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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No 31 June 2018

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: Gemma Mann)


	

	National child measurement programme operational guidance (updated March 2018) 
The guidance for local commissioners, providers and schools on running the national child measurement programme (NCMP) was updated in March 2018. Read here. 


National Child Measurement Programme (NCMP) advice for commissioners and providers 
NCMP and the General Data Protection Regulation have been published as an addendum to the latest operational guidance and are available here. 


National Child Measurement Programme (NCMP) Local Authority Profile     
The NCMP Local Authority Profile online data tool for child obesity for England was updated on 9 January 2018. This annual update adds data for the academic year 2016 to 2017 at local authority (LA) level. It also includes a new ‘severe obesity’ indicator, not reported on separately before. Severely obese children are at risk of developing a number of serious acute and chronic health problems. A short statistical commentary can be found here.


School –Age Children Profiles: 2017 Updates 
The school-age children profiles bring together a range of indicators on the health of school-aged children by local area. Read here.



	

	
Living Well 


	

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

Physical Activity, Healthy Eating and Healthier Weight: a toolkit for employers 
PHE and BITC have launched their latest evidence-based toolkit, aimed at employers to encourage healthier workplaces as part of its wider health and work agenda. 
The focus of this toolkit is physical activity, healthy eating and weight and provides key advice for employers to support healthier lifestyles for their staff. It gives guidance on how to create working environments and cultures that encourage and prioritise the wellbeing of staff. 
View the toolkit here.


PHE catering guidance
Updated PHE catering guidance and supporting tools available: https://www.gov.uk/government/publications/healthier-and-more-sustainable-catering-a-toolkit-for-serving-food-to-adults


Review of the Nutrient Profiling Model
Please see below link for documents cover the detail of Public Health England’s (PHE) review of the Nutrient Profiling Model (NPM).
Link: https://www.gov.uk/government/collections/review-of-the-nutrient-profiling-model 	


National and regional slide sets on Child Physical Activity published and Child Obesity
PHE has published three separate slide sets: a national slide set on child obesity, regional child obesity slide sets (one for each of the nine regions) and a national slide set on child physical activity. These PowerPoint slides present key data and information on the patterns and trends in child obesity and child physical activity in clear, easy to understand charts and graphics.
Link: https://khub.net/web/phe-obesity-intelligence/public-library


Dementia Action Week: Dementia and diet in the news
Please see below link for more information. 
https://publichealthmatters.blog.gov.uk/2018/05/23/dementia-action-week-dementia-and-diet-in-the-news/


Tier 3 WMS Guidance for commissioners and providers
PHE have developed an options paper and are in the early stages of considering how best we can support the local system relating to tier 3 weight management services. You’ll remember that in 2017 there were two papers published relating to the review of tier 3 approaches for adults and children:

https://onlinelibrary.wiley.com/doi/abs/10.1111/cob.12204 
https://www.ncbi.nlm.nih.gov/pubmed/29228233 

Additionally, an update to the BOMMS guidance on tier 3 was published in 2017 is attached, for information.




The world’s first sugar reduction programme: Data challenges
Childhood obesity is a national crisis and a leading cause of ill health and premature death – in England, one in three children are overweight or obese by the time they leave primary school. Obese or overweight children are more likely to become obese or overweight adults, which increases their risk of developing cardiovascular disease, type 2 diabetes and some cancers.
Please see below link for more information. 

https://publichealthmatters.blog.gov.uk/2018/05/22/the-worlds-first-sugar-reduction-programme-data-challenges/ 


Duncan Selbie and Alison Tedstone on Childhood Obesity Plan and next steps
Please see link below for the appearance of Duncan Selbie and Alison Tedstone at the Health and Social Care Select Committee on Tuesday 22nd May. It is the most up to date information on the Childhood Obesity Plan and next steps. https://www.parliamentlive.tv/Search?Keywords=childhood+obesity&Member=&MemberId=&House=&Business=&Start=22%2F05%2F2018&End=22%2F05%2F2018


Adult excess weight supporting data 
The PHE Obesity Risk Factors Intelligence team have produced supporting indicators for the excess weight in adults (aged 18 and over) data in the Public Health Outcomes Framework (PHOF). Breakdowns of local authority prevalence data by BMI category are presented in an Excel spreadsheet: underweight, healthy weight, overweight, obese, severe obesity and excess weight. The new figures for 2016-17, which include severe obesity for the first time, can be downloaded here Adult excess weight 2016-17  and are also available to download from the PHE Obesity Intelligence KHub Public Library
 
 All Obesity RFI publications can be found here: PHE Obesity Intelligence Knowledge Hub: https://khub.net/web/phe-obesity-intelligence/public-library or sign up on https://khub.net/ and join the PHE Obesity Intelligence group.   



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

Children’s engagement with the outdoors and sports activities
This latest release from the Office for National Statistics provides an analysis of the UK Time Use Survey. This looks at the amount of time children spend engaging with the outdoors and sports activities.  Read here. 


Active Lives: Children and Young People Survey 
New survey to provide detailed picture of the physical activity habits of children and young people in England.  Read here


The Active School Planner 
A tool for primary schools to track and improve physical activity levels in their pupils.  Read here.


Study shows benefits of exercise can outweigh health effects of severe obesity
New study that shows physical activity may be equally and perhaps even more important than weight for people living with severe obesity. Read here. 


Love activity, Hate exercise?
Help tackle physical inactivity through new campaign by Chartered Society of Physiotherapy. Campaign draws on insight from patients and members across the profession, including physiotherapists with expertise in physical activity and behaviour change, to help identify barriers that prevent patients from being more active. More information is on below link. 
http://www.csp.org.uk/professional-union/practice/public-health-physical-activity/love-activity-hate-exercise 


WEBINAR: Why dance matters; Reducing inequalities and tackling inactivity
Monday 25th June from 1pm -2pm
Please see attached for more details and link to book. 





Active 10 campaign
Did you know that 10 minutes of brisk walking counts as exercise?  Following last year’s successful Active 10 campaign, Public Health England is shining a spotlight on physical activity this summer in order to encourage adults in England to get active. 
The campaign will promote 10 minute bouts of brisk walking, and the free Active 10 app, as a starting point to access the health benefits associated with walking. 


Adult excess weight supporting data 
The PHE Obesity Risk Factors Intelligence team have produced supporting indicators for the excess weight in adults (aged 18 and over) data in the Public Health Outcomes Framework (PHOF). Breakdowns of local authority prevalence data by BMI category are presented in an Excel spreadsheet: underweight, healthy weight, overweight, obese, severe obesity and excess weight. The new figures for 2016-17, which include severe obesity for the first time, can be downloaded here Adult excess weight 2016-17  and are also available to download from the PHE Obesity Intelligence KHub Public Library


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

New NICE guidance on physical activity and the environment
This guideline covers how to improve the physical environment to encourage and support physical activity. The aim is to increase the general population's physical activity levels. The recommendations in this guideline should be read alongside NICE's guideline on physical activity: walking and cycling. Read here. 


Health on the High Street Report
This research explores how businesses on the high street can impact the health of the public and includes league tables ranking the 'unhealthiest' high streets across London and the UK. 
The report also includes a range of measures to make high streets more health promoting, including: 
· Local authorities to be given greater planning powers to prevent the proliferation of betting shops, payday lenders and fast food outlets
· Public health criteria to be a condition of licensing for all types of business
· Mandatory food hygiene ratings linked to calorie and nutrition labelling for fast food outlets
· A limit of 5% of each type of business on a high street in order to avoid oversaturation and provide affordable choice
· Legislation to enable local councils to set their own differential business rates to encourage healthier outlets and discourage those that are detrimental to health. Read here. 

Active people, Healthy places Report 
The aim of this report from the LGA is to share good practice and help decision-makers consider how their council can deliver on this agenda in the best way for local people and communities. Read here. 


Reducing Harmful Drinking

Innovation Fund for Children of Alcohol Dependent Parent
Please find attached the following details regarding the announcement of the Innovation Fund for Children of Alcohol Dependent Parents. 

•              A letter announcing the availability of the fund
•              The application form 
•              Guidance notes with the timetable and the process outlined           
•              An invitation to a PHE webinar on the Innovation Fund 

We are asking for applications to come to InnovationFund@phe.gov.uk  by 17th July. A national panel will be convened in September to agree the list of applicants to recommend to the Under Secretary of State for Public Health and Primary Care.  

In addition PHE will publish the Parental Alcohol and Drug Use Toolkit which has been road tested in a number of LAs.  This provides every local authority with:

•              local authority level data on the prevalence of parental alcohol and opiate dependence, 
•              a summary of the impact that problem parental alcohol and drug use has on their children, and 
•              potential responses to need which local authorities and their partners can deploy

The toolkit will be available here and through our collection page on gov.uk.





[bookmark: _MON_1588596390][bookmark: _MON_1588596420]    


Hepatitis C in Primary Care and Drug & Alcohol Settings Education Program
Please see attached flyer re FREE educational HepC workshops aimed at primary care and drug service workers.
For more information and to register, see www.inhsueducation.org/the-united-kingdom/workshops. 
The workshops are catered and free to attend. A limited number of travel scholarships are available. Contact Nikitah.Habraken@ashm.org.au or info@inhsu.org for an application form. 




Mental Health (H&WB Team Lead: Corinne Harvey)

Sport England extend funding for mental health project with MIND 
Sport England is extending their partnership with MIND to help people with mental health problems get active. Investing a further £1.5million in Get Set to Go, a pilot scheme run by Mind that’s helping people with mental health problems get fit. The scheme is supporting people to join mainstream sports clubs, go to the gym, or take up a new sport. So far it has supported over 3,500 people to get active. Find out more.


Prevention Concordat for Better Mental Health - Information required from signatories to the Consensus Statement. 
We are delighted that you are interested in becoming a signatory to the Prevention Concordat for Better Mental Health Consensus Statement. You will be joining a number of organisations who have committed to working together to prevent mental health problems and promote good   mental health through local and national action. 
Please see attached form for more information. 





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

PrEP trial update 
We are now five months on from the start of the PrEP Impact Trial and recruitment has reached the halfway mark with over 5,000 people across over 100 clinics enrolled on the trial and accessing PrEP as a result.  
The PrEP Programme Oversight Board last met on 22 February. The main item discussed at the Board was 

a proposal from the trial management group, developed with input from the trial’s Community Advisory Board to reallocate half of the approximately 2,000 trial places reserved for women and people from other high risk groups to gay and bisexual men. The reallocation was being proposed as it had become apparent since the trial started that the need amongst women and people from other high risk groups had been overestimated. Based on current recruitment rates and notwithstanding the work underway to raise awareness of PrEP in those groups, it would not be feasible to recruit 2,000 women and other people within the time period covered by the trial. The Board agreed to the reallocation proposal, and the revised allocations will be communicated to participating clinics by the trial sponsor as soon as possible.

The other main item discussed was a paper on potential future commissioning arrangements for PrEP. The Board agreed that given the speed at which the trial was recruiting it was important to start thinking about potential future commissioning arrangements now. The paper proposed the establishment of a new PrEP Commissioning Planning Group to plan the framework for the commissioning decisions to be made by NHS England and local authorities. 

The paper also set out the key issues that would need to be addressed to enable NHS England and local authorities to take the decisions on potential future PrEP commissioning for which they were responsible. Members discussed the proposed membership and raised the importance of ensuring service users and lay representatives were involved. The Board welcomed the paper and agreed that NHS England and local authority Board members would develop the proposals further, and report back at the next Board meeting which is in April. A further update will follow after that meeting.
For further information on the trial please visit the trial website. 
You can register as a stakeholder for the HIV Clinical Reference Group to receive the updates automatically. Details available here: https://www.england.nhs.uk/commissioning/spec-services/get-involved/crg-stake-reg/
PrEP Trial Updates are also posted on NHS England’s website here: https://www.england.nhs.uk/commissioning/spec-services/npc-crg/blood-and-infection-group-f/f03/


2016 conception data: Under-18 conceptions by LA
Please see below table showing LA annual data in 1998 and 2016 with the final column showing the reductions in the rate of conceptions, maternities and abortion.  All Local Authorities have shown a decline since 1998, with many exceeding the 50% reduction.  
Under 18 conceptions by region:All regions have seen declines but as the table below shows, there remain variations in progress and rates. 
	
