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29 April, 10:00am-12noon 

Meridian Court, 5 Cadogan Street, Glasgow, Room 6.5

AGENDA

Chair:	 Colin Fischbacher


	Item no.
	Agenda Item
	Papers
	Lead
	Time

	1. 
	Welcome and apologies

	
	Colin Fischbacher
	10.00

	2. 
	Note of last meeting 
	
	Colin Fischbacher

	10:05

	3. 
	Reports/updates:
a) Cardiff workshop & London workshop to come
b) 5 nations public health peer network
c) CMO report

	







	Gerry McCartney
	
10.10

10.20

10.25

	4. 
	Strategy for mortality work
(to cover: briefing ministers and sponsors; developing framing, narrative, recommendations; prospective monitoring)
	

	
	10.30

	5. 
	Collaborative project updates:
a) Spatial analysis
b) Seasonality
c) Service pressures
d) Austerity
e) Flu
f) Decomposition analysis

	
	
Claire
Lynda/Jon
Christina
Gerry
Jim
Julie
	
10.45
10.55
11.05
11.15
11.25
11.35

	6. 
	Updates from around the room
	
	Group
Members

	11.45

	7. 
	AOB
	
	
	11.55

	8. 
	DONM
August 6th from 1pm to 3pm-room 6.5 Meridian Court-Glasgow

November 7th from 10am to 12pm-room 5.5 Meridian Court-Glasgow
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		Mortality Trends Workshop

key notes and concepts



		Date of meeting

		Thursday, 21st March 2019



		Time of meeting

		10.00 – 15.30



		Venue for meeting

		East One Suite, Novotel, Tyndall Street, Cardiff



		Version

		V0b







		Welcome and context



		CH welcomed all to the meeting.



The previously consistent improvement in life expectancy in the UK since World War Two has faltered since 2010/11. This change has been seen internationally, though not universally, and with the US and UK most markedly affected. Within the UK recent life expectancy figures have fallen in some areas, especially Wales and Scotland, which is a major concern. 



This meeting follows on from the November workshop in Scotland. It builds upon the hypotheses themes generated at that workshop in order to further understand the causes of these changes and share learning to inform future action. It is an opportunity to contribute to developing draft protocols relating to austerity/economic downturn, health and social care services and influenza. This is a round-table discussion can:

· Suggest lines of inquiry

· Identify pitfalls and opportunities

· Seek opportunities for collaboration







		[bookmark: _GoBack]Update from Scotland: Workshop, overview of hypotheses, subsequent releases



		GMcC presented a summary of the Scottish workshop and subsequent work (see PowerPoint).



Of the eight hypotheses resulting from the previous workshop, greater emphasis was on austerity and economic downturn, influenza, loneliness/ decreased social networks, mental health, obesity and weather.



Protocol development allows for transparently testing explanatory hypotheses. It is an opportunity for collaboration and if this works as a model it is expected that further hypotheses will emerge.



GMcC also summarised outputs since the workshop:

1. Comparison of life expectancy trends across high income countries (link, pre-publication website) 

1. Paper examining how the mortality trends have impacted on inequalities in life expectancy in Scotland (link).







		Other updates since November workshop



		There have been three (ONS) publications since the last workshop and the excess winter mortality bulletin was published in November: 

· Excess Winter Mortality

· Health State Life Expectancy

· Avoidable Mortality

A life expectancy release will be coming out 27.03.2019, also.



OECD have released Trends in life expectancy in EU and other OECD countries 



Among the discussion points were:

· Changes are seen across all age groups, though the dominant causes contributing to change vary. 

· Decomposition analysis undertaken by National Records of Scotland found rises in perinatal mortality, suicide (esp 25-29 year old males), drug related deaths (peak mid 40s). These features in common with analyses elsewhere as is the pattern of a decline in the gains made from cardiovascular disease and an increase in deaths coded as dementia.

· It was also noted that:

· the definition of avoidable and preventable (in relation to drug-related deaths) had changed; 

· for the decomposition analysis, the National Records of Scotland separated drug-related deaths and suicides, as there is overlap, so there is a consistent measure of drug-related over time.





