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“Medical professionals should take
more of an onus upon themselves to
do the social aspects of things – the
social work almost…”
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Executive Summary
Ten things for Clinical Commissioning Groups (CCGs) and their partners to think about:
1

2

NHS England exists to provide highquality care for all, now and for future
generations. Achieving this ambition
will require a transformation in the
health service. The health needs of the
future - especially patients with long-term
conditions - and the challenge of closing a
funding gap that is estimated at £30bn by
2020/211 mean that we can’t go on with
business as usual.
Commissioning for prevention is one
potentially transformative change that
CCGs can make, together with Health and
Wellbeing Boards and their other local
partners. Implemented systematically, the
evidence suggests prevention programmes
can be important enablers for reducing
acute activity and capacity over the
medium term.

3 Despite the fact that preventing premature
deaths and chronic disability is better for
patients and usually very cost-effective
compared with waiting for people to
become ill, in England it is estimated that
we spend only about 4% of the NHS
budget on prevention programmes.2

4

As part of the strategic planning
process recently outlined by the Chief
Executive of NHS England3, CCGs have
been asked to submit five-year plans that
will be signed off by June 2014. These
five-year plans give CCGs the opportunity
to reallocate resources away from acute
services and invest in out-of-hospital
services including prevention.

5 This document sets out a five-step
framework intended to help CCGs think
about how to commission for effective
prevention. The first step is to identify and
analyse the top health problems working
together with local authority Directors of
Public Health. Across the UK, these are
ischemic heart disease, lower back
pain, stroke, lung cancer and COPD4;
in terms of Disability Adjusted Life Years
(DALYs) lost; however, local trends and
performance should also be analysed if
they have not already.
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A set of common priorities and goals
should be based on this analysis of
epidemiology and current performance.
These priorities should be few, highly
targeted and shared with key partners
such as Health and Wellbeing Boards, local
government, providers and others. They
should also be quantifiable so that progress
can be regularly tracked.

7 Having set priorities, the next step is

to identify evidence-based prevention
programmes that can deliver them. These
should encompass a mix of primary
prevention, early detection and secondary
prevention activities. Prevention of mental
illness and hypertension screening, to take
two examples, appear to be particular gaps
in many parts of England given the burden
of mental ill health, ischemic heart disease
and stroke.

8 Resources need to be reallocated to fund
priority prevention programmes. CCGs
should consider the full range of resources
available across their health economy,
including local government, schools,
providers, employers and others. The
Integration Transformation Fund5 may
also be deployed to fund joint prevention
activities. Crucially, in order to be cash
releasing for their area as a whole (rather
than simply shifting costs) reallocated funds
should be linked to reductions in acute
activity and capacity over the medium
term.

9

To ensure that prevention programmes
are delivering results - including reduced
acute activity - they need to be measured
regularly with a mixture of process
and outcomes measures. Innovative
approaches should be implemented with
an evaluation method in mind from the
start. CCGs need the intelligence to assess
whether prevention programmes are
working and to act decisively if they are
not.

10 Finally, we encourage CCGs to be bold.
We cannot meet the health needs of the
future and restore the NHS to an economic
sustainability without making deep
changes. Transforming the NHS from an
illness service into a wellness services - and
reallocating resources to do so - is one of
the ways in which commissioners can really
make a difference.
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We could prevent many deaths.

Ischaemic Heart disease

Low back pain

COPD

Stroke

Lung cancer

For PCTs in England, the rate of COPD
mortality ranged from 14.5 to 51.1 per
100,000 population.
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USA

18

1
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4%

We spend a small amount of money on
prevention.
About 4%7
of the total
healthcare
budget is spent
on prevention.

6%

Estimated
amount
invested on
interventions
early in life.8

Ischaemic heart disease
Deaths from
heart disease
in France are a

7,800

deaths from COPD could be
prevented in England each year
if, after adjusting for deprivation,
all commissioners reached the top
quartile.9

51.1%
COPD
mortality

14.5%
COPD
mortality

02.

references

INTRODUCTION

The UK performs poorly on several of the most
important health problems compared to peers.6

Numbers in cells indicate the ranks by
country for each cause, with 1 representing
the best performing country. Countries
have been sorted on the basis of agestandardised all-cause DALYs for that year.
Only countries with populations of over
20m are shown here. Causes are ordered
by the 20 leading causes of DALYs in the
UK. Colours indicate whether the age
standardised DALY rate for the country is
significantly higher (red) or indistinguishable
(blue) from the mean age-standardised
DALY rate across the comparator countries,
with 95% confidence. DALYs=disabilityadjusted life-years. COPD=chronic
obstructive pulmonary disease.