	Conception rate per 1,000 women in age group
2016
	Conception rate per 1,000 women in age group
% change  2015 to 2016
	Conception rate per 1,000 women in age group
% change 1998 to 2016

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	England                            
	18.8
	-9.6%
	-59.7%

	North East                         
	24.6
	-12.1%
	-56.5%

	North West                         
	22.3
	-9.7%
	-55.7%

	Yorkshire And The Humber
	22.0
	-9.5%
	-58.6%

	East Midlands                      
	19.4
	-4.0%
	-60.2%

	West Midlands                      
	21.4
	-9.3%
	-58.6%

	East                               
	17.1
	-9.0%
	-54.9%

	London                              
	17.1
	-10.9%
	-66.5%

	South East                         
	15.0
	-12.3%
	-60.3%

	South West                         
	15.8
	-6.0%
	-59.9%




BMA MEDFASH prize
This prize is now open for applications until Friday June 8th.  Any work done within NHS, Local Authority or 3rd sector that demonstrates improvement in the quality of HIV and/or sexual health care is eligible. Winner will be invited to BMA awards ceremony as well as receiving a cash prize. Further information is available by clicking here 

“I won’t pass on HIV” 
The spring phase of the It Starts With Me campaign will start on Monday 16 April 2018. The focus of this phase will be on promoting the impact of HIV medication on prevention. This briefing sets out a summary of key definitions and the evidence which demonstrates the effectiveness of HIV treatment on reducing transmission. It also outlines the aims of the spring campaign.
Read the briefing to find out more.

HPV vaccination programme for MSM  
Following the successful pilot of HPV vaccination for men who have sex with men (HPV-MSM) at a number of centres in London and the rest of England over the last two years, NHS England will be mainstreaming the programme this year.

During 2018/19, the new Section 7a immunisation programme for HPV-MSM will be rolled out.    HPV vaccination is to be offered in sexual health and HIV clinics.  Clinics that were already piloting HPV-MSM will be able to continue offering the vaccination from April 1st.  

Clinics will be able to order stocks of the vaccine without charge via an ImmForm arrangement and will also receive an administration fee from NHSE for each vaccination given.  Further information about this roll out to other clinics will be forthcoming from NHSE later in April.  

NHSE is contacting all providers directly regarding the above information.  This message is for information for Directors of Public Health and Sexual Health commissioners, and does not require local commissioner action.  

Any DPH or commissioner enquiries can be directed to Catherine.Heffernan@nhs.net , Principal Advisor for Commissioning Immunisations and Vaccination Services, in the first instance.
Further Resources and Information Links:
 https://www.gov.uk/government/collections/hpv-vaccination-for-men-who-have-sex-with-men-msm-programme
https://www.gov.uk/government/publications/hpv-vaccination-for-msm-posters-and-leaflets



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

NHS Health Check webinars
Click here to view our upcoming webinars
Public Health England works in conjunction with a range of partners to run regular webinars. The webinars aim to share new knowledge, learning and best practice and enable its translation in to current practice. To receive information on webinars please email: nhshealthchecks.mailbox@phe.gov.uk

Click here to access historical webinars
The webinars are open to commissioners, providers, independent and voluntary sector organisations, individuals and other key stakeholders who are interested in or actively involved in the implementation of the NHS Health Check.


NHS Health Check national data extraction
Starting in June 2018, NHS Digital, acting on behalf of Public Health England (PHE), will be collecting information about people who are invited to an NHS Health Check. The information will contain the results of people who did or did not attend. This information will be extracted in mid-2018 using the General Practice Extraction Service (GPES) run by NHS Digital. 
PHE wants to use the information collected in order to monitor access to the NHS Health Check programme for different populations, as well as the number of people in different communities who are attending an NHS Health Check when they are invited. It will also help to measure how well the programme is being run across England and whether it is having an impact on the health of local people. To date, this information has not been collected on a national scale.
The data will also be analysed to inform our partners and other professionals involved in the programme, including the Department of Health, commissioners and professional groups who provide NHS Health Checks, such as pharmacists. 
If any statistics or reports using this data are published, PHE will observe Government standards that ensure that individuals cannot be identified from published data. 
You can download the following documents providing more information the data extract:
· NHS Health Check Data Extraction and Local Authorities: Frequently Asked Questions
· NHS Health Check Data Extraction and General Practice: Frequently Asked Questions
· Patient Information Notice: NHS Health Check Data Extraction
· NHS Health Check – Data Extraction – Easy Read
The work is being advised by the Data Extract Advisory Committee, which is guiding how the data extract will be used for the purpose of monitoring the reach, implementation and impact of the NHS Health Check programme. For further information and documentation, including the Privacy Notice: NHS Health Check for adults aged 40-74 years, please see the NHS Digital landing page.


	

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


	
Engaging older women in sport and physical activity
A new report from Women in Sport uses qualitative research to better understand women’s relationship with sport and physical activity in later life, exploring the experiences of women aged between 55-75, their attitudes towards ageing, their motivations and interests, as well as perceived barriers. 

[bookmark: _GoBack]The report includes practical recommendations for sports deliverers wanting to engage women of this age group more effectively in sport or physical activities. Read here.


Productive Healthy Ageing and Musculoskeletal Health 
Longer, healthier lives are a benefit to society in many ways, including financial, social and cultural, because older people have skills, knowledge and experience that benefit the wider population. There is an opportunity to utilise this increased longevity as a resource, whilst challenging ageism and the view that retirement is about ‘sitting more and moving less’. Read here.




	
Upcoming Meetings and Seminars


	
Royal Society for Public Health - Level3 Award in Nutrition for Health
Level 3 Award in Nutrition @ £635 per person – Leeds Trinity University.

This 3day course is designed for people interested in the practical application of nutrition. It is ideal for those who have done some nutrition in the past, but need to be brought up to date with current issues and thinking.  The course is Ofqual registered and is most suitable for people working in the catering, hospitality leisure or care sectors and others who are in a position to promote healthy eating. Also suitable for health and teaching professionals who might have a role in the promotion of healthy eating or the preparation of meals, menus and diets.   
A 40 question multiple choice exam paper is taken. This is a nationally recognized, intermediate level of qualification in nutrition and allows you to become members of the R.S.P.H. 
 
Contact Train Nutrition via info@trainnutrition.co.uk to register your interest or reserve your place.


PHE Annual Conference 2018
11th-12th September
University of Warwick, Gibbet Hill Road, Coventry CV4 7AL
Read here. 


Emergency Services and Mental Health Collaborative Workshop
18 June 2018, 12:30 – 16:30, Carriageworks Theatre, Leeds.
This regional workshop is an opportunity to explore mental health from a prevention and early intervention perspective. It is aimed at Public Health and Emergency Services audiences in the Yorkshire and Humber Region and builds on the work of the Yorkshire and Humber Emergency Services Prevention and Early Intervention Collaboration.

The workshop will begin with lunch and networking and will include a mix of speakers and interactive sessions, exploring the challenges of mental health issues from the perspectives of both service users and the workforce.

There are limited spaces. If you are interested in attending please email Victoria.Musialek@phe.gov.uk.


QNI Annual Conference 2018
Monday 24th and Tuesday 25th September 2018
The Royal College of General Practitioners, London
Entries are invited from nurses working in the community and primary care to promote any area of their clinical practice that reflects the Conference themes.
 
Day 1: Improving Care – Finding your voice  
Day 2: Community & Primary Care – Articulating your value
 
To see a draft copy of the agenda please visit https://www.qni.org.uk/wp-content/uploads/2017/12/QNI-conference-2018V8_WEB164.pdf

To apply:
We are inviting submissions for poster presentations enabling delegates to promote the innovative work that they are doing. To download the application form please click here
To find out more about the conference please follow this link: https://www.qni.org.uk/news-and-events/events/qni-conference-2018/ 

Please note you will need to book your place at the conference first to be considered for the poster presentation.
 
To book your place: 
The standard rate is £195 (per day) including lunch and all refreshments. 
 
Online
If you would like to book your place at this conference please visit https://www.eventbrite.co.uk/e/qni-annual-conference-2018-tickets-42789447389
 
You will have the option to book day 1, day 2 or both days through the Eventbrite link, please ensure you select the right rate.

Invoicing
If you are unable to pay online, there is an option of requesting an invoice to be sent out to your employing organisation. For more information please email events@qni.org.uk
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Summary

The challenge of managing the epidemic of patients with severe and complex obe-
sity disease in secondary care is largely unmet. In England, the National Institute of
Health and Care Excellence and the National Health Service England have pub-
lished guidance on the provision of specialist (non-surgical) weight management
services. We have undertaken a systematic review of ‘what evidence exists for what
should happen in/commissioning of: primary or secondary care weight assessment
and management clinics in patients needing specialist care for severe and complex
obesity?” using an accredited methodology to produce a model for organization
of multidisciplinary team clinics that could be developed in every healthcare system,
as an update to a previous review. Additions to the previous guidance were multi-
disciplinary team pathways for children/adolescent patients and their transition to
adult care, anaesthetic assessment and recommendations for ongoing shared care
with general practitioners, as a chronic disease management pathway.

Keywords: Bariatric surgery, children/adolescent and adult clinical pathways,
obesity management, service access.

Introduction

Treating severe and complex obesity, defined as body
mass index (BMI) of 35 kg m~ 2 or more with complications

or 40 kg m?

© 2017 World Obesity Federation

or more without, requires specialist

multiprofessional teams for assessment, management and
optimizing patients’ health outcomes (1-3). Medical and
surgical approaches, including anti-obesity pharmacother-
apy, are complementary to effective and safe care (4-7). De-
spite high-quality evidence from systematic reviews and
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National Institute of Health and Care Excellence (NICE)
guidance indicating that bariatric surgery has superior effi-
cacy compared with medical weight loss programmes or
current pharmacotherapy, access remains very low in pub-
licly funded health services (4,5,8,9). The reasons for this
are not known but may include poor provision of ‘joined
up’ clinical pathways by commissioners responsible for ser-
vice development (10).

In the English National Health Service, obesity care and
pathways are organized by a tier system (Fig. 1) (3,11,12).
Broadly, tiers 3 and 4 refer to multidisciplinary team
(MDT)
(WAMC:s) located in primary or secondary care that pro-

weight assessment and management clinics
vide advice for patients needing specialist obesity care
(Fig. 2) (2,3). Assessment for suitability for surgical referral
is also determined here.

In 2014, the Royal College of Surgeons of England and
the British Obesity and Metabolic Surgery Society published
commissioning guidance for WAMCs, sponsored and

agreed by 10 professional bodies to clarify pathways into

Clinical Care Components
Pre-operative assessment
Specialist assessment
Identification and primary
Assessment

Identification and
reinforcement of healthy

eating and physical activity
messages

Figure 1

Weight Assessment and Management Clinic

(WAMC) ?and/or medical part of Bariatric
Surgery Multidisciplinary clinic ®
1

Tier 1
Universal interventions

Dietitians

Specialist nurses
Clinical psychologists
Liaison psychiatrists
Exercise therapists

Bariatric
physician
(primary or

secondary
care)

surgery (2,3). Since then, there have been important devel-
opments in anti-obesity pharmacotherapy, as well as evi-
dence for the benefits of weight loss, or at least weight
stability (however achieved) for managing type 2 diabetes
(6,13-16). We have updated our previous report based
upon a new systematic review using broadened search
Medical Subject Heading terms and including much wider
support from organizations with a direct interest and re-
sponsibility for addressing the personal and economic bur-
den of obesity. Our more overreaching research question is
‘what evidence exists for defining commissioning and deliv-
ery of primary or secondary care weight assessment and
management clinics to patients needing specialist care for se-
vere and complex obesity’?

