streets’ walking interventions should be seen as 
complementary and in addition to measures delivered through the travel plan which seek to address 
active travel (walking and cycling), public transport and reducing the number of one person occupancy 
car journeysxl. This meant that some of the suggestions Living Streets’ might have made to promote active 
travel were already in place. Not all rural workplaces will have a travel plan, and this is another reason why 
PHE is not a typical employer. However, travel plans are a good starting point for employers seeking to 
reduce car dependency among employees. 


3. Interventions and outcomes
The aim of this study is to investigate the barriers that prevent workers in rural workplaces, in this case 
Porton Down, from walking more and to find out if barriers can be overcome through the use of behaviour 
change techniques. This was of particular interest to Living Streets given that many of the walking 
interventions used by the charity were developed in an urban setting – raising the question, how would 
they perform in a rural location? 


Having selected the location, the proposed interventions consisted of:
•	 Co-producing a walking campaign,
•	 Living Streets’ Walk Doctor’6 consultations,
•	 PHE Porton Down’s Walk at Work Week,
•	 A two week Team Challenge,
•	 Feedback on the Living Streets’ intervention.


This section describes the interventions above (the method) and their outcomes side by side. However, the 
first step involved getting to know key people on site and to find out about the site itself. This is discussed 
first.


3.1 Making contact
Establishing a contact person on site was crucial to the launch and success of the Living Streets’ 
interventions. Mid April 2015 the Living Streets project was introduced to key PHE staff at Porton Down. 
There was no obvious person to whom this should be given. Therefore, we turned it into a team effort 
between the Health and Safety Manager, who also led the onsite Wellbeing Team and the Environmental 
Manager responsible for the Travel Plan. Both managers were briefed by the Living Streets representative 
on the location and available resources. Meetings with the Health and Safety Manager, the Environmental 
Manager and the Wellbeing Team enabled the Living Streets coordinator to tailor the intervention to the 
site and the PHE workforce.


6 A ‘Walk Doctor’ event is a means of engaging people and promoting walking face to face.







The original intention was that the Living Streets representative would facilitate a taster session for 
interested staff at the site. Route audits are a useful way to identify barriers to walking for transport, such 
as poor public transport links. They also provide the opportunity to discuss positive aspects of the local 
environment and which might encourage people to walk more. 


However, this was not possible because of restrictions on visitor movements imposed by the Ministry of 
Defence. As a result, the role of the PHE contacts became more important in the delivery of the walking 
interventions. A phone call and brain storming session with the Health and Safety Manager provided the 
opportunity for the Living Streets representative to:


•	 Understand the site layout and surrounding environment – what are the points of interest?,
•	 Discuss existing walking initiatives promoted at the site through the Health and Wellbeing Team,
•	 Address perceived barriers to walking and travelling actively,
•	 Find out about the transport links and ways to access them, such as routes to bus stops, train 
stations and park and stride opportunities.


Table 2 below, summarises the main points from this discussion.


Table 2: Summary of walking routes brainstorm (quotes from the Health and Safety Manager)


Site layout and surrounding environment
A campus layout: buildings, green spaces and 
car parks. The site is accessed by Manor Farm 
Road and surrounded by fields. It is within walking 
distance of the Defence Science and Technology 
Laboratory (Dstl).


There is a convenience store approximately half 
a mile away in Porton and there are a number of 
shops and a super market in Amesbury, about five 
miles away.


“The closest town is Salisbury, and that’s over 6 
miles away”


“The land has some great wildlife and plant life that 
is rare to England”


“When trying to encourage walking, we need to 
consider the environment and our neighbours”


On site active/sustainable travel initiatives
Walking routes had already been identified by the 
Wellbeing Team and benches installed. ‘Walking 
meetings’ were actively promoted, and car-share / 
bike use schemes were in place.


“I would walk more if there were more group walks 
organised, better than going alone”


“We live too far to walk, so we all drive.”


“The local roads are not suitable for walking or 
cycling, the main road has seen a growth in traffic, 
but the road hasn’t grown in size.”


Perceived barriers to walking
The site lacks proximity to transport links and has 
limited public transport (including a bus shuttle to a 
local railway station).


Surrounding land is in private ownership with 
limited public access.


Transport links
Salisbury railway station is 8 miles away. There is 
an hourly shuttle bus service between Porton Down 
and Salisbury, with increased frequency at peak 
times.


“The bus service is limited; it only operates in the 
morning and evening rush. But they don’t match 
arrival time of trains.”


“We could leave our car at the Station, but then we 
would have to go across town to catch the shuttle.”







3.2 Co-producing a walking campaign
On 30 April 2015, the PHE Wellbeing Team met to discuss how to get staff to walk more and to take part 
in Living Streets’ Walk to Work week Challenge. Another desirable outcome would be to recruit ‘Walking 
Champions’. This meeting was led by the Health and Safety Manager and the Environmental Manager. It 
was during this meeting that the Wellbeing Team suggested that the challenge name ‘Walk to Work’ might 
deter staff from taking part. In their view, it was not feasible for the majority of staff to walk to and from 
work. As a result, the team decided to rebrand the week as ‘Walk at Work Week’ and came up with ideas 
such as Lunchtime Walks, Walking Meetings and Pedometer challenges.


As well as leading lunch time walks and promoting walking meetings, other suggested solutions to 
increase walking during the walking day included:


•	 Offering 100 pedometers to staff to raise awareness of their physical activity levels, 
•	 Identifying walking routes with distances around the site, 
•	 Organising nature conservation walks on neighbouring MOD land, and, 
•	 Installing gazebos as weather proof meeting places for people to walk to.


3.2.1 Walking campaign outcomes
As a result of the discussion, the Wellbeing Team put together publicity materials using Living Streets 
Walk to Work Week artwork to promote their own Walking at Work Week (see Appendix 1). Two ‘Midday 
Mile’ walks were organised and led by two of PHE’s Wellbeing Champions for the week itself and twenty 
five members of staff took part. Walking Maps were produced by the Environmental Manager using 
satellite imagery and knowledge of the site; see the example below and in appendix 2. Feedback from the 
organised walks is reported in section 3.4.1. Unfortunately, no walking champions were recruited in the 
time available.


An example of an on-site walking map


Imagery  2016 Infoterra Ltd. & Bluesky, Map data  2016 Google







3.3 Living Streets’ ‘Walk Doctor’ consultations
A ‘Walk Doctor’ event is a means of engaging people and talking about the benefits of walking face-to-
face. An email was sent in advance to all staff to advertise the event and explain its purpose. The purpose 
of the event in this case was to: gather information, explore ways staff could incorporate more walking 
into their working day, identify ‘walking champions’ (as discussed earlier, none were recruited), and, finally 
encourage staff to sign up to Living Streets ‘Walk to Work Week’ and the Porton Down two week ‘Walk at 
Work’ Challenge. 


On 6 May 2015, a Living Streets stand was set up in the canteen ready for the lunchtime traffic. Despite 
being well organised, the courier failed to deliver the marketing materials on time – but there was still a fair 
bit of interest. A promotional poster advertising Walk at Work Week and on site activities was ready in time. 
A Living Streets’ representative dressed in a white coat and holding a clip board was the ‘Walk Doctor’. 
Staff members were invited during lunch and throughout the afternoon to participate in a ‘consultation’ 
where they were encouraged to talk and answer questions about their daily travel habits and levels of 
physical activity. Illustrated briefing sheets provided information on the health benefits of walking and of 
taking part in Walk to Work Week. Staff were also encouraged to make walking pledges; public pledges 
are a useful tool to gain commitment from participants to change their behaviour.


3.3.1 Walk Doctor outcomes
The ‘Walk Doctor’ recruited 22 people to take part in 
consultations and complete questionnaires (out of 800 staff 
on site; the full results of which are reported in Appendix 
1). Of these, 17 respondents were women (the gender ratio 
at the site is 4:6 men to women); over half of the people 
who took part (13/22) were aged 45 years or older. All staff 
who participated were white British. Unsurprisingly, the 
majority of staff questioned (95 per cent) travelled to work 
by car or van. Five per cent said that they walked to work; 
no one said they cycled, shared a car or used the shuttle 
bus/local bus service. For most the idea of walking to work 
or walking part of the journey was daunting because of 
the quality of the walking infrastructure and lack of public 
transport – as these quotes illustrate. 


Staff were sceptical about whether they would be able to walk to work, but were interested in finding ways 
to walk more during the working day, such as walking meetings. They liked the walking fact sheets. When 
they actually thought about it, people were surprised at how little they actually walked and were keen to 
hear about a walk planned on site as part of Walk at Work Week. About half of the participants said they 
regularly walk for at least 10 minutes a day without a break. Nobody walked part of or the whole journey to 
work. Only seven people said they met the Chief Medical Officers’ recommended 150 minutes of weekly 
physical activity by walking for 30 minutes on five or more days of the week.


“The roads are horrible! There are no 
street light, no footpaths.”


“The distance from the main station is 
the main factor, but there are no safe 
footpaths and the bus operates at 
inconvenient times.”


“The main road is dangerous, with 
a lot of traffic! I wouldn’t feel safe 
walking or cycling.”







Staff made walking pledges, for example, to:


 “Taking the stairs instead of life where possible”


“Walk the dog further afield at the weekend”


“I will conduct walking meetings for my 1:1 
assessments.”


“I will start meditation walks for mental health and 
relaxation.”


“I will challenge myself to walk at least 10 miles 
during the week.”