QUESTIONS FOR CCGS

3,700

UK

Is approximately how many
deaths from breast and bowel
cancer that could be prevented a
year if cancer survival in England
matched the best in Europe.13

1

of that of

4 the UK.

10

Cancer
The death rate
from all cancers
for women in
Spain is

2

3

of that of
the UK.11

In the US, male
death from all
cancers is
the rate
90% ofin the
UK.

12
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04.
22%

We could also prevent chronic disability or
reduce its impact on people’s wellbeing.

Mental and behavioural
disorders (22%) and MSK
disorders (31%) account for
over half of all years lived
with disability in the UK.14

06.
Given the opportunity to improve,
CCGs should be thinking about how
to reallocate resources to prevention.

33%

EU

UK women,
on average,
smoke 3%
more than the
EU average.15

Alcohol

UK

Cigarettes

The average consumption
of alcohol by adults in the
UK is 10% higher than
the EU average.16

Physical Activity
In the UK in 2008, 61.1% of males were
estimated to be physically inactive and 71.6%
of females.17

Male

UK

05.

We don’t do enough to tackle the underlying
risk factors that are associated with premature
death and chronic disability.

61.1%

It is estimated that if the public
were fuly involved in managing
their health and engaged in
prevention activities

£30,000,000,000
could be saved.18

Female

71.6%

EU

16-24 year
olds smoke

Around 26% of
UK people aged
16-24 smoked
in 2009.

UK

26%

France

6-10%
Male

Female

the annual expected rate
of return on investment to
be achieved by investing in
interventions early in life.19

29.1% 36.5%
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Introduction
In July ‘The NHS Belongs to the People: a Call to Action’ was published to mark the 65th anniversary of
the NHS.
It makes the case that the NHS must
change to survive, both because people’s
health needs are changing and because a
large and unsustainable gap-projected to
be about £30bn by 2020 / 21 - is opening
up between the funding the health
service can expect to receive and demand
for services. The Call to Action is a period
of extended debate with patients, the
public and the service about how the
NHS needs to change to meet these

As part of the Call to Action, NHS England will
be publishing a series of thought pieces aimed at
stimulating debate with Clinical Commissioning
Groups (CCGs) and their local partners, and
to help them think about changes that could
be made to significantly improve the value of
healthcare provision in England - that is, to
improve outcomes at the same or lower net
expenditure. This is the first in that series. It is on
the subject of how commissioners can allocate
greater focus and resources on services that help
people to live healthier lives, prevent illness or,
when it does occur, diagnose illness early and
prevent it from getting worse.

We recognise that different CCGs will be starting
from different points, and that the ideas in this
document will not be applicable everywhere.
This document is not intended to be a complete
account of all than can and should be done to
prevent illness and premature mortality. Instead,
the objective is to stimulate ideas, discussion and
debate as CCGs consider what to commission
over the next five years. As commissioners, we
should be thinking beyond specific interventions
alone and identifying the attributes or building
blocks that should be in place in a health system
that takes prevention seriously.

challenges.
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Click the image to view or visit:
http://www.youtube.com/watch?v=EYALIQQuxVw

“We discussed a new role in the NHS,
an NHS Volunteer Coordinator. This
role would help the NHS interact with
voluntary groups and encourage jointworking between the NHS and charities”
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The case for prevention
For years, pundits and practitioners alike have argued that prevention is better than cure. Clearly patients would
prefer to avoid getting ill in the first place (primary prevention) or, if they do get ill, ensure that it is diagnosed at
an early stage and that arrangements to manage the condition effectively are put in place as soon as possible to
allow them to continue living autonomous and active lives (secondary prevention).
Prevention and effective management of conditions in
the community is also likely to be more cost effective
than waiting for patients to turn up sick at the doors of
our GP surgeries or hospitals. Of more than 250 studies20
on prevention published in 2008, almost half showed
a cost of under £6,400 per quality-adjusted life year
and almost 80% cost less than the £30,000 threshold
used by the National Institute for Health and Clinical
Excellence (NICE). And although some interventions
take many years to pay-off, others do not - for example,
suicide prevention has an immediate impact and effective
management of atrial fibrillation or hypertension can
show results within a couple of years. Smoking cessation
programmes can have an impact over the short term
when targeted on Chronic Obstructive Pulmonary
Disease patients at risk of acute admission. The impact of
suicide prevention is immediate.