Methods

Twenty-two UK royal colleges and professional organiza-
tions (Table 1) were invited to develop the guidance revision
according to the NICE accreditation process (17). Each

Commissioned Services

Bariatric medical and
— —) multidisciplinary team
(— Tier 3

. ii". = Multidisciplinary team

Tier2

Lifestyle Interventions,
Diets, Pharmacotherapy

Multicomponent weight
management services

Environmental and
population wide services
and initiatives

Framework for obesity management in England. [Colour figure can be viewed at wileyonlinelibrary.com]

= Combined WAMC
and Bariatric Surgery
Multidisciplinary
Team (MDT)

Bariatric
surgeon

Anaesthetist -
Radiologist

T

Bariatric Surgery MDT

Figure 2 Venn diagram showing how the multidisciplinary team (MDT) can be structured depending on its location (a) if in primary or community care it is
separate from the surgical MDT and refers in as a hub and spoke and (b) if in secondary care most team members are likely shared between the clinics.
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Table 1 Organizations agreeing to sponsor the commissioning guidance
for weight assessment and management in adults and children with
severe complex obesity.

Association of British Clinical Diabetologists
Association for Clinical Biochemistry & Laboratory Medicine
Association of Physicians Specializing in Obesity
Association for the Study of Obesity

British Association of Paediatric Surgeons
British Dietetic Association

British Obesity and Metabolic Surgery Society
British Psychological Society

Diabetes UK

Faculty of Public Health

Royal College of Anaesthetists

Royal College of General Practitioners

Royal College of Nursing

Royal College of Obstetrics and Gynaecology
Royal College of Paediatrics and Child Health
Royal College of Physicians (London)

Royal College of Pathologists

Royal College of Psychiatrists

Royal College of Surgeons (England)

Society for Endocrinology

Society for Obesity and Bariatric Anaesthesia
Weight Loss Surgery Info (WLSInfo)

2,560 references identified
from 6 electronic databases

nominated representatives to the Guidance Development
Group (GDG), which included a health commissioner
and patient group representatives. The GDG met in
June and November 2016 with further virtual interaction
as required.

We considered the population with severe obesity includ-
ing all ages, with or without type 2 diabetes, undergoing
weight reduction programmes, behavioural interventions,
medical management, surgery and psychological and die-
tetic intervention. Outcomes were weight loss prior and
after intervention, quality of life, psychological well-being
(including depression, anxiety and self-esteem), mobility,
social functioning and diabetes outcomes. We included
published guidelines, systematic reviews and randomized
controlled trials from 2011 to 2016, excluding revision
surgery. On 7 September 2016, the Royal College of
Surgeons of England library searched NICE Evidence,
National Guideline Clearinghouse, Cochrane Database of
Systematic Reviews, Cochrane Central
Controlled Trials, Medline and Embase.

The search terms were weight management/weight

Register of

reduction/weight loss. The Medical Subject Heading

486 duplicates removed

2,074

753 excluded due to

incorrect design
W 770 excluded as not

551
(Guidelines and Policy Documents 23)

(Randomised Controlled Trials 377)

(Systematic Reviews and Meta-Analyses 151)

relevant

w 471 excluded as not relevant

80 after sifting of abstracts
(Guidelines and Policy Documents 12)

(Randomised Controlled Trials 44)

(Systematic Reviews and Meta-Analyses 24)

3

30 excluded as not relevant

50 included in final document
(Guidelines and Policy Documents 10)

(Randomised Controlled Trials 24)

(Systematic Reviews and Meta-Analyses 16)

Figure 3 Preferred Reporting Items for Systematic Reviews and Meta-analyses diagram of the studies identified in the literature search.
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descriptors also included weight reduction programs/weight
loss/management or programme/program or clinic(s)/obe-
sity/obesity, morbid/primary or secondary care or protocol
therapy/
nonoperative (non-operative) or nonsurgical (non-surgi-

or model of service or pathway/behavior

cal)/dietetics, diet or nutrition/bariatric  surgery,
gastroplasty, gastric balloon, band, diversion, switch,
Roux-en-Y/meta-analysis (metaanalysis), systematic re-
views, review literature, randomized controlled/clinical tri-
al(s), random allocation/allocated randomly, double/single
blind method, crossover procedure, multicentre study or
placebo, overview and prospective/case study/abstract/re-
port/letter. According to the NICE methodology, the GDG
selected additional publications thought relevant. Pairs of
the GDG screened the abstracts of the literature search.
Consensus was reached by an iterative process. The final-
ized report was peer reviewed by two practising bariatric

surgeons chosen by the Royal College of Surgeons and

representatives of Obesity and Healthy Weight, Health
and Wellbeing and Public Health England.

Results

The search identified 2,560 references from the six electronic
databases, of which 50 are included in the final report (Fig. 3)
(2-8,13,14,18-58). The GDG added 54 new references not
included in the search (12,15,16,59-109). Thirteen refer-
ences from the original review were kept (1,10,11,110-
119). Items marked (N) are new compared with the 2014 re-
port and include pathways and organizational infrastructure
for patients with diabetes and severely obese children and
adolescents, and preoperative anaesthetic assessment.

We report here the guidance developed from the system-
atic review. A full version of the guidance will be published
on the Royal College of Surgeons and British Obesity and
Metabolic Surgery Society websites.

Guidance for general practitioners(7,10,11,18,19,24,36,38,40,51,54,55,59,61,62,66,82,93,95,102,

105,106,116)

Actions recommended:

¢ Measure body mass index (N) and waist circumference if BMI < 35 kg m™

2

¢ Engage patients by using motivational interviewing and educating about health risks

o Pre-diabetes: refer to national prevention programme (N)

e No previous dietary attempts: refer to community programme

e Cyclical weight loss and dieting: refer to the WAMC

e Patient not ready to engage with weight loss: positively encourage weight stability and invite return if help needed

o Refer children/adolescents with BMI > 91st centile to community children’s programme or children/adolescents

WAMC (N)

e For adolescents aged >15 years, use adult BMI thresholds as an approximate guide for obesity and eligibility for

bariatric surgery

Options for patients with diabetes

e Management within a diabetes service

e WAMC combining diet, exercise and healthy nutrition advice, administered 1:1 or as structured individual or group

programme in community, primary or secondary care

e Bariatric surgery

Actions recommended:

o Offer expedited WAMC assessment for people with BMI > 35 kg m ™2 with recent-onset (<10 years) type 2 diabetes

(N)

e Recommend WAMC assessment for bariatric surgery to patients with BMI > 40 kg m > or BMI 35.0-39.9 kg m 2

when hyperglycaemia is inadequately controlled (N)

Consider:

e Referring for WAMC assessment people with BMI 30-34.9 kg m~2 with recent-onset (<10 years) type 2 diabetes

(N)

e Referring for WAMC assessment Asians with onset of type 2 diabetes at a BMI threshold reduced by 2.5 kg m >

Obesity Reviews
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When planning a referral to the WAMC

Actions recommended:

e Describe potential benefits of specialist assessment of the patient’s obesity and related complications

¢ Inform patient of current NICE guidelines, namely that bariatric surgery is the option of choice for adults with
BMI > 50 when other interventions have not been effective and may be indicated for those with a BMI of 40 or
>35 kg m 2 (or appropriate lower limits according to ethnicity) and other obesity-related comorbidity

Consider:

e Referring adults if specialist assessment and advice could improve obesity or promote weight stability and comor-
bidity management

e Referring patients who were refused elective (non-bariatric) surgery because of high BMI (N)

e Referring patients with previous bariatric surgery if there is weight regain and nutritional deficiency or if revisional
surgery may be needed

e Assessment of mental health and psychological issues and refer directly to these services if appropriate

When to refer children or adolescent patients to an age-appropriate weight assessment and
management clinic (N)

Actions recommended:

e Refer adolescents with BMI > 98th centile and
o Known comorbidities
o Potential red flags for secondary causes of obesity
o Strong family history of cardiovascular disease or type 2 diabetes

o

Children or adolescents with extreme obesity, regardless of other factors
© Syndromic obesity if not already under specialist care

In the adult weight assessment and management clinic
(2,6, 14-16, 18, 19, 24, 26, 27, 29, 33, 35, 37, 40, 42, 45, 46, 49, 51, 52, 54, 58, 63-65, 71-73, 76,
78-80, 82, 83, 91, 98-100, 110, 118)

Organizational recommendations:

e An MDT should be composed of at minimum a bariatric physician, dietitian, specialist nurse, clinical psychologist,
liaison psychiatry professional and a physical therapist (N)

e The MDT meets physically or audio-visually to discuss all patients seen, to agree on their assessment and to advise
on treatment within their tier 3 service (if available), on referral back to the general practitioner (GP) or for bariatric
surgery

e The MDT meetings should be minuted and its recommendations communicated to the patient, referring doctor and/
or GP, as well as other specialists (e.g. cardiologist) involved in the patient’s care

¢ Ensure accessibility to assessment and interventions for patients with learning disability (N)

For all patients

Actions recommended:

¢ Confirm BMI and assess the trend

e Screen for undiagnosed comorbidities and complications of obesity

¢ Undertake a dietary and nutritional assessment and ascertain patient expectations and willingness to consider treat-
ment options

e Assess vitamin and micronutrient status and advise on correcting deficiencies

© 2017 World Obesity Federation Obesity Reviews
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e Provide lifestyle advice and education, including support to stop smoking, aiming to improve patient understanding

of changes to improve health, and identify risk factors and vulnerabilities so that interventions can be planned

® Encourage and, where funded, provide evidence-based weight loss and maintenance programmes

e Refer patients considered ‘unfit’ and/or those with a history of problems with anaesthesia for specialist anaesthesia

assessment before referral for bariatric surgery so that risk is understood and optimized (N)

e Refer patients listed for, but unfit for, non-bariatric surgery for specialist anaesthesia assessment (N)

¢ Consider including cardiologist and respiratory-sleep physician evaluation as part of the pathway

¢ Give physical activity advice and where possible provide individually tailored programmes for this

* Do not set weight targets as a means of ‘qualifying’ for surgery; educate and support patients to lose weight during a

short, supervised diet in order to make surgery technically feasible and demonstrate engagement

e Ensure MDT discussion of all patients before deciding on recommended treatment options and pathway

¢ Encourage attendance at bariatric surgery education sessions if surgery is being considered
e Provide clear patient information leaflets for all proposed interventions

Consider:

e Screening for rare hormonal or genetic causes for weight gain if there is clinical suspicion, e.g. very early childhood
onset and syndromic or unusual phenotype

e Specific screening for as yet undiagnosed obesity-related diseases such as non-alcoholic fatty liver disease, intracra-
nial hypertension, sleep disorders and polycystic ovary syndrome

e Reviewing and validating existing diagnoses, e.g. is breathlessness due to asthma?

e Using scoring systems such as the Edmonton Obesity Staging System to assess individual risk better

e Prescribing appropriate anti-obesity pharmacotherapy according to availability and relevant guidance (N)

For patients with type 2 diabetes

Actions recommended:

e Aim to optimize glycaemic control (HbAlc < 69 mmol mol'); inability to achieve this should not prevent or delay

referral for bariatric surgery

e Assess macrovascular and microvascular risk before referral for surgery

e Keep the usual diabetes carer informed of progress through the pathway

Consider:

e Retinal review for those with established retinopathy (N)