Chart 2: The age distribution of staff taking part in the 
‘Walk Doctor’ consultation


Charts 3 and 4: Reported physical activity levels







3.4 PHE’s Walk at Work Week 11-15 May
Living Streets’ intervention at PHE Porton Down was arranged to coincide with the organisation’s National 
Walking Month which takes place each year in May. In 2015 as in the previous year one week was set 
aside to coordinate activities around walking to work – Walk to Work Week (WTWW). Communications 
were sent to all staff to encourage participation. Adapting to staff members’ resistance to walking to work, 
the emphasis at Porton Down was changed to promoting Walking at Work. Staff were still encouraged to 
sign up to the Living Streets website with its walking tips and team competition. In doing so they were also 
entered in a free prize draw. 


Promotional materials were supplied to the Wellbeing Team to help draw attention to opportunities 
for walking during the working day. Once signed up to the Living Streets website, participants were 
encouraged to create a personal profile. The minimum information required (for entry in the prize draw) 
was a valid name, email address and postcode and information about individuals’ walking habits. 
However, people were also invited to record their age range, gender, ethnicity, whether or not they 
considered themselves disabled. To find out about their walking habits, participants were asked:


•	 In an average week, what is your most common mode of transport for journeys under 2 miles? 
(response options: car, train, bus, underground, bicycle, walk),
•	 On how many days do you walk at least 10 minutes continuously? (response options: 1-7 days),
•	 On how many days do you achieve at least 30 minutes physical activity that was enough to raise 
your breathing rate? (response options: 1-7 days).


Participants were asked to record their walking habits on the Walk to Work website. 







After creating a personal profile the next step was to provide information about the workplace: location, 
name, department and number of employees. The person entering these details would be setting up a 
workplace and would be able to set up teams, becoming the group administrator. In this case the Living 
Streets coordinator helped the Environmental Manager to sign up. If a workplace was already listed 
employees would be able to join a team or request the administrator to add a new team. Between 11-
15 May employees would be able to start logging their miles, minutes or steps walked to add to their 
workplace totalisers, earn virtual badges when they reached a particular milestone and climbed the leader-
boards.


The personal profile information was used by Living Streets solely for monitoring purposes; participants 
had an ‘opt out’ from receiving walking tips by email and an ‘opt out’ from receiving Living Streets e-news. 
Workplace team members would be able to see their team members’ progress. Individuals outside these 
groups would not see other teams member’s individual progress. A summary of each workplace groups’ 
achievements was made available to workplace group administrators.


3.4.1 Walk at Work Week outcomes
Further interest in walking was generated over the week itself through the delivery of Midday Mile walks, 
publication of walking maps, walking meetings and through the social activities of work place walking 
teams. During the week:


•	 34 members of staff signed up and logged their miles walked,
•	 The collective total distance walked added up to 355.15 miles,
•	 This was equivalent to burning 10599.27 calories and saving 22.72kg of CO2.


It is likely that more people would have become involved if it had been easier to share information. A 
lesson learned here is that volunteers should be able to publicise events on the intranet and to enable 
effective communication with all the staff.


Porton Down ranked in first place against the other PHE national offices – in the number of staff who 
signed up and miles logged. Even though it was a more challenging rural environment they did well7. 
In total, 12 Public Health England offices participated nationwide, including Greater London, Bristol, 
Manchester, Birmingham and York. At Porton Down 34 members of staff signed up after a short period of 
intensive promotion; none of the other PHE sites exceeded 10 participants. This is still above the average 
– nationally 1,528 workplaces registered for WTWW and 8,248 employees signed up; dividing the number 
of employees by the number of workplaces reveals a staff to workplace ratio of 5:1.


The main response from staff who joined the Midday Mile led walks was that they would walk more during 
their lunch period, if they had someone leading them. Similarly, the Wellbeing Champions leading the 
walks noted how important the social aspect of the walk was for those taking part.


“I don’t know the site well enough to go for a walk alone, but I like going in a group.”


“It’s nice to be able to get away from the desk. I am able to meet colleagues I haven’t met before.”


“When the weather’s nice, it’s great! But the weather is not dependable and it can get really windy 
out here.”


“It was great to have the opportunity get away from the desk and clear my head”


“[I] learned new things about wildlife in the area.”


“It’s nice to take some time away from the office with colleagues and not talk about work.”


7 Chilton the location of another rural PHE workplace, did not sign-up.







The Wellbeing Team also bought 20 pedometers to loan out during the week. The pedometers proved very 
popular and were loaned out straight away. Walking meeting hubs (gazebos or covered outdoor spaces 
in which to have meetings) were suggested at the 30 April 2015 PHE Wellbeing Team meeting. Some 
gazebos were subsequently ordered by the Wellbeing Team, but were not installed in time for the Walk at 
Work Week.


3.5 Team challenge 15-29 June
Living Streets also provided the Wellbeing Team with 
ten Living Streets ‘Workplace Walking Championship’ 
boxes (cost £25 each) to support staff promotion and 
participation in a bespoke two-week walking challenge. 
This took place from 15-29 June 2015 and allowed 
the Wellbeing Team and Wellbeing Champions time to 
recruit team members after Walk at Work Week.


The boxes contained:


•	 Scavenger Decathlon cards,
•	 A relay pedometer,
•	 A walking meeting notepad,
•	 A Living Streets flying disc (Frisbee),
•	 Pop out desk medal,
•	 A penalty pig (a money box).


The Wellbeing Champions were able to form nine teams. Each team had between five to eight members 
and a Workplace Walking Championship box. It was up to the teams to decide how they would use the 
contents. 


3.5.1 Team challenge outcomes
The feedback received from the staff who got involved was that staff liked the flexibility of being able 
to design their own activities. For example, they created the ‘Relay Pedometer’, ‘The Challenge Hill’ 
and enjoyed using the Frisbee for team games. Over the two weeks of the team challenge, the teams 
collectively walked 301,970 steps, which is the equivalent of walking over 142 miles! Quote from a 
particpant: 


“The story of the two weeks!


“We brought in shoes, trainers, and socks ready every day for the challenge,
Food was consumed for energy, even some stretching to get in the frame.
Running up hills and Frisbee games on the football pitch.
Chatting to each other and making friends along the way.


Will we do it today? Absolutely because it has become a habit now.”


The teams created and participated in activities that were suitable for all levels of fitness, and over the 
three week period of organised activities (Walk at Work Week and the two week challenge) staff were able 
to see the benefits of walking for mental and physical health.
 







3.6 Participant feedback
On 16 June a Living Streets representative visited the site bringing together staff who had taken part in the 
activities and reviewed the experience. The original idea was to run a ‘Walk More Workshop’ for walking 
champions to build on staff enthusiasm and to sustain the momentum by developing a plan to promote 
walking and walking activities beyond the period of Living Streets’ intervention. This could include, for 
example, hints and tips on effective messaging. Unfortunately, there were no walking champions so the 
workshop did not happen. However, five members of staff agreed to meet the Living Streets representative 
to provide feedback. The key issue raised was that staff from across the organisation were encouraged to 
become Walking Champions, but there was little buy-in from senior staff. It was felt that the involvement of 
senior management could help to drive wider staff participation.


“We need to see more manager involvement!”


“There needs to challenges just for the managers – that would get the staff enthused!”


Feedback from the Environmental Manager suggests that the project was hampered by its short timeframe 
– they did the best they could in the three weeks available. In addition, Living Streets website and 
marketing materials were all branded Walk to Work Week. This could be an immediate ‘turn off’ for many 
staff, despite efforts to rename it Walk at Work Week. Furthermore, without ongoing resources to support 
more walking it would be difficult to keep up the momentum.


4. Discussion
Over a three week period more than 50 people got involved in walking activities organised by Living 
Streets and PHE’s Wellbeing champions. As shown in section 3.4.1 the average staff to workplace ratio for 
Walk to Work Week is 5:1. Therefore, this is a relatively big impact and was a success given the very short 
duration of the project, the level of resources - the Wellbeing Team consisted of only four people and no 
additional training was provided for the team or for potential volunteers – and a general resistance among 
staff to the idea of walking to work. Therefore, the key questions that need to be asked are:


•	 What were the biggest barriers to walking and active travel more generally at Porton Down?
•	 What behaviour change interventions worked and why?
•	 How could more people be encouraged to travel actively?


The results are summarised in table 3.


4.1 What are the common barriers to walking at Porton Down?
Responses to the ‘Walk Doctor’ survey highlighted the overwhelming dependence on private vehicles for 
staff and contractors working at Porton Down. Common themes were journey distance (too far to walk) 
and comfort/safety (e.g. traffic, lack of footways, cycle routes and street lighting). This is backed up by 
the findings of a study exploring the environmental and psychological correlates of active commuting in a 
sample of older adults in Norfolkxli; it concluded that both men and women were more likely to commute 
actively if they lived a shorter distance from work. Men were less likely to commute in rural areas, whereas 
women were more likely to walk or cycle in neighbourhoods with higher road density. Reflecting the 
importance of feeling comfortable and safe, women were less likely to commute actively if there was a 
main or secondary road on their route to work.