In England and Wales, approximately
42% of the mortality decrease from
Coronary Heart Disease between 1981 and
2000 was attributable to medical and
surgical treatments, whilst about 58%
was attributable to the change in risk
factors—showing that preventative
interventions can have a significant
impact over the medium term. 21

Prevention is also an important way of tackling
the persistent inequalities in life expectancy
and healthy life expectancy across England. For
example, premature mortality rates are two-anda-half times greater in the areas with the highest
rates compared to the areas with the lowest. Not
only is reducing this unwarranted variation the
right thing to do, CCGs also have legal duties to
address inequalities in both access to services and
in health outcomes.
Yet nationally, expenditure on prevention is low.
Analysis of PCT budgets in 2011/12 suggested
that about 3% of expenditure in England is
on prevention (about £38 per head), although
earlier analysis suggests this may be slightly
higher estimated at about 4%22-when secondary
prevention activities are included.
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The case for prevention
The public understand that prevention needs
to become core business for the future NHS.
Not only do they think that individuals have a
responsibility to look after their own health23 about two-thirds of people agree with this - they
also strongly support action to enable this; for
example, discouraging smoking or unhealthy
eating (See Figure 01).

So whether on grounds of
health need, cost or public
expectations the case for
developing a wellness rather
than solely an illness service
is compelling.
The question is how to do it.

Figure 01 - Public support for anti-smoking measures 24

What, if anything, do you think the government should do about smoking?
Provide information

92%

Incentivise people to
stop smoking

73%

Ban smoking in
public places
Ban smoking altogether
Make tobacco companies
invest against smoking

74%
45%
78%

Source = Ipsos Global Advisor
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Commissioning
for prevention

Click the image to view or visit:
http://www.youtube.com/watch?v=vuqVdF2k050 &t=0m46s

“We should link screening and
problem identification seamlessly
into what people do day-to-day
and where they already go.”
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To respond to the health and economic challenges described in the Call to Action, commissioners, together with Health and Wellbeing Boards,
local government, providers and other partners, will be developing plans that look forward to the next five years, with the first two years
mapped out in the form of detailed operating plans.

The Chief Executive of NHS England, Sir
David Nicholson, has recently issued a letter
to commissioners25 describing this process.
Commissioners are asked to submit a first draft
of their plans in February 2014, with a final
draft submitted for sign-off in June 2014. The
substantial demand and financial pressures
faced over this five year period mean that local
plans must include transformative reforms
that significantly improve the value of heath
and care provision as well as more incremental
improvements.

In addition, the health services financial settlement
for 15/16 includes the creation of an Integration
Transformation Fund (ITF). This will see the
establishment of a pooled budget of £3.8bn,
which will be committed at local level with the
agreement of Health and Wellbeing Boards. The
ITF creates further incentives and resources to
invest in prevention - particularly out-of-hospital
services - and early detection. However, it will also
require the NHS to make savings of over £2bn in
existing spending on acute care.

Commissioning a health service that
prevents illness is one of the types of
transformative changes that is needed to
meet the challenges of the next five years.

We propose the following framework for moving
towards a truly preventative health system.
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Figure 02 - A framework for commissioning prevention

At the start

Emerging

Mature

1

2

3

4

5

Analyse key
health problems

Prioritise & set
common goals

Identify high-impact
programmes

• Local of analysis of deaths, chronic
disability & risk factors in place,
with understanding of subpopulations & potential future
trends

• Small set of priorities focused on
top health problems

• Jointly commissioned primary &
secondary initiatives highly focused
on risk factors & key causes of
morbidity and mortality

• Reallocation is meaningful &
phased realistically

• Priorities are quantified, including
early detection

• Early detection initiatives identified

• Investment linked to reduction in
acute capacity over time

• Local analysis of causes of
premature deaths, chronic
disability & risk factors is in place

• Priorities are focused on the big
problems but set organisation- byorganisation