For patients with psychological and lifestyle issues

Actions recommended:

e Identify patients

]

(e}

with unrealistic expectations of the impact of surgery on weight loss and life change

for whom surgery may be inappropriate, e.g. severe learning disability, active uncontrolled psychosis and severe
personality disorder

not presently suitable for surgery, e.g. untreated or unstable mental health presentation, active alcohol or substance
misuse (e.g. cannabis), active eating disorder such as binge eating without psychological treatment, bulimia nervosa,
self-harm and suicidal behaviours in past 12 months, non-engagement to treatment and recent significant life event,
bereavement or relationship breakdown

with weight gain from psychotropic medications

with acute/chronic stressors that affect self-care and engagement with post-operative dietary and physical activity
guidelines (N)

with past stressors including childhood/adult adversity (sexual and physical assault, emotional neglect) associated
with obesity and weight regain (N)

who need specific attention after surgery and additional long-term support, e.g. risk of self-harm

Obesity Reviews © 2017 World Obesity Federation
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e Advise mental health treatment and offer support, or refer onward before reassessing suitability for surgery: a traffic

light system may be useful to identify patients not suitable or at higher risk for surgery

e Provide or signpost referral pathways to evidence-based psychological treatments including cognitive behavioural

therapy (for binge eating disorder), mindfulness and acceptance-based interventions for those not suitable for or

not wishing surgery (N)

In the children/adolescent weight assessment and management clinic (N)
(18, 20-283, 30-32, 34, 53, 66, 90, 93, 94, 101, 106)

Organizational recommendations:

At least one specialist paediatric WAMC should be established for every one million children and adolescents
The MDT contains at minimum a paediatrician with special interest in obesity, children’s/adolescents’ dietitian, spe-

cialist children’s/adolescents’ nurse, clinical psychologist with expertise in children/adolescents and with access to a

social worker, liaison children’s/adolescents’ psychiatrist and a physical therapist

All the MDT should have appropriate training in child safeguarding, appropriate disclosure and barring assess-

ments (‘police checks’) and training in communication skills with adolescents

A bariatric surgery centre should work with a paediatric/adolescent WAMC in the same or associated hospital

All the service (apart from the surgery itself) should primarily be managed from paediatrics, allowing for child-

centred care and input from a wide range of paediatric professionals

[©]

[©]

(@]

Surgery should be carried out by an adult bariatric surgeon with experience working with adolescents or by a pae-
diatric surgeon with bariatric experience working with an adult bariatric surgeon

Note that self-harm is common and may represent significant psychological distress, and also more transient devel-
opmental issues, and should not be considered exclusionary as in adults

Note that obesity staging or scoring systems are unlikely to be appropriate for adolescents

Actions recommended:

o Assess BMI, assess diet and nutrition, encourage evidence-based weight loss, screen for obesity-related disease, as-

sess surgical risk as for adults, with the following exceptions:

¢}

[e]

A minimum of 6 months’ assessment and management is appropriate for adolescents before referral for bariatric
surgery, which should be considered only when all other appropriate options have been tried

Paediatric professionals with knowledge of age and sex norms for investigations and trained in working with chil-
dren and adolescents undertake the assessments and screening

Very-low-energy diets may not be appropriate for adolescents who have not reached full physiological maturity
A mental health professional with children and adolescent expertise does a more detailed psychological and social
assessment, taking into account developmental age, capacity to consent and family support, to establish whether
adolescents have a Child Protection Plan or are a registered Child in Need or have a Statement of Special Educa-
tional Need

A social worker can assess concerns about capacity or the family’s ability to provide support

It is appropriate for adolescents to be asked to cease weight gain for a period before surgery (e.g. 6 months); they
should be expected to lose weight during a short, supervised diet to make surgery technically feasible and demon-
strate engagement

Provide information leaflets on interventions tailored to adolescents

e Formulate a clear pathway for handing on paediatric/adolescent patients to adult WAMCs at age 18-20 years:

[e]

[¢]

[e]

Follow transition good practice

Tell adolescents of the need for this when they are 14+ years

Transition occurs around the time of completing secondary school (18/19 years) and when young people have the
skills to cope in an adult clinic

The specialist nurse is likely to be the appropriate professional to ensure a smooth transition between the paediatric
and receiving adult WAMCs

Consider running a joint adolescent and young adult WAMC, potentially up to age 25 years, as many of the issues
they face are similar
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Bariatric surgery assessment for adults and children/adolescents
(4,5,9, 15, 16, 26, 31, 33, 35, 39, 43, 44, 50, 81, 83, 90, 103, 109, 112, 115, 119)

Actions recommended:

e Refer patients wanting bariatric surgery if the WAMCs are satisfied that they
o Are adequately engaged, understand the surgery, are well informed, are motivated and have realistic expectations
o Have had discussion about the available surgical procedures, their risks and side effects
o Are medically optimized with no medical, surgical, anaesthetic, nutritional, psychological, psychiatric or social
contraindication
o Understand the nutritional requirements after surgery and recognize the need for follow-up

Referral of adults and children/adolescents back to the GP
(46, 62, 75)

Actions recommended:

e Refer back when
o Patients and MDTs agree that obesity-related diseases are now optimized and the GP can appropriately provide fur-
ther care
o Patients do not want, are or were not eligible for, bariatric surgery, in which case weight stability should be
encouraged
o Patients do not engage with the MDT or fail to attend despite attempts to allow re-engagement

Keeping patients in the weight assessment and management clinic
(43, 45, 49, 58, 67, 71, 108)

Actions recommended:

e Keep patients when
o They have complex chronic disease and the MDT agrees shared care with the GP along the lines of existing shared
care models, e.g. for delivery of linked tier 3 service especially where this involves intensive medical programmes,
e.g. using very-low-energy diet
o Anti-obesity pharmacological treatment requires continued supervision by a specialist (N)

After bariatric surgery
(41, 57, 69, 84, 86, 88, 89, 92, 97, 103, 109, 112)

Actions recommended:

e The bariatric surgery unit
o Provides information leaflets on the need, and provision for, long-term follow-up including pregnancy advice (N)
o Provides a discharge letter with operation details, nutritional supplements prescribed and needed long-term and
guidance on annual review requirements (N)
o Follows up patients with the WAMC until medically stable and shared care plan for long-term follow-up of this
chronic disease, agreed with the GP
e The WAMC liaises closely with GP and other specialists involved in patient care (e.g. diabetes physician), along the
line of a shared care model of chronic disease to
o Optimize diabetes control, giving patients and GP a care plan (N) allowing for reduction in hypoglycaemic
medications
o Recognize and manage consequences of surgery such as postprandial hypoglycaemia
o Ensure that other medications are assessed regularly and adjusted, e.g. blood pressure; GPs may best be placed to
supervise these
o Supervise assessment of nutritional and trace mineral status and dietary replacement, with dietitian help
o Ensure that patients treated for obstructive sleep apnoea are reviewed by a sleep clinic to adjust or discontinue
assisted ventilation
o Identify issues and ‘red flags’ that require urgent re-referral back to the surgical team for patients with surgical or
nutritional complications
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Support patients” mental health and psychosocial needs, including relapse of existing conditions and the emergence

of new disorders in patients without a history

o Accepting that psychological risk factors, e.g. disturbed eating behaviour, binge eating, depression, can lead to early
weight plateau and weight regain

o Identifying patients who become vulnerable after surgery by developing depressive illness, risk of self-harm and sui-
cide, eating disturbance or body image disturbance

o Identifying post-operative alcohol use or other pathological compensatory disorders
o Give contraceptive advice so that risk of premature/unwanted pregnancy is minimized (N)

Consider:

e Further retinal review for patients with established retinopathy (N)

After discharge from bariatric surgery and weight assessment and management clinic
(15, 16, 18, 49, 56, 60, 68, 69, 74, 77, 86, 89, 92, 116, 117)

Actions recommended:

e The WAMC and GP share care according to a model of chronic disease management with individual roles agreed

for what should be achieved at each review; together they
o Keep a register of patients having bariatric surgery (N)

o Include referral pathways back to the WAMC, surgical unit or mental health professional as needed

o Include local protocols for investigation of anaemia, pain, vomiting, neuropathy or weight regain
o Include local protocols for assessment of psychological difficulties, e.g. depression, disturbed eating behaviours, loss

of eating control associated with weight regain

o Arrange for patients to be reviewed at least annually, indefinitely, assessing nutritional intake and monitoring, trace
mineral status, weight, comorbidities, reviewing multivitamin/mineral supplements, investigating and treating ab-

normal results

o Arrange at least an annual review of diabetes control; even when patients achieve normoglycaemia without treat-
ment, they should remain on the diabetes register indefinitely (N)

Consider:

¢ Continuation of medications with established benefit in high-risk patients if appropriate including diabetes,

dyslipidaemia and hypertension
e Appropriate physical activity advice
e Referral of patients for removal of excess skin

Discussion

Based upon a current systematic review of management op-
tions for patients with severe obesity (BMI 40 kg m 2 or
more or >35 kg m 2 with comorbidities), we present up-
dated and extended guidance for the development of
WAMC s, describing processes and pathways for those
seeking treatment. We used a NICE-accredited process that
involved consultation with, and endorsement by, all major
UK societies and bodies for whom obesity and its complica-
tions are germane. Additions to our previous report are
descriptions of an appropriate staffing infrastructure for chil-
dren and young people’s WAMCs, updated criteria for refer-
ral of adults and children who are severely obese, a pathway
for anaesthetic assessment of patients referred for non-
bariatric surgery and recommendations about patients with
learning difficulty, physical therapists, pharmacotherapy
and retinal screening (2,3).

© 2017 World Obesity Federation

We now advise measuring BMI for opportunistic identi-
fication of patients with overweight and obesity by GPs
(82). Routine measurement of BMI could remove the as-
sociated stigma of taking measurements. New recommen-
dations for GPs to refer patients with type 2 diabetes for
further assessment are in line with the UK NICE Guidance
CG189 in which the BMI threshold for access to bariatric
surgery was lowered to 30 kg m 2 for patients with
diabetes of less than 10 years’ duration (8). This reflected
strong evidence that bariatric surgery is more likely to
induce diabetes remission if carried out within 10 years
of diagnosis (14-16,35,50). Although NICE CG189 rec-
ommended a lower BMI threshold for referral for Asian
people, it did not specify by how much; the GDG felt
there was strong evidence to lower the limit by 2.5-kg m 2
BMI units in line with international diabetes organizations
(8,16,105).
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The GDG considers addition of a physical therapist essen-
tial to complete the MDT (12,19,25,38,47,51,57). Also, the
WAMC should cater adequately for patients with learning
difficulties (46,61). Adaptations include the use of simple
language and individual rather than group sessions that
can assist comprehension and enable these patients to access
weight loss services.

As new anti-obesity pharmacotherapy becomes available,
the GDG considers it appropriate to initiate treatment in the
WAMC, keeping patients there for ongoing supervision if
needed or returning them to primary care with a shared care
arrangement (6,103,108). The GDG also considers that
there should be a specific pathway for early anaesthetic as-
sessment of complex patients who are being refused elective
non-bariatric surgery. If adopted, patients waiting for, say,
joint replacement would have the option of support within
the WAMC. New to this guidance, the GDG notes the im-
portance of identifying psychological stressors so that pa-
tients are referred onwards to other interventions before
reassessment for surgery if this is being considered
(63,65,67-69,73,85,99). Guidance on retinal screening
and continued review for all patients with diabetes referred
for bariatric surgery is recommended although the evidence
base for this was weak (98).