However, the decisions made by PHE staff at Porton Down were contingent on a wide range of personal 
feelings and situations. This is not just about access, for example, a parent may need flexible working 
arrangements. A review of international academic literaturexlii highlighted a paper by Radbone and Hamnett 
(2003)xliii whose survey based data identified a long list of common deterrents, such as:


•	 the time needed, 
•	 danger from motor vehicles, 
•	 fears about personal security, 







•	 inclement weather, 
•	 poor health, 
•	 quality and amenity of pedestrian facilities, 
•	 distance, 
•	 having dependents or baggage, and, 
•	 perceptions of a ‘lack of glamour’ associated with walking compared with other travel modes.


Another research studyxliv xlv which examines the experience of walking and cycling as a means of everyday 
travel in four cities in England (Lancaster, Leeds, Leicester and Worcester) put deterrents into five broad 
categories: family and lifestyles; urban infrastructure; safety; weather and topography’; and culture and 
image. For example, the culture and image of walking has a big impact on the extent to which it is seen 
as a ‘normal’ activity. In a society where the distance between destinations means that travelling by car is 
common, walking regularly was perceived as being different:


“[Walking]…is a habitual activity, almost as unnoticed as breathing, which does not form part of their [the 
respondents’] conscious identity. When walking is done more obviously – for instance choosing to walk 
further than is necessary – such as substituting a walk for a bus journey – it is perceived as odd.”xlvi  


At Porton, the majority of staff are in the habit to using their cars or vans. In their first meeting to discuss 
the walking intervention, the Wellbeing Team identified the perception that it is not possible to walk and 
cycle to work would be the main barrier to participation in Walk to Work Week. Talking about physical 
activity instead and finding enjoyable opportunities to walk at work, was a useful way to reframe the 
conversation to persuade some people to create new habits. It is worth noting that although walking trips 
are much lower in rural areas, recreational walking is very popular. In 2008, 9.1 million adults in England 
(22 per cent of the population) walked recreationally for at least 30 minutes once a month, considerably 
more than swimming (5.6 million, 13.4 per cent), going to the gym (4.5 million, 10.7 per cent), and cycling 
(3.5 million, 8.5per cent). However, it may be difficult to organise social walking activities where there are 
no footways or employment sites open on to major roads.


The Programme Development Group preparing the public health guidelines on walking and cycling 
noted that, when people make transport choices, habit is important for most people, most of the time 
(PH41, 3.42)xlviii. Changing individual travel behaviour requires planning and preparation, as well as a 
conscious effort to stop old habits, such as using the car for short trips (PH41, 3.43)xlix. It is important to 
be realistic about the amount of intervention needed to change the culture of an organisation for active 
travel to become the norm. Sometimes behaviour change occurs through life events or transitions, for 
example changing jobs or having children. One way to exploit this could be to provide information on 
active travel and public transport choices, together with incentives to leave cars at home or car share to 
new employees. Behaviour change is also supported by changes to the physical environment and this is 
discussed next.


4.2 What behaviour change interventions worked and why?
Interest generated through organised  events resulted in individuals signing up to Living Streets’ Walk 
to Work Week website for the Porton Walk at Work challenge, and to take the Championship Boxes8, 
recruiting their own teams and creating tailored activities using the box contents. The importance of 
face-to-face engagement is widely acknowledged in business and marketing contexts. Underlying this 
is the importance of building trust among people who hold different valuesi. Gaining the confidence and 
interest (the ‘buy-in’) of communities, such as workplace communities, requires time and effort, and 
an understanding of the local context and needsii. In other words, getting to know the people you are 
working with. The Health and Safety Manager and the Environmental Manager had that knowledge. The 
importance of encouragement from the Wellbeing Team should not be underestimated either. For example, 
in a walk to work study in Bristol participants ‘valued somebody being “enthusiastic” and “taking an 
interest”’iii.


8 Living Streets’ Workplace Walking Championship boxes contain a range of games and props for team activities.







As has already been discussed (in section 2), the evidence on the effectiveness of walking and cycling 
interventions is sometimes inconclusive. Part of the reason for this is the very different language used 
to describe the interventions themselves, making direct comparisons difficult. However, in the same 
systematic review of 46 behaviour change techniques discussed above, there were statistically significant 
changes in levels of walking and cycling in studies which included ‘self monitoring of behaviour’ and 
‘prompt intention formation’liv. Using a pedometer to log steps or miles walked during Walk to Work Week 
and the Walk at Work walking challenge is an example of self-reporting behaviour. The twenty pedometers 
bought by the Wellbeing Team for their Walk at Work Week were loaned out within the first hour9. Similarly, 
making a walking pledge is an example of prompt intention formation. Both these tools form an integral 
part of Living Streets’ toolkit developed through trial and error over many previous projects.


A big challenge for this project was the negative attitude to walking of a workforce that should be receptive 
to its benefits. Where there was success this involved face to face engagement between the Living Streets 
representatives, the Wellbeing Champions and wider PHE staff – for example, through the Walk Doctor 
Event and the Midday Mile led walks. Curiously, many more women responded to the Walk Doctor session 
than men (17 women compared to five men). This is mirrored by the finding in a systematic review of 46 
behaviour change techniques to promote walking and cyclinglv that women were over represented in many 
studies – suggesting a greater willingness to participate in active travel interventions. Given that women 
are less physically active than men (45 per cent of women versus 33 per cent of men not meeting physical 
activity guideline), but consistently walk for travel throughout middle age and across socio economic 
categories, there is perhaps a case for targeting interventions at women in middle age in particular. 
Targeting women for physical activity promotion is also a national physical activity goallvi. However, men 
have a lower life expectancy than women and this inequality can be addressed by encouraging them to be 
more activelvii! 


The competitive element of Walk at Work Week and the two week Team Challenge also appealed to 
the staff who participated – despite the national Living Streets branding of Work to Work Week. Other 
competitive active travel interventions, such as Beat the Streetlviii are built on the same premise. The advent 
of social media, smart phones apps and other physical activity trackers (e.g. Fitbits) helps people to share 
and compare their progress. Thirty four members of staff signed up to the Living Streets website, a much 
higher number than any other PHE site and higher than the average workplace. Subsequently, more than 
50 people took part in the two week Team Challenge. Clearly the efforts of the Wellbeing Team to promote 
these events was important. However, the social element was key too. People who took part in the Midday-
Mile walks enjoyed the company as well as stepping away from their desks. Along the same lines, the 
Team Challenge was able to take place because Wellbeing Champions took the Champion Challenge 
boxes and recruited their friends to take part. Perhaps a key conclusion, to paraphrase the Bristol Walk to 
Work Study is that behaviour change interventions should be made up of a ‘package of measures to suit 
individual needs’lix.


4.3 How could more people be encouraged to walk and cycle?
Staff at Porton Down cited road safety as a key reason for not walking or cycling to work. Busy country 
roads without footways or street lighting acted as a disincentive to travelling actively. Public transport 
which involves walking as part of a longer journey was not viewed as a convenient option either. The 
reason given was that the hourly shuttle service to Porton Down from Salisbury railway station does not 
coincide with the arrival of train services. 


However, the travel plan for Porton Down (which is currently under review) suggests a number of 
measures to help address problems. These are measures which could be equally applied to other rural 
workplaces, such as:


•	 Prioritise improved bus services and costs for staff travelling to campus. A shuttle bus used by 
DSTL, PHE (previously the Health Protection Agency (HPA)) and the Porton Bioscience and Technology 
Centre (PBTC) is already in place, with new routes from May 2016.


9 Pers. Comm. from the Environment Manager 25.04.16.







•	 Invest to improve pedestrian access to bus shelters,
•	 Provide of season ticket loans for public transport,
•	 Support Wiltshire Council’s plans to establish cycle routes to Porton Down from Salisbury and 
Amesbury,
•	 Promote the Government’s cycle to work scheme to staff. Additional measures included, for 
example, setting up a Bicycle Users Group, and providing cycle repair kits,
•	 Improve car parking arrangements to include priority for sharers10.  


Table 3: Summary of results


Barriers to active travel at 
Porton Down


Why? General recommendations 
for rural workplaces


Communication Engaging people to think about 
walking and cycling to work is 
difficult when people think it is 
impossible. Messages need ‘buy-
in’ at a senior level and need to 
be consistent over a period of 
time. 


Volunteers can be hard to recruit 
because everybody is busy. The 
Wellbeing Team worked well, 
but training and resources for 
events or minor infrastructure 
improvements were limited.


Put a Wellbeing Team in place 
with senior management support. 
Face to face engagement worked 
best. The social aspect of walking 
proved the most rewarding 
for participants. Organising 
led walks, adding rest points 
and meeting hubs (gazebos), 
and making the most of the 
surrounding countryside were all 
beneficial.


Increasing the social media 
profile of walking (and cycling) 
activities across the site (e.g. 
using the internal Facebook 
equivalent YAMMER) is a good 
way to engage and inform staff 
about activities.


Habit The majority of staff usually drive 
to work. Changing peoples’ 
habits requires a conscious effort 
and is helped by a supportive 
environment. 


The incentive to walk, cycle or 
use public transport is not great 
enough.


Promote workplace incentives, 
such as Gym membership, 
walking and cycling breakfasts. 
Partnering with the onsite crèche 
to create activities for parents and 
children is another opportunity to 
increase physical activity levels. 


Emphasise the health benefits 
of walking. Participants in the 
Walk Doctor event welcomed that 
information.


10 Pers. Comm. From the Environmental Manager 28.04.16







Barriers to active travel at 
Porton Down


Why? General recommendations 
for rural workplaces


Built environment Distance is the primary reason, 
followed by safety. People feel 
vulnerable walking or cycling 
on busy country roads with no 
footways or street lighting.