		Hypotheses one – Influenza



		Dr JMcM introduced the hypotheses relating to influenza  -see ‘What contribution did influenza make to the excess mortality observed in the winters of 2017/18 & 2018/19’ presentation



· There is a correlation between respiratory infection - although predominantly influenza, and excess mortality described in winter seasons. 

· There is a variable clinical attack rate of influenza each season and individuals most at risk of developing complications from this pose the greatest challenge for the health service.

· The effectiveness of seasonal influenza vaccines can vary. 

· 2017/18 was different seasons in terms of viral dominance and vaccine effectiveness was rather poor.

Discussion included:

· These findings mirrored those in Wales and presented a convincing argument that the variants of AHB that rose in 2014 had an impact on seasonal mortality. Also, within AHB there is a variety of different subtypes that can circulate.

· The A strain tends to have a greater impact on global mortality than B, and seems to have more propensity to cause an epidemic.

· Questions that could be explored further: 

· What contribution to the overall mortality trends does flu make?

· What is the contribution of influenza to deaths with a different underlying cause of death (including, eg dementia)





		Hypotheses two – Economic Recession and Austerity



		GMcC discussed the hypotheses with a supporting draft protocol and presentation. 



Discussion points included:

· How to define and measure ‘austerity’, and whether and how this could be separated from the impact of economic down turn

· Consistency of exposure measures international and within-UK is likely to be challenging

· Need for the right expertise – in relation to economy and also social science

· Potential to identify macro variables that could summarise the sorts of areas austerity is broken down into; welfare payments, access to social services. 

· Can the key pathways through which austerity might operate be described and measured? A more simple approach may be better than an overly complex approach

· Lag time to outcomes: 2 years may not have empirical basis but seems reasonable

· It could be explored whether there had been a turning point in IHD prior to any global financial crisis or austerity

· ONS have key expertise in relevant exposure measures and there is likely a need for 4 nations contribution for specific measures, eg relating to local authority spend





		Hypotheses three – Health and Social Care Services



		CW discussed the hypotheses and protocol approach with a supporting presentation.



Discussion included:

· That the healthcare and social care pressures may play out differently, with social care pressures affecting older adults more. 

· It is difficult to compare measures of deprivation across the four nations and this is an area for further work. 

· Consistency across nations will have challenges given different health and social care structures and policies

· Hypotheses are complex and important that approach was achievable.

· The outcome measures in this protocol could/should have a read-across to previous hypothesis 

· Unmet need is important but challenging to assess 

· Vacancies may be a possible exposure variable; however, interpretation is not straight forward

· Are health and care service pressures a potential explanation for the international picture, if so how could this be explored? 

· Given what we know about causes of death, some may be more directly explainable by health and care pressures (eg perinatal mortality) than others (eg substance misuse) 

· Value in looking at the current and previous period in relation to other countries; are we looking at the trend of the UK over time or trend of the UK against other countries

· Input from all four nations needed if looking to compare service pressures across the UK





		Next steps



		Hypotheses one – three



· It was recognised that the austerity/economic hypothesis is closely related to the health and social care hypotheses

· Considering these from an international comparison angle (austerity and down-turn and related national health and care spend) and within UK angle (esp health and care services) may be more fruitful than current framing

· There is a need for contributions from those with familiarity of the datasets within specific countries 



Action:	CWh to identify suitable ONS expert for measurement of economic areas and the measurement of government performance

Action:	At least one person to be nominated from each nation by agencies, as a first point-of-contact so as to develop the two hypotheses further



For the influenza hypotheses, JMc said there was merit in aligning with SC and the information available to them linking with colleagues across five nations. A five nations influenza meeting will be held in May this year. SC said there are two pieces of work currently being undertaken within Wales that can contribute.



Action:	All to provide direct comments to CW, GM and JMc on all of 			the protocols and methods shared



Future workshops



It was agreed:

· to continue with a further work workshop,

· next should focus on existing hypotheses and further refinement, rather than moving to other research questions,

· there should be opportunities for colleagues to present and share what they are currently working on or planning,

· it would be useful to continue to engage different UK nations in hosting workshops, and England may the best location for a next workshop,

· the next meeting should be held in approximately three months





		Final thoughts



		There is a need for a sense of urgency 

· Our agencies, at the top, need to be aware of this issue and understand the severity of the situation

· We should consider offering a summary and high level advice to governments and agencies