The children/adolescent WAMC section is new to this
update. Few healthcare systems have developed special-
ized WAMC:s for children/adolescents and those who care
for them; the GDG recommends that these clinics be
established and accessible for children and adolescents
with BMI > 91st centile. Children/adolescents with over-
weight (BMI > 91st centile) or obesity (BMI > 98th
centile) should be referred to community tier 2 children’s
programmes or to specialist children/adolescent WAMCs
(21,30,55,93,104). Little literature informs on which pro-
fessionals should be involved, how many clinics there
should be for a given population or how patient care
should transfer to adult services. As for adult clinics, no
literature describes which professionals are best placed
to provide mental health interventions. The GDG recom-
mends that the MDT should mimic adult WAMCs but
include members with specialist children/adolescent ex-
pertise, a clinical psychologist and liaison psychiatrist
and social worker (21,23,31,34,93,101,104).

The GDG recommends a hub-and-spoke model as ser-
vices develop, referring into surgery centres. Limiting the
number of surgery centres to a maximum of five including
one in Scotland for the population of 14 million
children/adolescents in the UK would enable each unit to in-
crease numbers from a very small base. A minimum of 10
annual procedures would enable teams to develop and
maintain appropriate expertise and critical mass (90).

In the existing 2013 National Health Service England
Commissioning Policy (AOS), the surgical unit (tier 4)
and WAMC (tier 3)

clinic take responsibility for

Obesity Reviews

management of patients for the first 2 years after surgery,
formulating agreed shared care follow-up in primary
care after that (55,57,77,88,89,116). Purposefully,
the UK NICE CG189 guidance uses the same time pe-
riod (8). While a specific time period for follow-up
within the surgical WAMC may not fit with other
healthcare systems, a gradual transfer from mainly
surgical care to care combined with the WAMC to
sharing chronic disease management with the GP
over time seems appropriate (55,89,116). Surgical and
WAMC care is especially important during the period
of weight loss. For children and adolescents, transition
good practice must be particularly adhered to thereafter

(66,101).

Conclusions

This new NICE-accredited
represents the views of 22 organizations including nine

commissioning  guidance

UK royal colleges. It intends to provide a template for
developing obesity services within primary and secondary
care for staffing infrastructure and referral practices be-
tween the different clinics. The GDG recommends its
use as healthcare services in different countries develop
services to manage patients with severe and complex
obesity.
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WEBINAR: Why dance matters;      Reducing inequalities and tackling inactivity 

Monday 25th June from 1pm -2pm 
Overview and Objectives
The Department for Culture, Media and Sport (DCMS ) Taking Part survey shows over 40% of girls dance outside of school and yet dance is rarely centre stage in the physical activity agenda. This webinar will:
Outline the case for dance in reducing gender, age and disability inequalities.
Summarise the evidence base and research on the health benefits of dance across the life-course.
Present case studies of dance programmes meeting health and wellbeing            outcomes.
Introduce relevant data and tools demonstrating how these can be used to          evidence the contribution of dance to physical activity 
This hour long session will be delivered by Jan Burkhardt, Strategic Lead for Dance in Health & Wellbeing, One Dance UK and Craig Timpson, Snr Intelligence Analyst, Public Health England. 
Target Audience
This webinar will be relevant to dance providers, local authority public health            practitioners, sports and leisure services, schools, youth services, older peoples          services, disability services; local authority social care and children’s services, health partners eg) CCGs and Community service providers.  
Booking details
To register your interest in this free webinar, please click here.  All the online links to the webinar will be emailed to you at least two weeks in advance.  
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Wellington House

133-155 Waterloo Road

London

SE1 8UG

T +44 020 7654 8000

www.gov.uk/phe

PHE Gateway Number: 2018102

22 May 2018





Dear Colleague,



Re: Innovation Fund for Children of Alcohol Dependent Parents 2018-19 to 2020-21 application pack



I am pleased to inform you of the availability of up to £4.5m of revenue funding across the years 2018-19 to 2020-21 to enable up to 8 local authorities to develop and deliver ambitious plans to increase identification and support for children of alcohol dependent parents and their parents, and to reduce parental conflict in this cohort. 



This is part of a, jointly funded Department of Health and Social Care and the Department of Work and Pensions, £6m package of support for children growing up in households with an adult who is dependent on alcohol.



Local authorities are invited to bid for funding, which will be made available to successful applicants via a section 31 grant under the Local Government Act. 



This letter, and the accompanying application pack, will be circulated tomorrow, 22 May, via the PHE centre teams directly to you, and your commissioning managers. 



The application pack consists of the following: 



· guidance notes for local authorities and recovery providers 

· the application form 

· an invitation to a webinar on the Innovation Fund on 8 June



Applications are open from the 22 May and should be submitted to InnovationFund@phe.gov.uk no later than 17 July. Please do not hesitate to contact the same email or alcohol staff in your PHE centre team in the first instance with any queries regarding the process.



Yours sincerely,
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Rosanna O’Connor

Deputy Director, Alcohol, Drugs, Tobacco & Justice Division
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Application Form: Innovation fund for children of alcohol dependent parents - 2018-19 to 2020-21 

Please Note:	Applications should be submitted to PHE in Word format only (Excel for budget workings) to InnovationFund@phe.gov.uk no later than 17 July 2018.



Section 1 – The project  



		1.1 Local authority contact details



		Name of local authority submitting the bid



		



		Name of lead commissioner 



		



		Job title / position in local authority



		



		Telephone number



		



		Address and postcode



		



		E-mail address



		







If different to the above



		Designated project lead



		



		Job title / position in local authority



		



		Telephone number



		



		Address and postcode



		



		E-mail address



		







		1.2  Project details



		1.2.1 Summary of the project (250 words maximum).



		







		1.2.2 Please provide details of the project you are proposing; addressing the eligibility criteria (500 words maximum).



		Please refer to section 4 in the guidance notes and the scoring scheme (annex C)







		1.2.3. Please outline the key milestones and deliverables for the project along with the cash flow profile for each event listed.





		Try to concentrate on key metrics that can be easily measured and reported upon.  Include a project timeline clearly identifying the key stages.  Please bear in mind that grants are awarded on an annual basis (Apr-March) and if a project straddles 1 or more financial years then the grant award is subject to allocation of funds to PHE in each of those financial years.







		1.2.4 Please provide the value of funding you are bidding for. 



		Please refer to section 2 in the guidance notes.  





_______  Total amount requested  

                                                 

_______ Year 1 2018-19  

                                                         

_______ Year 2 2019-20



_______ Year 3 2020-21





                      





		1.2.5 Please provide a clear financial breakdown of how the funds will be used.



		Please use the embedded template and return with your application form 
























		1.3  Supporting criteria (please refer to section 5 in of the guidance notes)



		1.3.1 Please provide evidence that the bid is jointly owned by the appropriate partnership (250 words maximum).



		The proposal should contain evidence to show that it has been jointly agreed and endorsed, and that it is part of the strategic commissioning approach of the local partnership.







		1.3.2 Please describe and provide evidence of how the project will be sustained (250 words maximum).  





		The proposal should show how the project will be continued once the grant payment has been made. 







		1.3.3 Please describe how the project will provide value for money (250 words maximum).  





		The proposal should provide evidence that the project is value for money and outcomes can be measured using SMART (Specific, Measurable, Achievable, Realistic and Timely).  







		1.3.4 Please describe how the project will be evaluated locally including a commitment to work with the national programme evaluators and to disseminate findings more widely (500 words maximum).  



		See annex B for an outline of the plan for a national programme evaluation







		1.3.5 Please provide evidence that the bid has been informed by service user and carer consultation (250 words maximum).



		The proposal provides evidence that where appropriate it has been informed and supported via service user and carer consultation.











		1.4  Risks and monitoring



		1.4.1 Please provide details of any possible risks to delivery (both overall and specifically in relation to the milestone identified in 1.2.3) and actions to mitigate these risks.



		









		1.4.2 Please identify the key performance indicators (KPI’s) that will be used to measure the progress of the project. 



		KPI’s should use the SMART approach (as per the Value for Money examples).  These should reflect what success looks like for the project and be definitive, measurable indicators. Identify what constitutes success against the indicators described, what value against which indicator would indicate success for that metric?

















Section 2 – Additional information 

		2. Additional information 



		Please use this space to provide any additional information you feel is appropriate:















Section 3 – Signatures

		3.1 Local authority chief executive 



		Signed

		



		Name

		



		Email

		



		Telephone

		







		3.2 Local authority director of public health



		Signed

		



		Name

		



		Email

		



		Telephone

		









		3.3 Director of children and families services



		Signed

		



		Name

		



		Email

		



		Telephone

		







		3.4 Local authority director of finance	



		Signed

		



		Name

		



		Email

		



		Telephone

		







		3.5 Local authority children commissioner



		Signed

		



		Name

		



		Email

		



		Telephone

		







		3.6 Local authority alcohol commissioner



		Signed

		



		Name

		



		Email

		



		Telephone

		







		3.7 Other partnership (please specify name of organisation/s) 



		Signed

		



		Name

		



		Email

		



		Telephone
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Information


						Below is an annotated version of the actual template which can be found on the next tab.



















































































































































































Please try to estimate the phasing of any expenditure.   If there has been spend in advance of anticipated receipt of funds please use the appropriate quarters column column and annotate by using the 'insert comment' function.


Please include any secured funding pertinant to the proposed project which is not coming from the PHE bid


Please break down the spend into its constituent parts.  These headings are a guide but not definitive.  Feel free to add or remove headings where appropriate.  These will be the headings you will report against for the entirity of the project





Budget


			Budget Template						£'000's


			Organisation Name: 


			Project Title: 


			Local Authority:





															Total						Financial Year 2018-19												2018-19			Financial Year 2019-20												2019-20			Financial Year 2020-21												2020-21


															Project						Apr - Jun			Jul - Sep			Oct - Dec			Jan - March			Total			Apr - Jun			Jul - Sep			Oct - Dec			Jan - March			Total			Apr - Jun			Jul - Sep			Oct - Dec			Jan - March			Total


						Funding


									Funding from PHE						- 0																		- 0															- 0															- 0


									Other funding (please state):


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


									Total Funding						- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0











						Expenditure against PHE Grant


						Type			Details


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0


															- 0																		- 0															- 0															- 0





									Total Expenditure						- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0











						Surplus/Deficit against PHE Grant									- 0																		- 0															- 0															- 0
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Total 2018-19



Project Apr - Jun Jul - Sep Oct - Dec Jan - March Total



Funding



Funding from PHE -                -             



Other funding (please state):



-                -             



-                -             



-                -             



-                -             



Total Funding -                -              -              -              -              -             



Expenditure against PHE Grant



Type Details



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



Total Expenditure -                -              -              -              -              -             



Surplus/Deficit against PHE Grant -                -             



Financial Year 2018-19
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Total 2018-19



Project Apr - Jun Jul - Sep Oct - Dec Jan - March Total



Funding



Funding from PHE -                -             



Other funding (please state):



-                -             



-                -             



-                -             



-                -             



Total Funding -                -              -              -              -              -             



Expenditure against PHE Grant



Type Details



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



-                -             



Total Expenditure -                -              -              -              -              -             



Surplus/Deficit against PHE Grant -                -             



Financial Year 2018-19
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Innovation Fund - guidance.docx
[image: PHE small logo for A4]Guidance for applying to the innovation fund for children of alcohol dependent parents 2018-19 to 2020-21



1. Introduction

This guidance has been produced to help local authorities to develop their applications for revenue funding from the innovation fund to improve support and outcomes for children of alcohol dependent parents and reduce parental conflict in these families.



PHE is seeking expressions of interest from local authorities that specifically targets systems and services which support children of dependent drinkers and alcohol dependent parents.  Successful applicants will be able to draw down a revenue grant to support their work over the period 2018-19 to 2020-21.



Areas that have been selected for the Department of Work and Pensions’ (DWP) reducing parental conflict programme are out of scope for this funding (see Annex A for a list of the areas). This is to ensure a fair allocation of revenue funding from Government initiatives in this area and avoid the potential for creating uncertainty about the impact from different interventions. 