Public transport is an option, 
but less convenient than a car. 
Bus services do not link with the 
arrival of train services. Cost of 
tickets is an issue too.


Promote car sharing first and limit 
the availability of parking spaces 
for single occupancy vehicles. 
Make it easier and cheaper to 
travel by public transport. Invest 
in segregated cycle paths when 
new sites and access routes are 
developed.


Support on site walking and 
cycling by ensuring it is safe and 
easy to walk or cycle (e.g. by 
providing workplace bicycles on 
large industrial sites).11


The 2008-13 Area Travel Plan for the three organisations (Defence, Science and Technology Laboratory, 
Health Protection Agency (now PHE) and Porton Down Bioscience and Technology Centre) considered 
walking a viable and healthy way to travel to work for people living less that 1.5 miles from the site. 
However, they did not want to encourage employees with longer journeys to park some distance from the 
site and walk the last mile and a half – in case this resulted in staff parking outside local residents private 
addresseslx. However, the travel plan promotes walking 10,000 steps during the working day; this is a 
working compromise reflected in the adaptation of Living Streets’ ‘Walk to Work Week’ to ‘Walk at Work 
Week’. The intervention proposed by Living Streets and implemented by the Wellbeing Team shows what 
can be achieved when efforts are made to proactively engage with staff. Support from senior staff and 
extra financial/training resources would strengthen that engagement.


Staff could of course choose to travel actively by cycling to work. However, in order to increase walking 
as part of the journey to or from work there is a need to: improve pedestrian infrastructure (footways and 
lighting for example) between Porton Down and the nearest settlements of Porton and Idmiston; and, 
improve public transport connections, such as the shuttle bus. 


Public transport in rural areas is a political issue. A survey by Campaign for Better Transport revealed 
that 63 per cent of local authorities had cut supported bus services in England and Waleslxi. However, 
workplaces with large workforces are in a better position to negotiate and potentially to subsidise services 
(e.g. the free shuttle bus at Porton) because providing parking spaces is expensive. The 2008-2013 Travel 
Plan noted that ‘costs of providing additional car parking provision are in the region of £3,000 per space, 
once access roads lighting and CCTV have been taken into account’. The costs have probably increased 
since then.


Car parking is the a key issue influencing travel behaviour. In a study of walking and cycling for 
commuting, leisure and errands (part of the ACTI-Cités project) it was found that having a parking space 
at work was strongly negatively associated with commuting actively. This is a finding repeated in similar 
study of environment, travel mode and the commute to work in Cambridge (UK). Its results showed:


‘Those working in areas with fewer destinations were less likely to use public transport or cycle, whilst 
the availability of free car parking was associated with lower odds of using public transport, cycling or 
walking.’lxiii


11 This is a recommendation in the 2008-13 Porton Down Area Travel Plan







The travel plan includes measures to promote and prioritise spaces for people who share car journeys, 
at the same time reducing the number of spaces available to single occupancy vehicles – illustrating the 
need to use carrots and sticks. Incentives already in place at Porton Down include making it easier to cycle 
(e.g. the supporting the Government’s cycle to work scheme) or providing a free bus service to Amesbury 
at lunch time. 


Proximity to new infrastructure for active travel and public transport has also been shown to change travel 
behaviour. In an early review of the UK National Cycle Network12 although the majority of trips were for 
recreation, 39 per cent of respondents used the network for regular utility purposes (e.g. to work or to 
the shops)lxiv. A more recent analysis of behaviour change following Sustrans’ Connect2 programme13 
concluded that ‘physical improvements to the environment itself was the key to the effectiveness of the 
intervention, and seeking to change people’s perceptions may be of limited value’lxv. Infrastructure may 
be key to the effectiveness of interventions. Supporting evidence suggests that ‘spatial factors positively 
associated with cycling include the presence of dedicated cycle routes or paths, separation of cycling from 
other traffic, high population density, short trip distance, proximity of a cycle path or green space and (for 
children) projects promoting ‘safe routes to school’lxvi. In other words, people may be persuaded to cycle 
more by the quality of their experience of using new cycle paths. This is perhaps best demonstrated in the 
Netherlands, which has a well developed cycle infrastructure; a survey of 100,000 people 44 per cent of 
their commuting trips under 7.5km were by car and 47 per cent were by bicycle.lxvii


5. Conclusions
Living Streets’ case study shows that walking interventions developed in an urban setting can be adapted 
for rural locations. Of course, if funding were available it be useful to test the same interventions in different 
rural locations, working with a range of small to medium sized enterprises as well as large employers.


Even though the project at Porton Down was of short duration it did have an impact, but the effects are 
unlikely to be long lasting without continued support from the Wellbeing Team. This underlines the need 
to plan for the longer term in order to support and sustain any changes in travel behaviour and cultural 
attitudes towards active travel. People who took part enjoyed the events, but someone had to organise 
them. Endorsement by senior management, dedicated communication channels (e.g. an intranet/social 
media page) and a budget are desirable. Walking to work and particularly at work, needs to be (and is in 
Porton Down) clearly written into rural workplace travel plans.  It could also be a key feature of workplace 
health and wellbeing approaches, and local and national health and wellbeing campaigns. 


Walking is regular feature of daily life for most people. It is good for health, more people walking would 
help to reduce the risk of several major health conditions by between 20 per cent and 60 per cent, 
including heart disease, stroke, Type 2 diabetes, colon and breast cancer and Alzheimer’s diseaselxviii. 
Another great advantage is that it is sociable activity too. Face-to-face engagement and the enjoyment staff 
gained from spending time away from their desks, taking part in team activities (e.g the Team Challenge) 
and getting to know new colleagues were what made the intervention successful in terms of participation. 
Talking about health rather than walking per se is another way to reframe the conversation and attract 
people’s interest. Everybody is different, so a package of measures is more effective than any one 
measure by itself. Although existing staff were resistant to changing their travel habits, new staff might be 
persuaded to try cycling or public transport when they start their employment. 


12 The UK National Cycle Network was developed by Sustrans following a £43.4million grant in 1995. The first 8000 
kilometres of the network were officially opened in July 2000.
13 Connect2 was a UK-wide project in more than 80 communities which creating new crossings and bridges to 
overcome barriers to walking and cycling, such as busy roads, rivers and railways.







The Porton Down Area Travel Plan has already incorporated many of the features that Living Streets 
would recommend for rural workplaces, such as increased walking during the working day (to reduce the 
number of car trips around the site) or cycling longer distances around the site and improving bus services 
to the nearest towns and railway stations. This study has confirmed that there are many low cost measures 
that can increase physical activity in rural workplaces to help people to move from being inactive (where 
the greatest gains are to be made) towards the recommended 150 minutes of physical activity per weeklxix. 
However, the best way to promote a modal shift away from the car to walking and cycling – for example in 
neighbourhood plans or through Local Enterprise Partnerships – is to provide appropriate infrastructure to 
people’s place of work. Investing in cycle ways and footways (in some case shared use routes) could form 
part of every development brief for out of town and rural industrial estates.







Appendix 1: Walking posters
Walk to Work Week posters were available for download from the Living Streets website. This poster was 
customised to encourage people to Walk at Work:











Appendix 2: Walking maps
The following walking maps were prepared by the Environmental Manager at PHE Porton Down. The 
images are available via Google Maps and the routes were prepared with local knowledge of the routes 
permissible to the general public.


Imagery  2016 Infoterra Ltd. & Bluesky, Map data  2016 Google


Imagery  2016 Infoterra Ltd. & Bluesky, Map data  2016 Google







Imagery  2016 Infoterra Ltd. & Bluesky, Map data  2016 Google


Imagery  2016 Infoterra Ltd. & Bluesky, Map data  2016 Google
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One You Physical Activity – March/April 2017









Introduction 

A big ‘thank you’ to all community pharmacies who took part in the ‘One You’ Physical Activity Campaign. The feedback for the campaign has been very positive and we have some great examples of how interactions within pharmacies has led to behaviour change and health improvement in customers across your communities. We are continuing to learn from each campaign and trust you find the measures we have introduced regarding campaign communications and delivery helpful. We hope you find this evaluation useful and welcome any feedback or suggestions for improvement. 



One You Physical Activity Campaign Aims

The campaign aims to highlight the health and wellbeing benefits of brisk walking. The campaign promotes the use of the Active 10 app which encourages users to do 1 – 3 ‘Active 10s’ (10 minutes of brisk walking) every day.  A regular brisk ten minute walk every day can make you feel better in so many ways. It can boost your energy, clear your head and lift your mood. It also raises your heart rate and can go some way towards lowering your risk of serious illnesses, such as heart disease and type II diabetes. 



The One You Physical Activity campaign was promoted in pharmacies in the South Southwest region during March and April 2017. 596 of the 638 pharmacies (93%) took part and returned questionnaires, based on these responses:



10,710 conversations regarding the Physical Activity campaign were recorded

6374 (60%) of conversations occurred during MUR or NMS consultations

3116 patients were directly signposted to the active 10 app

898 patients were referred to sports partnership

50 pharmacies promoted the campaign through social media channels

38 pharmacies put on special events promoting the campaign 

[image: Image result for ONE YOU Active 10]















Pre-campaign support

Online training courses were offered prior to the campaign launch. The BMJ/PHE Importance of Physical Activity training provides information on the benefits of physical activity on health and physical activity recommendations. The Cancer Research UK Talk Cancer Training provides the tools to have simple, effective conversations about cancer and health and how to encourage people to make healthy lifestyle changes. The CRUK training runs periodically and was offered to assist the next two campaigns (Be Clear On Cancer and Sun Safety) as well as the ‘One You’ Physical Activity campaign. 