• Isolated primary & secondary
programmes driven by different
organisations

• Targets for reallocating resources
over time established

• Collaboration with peers in the
area/region to understand relative
performance

• Some key players are not engaged
in prevention goals

• No early detection activities outside
nationally mandated programmes
(e.g. screening)

• Data on premature deaths, chronic
disability & risk factors are national
only

• Priorities attempt to embrace too
much

• Performance bench-marked
nationally

• Understanding of performance v
peers is anecdotal

• Priorities supported by all major
players local health economy

• Quantified targets are not yet
shared

• Priorities are driven by legacy
activities rather than epidemiology
• Priorities are not translated into
targets

• Prevention initiatives are limited
to national screening, QOF-driven
activities & other centrally driven
initiatives

Plan resources

• Innovative use of health economywide funding including ITF

• Funding for priorities provided
organisaiton- by-organisation; little
joint commissioning

Measure & experiment
• Outcome & process metrics in
place to measure progress on each
prevention priority & programme
• Experimental approaches where
evidence base is poor that can be
evaluated

• Outcome & process metrics in
place to measure progress on each
prevention priority but tend to be
long-term
• Innovations are difficult to evaluate

• Plans in place to deploy ITF
• Priorities not backed up by
reallocation in resources

• Difficult to measure progress
against preventative priorities

• Funding driven by what’s been
done in the past rather than future
needs

• Measures are very long-term (e.g
survival rate) and reactive (e.g.
prevalence)
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1

Analyse the most important health problems at population level.

A first step is to understand the major causes of
premature mortality and disability locally (where
this has not already been done as part of a
Joint Strategic Needs Assessment or a similar
process) now and in the future. This should be
done in concert with local government Directors
of Public Health, from which CCGs have a duty to
seek public health advice.
We have a good understanding of the causes26
of premature mortality and disability, as well as
underlying risk factors, across the UK.

Although life expectancy and overall health
continues to improve in absolute terms, these data
show that the UK (and England) underperforms
compared with our peers both in terms of agestandardised premature mortality rates and in
terms of years lived with disability. Compared
with 19 other countries, the UK has significantly
greater rates of years of life lost due to premature
mortality for ischaemic heart disease, chronic
obstructive pulmonary disease (COPD), lower
respiratory infections and breast cancer amongst
several other conditions. (The UK does perform
better than its peers for patients with other
diseases, such as diabetes and chronic kidney
disease). There are also significant inequalities
within England (see Figure 03).

The main causes of chronic disability are different
from the causes of premature mortality. They
include lower back pain, falls, neck pain,
musculoskeletal and mental disorders. By
combining premature mortality and years lived
with disability into a measure known as Disability
Adjusted Life Years (DALYs), we can develop a
picture of the most important health problems in
the UK. The top five (for all ages) are ischemic
heart disease, lower back pain, stroke, lung cancer
and COPD (see Figure 04).
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Figure 03 - Age-standardised YLLs relative to comparator countries and ranking by cause in 2010 27
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Higher than mean
Indistinguishable from mean
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6

5

1
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Lower than mean
Numbers in cells indicate the ranks of
each country for each cause, with 1
representing the best performing country.
Countries have been sorted on the basis
of age-standardised all-cause YLLs for that
year. Only countries with populations of
over 20million are shown here. Causes
are ordered by the 20 leading causes of
YLLs in the UK. Colours indicate whether
the age-standardised YLL rate for the
country is significantly lower (dark blue),
higher (red), or indistinguishable (light
blue) from the mean age-standardised YLL
rate across comparator countries, with
95% confidence. YLLs=years of life lost.
COPD=chronic obstructive pulmonary
disease.
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Figure 04 - Age-standardised DALYs relative to comparator countries and ranking by cause in 2010 28
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Indistinguishable from mean
Numbers in cells indicate the ranks by
country for each cause, with 1 representing
the best performing country. Countries
have been sorted on the basis of agestandardised all-cause DALYs for that
year. Only countries with populations of
over 20million are shown here. Causes
are ordered by the 20 leading causes of
DALYs in the UK. olours indicate whether
the age standardised DALY rate for the
country is significantly higher (red) or
indistinguishable (blue) from the mean
age-standardised DALY rate across
the comparator countries, with 95%
confidence.. DALYs=disability-adjusted
life-years. COPD=chronic obstructive
pulmonary disease.
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Finally, local areas should understand the risk
factors that underlie many of these health
problems. UK-wide the top five are tobacco use,
hypertension, high body mass index, low levels of
physical activity and alcohol consumption.