All applications should be submitted to InnovationFund@phe.gov.uk by 17 July 2018, and details of who will need to be involved in the development and sign off expressions of interest are set out in section 4 of this guidance.



Payments to successful applicants will be awarded to the local authority as a section 31 grant, under the Local Government Act 2003.



2. Amount available

Up to £4.5M will be made available over three years: £1.5M in 2018-19; and subject to availability of funding, £1.9M in 2019-20 and £1.1M in 2020-21. Bids should show activity across this period and show how these will be budgeted for. Budgets should proportionally reflect the yearly funds available nationally with the largest proportion of the funding coming in year two (2019-20)   



PHE is expecting to fund up to 8 areas who submit ambitious plans clearly demonstrating how they will identify and meet the needs of children of alcohol dependent parents and their parents.





3. Background

[image: PHE small logo for A4]
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There is a strong case for identifying and supporting many more of the estimated 200,000 children living with adults who are dependent drinkers. 



Parental separation is experienced more commonly in children whose parents are dependent on alcohol. 61 per cent of children’s parents had separated where the mother was dependent and in three-quarters of cases in which both parents were dependent, this compared with only a quarter of cases where there was no dependency.[footnoteRef:2]  [2:  Burton, R., Henn, C., Lavoie, D., Wolff, A., Marsden, J. and Sheron, N. (2016) The Public Health Burden of Alcohol and the Effectiveness and Cost-Effectiveness of Alcohol Control Policies: an evidence review, London: Public Health England] 


The Department for Education’s Children in Need census showed that in 2016/17, alcohol use was assessed as a factor in 18% of episodes.[footnoteRef:3] [3:  Characteristics of children in need: 2016 to 2017. (2017) Department for Education] 


Between 2011 and 2014 parental alcohol misuse was recorded as a factor in 37 per cent of cases where a child was seriously hurt or killed, often alongside domestic violence and mental ill health.[footnoteRef:4] [4:  Sidebotham P, Brandon M, Bailey S, Belderson P, Dodsworth J, Garstang J, Harrison E, Retzer A, Sorensen P. Pathways to harm, pathways to protection: A triennial analysis of serious case reviews 2011 to 2014. Department for Education; 2016.] 


Children of parents with an alcohol dependency are more likely to become dependent themselves in later life.[footnoteRef:5] [5:  Burton, R., Henn, C., Lavoie, D., Wolff, A., Marsden, J. and Sheron, N. (2016) The Public Health Burden of Alcohol and the Effectiveness and Cost-Effectiveness of Alcohol Control Policies: an evidence review, London: Public Health England] 




Exposure to frequent, intense, and poorly-resolved inter-parental conflict leads to poor outcomes for children including damage to their education, employment, and health.[footnoteRef:6]  Evidence shows that parental conflict puts children at higher risk of negative outcomes, whether families are together or separated, alcohol dependence can exacerbate levels of parental conflict.   [6:  Improving Lives: Helping Workless Families (2017) Department for Work and Pensions] 




Early intervention in a parent’s problematic alcohol use brings opportunities to address the impacts of the use upon children. Effective joint-working between children’s services and alcohol services, combined with effective identification and interventions have been shown to minimise the longer term impact of parental alcohol use on a child’s future health and wellbeing.[footnoteRef:7] [7:  Joint working between adult and children’s services: what about the children? (2013) Ofsted and Care Quality Commission] 




Alongside this call for bids PHE has published a toolkit which includes a range of data and advice that is intended to support local authorities in planning services to meet the needs of children affected by parental alcohol misuse and those of their parents and carers. 



4. Eligibility Criteria

DWP are keen to ensure that there is no cross contamination of their work on reducing parental conflict, and as a result authorities that are working with the programme are out of scope for this funding (see Annex A for a list of the areas).  



Bids are welcome from local authorities who are able to demonstrate robust and ambitious plans that can be anticipated to lead to:



Reductions in unmet treatment need for alcohol dependent parents and an increase in successful completions of those who are in treatment.

Increased access to adult and children’s mental health (Increasing Access to Psychological Therapies, Community Mental Health Teams and Child and Adolescent Mental Health Services) for families where there is an assessed need for these services.

A reduction in parental conflict.

An increase in referrals to and from children’s social services, the troubled families programme and early help services for children of dependent parents. 

An increase in access to targeted support.

Better identification of children with inappropriate caring responsibilities and increased uptake in targeted interventions to support these families.

A reduction in cases where Looked after Children of dependent parents are taken back into care, and/or the time on the child protection register.

An increase in the number of adults participating in interventions to reduce parental conflict alongside treatment for alcohol dependence.



Areas with high prevalence of children of dependent parents are particularly encouraged to bid and all bids will need to demonstrate joint working between adult alcohol services and children’s services, along with wider services provided by voluntary sector organisations and charities, mental health services, troubled families programmes and schools.



5. Additional criteria

Bids will also need to be able to demonstrate that:



The application is signed up to by all involved organisations - The proposal contains evidence to show that it has been jointly agreed and endorsed, and that it is part of the strategic commissioning approach of the local partnership. 

They are sustainable - The proposal shows how the project will be continued after the time period of grant payments.

They provide value for money - The proposal provides evidence that the project is value for money and outcomes can be measured using SMART (Specific, Measurable, Achievable, Realistic and Timely).  

They are committed to evaluation and dissemination of learning - including working with the national programme evaluators who will be commissioned by the Department of Health and Social Care. A high level description of the evaluation strategy is provided at Annex B.

They are informed by service user and carer consultation - The proposal provides evidence that where appropriate it has been informed and supported via service user and carer consultation.



6. Process and timetable

All applications forms should be submitted to 17 July 2018.



Payments to successful applicants will be made directly to the local authority as a section 31 grant, under the Local Government Act 2003 and the grant agreement will exist between Public Health England and the successful Local Authority only.



To indicate the commitment of the partnership to the bids being submitted signatures are required from the following:



the responsible commissioning officers,

the local authority director of public health, 

director of children and families services, 

local authority director of finance, and

local authority chief executive 



The timetable for applications is outlined below: 



		PHE launch the Innovation Fund 

		22 May 2018



		Grant applications submitted to PHE 

		17 July 2018



		National panel meets to select successful applicants

		w/c 17 September 2018



		Local authorities notified of outcome 

		October 2018



		Local authorities return grant agreement terms and conditions together with requested payment documentation to PHE grants team

		October 2018







PHE, working with a national panel, will prioritise the bids against a scoring scheme, attached as Annex C (for information).



Shortlisted projects should expect to be interviewed by the national panel in the week of 17 September and recommendations of successful applicants will be made to the Parliamentary Under-Secretary of State for Public Health and Primary Care for final approval. 



Successful applicants will be sent a grant agreement and asked to return it to the PHE grants team along with requested payment documentation prior to funding being released to the local authority.



7. Monitoring

The grant will be awarded under section 31 of the Local Government Act 2003 and will be monitored in accordance with the Cabinet Office Minimum Standards, as summarised at Annex D.



All funding may be immediately repayable to Public Health England, in the event that any of the grant conditions, contained in the Grant Agreement, are not met.




Annex A

Areas involved in the DWP’s reducing parental conflict programme



		London

		Brent

Camden

Croydon

Fulham

Hammersmith and Fulham

Kensington and Chelsea

Lambeth

Westminster



		North East

		Durham

Gateshead

Hartlepool

Middlesbrough

Newcastle

Northumberland

Redcar and Cleveland

South Tyneside

Sunderland



		East of England

		Buckinghamshire

Cambridgeshire

Essex

Hertfordshire

Peterborough

Southend



		South West

		Bournemouth

Devon

Dorset

Plymouth

Poole

Somerset

Torbay

Wiltshire










Annex B

Evaluation Strategy

National Evaluation 

The national evaluation will draw together and critically assess the experiences of the different participating local authorities in developing, delivering and co-ordinating services aimed at improving outcomes for children with alcohol dependent parents and provide a common narrative of the interventions delivered across the participating areas. It will also aim to evaluate the innovation fund as a whole whilst comparing the delivery and effectiveness of the implemented projects and understand any barriers or facilitators encountered by LAs. DHSC intend to appoint an external contractor to run the national evaluation.



Throughout the grant period, successful bidders will be expected to work with the external contractor and DHSC, where applicable to inform the national evaluation, by maintaining regular communication and sharing data in an appropriate manner. This may take the form of routinely collected data which are comparable across LAs, but may also take the form of new indicators using collection tools which will facilitate comparison of outcomes across Innovation Fund participants and provide robust assessment of interventions. Successful bidders will also need to commit to the external evaluator holding a number of interviews with stakeholders within participating LAs as part of the evaluation.



In addition to this, LAs will be brought together on a regular basis to share learning and experiences. This work, alongside the evaluation, will ensure there is some oversight and monitoring of the progress being made by innovation fund areas.



Local Authority Evaluations

In addition to the national evaluation, LAs will be expected to evaluate their own interventions at a local level using appropriate methods which are robust but proportionate. Each LA at the end of the grant period will be expected to provide a full written report about the implementation of the intervention, how this worked, any barriers or facilitators to implementation, highlighting significant progress made and aspects that did not go as planned. Each LA will also need to assess how they intend to continue the programme after the Innovation Fund has finished. Analysis of outcomes for children and parents should be guided by the national evaluation. 



The application form should provide details about how you intend to evaluate the intervention at a local level, and also how to intend to commit to working with DHSC and the external contractor to inform the national evaluation. LAs will need to develop their evaluation content in line with the overarching evaluation and expected outcome measures as set by PHE.  In your bid you should provide as much detail as possible about the proposed approach, such as intended data sources, time periods and analytical methods, where appropriate. 






Annex C

Scoring scheme



Applications that are judged to be able to demonstrate value for money will then be judged against the following criteria:



		Criteria

		Weighting



		Identified level of need

		10%



		Plans to support children

		25%



		Plans to support parents

		20%



		Plans to reduce parental conflict

		20%



		Ambitions to improve outcomes

		10%



		Sustainability

		5%



		Evaluation

		5%



		Joint ownership between treatment and children’s services

		5%





























 Annex D

The Grant Standards were implemented by the Cabinet Office in December 2016 and seek to promote effective grant applications across all government departments.

There are currently ten standards:-



Standard 1: Named Responsible Officer for each Grant
All government grants require a named senior responsible officer with clearly defined responsibilities throughout the lifetime of a grant.



Standard 2: Grant Approvals Process
Departments will ensure they have a robust grants approval process to approve spend over £100k, and that details of all current grant schemes and awards are available on the Government Grants Information System (GGIS).



Standard 3: New Grants Advice Panel
New government grants, including those that are high risk, novel and contentious, as well as those undergoing a step change in scope or funding, should be considered for submission to the New Grants Advice Panel for scrutiny and advice from subject experts.



Standard 4: Business Case
A robust business case, proportionate to the level of expenditure and risk, must be developed for all government grants. This will be scrutinised and approved in stages, as part of the grants approval process, and in line with the guidance in HM Treasury’s Managing Public Money.



Standard 5: Competition for Grant Funding
Government grants should be competed by default; exceptions may be approved where competition would not be appropriate. Detailed supporting evidence for any direct award decision must be provided in the approved business case.



Standard 6: Robust Grant Agreements
All government grants must be awarded through robust grant agreements, proportionate to the value of the grant and which reflect the minimum standards for government grants, in line with guidance in HM Treasury’s Managing Public Money. All government grant agreements will include terms of eligible expenditure.



Standard 7: Due Diligence and Fraud Risk Assessment
All government grants will be subject to timely and proportionate due diligence and fraud risk assessment.













Standard 8: Defining Outputs
All government grants will have outputs agreed and longer-term outcomes defined, wherever possible, to enable active performance management, including regular reviews and adjustments where deemed necessary.