Figure 1. How beneficial pharmacies found the pre course online training.





Figure 2. How pharmacies rated the campaign support information.



Figure 3. Pharmacy support requests for future health campaigns.



One You Physical Activity Case Study: MJ Williams Ltd. Bristol…

Our One You campaign involved using a variety of eye catching and spring themed displays to promote the message in store and on social media.



We had a lot of patient interest and some of the materials were also shared, retweeted and people visited the pharmacy to ask for more details or to take pictures that they could then subsequently share with family and friends using various mediums.



Our aim was to run the campaign inculcating it into our HLP ethos and be proactive in championing holistic health and supporting lifestyle changes.



We also proactively linked it with our other service provisions e.g. MUR, smoking cessation, weight management especially using the upcoming bank holidays to promote local walking groups and children outdoor activities for local families. 
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One You Physical Activity Pharmacy Comments

Below is a selection of the comments we received which are typical of the themes that emerged from the feedback.



		What worked well?

		Pharmacy



		“Through this campaign we have had 3 customers give up smoking, 10 started the Gym and 10 exercise more than usual”.

		Easton Day and Night Chemist



		“A patient with back pain that uses painkillers after the discussion about physical activity, started to do more exercises and became more active. Because of this lifestyle change he has started to wean off his painkillers as he does not require them as much as before.” 

		Boots Pharmacy (Exmouth)





		“Had a diabetic patient start to lose weight because of the support the pharmacy provided. We have been measuring each week and her blood glucose levels have reduced alongside her weight (part of PAM project)”.

		Gunnislake Pharmacy



		“Campaign implementation has become progressively easier and entering on pharma outcomes is really good”. 

		Bradley Stoke Pharmacy



		“Lady took leaflet whilst at stop smoking service is now exercising daily, COPD improved over last month”. 

		Rowlands (Clevedon)



		“Most successful PHC that we have run. Patients engaged with the Walking Briskly message. It was proactive in opening up conversations about general health and wellbeing as well. All 50 of the conversation starter leaflets were used during the campaign.  Online extra learning re importance of physical activity disseminated to all staff.”

		Bampton Pharmacy



		“1 patient started running after ACT had conversation about campaign & her running - now has a personal trainer & lost lots of weight. 1 person started dancing to music at home after MUR discussion around physical activity & has lost nearly 2 stone & improved arthritis symptoms.” 

		Boots Pharmacy

(Paignton)



		“We are based on Exmoor and are surrounded by beautiful countryside so we always encourage people to get out & about so the walking promotion fitted in very well. We placed the poster in our window alongside walking maps of the area and a pair of wellington boots!” 

		Porlock Pharmacy



		“A lady increased regular exercise and was able to stop furosemide for blood pressure”

		Day Lewis (Redruth)



		Worked Well! Good campaign due to numerous health benefits physical activity has. The walking briskly for 10 minutes poster started lot of conversations and people were surprised how easy it was to achieve. 

		South Petherton Pharmacy



		“Resources were good. Easy topic to chat about during MCU's. As a pharmacy we needed to involve pharmacy staff more as it was mostly pharmacist and manager's involvement. Have now started a weekly communication meeting where Health promotion and Public campaigns will be a focus once a month.” 

		Boots Pharmacy

(Emerson Green)



		“One of the best campaigns so far. Team really enthusiastic and the 10 minutes’ walk message was clear and achievable. Discussed with many patients during MURs.”

		BootsPharmacy

(Wadebridge)



		“It’s great that apps are being integrated to support the public health campaigns as it doesn't limit patients to just getting information from the pharmacy and is making the campaigns more accessible.”

		Lloyds Pharmacy (Regent Rd)



		What worked well continued…

		Pharmacy



		“People seemed quite positive about the campaign and interested, it is not always so easy to engage on other subject matters if people do not think it affects them directly - this was pretty universal. We had quite a number of informal conversations which weren’t logged due to the pharmacy being busy, so the total reach was higher than that indicated”. 

		Stolton’s Pharmacy



		What worked well is that a lot of patients use the high street to drive to or use the bus. On good days we encouraged them to walk to the pharmacy or any other shop to get the pulse rate increasing from brisk walking. The app proved really popular as it monitored they're progress and provided encouragement to become more involved in physical exercise”. 

		Crediton Pharmacy



		“This campaign worked well and we managed to generate lots of interest. This was done by sticking large coloured footprint decals a steps distance apart on the shop floor. The footprints led from the shop doorway into and around the shop. Customers were curious and remarked on what they were for, which gave us an opportunity to introduce the topic of physical activity and direct them to the app which we also advertised on a chalk board on the counter. This approach proved successful”. 

		Michael Meagher Ltd.



		“What worked well is that we had the material and the opportunity to encourage patients who normally receive deliveries to instead visit the pharmacy if they are able which can be up to 10 minutes’ walk so they can take advantage of the active 10 app”.

		Arnolds Pharmacy (Westward Ho!)



		“Most patients listened intently and did not come back or ask for further info, one member of public, however, came back to speak to me 3 weeks in a row to show me her progress. This was very heart warming and I hope she continues to do well. I will continue to support her.” 

		Bradley Stoke Pharmacy



		“Combing NHS Healthchecks with the physical activity section was a good way to use One You - Physical Activity as a support tool”.  

		Lloyd’s Pharmacy (Hankeridge Farm)



		“In Bruton there is a new "Healthwalk" incentive. We used this during the campaign as our main focus to try and get local people involved. It has proved to be very successful so far and some have reported that they enjoy the walking and social aspects”.

		Bruton Pharmacy



		“Due to this us as a pharmacy team now have Fitbits and are more aware of physical health”. 

		Lloyd’s Pharmacy (Taunton Road)



		“Four patients signed up for the couch to 5k course following discussions in the pharmacy about physical activity during the campaign. Signposted a number of patients to active Devon, Phat club (local club encouraging weight loss and exercise). I also encouraged a number of people to join just jog which is the local group I lead”. 

		Asda Pharmacy (Bideford)



		“One older customer looked into a walking group and has made friends with other local people so is not so lonely as well as being healthier”. 

		Lloyd’s Pharmacy (Holsworthy)



		“Elderly patients and customers thought that because of their age they should take it easy and be careful. They were informed that still exercising may have a positive impact in their general health”. 

		Superdrug 

(Newton Abbot)








		What worked well continued…

		Pharmacy



		“Patient took up walking daily, lost weight and reduced medication, improved mood and lifestyle”. 

		Day Lewis (Launceston)



		“We linked in with a local walking group and advertised their meetings with patients”. 

		Boots 

(Camelford)



		“During every NHS Health Check provided by the pharmacy - One You was introduced”.

		Old School Pharmacy



		“Leaflet provided a talking point during MURs. The local swimming pool here runs AquaFit sessions and most of the people I speak to during reviews could benefit from non-weight bearing exercise due to being overweight and having joint pain. The swimming club has gained two new members from our pharmacy!”

		Well Pharmacy (Brixham)



		

		



		







What didn’t work so well?





		“The App didn't work on older iPhones.” 



“There were not enough media campaigns concurrently”. 



“Getting staff to be more involved is much more difficult. All my staff have plenty to do and already have no extra time. So I believe that if you want counter staff more involved than you could arrange for trainers to come in for 1-2 hours to give them their brief.”



 “After reviewing the patient who have been signposted to the app not many found it helpful. I also downloaded the app with other colleagues and found it boring and unmotivating to use. Reports from patients, colleagues and myself on using the app, it was very slow, not very involved and not very accurate when used with other trackers eg fitbit, strava etc” 



“I don't feel that we were as prepared as we could have been for the campaign, but have learnt from this for future ones. Several staff have enrolled on the online Talk Cancer course to start in June, and look forward to completing this. We have created a larger health promotion area in the pharmacy to help us maximise patient benefit for future campaigns”. 



“We talked about the app but no-one seemed to want to download it in store, some may have chosen to do so after but I don't think people wanted to commit when discussing it in store.” 



 “Wrong time to promote it, January would have been more appropriate time. Target audience was wrong I think the age demographic scale should have included people from 20 onwards. Apps aren't relevant really for patients over 50, can’t use them. Even after demonstrating the app people didn't want to make the commitment.” 



“The campaign would be better advertised by communicating directly to us rather than within other pharmacy communication. Provide us with the materials more in advance of the go live date e.g. one month. Tell us how you would like to evaluate it before go live date” 



“It's quite difficult to organise these campaigns in a pharmacy such as ours - overlap time is minimal and the nature of the shift pattern is that the manager only sees some of the staff once in a 2 week period. Furthermore there were so many other things happening with the new contract that it was probably not our best performance.” 