The overall picture

· There is no one clear explanation, and these hypotheses represent pieces of a puzzle 

· Keep it simple to begin with, as it is a very complex system

· We need to be scientific and rigorous in our approach 

· Many of the issues are interconnected and future hypotheses, as well as those discussed, will possibly combine 

Four nations approach

· Coming together from different UK nations allows us to consider not just within area changes, but how this differs from the rest of the UK, it is not about ‘one size fits all’

· Surveillance could be harmonised for future for these types of issues

· There is value in consistency of approach and getting the right  contacts is key

Other opportunities 

· There is an opportunity for a better understanding of vulnerability in certain older people, potentially linking hospital episode data, census data and mortality data. The Administrative Data Research Partnership (including ADRC-Wales) and the Digital Economies Act could provide opportunities 

· There are advantages in looking at mortality data over a relatively long period of time

· We should look at indicators of mental health service pressures

· There is potential for health inequalities monitoring across nations

· There will inevitably be things we cannot answer. We should consider having a particular session to discuss things we would like to be able to do in future but for which funding is currently unavailable

· This work can further our understanding for future health surveillance

· There is an opportunity to draft a joint statement on what we, as agencies, are concerned about

CH thanked the group for their participation during this session and the meeting closed.







		Present:



		Dr Ciarán Humphreys	(CH) 

		Chair - Director of Health Intelligence, Public Health Wales



		Nathan Lester 		(NL)

		Head of Observatory Analytical Team, Public Health Wales



		Dr Kirsty Little 		(KL) 

		Consultant in Public Health, Public Health Wales



		Gerry McCartney 		(GM)

		Head of Public Health Observatory Division, NHS Scotland



		Clare Campbell 		(CC)

		Public Health Scientist, NHS Fife



		Julie Ramsay 		(JR)

		Statistician, National Records of Scotland



		Merilynn Pratt 		(MP)

		[Job title],Office for National Statistics



		Chris White 			(CWh)

		[Job title],Office for National Statistics



		Jiao Song 			(JS)

		Public Health Research Statistician, Public Health Wales 



		Adele Graham 		(AD)

		Senior Health Intelligence Manager, Health and Social Care Northern Ireland



		John Watkins 		(JW)

		Honorary Consultant in Public Health Medicine, Public Health Wales 



		Dr Christina Wraw		(CW)

		Public Health Intelligence Advisor, NHS Scotland



		Dr Jim McMenamin 	(JMc) 

		Consultant Epidemiologist/ Interim Clinical Director, Health Protection Scotland



		Malorie Perry 		(MP)

		Epidemiologist, Public Health Wales



		Dr Jon Minton 		(JM)

		[job title,] NHS Scotland



		Simon Cottrell 		(SC)

		Principal Epidemiologist, Public Health Wales



		Gavin Collins	 		(GC)

		Minute taker



		Abbie Waters 		(AW)

		Meeting support



		Via teleconference:



		Prof Mike Murphy 		(MM)      

		Professor of Demography, London School of Economics and Political Science



		Justine Fitzpatrick 		(JF)        

		Head of Epidemiology and Surveillance (non-communicable disease),Public Health England



		Meeting support:



		Gavin Collins	 		(GC)

		Public Health Wales



		Abbie Waters 		(AW)

		Public Health Wales
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Item 3b- request for 5 nations group.docx
Request to the Five Nations Public Health Peer Network in response to the recent mortality trends 



Gerry McCartney 

gmccartney@nhs.net 

NHS Health Scotland

[bookmark: _GoBack]22nd April 2019 



Background



The trends in mortality rates and life expectancy have improved much more slowly, or have even worsened, since around 2012. This has happened across many, but not all, high income countries (including all of the constituent nations of the UK). Inequalities in mortality and life expectancy have substantially worsened over this period as the impact of the changes has been seen disproportionately in the most deprived areas. The evidence suggests that this is likely to have been caused by various aspects of austerity policies that have been introduced across many high income countries since around 2010. This has caused pressure on health and social services. Influenza outbreaks are also likely to have made a contribution. This trend represents probably the most important public health challenge in several decades. 



What do we want to achieve? 



The mortality trends improve (and inequalities narrow), such that there is (at least) ‘catch-up’ to the previous trends (both the mortality rate level and rate of improvement).  



What are the steps to achieving this aim? 