Standard 9: Annual Reviews
All government grants will be reviewed annually at a minimum with a focus on financial reconciliation, taking into account delivery across the period, resulting in a decision to continue, discontinue or amend funding.



Standard 10: Mandatory Training for Grant Makers
All those involved in the development and administration of grants must undertake core training in grant management best practice

This publication is available at https://www.gov.uk/government/publications/grants-standards/grant-standards
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Innovation Fund webinar.ics
BEGIN:VCALENDAR

PRODID:-//Microsoft Corporation//Outlook 14.0 MIMEDIR//EN

VERSION:2.0

METHOD:REQUEST

X-MS-OLK-FORCEINSPECTOROPEN:TRUE

BEGIN:VTIMEZONE

TZID:GMT Standard Time

BEGIN:STANDARD

DTSTART:16011028T020000

RRULE:FREQ=YEARLY;BYDAY=-1SU;BYMONTH=10

TZOFFSETFROM:+0100

TZOFFSETTO:-0000

END:STANDARD

BEGIN:DAYLIGHT

DTSTART:16010325T010000

RRULE:FREQ=YEARLY;BYDAY=-1SU;BYMONTH=3

TZOFFSETFROM:-0000

TZOFFSETTO:+0100

END:DAYLIGHT

END:VTIMEZONE

BEGIN:VEVENT

CLASS:PUBLIC

CREATED:20180521T162221Z

DESCRIPTION:We would like to invite those interested in applying for the In

	novation Fund for Children of Alcohol Dependent Parents to a webinar where

	 you will be able to find out more about the fund\, and the recently publi

	shed toolkit on parental alcohol and drug use.\n\nPlease cascade this invi

	tation to all members of staff that may have a role in developing your bid

	 for the innovation fund\, or who will find the information provided in th

	e toolkit of interest.\n\nNB – those who are unable to access Skype can 

	still join the call by using the telephone numbers below.  If you would li

	ke a copy of the slides ahead of the event\, or have questions that you’

	d like us to consider please email InnovationFund@phe.gov.uk \n\nWe look f

	orward to talking with you on 8th June.\n\nTime	Agenda 	\n10:00 	Introduct

	ion	\n10:10	Parental Alcohol and Drug Use Toolkit (Pauline Fisher)\nSocial

	 Return on Investment (Virginia Musto)	\n10:50	The Innovation Fund (Andrew

	 Brown)\nThe Grant and financial monitoring (Mark Atkinson and Linda Kemp)

		\n11:30	Evaluation (Lizzie Brocklehurst\, DHSC)	\n11:50	Questions and Ans

	wers	\n12:30	Close	\n\n\n\n...............................................

	..........................................................................

	................\n--> Join Skype Meeting <https://meet.phe.gov.uk/andrew.k

	.brown/TYMF0ZC9>       \nTrouble Joining? Try Skype Web App <https://meet.

	phe.gov.uk/andrew.k.brown/TYMF0ZC9?sl=1>  \nJoin by phone\n+44 208 495 330

	0 (Dial this number from a normal phone if you cannot join from a Skype fo

	r Business device or cannot use the web app from outside PHE) 		English (U

	nited Kingdom) \nVoIP Ext 53300 (Dial this number from a normal phone if y

	ou cannot join from a Skype for Business device or cannot use the web app 

	from outside PHE) 		English (United Kingdom)  \nFind a local number <https

	://dialin.phe.gov.uk>  \n\nConference ID: 929616\n Forgot your dial-in PIN

	? <https://dialin.phe.gov.uk>  |Help <http://teams.phe.gov.uk/sites/FAC/IC

	T/Proj/Lync>   |Legal <https://www.gov.uk/government/organisations/public-

	health-england/about/personal-information-charter>     \n\n \nNon-PHE atte

	ndees: You can also join via Skype even if you do not have Skype installed

	. Simply click the "Join Skype Meeting" hyperlink above to join via the PH

	E Skype Web App. \n\nTo join this meeting from a: PHE Polycom room system\

	, dial the conference ID above\; Non-PHE videoconference unit\, dial the c

	onference ID above\, followed by "@video.phe.gov.uk" e.g. 123456@video.phe

	.gov.uk\; Alternatively\, use the format: video.phe.gov.uk##123456 \n[!OC(

	[1033])!]\n...............................................................

	..........................................................................

	\n\n

DTEND;TZID="GMT Standard Time":20180608T123000

DTSTAMP:20180521T162221Z

DTSTART;TZID="GMT Standard Time":20180608T103000

LAST-MODIFIED:20180521T162221Z

LOCATION:Skype Meeting

ORGANIZER;CN="Andrew K Brown":mailto:Andrew.K.Brown@phe.gov.uk

PRIORITY:5

SEQUENCE:0

SUMMARY;LANGUAGE=en-gb:Innovation Fund webinar

TRANSP:OPAQUE

UID:040000008200E00074C5B7101A82E008000000006053E08D21F1D301000000000000000

	0100000002C102F6ACA35B642A02DDCA682F6F1CA

X-ALT-DESC;FMTTYPE=text/html:<!DOCTYPE HTML PUBLIC "-//W3C//DTD HTML 3.2//E

	N">\n<HTML>\n<HEAD>\n<META NAME="Generator" CONTENT="MS Exchange Server ve

	rsion 14.02.5004.000">\n<TITLE></TITLE>\n</HEAD>\n<BODY>\n<!-- Converted f

	rom text/rtf format -->\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG

	="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="Arial">We would like to inv

	ite those interested in applying for the Innovation Fund for Children of A

	lcohol Dependent Parents to a webinar where you will be able to find out m

	ore about the fund\, and the recently published toolkit on parental alcoho

	l and drug use.</FONT></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"><FONT F

	ACE="Arial">Please cascade this invitation to all members of staff that ma

	y have a role in developing your bid for the innovation fund\, or who will

	 find the information provided in the toolkit of interest.</FONT></SPAN></

	P>\n\n<P DIR=LTR><SPAN LANG="en-gb"><FONT FACE="Arial">NB – those who ar

	e unable to access Skype can still join the call by using the telephone nu

	mbers below.&nbsp\; If you would like a copy of the slides ahead of the ev

	ent\, or have questions that you’d like us to consider please email</FON

	T></SPAN><SPAN LANG="en-gb"> </SPAN><A HREF="mailto:InnovationFund@phe.gov

	.uk"><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb

	"><U><FONT COLOR="#0000FF" FACE="Arial">InnovationFund@phe.gov.uk</FONT></

	U></SPAN><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LAN

	G="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="Arial"> </FONT></SPAN></P>

	\n\n<P DIR=LTR><SPAN LANG="en-gb"><FONT FACE="Arial">We look forward to ta

	lking with you on 8</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-

	gb"></SPAN><SPAN LANG="en-gb"><SUP><FONT FACE="Arial">th</FONT></SUP></SPA

	N><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><

	FONT FACE="Arial"> June.</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG

	="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="e

	n-gb"><B></B></SPAN><SPAN LANG="en-gb"><B></B></SPAN><SPAN LANG="en-gb"><B

	><FONT FACE="Arial">Time&nbsp\;&nbsp\;&nbsp\; Agenda&nbsp\;</FONT></B></SP

	AN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb">

	<BR>\n</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LAN

	G="en-gb"><FONT FACE="Arial">10</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SP

	AN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="Arial">:00</FONT></S

	PAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"

	> &nbsp\;</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN 

	LANG="en-gb"> <FONT FACE="Arial">Introduction</FONT></SPAN><SPAN LANG="en-

	gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb">&nbsp\;&nbsp\;&nbs

	p\;</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="

	en-gb"><BR>\n</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><S

	PAN LANG="en-gb"><FONT FACE="Arial">10:10</FONT></SPAN><SPAN LANG="en-gb">

	</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb">&nbsp\;&nbsp\;</SPAN><

	SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"> <FO

	NT FACE="Arial">Parental Alcohol and Drug Use Toolkit</FONT></SPAN><SPAN L

	ANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE

	="Arial"> (Pauline Fisher)</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LA

	NG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG=

	"en-gb"><FONT FACE="Arial">Social Return on Investment</FONT></SPAN><SPAN 

	LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FAC

	E="Arial"> (Virginia Musto)</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN L

	ANG="en-gb"></SPAN><SPAN LANG="en-gb">&nbsp\;&nbsp\;&nbsp\;</SPAN><SPAN LA

	NG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><BR>\n</SPA

	N><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><

	FONT FACE="Arial">10:50&nbsp\;&nbsp\; The Innovation Fund</FONT></SPAN><SP

	AN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT 

	FACE="Arial"> (Andrew Brown)</FONT></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="e

	n-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="Aria

	l">The Grant and financial monitoring (Mark Atkinson and Linda Kemp)</FONT

	></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en

	-gb">&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;</SPAN><SPAN LANG="en-gb"><

	/SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><BR>\n</SPAN><SPAN LANG

	="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="A

	rial">11:30</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SP

	AN><SPAN LANG="en-gb">&nbsp\;&nbsp\;</SPAN><SPAN LANG="en-gb"></SPAN><SPAN

	 LANG="en-gb"></SPAN><SPAN LANG="en-gb"> <FONT FACE="Arial">Evaluation (Li

	zzie Brocklehurst\, DHSC)</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LAN

	G="en-gb"></SPAN><SPAN LANG="en-gb">&nbsp\;</SPAN><SPAN LANG="en-gb"></SPA

	N><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><BR>\n</SPAN><SPAN LANG="en

	-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT FACE="Arial

	">11:50&nbsp\;&nbsp\; Questions and Answers&nbsp\;&nbsp\;</FONT></SPAN><SP

	AN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><BR>\n

	</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-

	gb"><FONT FACE="Arial">12:30&nbsp\;&nbsp\; Close&nbsp\;&nbsp\;</FONT></SPA

	N><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><

	BR>\n</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG

	="en-gb"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="e

	n-gb"></SPAN><SPAN LANG="en-gb"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-g

	b"></SPAN><SPAN LANG="en-gb"><FONT COLOR="#404040" SIZE=1 FACE="Calibri">.

	..........................................................................