If you have any feedback or good news stories regarding the campaigns please let us know via our pharmacy mailbox: england.pharmacysouthwest@nhs.net 



Poor
(Score 1	&	2)	CRUK  Talk Cancer Online Training 	PHE/BMJ Importance of Physical Activity Online	5	7	Ok
(Score 3)	CRUK  Talk Cancer Online Training 	PHE/BMJ Importance of Physical Activity Online	32	30	Good/Excellent
(Score 4	&	5)	CRUK  Talk Cancer Online Training 	PHE/BMJ Importance of Physical Activity Online	103	158	

Participants



Poor
(Score 1	&	2)	How well informed you were kept re. 
OneYou PA Campaign	How easy it was to identify the 
OneYou PA pack/resources	How easy it was to use the
 OneYou PA Health Campaign material	107	65	46	Ok
(Score 3)	How well informed you were kept re. 
OneYou PA Campaign	How easy it was to identify the 
OneYou PA pack/resources	How easy it was to use the
 OneYou PA Health Campaign material	214	118	136	Good/Excellent
(Score 4	&	5)	How well informed you were kept re. 
OneYou PA Campaign	How easy it was to identify the 
OneYou PA pack/resources	How easy it was to use the
 OneYou PA Health Campaign material	273	411	409	

Participants



No further support required 	Online training 	Webinars 	Face to face training	Other	244	210	80	52	8	
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Annex 4: Template to express an interest in participating in PHE’s Individual Placement and Support (IPS) drug and alcohol dependency trial  



Please provide no more than two pages of text for each section.



Name of local authority:



		1. Local area oversight details



		

Commissioner with overall strategic oversight of the trial in the local area



Name of local authority:

Name of local authority commissioner:

Email address:

Telephone number: 





		

Named individual from the drug and alcohol treatment provider participating in the trial:



Name of drug and alcohol treatment provider:

Name of provider lead:

Email address:

Telephone number:









		2. local vision for how the trial will be taken forwards



		

· What is your area’s vision for how the trial will be taken forwards and its strategic fit with local priorities?



· What is your current focus/approach to improving employment outcomes for people in drug and alcohol treatment?





		


















		3. Description of your local drug and alcohol treatment system



		

· Outline how many individuals are likely to be involved in your local trial (we require confirmation that each area is able to recruit at least 400 eligible individuals over the course of the first year of live-running, with an equal split across opiates, non-opiates and alcohol-only)



· Describe the population cohort that would be recruited to the trial and the geography where the trial would take place



· Describe local employment outcomes for people currently in drug and alcohol treatment in your area



· Confirm that local drug and alcohol treatment services are compliant with NDTMS core dataset N and also what local software systems are used to return NDTMS data 



· Confirm, where possible to do so, whether there are any significant plans to re-commission the substance misuse treatment services during live running of the trial (April 2018 – March 2020)





		











		4. Leadership and joint working



		

How will your area utilise local leadership and partnership arrangements across the local authority, the local drug and alcohol treatment provider(s) and local employers to enable success?



· Outline initial plans for local strategic oversight and governance arrangements



· Outline any strategic joint working arrangements that are already in place locally across substance misuse and employment support services, and employers





		















		5. Trial proposal



		

· Please provide your early thinking about how your area proposes to implement an IPS trial with people in treatment for drug and alcohol dependency



· Please confirm that your local authority area is not involved in any other employment trial with this, or similar cohorts





		











		6. Recruitment plans for the employment specialists



		

· Please provide details about how you will plan to recruit and support the development of employment specialists so that they are a suitable trained to deliver IPS interventions





		











		7. Signatures (required) 

local authority



		

Director of public health:

Date:





		Drug and alcohol treatment provider



		

Chief executive:

Date:











Please return the completed template to IPSdependencytrials@phe.gov.uk by 5pm on 31st October



PHE Gateway number: 2017348
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 Rosanna O’Connor 


Director of alcohol, drugs and 


tobacco 


Public Health England 


 


 T  +44 (0)203 682 0501 


 


 


www.gov.uk/phe  


To: 


Directors of Public Health in England 


PHE Centre Directors 


Local authority substance misuse commissioners 


Drug and alcohol treatment providers 


 


PHE Gateway number: 2017348 


 


6th September 2017 


 


Dear Colleague, 


 


Re: Expression of Interest to take part in delivering a drug and alcohol dependency 


Individual Placement and Support (IPS) randomised control trial 


 


PHE is inviting expressions of interest from local authorities that have an interest in 


developing the evidence base for the employment and recovery agendas.  


In December 2016, Dame Carol Black published An Independent Review into the impact on 


employment outcomes of drug or alcohol addiction, and obesity. The review highlighted the 


significant labour market disadvantage faced by people who are dependent on alcohol and 


drugs, many of whom are some of the most disadvantaged in society. In addition to having a 


range of related complex physical and mental health problems, many have few qualifications 


and little history of employment.  


The review made the very important link between vocational activity and recovery, a point 


that is reinforced in the new national Drug Strategy published in July this year. Employment, 


and access to training and education, is one of the main drivers that enable people with often 


long histories of substance misuse to make lasting changes and ultimately recover from their 


dependence on drugs or alcohol.  


One of the key recommendations in Dame Carol’s report was that government should carry 


out a robust randomised control trail of a high-fidelity Individual Placement and Support (IPS) 


approach for people with drug or alcohol dependency problems. IPS is a well evidenced 


approach to support people into employment who have severe mental illness and NHS 


England is currently taking forward further trials to test its effect on people with low level 


mental health needs and a range of other health problems.  



http://www.gov.uk/phe

https://www.gov.uk/government/news/dame-carol-black-publishes-review-on-links-between-work-and-addiction

https://www.gov.uk/government/news/dame-carol-black-publishes-review-on-links-between-work-and-addiction

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/628148/Drug_strategy_2017.PDF
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The IPS approach to employment support embeds employment specialists into clinical 


teams, providing support to individuals as they seek and return to work. The employment 


specialists become a core part of the multi-disciplinary clinical team and people receive 


intensive support in addition to support from Jobcentre Plus or other mainstream 


employment support providers.  


The Department for Work and Pensions (DWP) has commissioned Public Health England 


(PHE) to lead on the trial with investment from the joint DWP and Department of Health (DH) 


Work and Health Unit’s Innovation Fund. 


The trial will aim to build the evidence base around the provision of IPS as an effective 


employment support model for the drug and alcohol dependent treatment population and it is 


hoped that the results of the trial will inform policy decisions moving forwards. 


Expressing an interest 


If you are interested in partnering with PHE to deliver this randomised control trial, please let 


us know by completing the attached expression of interest (EOI) form (Annex 4) and 


returning it to IPSdependencytrials@phe.gov.uk. All expressions of interest should be 


returned from the local authority. The deadline for submissions is 5pm on 31st 


October 2017. 


We would like to select 5 – 7 areas to participate. We will select the areas at the start of 


November, and this will be followed by a 5 month co-design and set up phase, during which 


PHE IPS Trial Managers will work closely with the selected areas in preparation for going 


live.  


The trials are expected to go live in April 2018 and will run for a 24 month period up until 


March 2020. This will be followed by a 12 month evaluation phase.  


In order to prevent the outcomes of the IPS trial being affected, we will be unable to consider 


an expression of interest from an area where there is an ongoing employment trial with this, 


or similar cohorts.  


We will be holding the following Expression of Interest events later this month for areas that 


wish to learn more about participation in the trial: 


- London: 26th September, Amba Hotel, Charing Cross, WC2N 5HX (10.00–13.00) 


- Leeds: 28th September, Hilton Leeds City, LS1 4BX (13.00–16.00) 


 


Further information about these events will be made available through PHE Centres, but 


please get in touch via IPSdependencytrials@phe.gov.uk if you would like to book a place at 


an event, if you have any questions about the process, or would like to discuss the IPS 


approach and your area’s suitability to partner with PHE in delivering the trial. 



mailto:IPSdependencytrials@phe.gov.uk

mailto:IPSdependencytrials@phe.gov.uk
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Yours sincerely 


 


 


 


 


Rosanna O’Connor 


Director of alcohol, drugs and tobacco 


Rosanna.O’Connor@phe.gov.uk 
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Annex 1: Overview of the RCT aims, outcomes and the evaluation 


 


Aims 


 


The aim of the study is to determine the effectiveness and cost-effectiveness of the IPS 


approach compared to standard employment support (provided by Jobcentre Plus and the 


Work and Health Programme) for people receiving community treatment for drug and alcohol 


dependence provided by either NHS or voluntary sector providers.  


 


Governance and ethics 


 


The study will conform to recognised international research and trial guidelines. The study 


protocol will receive independent peer and statistical review and be overseen by PHE’s 


Research Ethics and Governance Group. The protocol and associated materials will be 


approved by the Health Research Authority.  


Further information is available about this on request from IPSdependencytrials@phe.gov.uk  


 


Outcome measures 


 


The primary outcome measure will be finding someone employment, defined by the 


international standard for IPS trials which is at least 1 day of employment in the open market 


during the 18-months follow-up. This measure is used in most IPS outcome studies and will 


provide a headline indicator of the rate of employment attained in the experimental and 


control group.  


 


Secondary outcomes will be recorded during the follow-up period that expands on the 


primary outcome measure. These will include the pattern of employment (i.e. total time 


worked) and other aspects of personal and social functioning and support (such as use of 


alcohol, and illicit substances; successful completion of drug and alcohol treatment; 


psychological and physical health and well-being; health-related quality of life; self-reported 


crime; contact with inpatient, outpatient hospital and community social/welfare services.) 


 


Taken together, it is envisaged that these secondary outcome measures will enable the 


study to determine the optimal duration of IPS and the evidence for its cost-effectiveness 


and cost-benefit. 


 


Where possible we will be aiming to use existing administrative datasets to measure the 


outcomes and to carry out the cost benefit and cost effectiveness analyses.   