CCGs should work with local government
Directors of Public Health and Commissioning
Support Units to develop a localised picture of
these key epidemiological trends.

Figure 06 - Underlying risk factor of physical inactivity associated with premature
death and chronic disability

UK

Male

61.1%

Female

71.6%

In the UK in 2008, 61.1% of males were estimated to be
physically inactive and 71.6% of females.

France

Physical Activity

Male

Female

29.1% 36.5%

Public Health England’s Longer Lives29 website
includes local data on major causes of death, the
risk factors that lead to these and evidence of
effective interventions. It will also be important to
understand where CCGs are currently performing
better or worse than their peers using tools such
as the Commissioning for Value30 packs that
have recently been prepared and sent to all CCGs.
The CCG Outcomes Tools31 produced by NHS
England can also help CCGs understand their
relative performance on the indicators that
underpin the NHS, Public Health and Adult Social
Care Outcomes Frameworks. An analysis of both
epidemiological trends and current performance
(where comparable outcome data exist) provides a
solid basis for prioritising prevention programmes
and investment.

17

A CALL TO ACTION: COMMISSIONING FOR PREVENTION
INTRODUCTION

THE CASE FOR PREVENTION

COMMISSIONING FOR PREVENTION
ANALYSE

PRIORITISE

IDENTIFY

QUESTIONS FOR CCGS
PLAN

references

MEASURE

Commissioning for prevention

2

Working together with partners and the community, set common goals or
priorities.

As obvious at it sounds, we recommend that
CCGs think carefully about priorities. Good
strategies make choices: they should not attempt
to focus on everything at once even if some
‘business as usual’ activities must nevertheless
go on.
Priorities should also be quantifiable. Prevention
goals may be expressed in a number of ways: for
example, as reductions in the number of years of
life lost from treatable conditions or a reduction
in preventable acute episodes. CCGs will also

want to consider how to quantify early detection;
for example, by modelling expected versus actual
prevalence and incidence to identify areas or
GP practices that may benefit most from early
detection initiatives.32 Tools such as the STAR,33
developed by the London School of Economics
and the Health Foundation, can help CCGs and
their partners compare the relative value of health
interventions and assist with priority setting.
CCG leaders will also need to invest considerable
time ensuring that these priorities are shared.

This is especially the case for preventative
activities. For example, working through Health
and Wellbeing Boards and with local authorities,
schools, housing associations, third sector
partners, patient groups and local employers
may be critical to effective primary prevention
and early detection programmes. Similarly, local
health and social care providers will need to be
engaged when considering how to commission
better secondary prevention. The most effective
prevention programmes enjoy a high level of
shared ownership.
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3

Identify high-impact prevention programmes focused on the top causes of
premature mortality and chronic disability.

Having analysed the main causes of mortality and
disability, the next step is to work together with
colleagues from across the system - including
Directors of Public Health and local government to understand the range of evidence-based
programmes that could address the most
important health problems locally.
CCGs should consider commissioning wellevidenced primary prevention programmes
focused on the key risk factors (see Figure 07)
where they are not already in place. The costeffectiveness of smoking cessation initiatives34 is
well documented. But prevention programmes in
other areas35 are much less common. For instance,
despite the fact that 50% of lifetime mental illness
(excluding dementia) arises by age 1436 prevention
programmes are comparatively rare. And there’s
also a lot we can do to prevent or intervene early
including prevention and early diagnosis of mental

illness, systematic community interventions in
schools to reduce childhood obesity, controlling
the density of alcohol outlets and working with
specialist providers that help people lose weight.
More generally, the NHS could support many more
people to make healthy lifestyle choices by making
every contact with the health service count using
brief interventions and other behaviour change
approaches.