	..............................................................</FONT></SPA

	N><SPAN LANG="en-gb"><B></B></SPAN><SPAN LANG="en-gb"><B></B></SPAN></P>\n

	\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><A NAME="

	"><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"><FONT FACE="Wingdings" 

	SIZE=4>&#224\;</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><

	/SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-g

	b"><FONT COLOR="#0066CC" SIZE=4 FACE="Calibri"></FONT></SPAN><SPAN LANG="e

	n-gb"> </SPAN><A HREF="https://meet.phe.gov.uk/andrew.k.brown/TYMF0ZC9"><S

	PAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><U><FONT COLOR="#0066CC" SIZE=5

	 FACE="Calibri">Join Skype Meeting</FONT></U></SPAN><SPAN LANG="en-gb"></S

	PAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><FONT SIZE=4 FACE="Ca

	libri">&nbsp\; </FONT></SPAN><A NAME=""><SPAN LANG="en-gb"><FONT SIZE=4 FA

	CE="Calibri"></FONT></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb

	"> <FONT SIZE=4 FACE="Calibri">&nbsp\; </FONT></SPAN><A NAME=""><SPAN LANG

	="en-gb"><FONT SIZE=4 FACE="Calibri"></FONT></SPAN></A><SPAN LANG="en-gb">

	</SPAN><SPAN LANG="en-gb"> </SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></

	SPAN><SPAN LANG="en-gb"><FONT SIZE=2 FACE="Calibri">Trouble Joining?</FONT

	></SPAN><SPAN LANG="en-gb"> </SPAN><A HREF="https://meet.phe.gov.uk/andrew

	.k.brown/TYMF0ZC9?sl=1"><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><U><F

	ONT COLOR="#0066CC" SIZE=2 FACE="Calibri">Try Skype Web App</FONT></U></SP

	AN><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-

	gb"><U><FONT SIZE=2 FACE="Calibri"></FONT></U></SPAN><SPAN LANG="en-gb"></

	SPAN><SPAN LANG="en-gb"> </SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SP

	AN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"><FONT COLOR="#000000" SIZE=4 

	FACE="Calibri">Join by phone</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN 

	LANG="en-gb"></SPAN><SPAN LANG="en"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="

	en-gb"></SPAN><A HREF="tel:+44 208 495 3300"><SPAN LANG="en-gb"></SPAN><SP

	AN LANG="en-gb"><U></U></SPAN><U><SPAN LANG="en"><FONT COLOR="#0066CC" SIZ

	E=2 FACE="Calibri">+44 208 495 3300</FONT></SPAN></U><SPAN LANG="en-gb"></

	SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="e

	n"><FONT SIZE=2 FACE="Calibri"> (Dial this number from a normal phone if y

	ou cannot join from a Skype for Business device or cannot use the web app 

	from outside PHE)&nbsp\; &nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;

	 English (United Kingdom)</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LAN

	G="en-gb"></SPAN><SPAN LANG="en"> </SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en

	-gb"></SPAN><A HREF="tel:VoIP Ext 53300"><SPAN LANG="en-gb"></SPAN><SPAN L

	ANG="en-gb"><U></U></SPAN><U><SPAN LANG="en"><FONT COLOR="#0066CC" SIZE=2 

	FACE="Calibri">VoIP Ext 53300</FONT></SPAN></U><SPAN LANG="en-gb"></SPAN><

	/A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"><FO

	NT SIZE=2 FACE="Calibri"> (Dial this number from a normal phone if you can

	not join from a Skype for Business device or cannot use the web app from o

	utside PHE) &nbsp\;&nbsp\; &nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp\;&nbsp

	\; English (United Kingdom)</FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN L

	ANG="en-gb"></SPAN><SPAN LANG="en">&nbsp\;<FONT SIZE=1 FACE="Calibri"> </F

	ONT></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><A HREF="https://d

	ialin.phe.gov.uk"><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><U></U></SP

	AN><U><SPAN LANG="en"><FONT COLOR="#0066CC" SIZE=2 FACE="Calibri">Find a l

	ocal number</FONT></SPAN></U><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-

	gb"></SPAN><SPAN LANG="en"><FONT FACE="Calibri"></FONT></SPAN><SPAN LANG="

	en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"> </SPAN></P>\n\n<P

	 DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="e

	n"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb">

	</SPAN><SPAN LANG="en"><FONT SIZE=2 FACE="Calibri">Conference ID: 929616</

	FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG

	="en"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-g

	b"></SPAN><SPAN LANG="en"><FONT SIZE=1 FACE="Calibri"></FONT></SPAN><SPAN 

	LANG="en-gb">&nbsp\;</SPAN><A HREF="https://dialin.phe.gov.uk"><SPAN LANG=

	"en-gb"></SPAN><SPAN LANG="en-gb"><U></U></SPAN><U><SPAN LANG="en"><FONT C

	OLOR="#0066CC" SIZE=2 FACE="Calibri">Forgot your dial-in PIN?</FONT></SPAN

	></U><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="e

	n-gb"></SPAN><SPAN LANG="en"><FONT SIZE=1 FACE="Calibri"></FONT></SPAN><SP

	AN LANG="en-gb"></SPAN><SPAN LANG="en"> <FONT FACE="Calibri">|</FONT></SPA

	N><SPAN LANG="en-gb"></SPAN><A HREF="http://teams.phe.gov.uk/sites/FAC/ICT

	/Proj/Lync"><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><U></U></SPAN><U>

	<SPAN LANG="en"><FONT COLOR="#0066CC" SIZE=2 FACE="Calibri">Help</FONT></S

	PAN></U><SPAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG

	="en-gb"></SPAN><SPAN LANG="en"><FONT SIZE=1 FACE="Calibri">&nbsp\;</FONT>

	</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"> <FONT FACE="Calibri">|</

	FONT></SPAN><SPAN LANG="en-gb"></SPAN><A HREF="https://www.gov.uk/governme

	nt/organisations/public-health-england/about/personal-information-charter"

	><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><U></U></SPAN><U><SPAN LANG=

	"en"><FONT COLOR="#0066CC" SIZE=2 FACE="Calibri">Legal</FONT></SPAN></U><S

	PAN LANG="en-gb"></SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"><

	/SPAN><SPAN LANG="en"><FONT SIZE=1 FACE="Calibri">&nbsp\;&nbsp\;&nbsp\;</F

	ONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG=

	"en"> </SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-g

	b"></SPAN><SPAN LANG="en"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en"><FONT 

	SIZE=4 FACE="Calibri"></FONT></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="

	en-gb"></SPAN><SPAN LANG="en">&nbsp\;</SPAN></P>\n\n<P DIR=LTR><SPAN LANG=

	"en-gb"></SPAN><SPAN LANG="en"><FONT FACE="Calibri">Non-PHE attendees: You

	 can also join via Skype even if you do not have Skype installed. Simply c

	lick the &quot\;Join Skype Meeting&quot\; hyperlink above to join via the 

	PHE Skype Web App. </FONT></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en"><FONT 

	FACE="Calibri">To join this meeting from a: PHE Polycom room system\, dial

	 the conference ID above\; Non-PHE videoconference unit\, dial the confere

	nce ID above\, followed by &quot\;@video.phe.gov.uk&quot\; e.g.</FONT></SP

	AN><SPAN LANG="en-gb"> </SPAN><A HREF="mailto:123456@video.phe.gov.uk"><SP

	AN LANG="en-gb"><U></U></SPAN><U><SPAN LANG="en"><FONT COLOR="#0000FF" FAC

	E="Calibri">123456@video.phe.gov.uk</FONT></SPAN></U><SPAN LANG="en-gb"></

	SPAN></A><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"><FONT FACE="Calibri">\;

	 Alternatively\, use the format: video.phe.gov.uk##123456 </FONT></SPAN></

	P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN

	 LANG="en"><SUB><FONT COLOR="#FFFFFF" SIZE=1 FACE="Calibri">[!OC([1033])!]

	</FONT></SUB></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><S

	PAN LANG="en"></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LA

	NG="en-gb"></SPAN><SPAN LANG="en"><FONT COLOR="#404040" SIZE=1 FACE="Calib

	ri">......................................................................

	...................................................................</FONT>

	</SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></SPAN><SPAN LANG="en"

	></SPAN></P>\n\n<P DIR=LTR><SPAN LANG="en-gb"></SPAN><SPAN LANG="en-gb"></

	SPAN><SPAN LANG="en-gb"></SPAN></P>\n\n</BODY>\n</HTML>

X-MICROSOFT-CDO-BUSYSTATUS:BUSY

X-MICROSOFT-CDO-IMPORTANCE:1

X-MICROSOFT-DISALLOW-COUNTER:FALSE

X-MS-OLK-AUTOFILLLOCATION:FALSE

X-MS-OLK-CONFTYPE:0

BEGIN:VALARM

TRIGGER:-PT15M

ACTION:DISPLAY

DESCRIPTION:Reminder

END:VALARM

END:VEVENT

END:VCALENDAR
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Treating hepatitis C in people who inject drugs

People who inject drugs (PWID) represent approximately 90% of newly acquired hepatitis C (HCV) infection.
Clinicians working with PWID play an important role in reducing HCV-related morbidity and mortality through
early diagnosis and treatment.

With the advent of new well-tolerated, short-course direct acting antiviral (DAA) HCV regimens with cure
rates >95%, there is a chance to vastly improve the health outcomes of people living with HCV.

This course will strengthen the capacity of clinical staff to manage HCV in their setting. Through online
learning and a face-face workshop, delivered by local experts, participants will gain the skills to confidently
manage HCV. This workshop is designed for Addiction Specialists, General Practitioners, Nurse Prescribers,
Pharmacist Prescribers and other clinical staff working with people who inject drugs.

At the conclusion of this program, participants The workshops are free of charge; catering is
will be able to: provided. Places are limited - registration is essential.

O Describe the risk factors for HCV infection,

enabling effective practice screening . Friday, 8 June 2018
: More information and registration

processes and prevention education

(o) Demonstrate competence |nterpret|ng R R R .
clinical information to effectively diagnose

HCV : Tuesday, 12 June 2018

- More information and registration

O Demonstrate competence in liver disease

assessment

O Demonstrate understanding of DAA - Thursday, 14 June 2018
: More information and registration

therapy for the treatment of HCV and
competence in selecting and prescribing e :

appropriate therapy or referral to specialist .
care as appropriate - Monday, 18 June 2018
: More information and registration :
O Monitor patients on treatment and pOSt' e e e e e e e e e e e e e e e et

treatment appropriately

A limited number of travel scholarships are . Friday, 22 June 2018

available - contact INHSU for more information. : More information and registration
Accreditation: Sponsorship information:

Accreditation application pending for the Royal College of General This workshop has been supported by an unrestricted grant from Gilead
Practitioners and the Royal College of Nurses. Sciences Europe Ltd. Gilead has had no input into the educational content

used at this workshop.

m This workshop is convened by the International Network on Hepatitis in Endorsed by:
LN a Substance Users (INHSU), an international organization dedicated to M BRITISH

I N H S U scientific knowledge exchange, knowledge translation, and advocacy ation for the S
focused on hepatitis C prevention and care among people who use drugs. BVHG

British Viral HepatitisGroup ~ H 7 AL ATITIS e TRYST

www.inhsueducation.org/the-united-kingdom




http://www.inhsueducation.org/the-united-kingdom
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http://www.inhsueducation.org/the-united-kingdom/workshops/

http://www.inhsueducation.org/the-united-kingdom/workshops/

http://www.inhsueducation.org/the-united-kingdom/workshops/

http://www.inhsueducation.org/the-united-kingdom/workshops/
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Prevention Concordat for Better Mental Health: information required from signatories to the Consensus Statement

We are delighted that you are interested in becoming a signatory to the Prevention Concordat for Better Mental Health Consensus Statement. You will be joining a number of organisations who have committed to working together to prevent mental health problems and promote good   mental health through local and national action. 

Criteria for local authority signatories

1. A local suicide prevention plan is in place;

1. You have a named local mental health champion who is either an elected member, a member of the Health and Wellbeing Board, or the chief executive of the local authority/CCG;

1. You are planning to initiate a mental health JSNA within three months of signing up, or you have already completed and published one within the last eighteen months; 

1. You have engagement and sign-off from the Health & Wellbeing Board.



Please can you complete the template below to enable us capture your pledge and the key contacts in your organisation. Once completed, please send to: tom.mapplethorpe@phe.gov.uk 

		Lead contact 

		



		Name of local authority

		



		Please tell us more about your work (no more than 150 words) 

		



		What are you currently doing on:

· prevention of mental health problems and suicide

· promotion of mental health

		



		I confirm that we have a suicide prevention plan in place (please attach this or provide a link).

		



		I confirm that we have a mental health champion who is:-

		An elected member                                                       

A member of the H&WB Board                         

The CEO of either the LA or the CCG              



		I can confirm that we:

		Have completed and published a mental health JSNA in the past eighteen months	    

Are planning to start a mental health JSNA in the next three months 			    



		What contribution would you like to commit to in 2018/19 and beyond

		



		Can you provide a brief communication plan to indicate how you will promote your commitment? 

		



		Please provide a confirmation from the CEO or Board of your organisation (include name and date)

		



		Name of the signatory from your organisation (should be the chair of your Health & Wellbeing Board).

		







For further information please contact publicmentalhealth@phe.gov.uk 			 Version 1



For further information please contact publicmentalhealth@phe.gov.uk 			 Version 2
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