 


 



mailto:IPSdependencytrials@phe.gov.uk
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Evaluation 


 


Every participant enrolled in the trial will be asked for informed consent to utilise the National 


Drug Treatment Monitoring System (NDTMS) and other administrative datasets (DWP 


datasets, Hospital Episodes Statistics and the Police National Computer, for example) for 


use in the evaluation of the effectiveness of IPS. IPS workers will keep secure records of 


each signed consent form, which will be passed onto PHE who will be carrying out the 


evaluation. 


 


It is not envisaged that there will be a need for any new data collection or surveys to support 


the evaluation, apart from participants additionally being asked to complete the brief EQ-5D-


5L questionnaire about quality of life. All data will be flowed using the secure mechanisms 


PHE has in place with drug and alcohol treatment providers submitting NDTMS data. 


 


Annex 2: Process for submitting an Expression of Interest 


 


A. Process for expressing interest 


 


Areas that are interested in being involved in this trial should complete the attached 


expression of interest pro-forma (Annex 4).  


 


The expression of interest requires sign off by the local authority Director of Public Health 


and the drug and alcohol treatment provider chief executive. It should submitted by the local 


authority, who will retain overall strategic oversight for local delivery. 


 


Please return the completed template to IPSdependencytrials@phe.gov.uk by 5pm on 31st 


October. 


  


B. What PHE will provide 


 


PHE will provide funding for a small IPS clinical team, to include employment specialists, to 


be employed by the drug and alcohol treatment provider in each of the trial areas.   


  


A nationally agreed standard job description and person specification will be shared by PHE 


with the local trial areas, to ensure consistency in the recruitment of the employment 


specialists, who will be required to be competent in the delivery of the IPS model, and in the 


adherence to the IPS fidelity scale. Further information about IPS fidelity is available in 


Annex 3. 


 



mailto:IPSdependencytrials@phe.gov.uk
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Through site visits and regular contact, the PHE Trial Manager will work closely with each 


trial area to support them around: 


 client recruitment, including the referral and screening procedure, and the trial 


randomisation process 


 data collection requirements 


 IPS fidelity scale reviews 


 day-to-day implementation questions 


 


C. Expectations of successful areas 


 


Each trial area will be expected to put in place a local steering group to provide strategic 


direction and operational oversight. Membership should include representatives from the 


local authority public health team, the drug and alcohol treatment provider, local employment 


support services including Jobcentre Plus and the local Work and Health Programme 


provider, and from the local enterprise partnership and local business networks. 


 


The drug and alcohol treatment providers will be responsible for recruiting and employing the 


employment specialists and ensuring that they are delivering IPS to a sufficient standard. 


In the mental health IPS sector, employment specialists typically have experience of working 


in a range of employment support provision settings. Lessons learnt from mental health 


highlight the importance of recruiting the right person with the relevant experience, skills and 


personal qualities: experience in employment and recruitment, highly effective interpersonal 


skills and a strong interest and understanding of drug and alcohol dependency. 


 


PHE will ask each collaborating site to assign a senior member of the IPS clinical team as a 


Principal Investigator with overall responsibility for staff training, supervision and the 


implementation of the trial protocol. 


 


D. Essential Criteria 


 


PHE will seek assurance of the following criteria from applicants: 


 


- Areas should be able to evidence in their application that they anticipate being able to 


recruit at least 400 eligible individuals (aged 18-65) over the course of the first year of 


live-running, with an equal split across the following primary problem substances: 


opiates, non-opiates and alcohol-only. This is to ensure the trial is powered with the 


appropriate number of participants. 


 


- The local authority should not apply if there is another employment trial in place with 


this, or similar cohorts. 
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- Drug and alcohol provider software systems must be compliant with Core Dataset N 


of NDTMS. 


 


- Where it is possible to specify, there should be no significant re-commissioning of the 


substance misuse treatment services planned for the duration of the trial.   


 


PHE will convene a panel to select the trial sites and will provide feedback to all applicants 


once areas have been selected. In selecting successful areas, PHE will ideally be looking for 


a geographical spread, including a mix of urban and rural areas.  


 


 


Annex 3: 


 


Description of Individual Placement and Support (IPS)1 and how it is proposed to 


apply in the drug and alcohol recovery trial 


 


IPS is a well-evidenced approach that supports people into employment who have a severe 


mental illness. It aims for sustained employment through mainstream, competitive jobs and 


is based on a set of eight ‘fidelity’ principles: 


 


1. Eligibility is based on individual choice; 


2. Supported employment is integrated with treatment; 


3. Competitive employment is the goal, (not sheltered placements or volunteering); 


4. Rapid job search (within four weeks), minimal prevocational training; 


5. Job finding, and all assistance, is individualised; 


6. Employers are approached with the needs of individuals in mind; 


7. Follow-along supports are continuous; and 


8. Financial planning is provided 


 


The distinguishing feature of IPS is that employment support is provided alongside clinical 


treatment. It works by integrating an employment specialist within treatment as an equal 


member of the multi-disciplinary team. This makes employment a key aim of recovery and 


integral to the aims of treatment. 


 


                                            
1
 From An Independent Review into the impact on employment outcomes of drug or alcohol addiction, and 


obesity, Dame Carol Black (December 2016) 



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/573891/employment-outcomes-of-drug-or-alcohol-addiction-and-obesity.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/573891/employment-outcomes-of-drug-or-alcohol-addiction-and-obesity.pdf
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There is also a strong focus on sourcing jobs through local employer networks. Employers 


benefit from on-going in-work support (alongside job seekers) from the employment 


specialist.  


 


High-fidelity IPS is built on the premise of open-ended support for small caseloads. IPS is an 


expensive intervention because of the cost associated with the employment specialists and 


in practice, an offer of unlimited support can pose a challenge to many IPS providers who 


end up with static caseloads, unable to discharge clients who do not gain employment, or to 


enrol new patients. The principle of unlimited support also poses a challenge for the design 


of a research trial. Most research studies in behavioural science evaluate time-limited 


interventions and standardize fieldwork so that each participant has the same exposure time.  


 


Given the importance of reporting on effectiveness to inform policy and practice, and 


following discussion with Dame Carol and DWP, it has been agreed that the PHE trail will 


follow a time-limited approach. The approach will follow the findings from the European 


EQOLISE study of mental health IPS, which found that few patients not in employment by 9 


months subsequently became employed and that, where participants found a job, contact 


with their employment specialist naturally dropped off after 4 months, without any impact on 


job retention. 


 


PHE has therefore agreed the following evaluation approach with DWP: time-limited IPS 


(nine months employability support and, for those that find work, in work support for four 


months) compared with standard vocational support (provided by mainstream employment 


support providers, Jobcentre Plus and the Work and Health Programme). In every other 


respect the trial will maintain IPS fidelity (i.e. adherence to the eight principles, similarly 


trained and supported staff, max caseloads of 25, co-location with clinical teams and so on). 
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EMBARGOED UNTIL THURDSAY 31 AUGUST at 00:01 


Press enquiries: Alison Hill, Collective Voice Project Officer – 020 3817 9410 / 


alison@collectivevoice.org.uk  


 


“IMPROVING CLINICAL RESPONSES TO DRUG-RELATED DEATHS” 


Download the resource here. 


A working group of NHS and voluntary sector drug treatment providers have today published a set of 


best practice principles to support efforts across the country to address the increasing number of 


people dying from drug use.  


Public Health England’s national inquiry into drug-related deaths in 2016 found there were a number 


of factors contributing to the increase in drug related deaths. One of the recommendations of the 


report from the inquiry was for continued research and analysis to better understand the causes of 


the increase. Drug treatment providers were asked to contribute to this research.  


“Improving clinical responses to drug-related deaths” published today by the NHS Substance Misuse 


Provider Alliance and Collective Voice, representing the voluntary sector, brings together the 


expertise and experience of the leading drug treatment providers across the country into an 


accessible, easy-to-use toolkit combining existing best practice advice with innovative examples of 


practical implementation.  


The document, which was developed with support from Public Health England, will be actively 


disseminated across the entire drug treatment sector to make these tools accessible to all providers 


to help them identify those most at risk and implement effective responses. 


The Government’s drug strategy published last month identified reducing drug-related deaths as a 


key priority. 


Karen Biggs, CEO of Phoenix Futures and chair of Collective Voice, chaired the working group. She 


said: 


“It is a shocking reality that we have the highest level of death from drug use since records began in 


1993. The data unequivocally proves that engaging in treatment reduces the risk of death from drug 


use but half of the people who die each year are not in treatment. The willingness of a wide range of 


providers to come together and share their best practice demonstrates the sector’s commitment to 


do all it can to address this.  


Through the course of the last six months we have listened to people who use treatment services, 


researchers and analysts. No one claims to have the whole answer. The causes of the high level of 


deaths our communities are experiencing over recent years are due to a range of complex 


interrelated issues that vary depending on your age, your gender and where you live in the country.  



mailto:alison@collectivevoice.org.uk

http://www.collectivevoice.org.uk/wp-content/uploads/2017/08/Improving-clinical-responses-to-DRDs-August-2017.pdf





The solutions therefore need to be sophisticated, tailored and delivered by a range of agencies 


working in local communities. We hope the report we have published today inspires a new 


commitment and new thinking and goes some way to providing a solution.’’ 


A spokesperson for the working group is available for comment. Please contact Alison Hill on the 


details above. 


- ENDS - 


Notes to editors 


 Collective Voice is a group of seven voluntary sector organisations which have come 


together to ensure that the voices of the drug and alcohol treatment sector and those who 


use its services are represented effectively. 