Figure 07 - Primary prevention programme

For every £1 spent on
preventative action
£8 back

on families
with conduct
disorder 37

£18 back

on psychosis 38

£12 back
on primary
care 39

Case study: Weight management
in Norfolk
NHS Norwich CCG and Public Health NHS
Norfolk and Waveney jointly commissioned a
pilot programme with Slimming World as part of
the CCG’s tier 2 weight management services.
Evaluated by the University of East Anglia, at the
end of the first 12 weeks the mean weight loss
was 5.5kg, with 47.4% of participants achieving
5% weight loss and 9.4% achieving 10%
weight loss. Health related quality of life scores
had also increased across all dimensions.
Due to the success of the pilot, an interim
service has been commissioned whilst a
county-wide procurement for tier 2 services
is completed. The CCG is also working with
Slimming World groups to accredit 60 volunteer
community champions and provide easy access
to community physical activity programmes.
Source: NHS England
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Case study: Atrial Fibrillation (AF) Detection Programme in NHS Erewash CCG
NHS Erewash CCG has identified the reduction of health inequalities with a specific focus on cardiovascular
prevention as one of its key strategic priorities. Clinical leads have introduced an Atrial Fibrillation (AF)
detection programme in place of the existing pulse palpation method, using flu clinics and opportunistic
screening during routine consultations to test patients aged 65 and over.
Between June 2012 and January 2013, 6,556 people (37% of the relevant population) aged 65 and over
were screened for AF, and the percentage of patients diagnosed with AF by GP practices in the area has
increased by an average of 7.7%. Analysis suggests that early detection and subsequent treatment with
warfarin will have prevented about eight strokes, of which two or three would have been fatal, already
saving some £144,000 in acute costs, not to mention both the short and long-term rehabilitation and
social care costs.
Source: NHS England

CCGs should also consider what steps they
can take to improve early detection of health
problems. For example, we know that despite
having higher rates of hypertension than many
other countries, we do less than our peers to
control high blood pressure even though it is a key
driver of premature deaths from ischemic heart
disease and stroke, amongst other diseases.40

This is despite a good understanding of how to
diagnose and treat most cases of hypertension in a
cost-effective manner, before it becomes a source
of emergency or acute demand.41

There is substantial unwarranted
variation across England in
well-evidenced early detection
activities such as blood pressure
control and blood glucose
monitoring. This variation
tends to reinforce existing health
inequalities.
Source: Public Health England

Similarly, much of England’s lower cancer survival
rates can be attributed to diagnosing patients at
later stages than our peers.
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Finally, CCGs should consider commissioning
secondary prevention programmes aimed at
preventing the top causes of premature mortality
and chronic disability. It is unclear whether
systematic programmes are in place across the
country to prevent the deterioration of conditions
such as musculoskeletal disorders, mental illness,
substance use, vision and hearing loss despite
evidence that they consume a large proportion
of (acute) expenditure.42 Several studies have
indicated that only a minority of patients benefit
from the full suite of interventions recommended
by NICE for these and other conditions.43

For example, despite having one of the highest
asthma prevalence rates in the world (particularly
for children) - and estimates that three-quarters
of asthma admissions and 90% of deaths are
preventable - NICE’s quality standards have
not been fully implemented everywhere. NICE
calculates that implementation of secondary
prevention interventions could save 2-2.5% of
what is spent on asthma by the NHS each year
(approximately £1bn44).

Only a quarter of adults with
asthma have a self-management
plan even though patients without
a plan are four times more likely to
have an asthma attack requiring
emergency care.
Source: NICE
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4

Plan the resource profile needed to deliver prevention goals.

A meaningful strategy entails choices about
how resources will be committed in the future
to deliver on priorities or goals. As the Call to
Action makes clear, the NHS should not expect
more than a flat real-terms funding settlement (i.e.
no increase above inflation) over the period of the
next Parliament at least. Instead, CCGs will need
to consider allocating their resources differently investing more in prevention by shifting some
resources away from acute provision.
We know there is wide variation in what different
areas expend on the same ‘programme budget’
or health problem, even after the data are
standardised for age, sex, deprivation and so

on. For instance, in the financial year 2008/09 2009/10 the amount spent by different Primary
Care Trusts on cancer inpatients varied nearly 2.5
times (weighted for age, sex and need) across
England.45 This suggests there is considerable
scope for reallocating resources without reducing
quality or outcomes. The recently produced
Commissioning for Value packs will assist CCGs
to identify in which programme budget areas
they are outliers compared to CCGs with similar
populations and deprivation.

Transformation Fund creates a pooled budget
that can be deployed with the agreement
of Health and Wellbeing Boards to invest in
prevention - particularly out-of-hospital services and early detection. However, it is also likely that
existing budgets controlled by other local partners
could be deployed more effectively - be they
schools, local government, local business or health
and care providers. To facilitate this collaboration,
CCGs may wish to consider contracting
approaches that enable risk and resource sharing.