 The NHS Substance Misuse Provider Alliance is an alliance of NHS drug and alcohol 


treatment providers who, working collaboratively with service users, carers and other 


organisations, are committed to contributing positively to the ongoing development of the 


substance misuse field.  


 “Improving clinical responses to drug-related deaths” is available to download here. 


 The latest figures from ONS for drug-related deaths in England and Wales are available here.  



http://www.collectivevoice.org.uk/wp-content/uploads/2017/08/Improving-clinical-responses-to-DRDs-August-2017.pdf

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2016registrations
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Dementia and Older People’s Mental Health Bulletin September 2017
 
Welcome!
Welcome to the September issue of the NHS Yorkshire and the Humber Clinical Network (YHCN) bulletin that aims to bring you the latest news and information about dementia and older people’s mental health in the region. Please forward to any networks and colleagues who may be interested.
 
In this issue:



*	Dementia and older people’s MH CN programme update

*	Sharing practice from Yorkshire and the Humber

*	News

*	New resources

*	Research

*	Dates for your diary



 
Have a look at previous issues or download a PDF version of our bulletin here.
 
Are you missing out on forum discussions? You can sign up and join in here.
 
 
Dementia and Older People’s MH CN programme update 
 
Dementia diagnosis rates
The estimated diagnosis rate for people with dementia in Yorkshire and Humber was 72% at the end of July this is lower than the North of England regional average (73.2%) but higher than the national average of 68%.  For a summary of the July position for CCGs and STP's across Yorkshire & Humber click here.  16 out of 23 CCGs are currently exceeding the national ambition of 66.7%.
 
Monthly rates at CCG level, STP level and numbers on GP practice dementia registers are now made available here
 
CCGs can continue to access support to improve diagnosis rates from your Clinical Network team and/or the national Intensive Support Team.
 
Memory Services
A joint meeting took place with Memory Services, Regional Dementia Leads and Older People’s Psychiatrists on the 12th September, with a focus on the recently published Implementation guide and resource pack for dementia care, discussing action planning and implications for providers and commissioners.  At the meeting delegates shared their thoughts and ideas around how best to achieve the recommendations set out in the publication.  An action plan and recommendations are currently being developed following the event and will be shared shortly.
 
Neuro-Imaging in Dementia Guidance
The guidance previously developed and published by Yorkshire and the Humber Dementia and Older People’s Mental Health Clinical Network published in 2015 is currently under review with a revised version coming soon.
  
Sharing practice from Yorkshire and the Humber

Doncaster’s Journey Towards Integration
Jackie Pederson, Chief Officer at Doncaster CCG has written a blog that looks back at Doncaster’s journey towards integration of local health and care services, from working with the local authority to carrying out a joint strategic needs assessment, to developing a plan to integrate health and care commissioning and an accountable care provider partnership.
 
Funded by the Better Care Fund, the implementation of Doncaster’s Health and Social Care Place plan has resulted in a reduction of 85% in admissions to acute care. Click here to view the blog.

Bridlington’s Pathfinder Service 
The Pathfinder service, aims to support older people to maximise their independence and minimise their feelings of isolation. Funded by the BCF, the service is a partnership between Hull and East Yorkshire Hospitals Trust, East Riding of Yorkshire CCG, East Riding of Yorkshire Council and a GP Federation.
 
Piloted with 3 local GP practices focusing on service users over 75 years old. Participants were offered a free health and wellbeing review over the telephone; following this, practitioners used the EASY Care tool to identify any threats to service users’ health, independence and wellbeing. Service users were subsequently signposted to, or put in touch with, providers who could appropriately cater to their individual needs.
 
It has been found that 93% of participants said they would recommend the service to a friend, and 90% found the EASY Care assessment helpful in identifying their health and care needs. Furthermore, a directory of over 150 resources on local information and advice has been produced for service users.
 
As a result of the successful pilot project in Bridlington, consideration is being given for rolling out a comprehensive assessment tool across East Yorkshire. This allows frontline practitioners and voluntary workers to undertake a brief multi-dimensional assessment of physical, mental and social functioning. Information obtained is used to mobilise advice and support based on the priorities of the older person. Individuals can then be proactively linked into available community assets.
For more information, contact debbie.crohn@nhs.net.
 
News
 
Lancet Commission reveals a third of cases of dementia may be preventable
The new report reveals that 35% of all dementia cases could be prevented if the following nine modifiable risk factors were fully eliminated – education, hearing loss, hypertension, obesity, smoking, depression, physical inactivity, social isolation and diabetes. Read more here
 
Fourth Annual Northern Lights Dementia Awards – Yorkshire & Humber Winner!
The awards were led by the Dementia Clinical Networks working in partnership with the Dementia Action Alliances in the north of England, with funding support provided by NHS England. It was a wonderful event celebrating the hard and innovative work being carried out across the north of England.

Yorkshire & Humber were successful in winning an award for the development of the DiADeM App. The full report can be found here:
 
Join the CHAIN Dementia Sub Group 
The aim of the sub-group is to enable those with an interest in dementia care and research to connect and share knowledge and expertise.   The sub-group currently has 1,980 members, and as with the wider CHAIN membership, this includes people from all relevant professions and workplaces, who together possess a rich and diverse range of and skills and experience. The sub-group is co-facilitated by Malayka Rahman, the Alzheimer’s Society's Research Translation Manager.  You can register online here
  
New resources
 
Find the latest dementia research in one place!



*	Resources for professionals working with BAME communities, please click here

*	NHS England implementation guide and resource pack for dementia, please click here

*	NHS RightCare scenario: Getting the dementia pathway right, please click here



 
Research and innovation
 
National Institute for Health Research has published a Themed Review ‘Advanced Care’ following research with Care Homes
This review reports on three themes relating to the care of older people in care homes: Living well, Ageing well and Dying well. The report can be downloaded here
 
A National Survey for Young Onset Dementia 
If you live with a diagnosis of dementia, which was received before you reached the age of 65; or if you are related to, or supporting someone who received a diagnosis of dementia before the age of 65; we are inviting you to complete a survey.  You can complete it online by clicking here
 
Or, alternatively you can complete it on paper by contacting us at: Vasileios Stamou, V.Stamou@bradford.ac.uk, Tel: 01274 233 994,  Mob: 07876790462,          
 
Dates for your diary



*	The National Frailty Conference 28th September 2017- 9.30am to 3.45pm at Cloth Hall Court, Leeds City Centre LS1 2HT

*	Digital Showcase event - Friday 29 September 2017 09:30-12:30 South Yorkshire and Bassetlaw ACS Doncaster Keepmoat Stadium, Stadium Way, Doncaster, DN4 5JW

*	Palliative Care in Care Homes Conference - 9th November 2017, Carlisle Business Centre, Bradford

*	Loneliness in Older People – 16th November, all day event – save the date Hatfield Hall at Normanton Golf Club, Aberford Road, Stanley, Wakefield, WF3 4JP



Who produces this bulletin?
This bulletin is produced by the Yorkshire and Humber Clinical Network for Dementia and Older People’s Mental Health. It is provided on an opt-out basis.  If you received this email in error, or no longer want to receive the bulletin, email england.yhscn@nhs.net with the words 'Unsubscribe Dementia Bulletin' in the subject line.
 
Disclaimer: The content of this bulletin does not necessarily reflect the views of NHS England, but is provided as a rapid information service for staff interested in Dementia Clinical Network.  All links from this bulletin are provided for information only.  A link does not imply endorsement of that site.  We do not accept responsibility for the sites linked to, or the information displayed there.
 
Please contact Penny.Kirk@nhs.net, ColinSloane@nhs.net or gthrippleton@nhs.net  if you require any more information or if you would like to share any information or news. We would love to hear from you.      

 

 

 	

 	

	













This email was sent to nicola.smith@phe.gov.uk 
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Did You Know?


Find Relevant Information Stay Informed


To support evidence-based practice and decision 
making, local authority public health teams are now 
able to access research via a bespoke discovery service 
funded by PHE.


Discovery services enable the end user to search 
across a range of content from different resources with 
seamless access to the full text where this is available. 
The discovery service will enable local authority public 


health teams to search and access the 1300 titles 
currently provided by PHE, along with the nationally 
procured core content journals and databases. 


Please note that the ability to access the licensed 
journal content via the discovery service is offered as 
an addition to using the NICE Healthcare Databases 
advanced search and Journals A-Z . 


How to access the Discovery Service


You can unlock a world of vital and relevant information in just one click.


Save Time


Or access your Discovery service and guidance  
via PHE Knowledge and Library Services here:  
http://phe.baileysolutions.co.uk/custompage8.aspx1 2


If you have any questions regarding the e-resources that  
are made available to you, please contact the Library team.


Email: libraries@phe.gov.uk


If you have any questions or queries when using the  
EBSCO Discovery Service, please contact Philip Moodey, 
Senior Account Executive for EBSCO Health


Email: pmoodey@ebsco.com


Protecting and improving the nation’s health


Begin your Discovery search here!  
http://search.ebscohost.com/login.
aspx?authtype=athens&profile=eds&groupid=main



http://phe.baileysolutions.co.uk/custompage8.aspx

http://search.ebscohost.com/login.aspx?authtype=athens&profile=eds&groupid=main

http://search.ebscohost.com/login.aspx?authtype=athens&profile=eds&groupid=main
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