CCGs will also want to consider how they
can leverage the full range of resources to
fund prevention priorities. The Integration
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Case study: Legible London 46
Many people are put off walking around cities and towns
because they do not know the way, signage is inconsistent and
distances aren’t easily identifiable. Based on extensive research,
Legible London helps Londoners choose walking over public
or private transport by presenting ‘wayfinding’ information in
a range of media, including on maps and signs. The initiative
aims to improve population health by supporting residents to
choose walking over public or private transport, but also to
reduce vehicular congestion and air pollution. Used in other
cities around the world, 62% of interviewees stated that the
new system would encourage them to walk more and 91% of
interviewees stated that the system should be rolled out across
the capital.

Finally, it is crucial that reallocation of expenditure
to fund prevention programmes is linked with
a reduction in acute activity and capacity in the
medium-term. Prevention programmes may
reduce demand for expensive acute services,
but in order to be cash releasing for the health
economy as a whole (rather than simply shifting
cost from commissioner to provider) they should
also be linked to planned reductions in acute
capacity. This, of course, is difficult to achieve.
But given the scale of the challenge ahead it is
critical that CCGs five-year plans contain steps for
reducing acute capacity expenditure.

Although its health outcomes have not yet been established,
we do know that even relatively small increases in physical
activity can have a significant health impact. This is also an
example of the type of initiative that can only be implemented
with close collaboration between different public services.
Source: http://www.tfl.gov.uk/microsites/legible-london/

23

A CALL TO ACTION: COMMISSIONING FOR PREVENTION
INTRODUCTION

THE CASE FOR PREVENTION

COMMISSIONING FOR PREVENTION
ANALYSE

PRIORITISE

IDENTIFY

QUESTIONS FOR CCGS
PLAN

references

MEASURE

Commissioning for prevention

5

Measure impact and experiment rapidly.

CCGs will need to experiment
rapidly. This means ensuring that
success can be evaluated quickly
enough to adapt programmes where
they are not working – or scrap
them in favour of more effective
alternatives.

To ensure prevention programmes are working not least to reduce acute expenditure - they
should be measured using a mix of process,
outcome and cost-effectiveness metrics. Where
the evidence or impact of programmes is
uncertain, CCGs and their partners should
consider implementing them with a research or
evaluation design in mind from the beginning. For
example, a number of prevention initiatives have
been implemented in such a way as to enable
randomised control trials (RCTs) to be done.
Although regarded as the gold standard, RCTs are
not the only robust way to evaluate interventions:

they may be impractical, too expensive or too
long-term - in which case there are a number of
alternative approaches.47
CCGs will need to experiment rapidly. This means
ensuring that success can be evaluated quickly
enough to adapt programmes where they are
not working - or scrap them in favour of more
effective alternatives. One reason we have not
historically been good at prevention is that our
knowledge is patchy and incomplete, so it is
essential that CCGs have the room to innovate
whilst at the same time being ruthless about
measuring results.
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Click the image to view or visit:
http://www.youtube.com/watch?v=vuqVdF2k050&t=2m8s

“We need to empower community groups
to transform services. Long-term
condition groups, such as diabetes, can
deliver more relevant care for patients
with a long-term condition.”
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The NHS needs to transform to survive. Health needs arising from long-term conditions are threatening to
overwhelm the NHS. At the same time, public resources are likely to be highly constrained for many years to
come leading to a £30bn funding gap by 2020/21. If we are to tackle the trends that drive this dire economic
forecast, the NHS must get much better at preventing premature mortality and chronic disability.
This thought-piece has outlined an approach CCGs could take to commissioning for better prevention. It is intended to help CCGs as they develop their own five-year
strategies, in line with NHS England’s strategic planning process. As CCG leaders develop their plans, we encourage them to ask three key questions:

1

Have you analysed the key causes
of premature death and chronic
disability locally and set commissioning
priorities that address them?

2

Are your priorities genuinely
common - are they shared with
other local players such as Health and
Wellbeing Boards, local government,
providers, patients and the public?

3

Have you planned a future resource
profile that enables you to reallocate
funding to high-impact prevention
programmes and, as a consequence, to
reduce acute capacity over the medium
term? Are you leveraging the full
range of resources from across the
health economy?

For more information, or to discuss these ideas with the Strategy Unit at NHS England,
please contact england.calltoaction@nhs.net.
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