1. Recognition that this is the priority public health issue presently, and one of the most important public policy issues across high income countries. 

2. We provide consistent, evidence informed and actionable public health advice and evidence across all relevant jurisdictions. 

3. Policymakers (elected politicians and civil servants in legislatures that have powers over taxes, public spending and health policy) understand the causes of the recent trends and the effective actions that they can advise, propose and implement. 

4. The public are sufficiently well informed such that they understand, demand and support effective actions by policymakers. 

5. Effective policy is introduced across all relevant governments and administrations. 



Note that it is possible (or even likely) that the policy direction may change to become more, or less, effective at changing the mortality trends due to factors independent to the steps above. For example, policy may change in response to changes in governments, a new recession, or other political or economic events. However, public health can and should play a clear leading role in informing policy given the importance of the mortality outcomes in society. 






What are the challenges for achieving this aim? 



There are a range of challenges for public health in achieving the overall desired outcome, not least in creating a shared understanding of the causes of the trends and implications for policymakers, and how we consistently and effectively communicate our messages.  



· We need a shared understanding of the probable and possible causes of the recent mortality trends based on the available evidence. 

· We need a shared narrative and frame for how we communicate the mortality trends. 

· We need to have clear and actionable recommendations for policymakers at all levels. 

· We need active structures to co-ordinate the analytical work required to deepen our understanding of the phenomenon.

· We need commitment and resourcing to undertake the outstanding research work. 



What commitment do we need from you? 



There is an existing network for this work across the UK nations (the RoI has not yet been invited to participate but would be very welcome to do so). We have thus far met as a group twice:



· Edinburgh, November 2018 (see  for the programme, presentations and note)

· Cardiff, March 2019 (the details of this will soon be posted on the Public Health Wales website) 



We are in the process of planning the next meeting for London, hosted by Public Health England, on Thursday 20th June 2019. 



This group aims to co-ordinate the workplan detailed above. We therefore need your organisation to do the following: 



1. Ensure that the key people leading this area of work in your jurisdiction are fully engaged in the network by attending meetings and between-meeting correspondence. 

2. Make analytical and research time available to lead and collaborate on the work to reduce the uncertainties in the evidence base. In Scotland we have in the region of 5 WTEs working on explaining the mortality trends (not including background work on influenza or routine mortality reporting). 

3. Commit to working on a shared narrative and set of advice for policymakers and the public to ensure that we have an appropriate public health response to the scale of the challenge that faces us. This will be the subject of discussion at the meeting in London on 20th June. 

4. Remain informed across the organization about this work and its implications.
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Item 4 - draft strategy for mortality trends.docx
A strategy for fulfilling our duties in response to the recent mortality trends and to lead an effective public health response 



Gerry McCartney and Lynda Fenton





Introduction



There is substantial and growing evidence that we have seen a marked deterioration in the trend in mortality rates since around 2012 in Scotland, and the rest of the UK. We, as a public health community, must (and must be seen to) respond in a timely, proportionate and effective way in order to lead the changes that will protect the population from further harm. Summary mortality measures, such as life expectancy, normally provide an insensitive indicator of population health and well-being. The fact that we are seeing negative trends reflected in overall mortality undoubtedly gives us cause for concern for the health of our population. Although there is work to do to elucidate specific drivers and mechanisms, detailed analyses of the recent trends so far indicate that there are widespread and worrying changes in mortality across several age groups, causes of death, and geographical areas, suggesting that our response is going to require input across the whole spectrum of public health expertise and responsibility. In this strategy we seek to describe the steps we need to take to lead to implement the necessary changes, and outline the current opportunities and challenges.



What do we want to achieve? 



The mortality trends improve (and inequalities narrow), such that there is (at least) ‘catch-up’ to the previous trends. This would involve improving the rate of improvement back to the rapid improvement rates seen (for example) during the 2000s and the rates of improvement in inequalities seen between the 1950s and the 1970s.  



What are the steps to achieving this aim? 



1. Recognition that this is the priority public health issue presently, and one of the most important public policy issues across high income countries. 

2. Public health advice is consistent, evidence informed and actionable across all relevant jurisdictions. 

3. Policymakers (elected politicians and civil servants in legislatures which have powers over taxes, public spending and health policy) understand the causes of the recent trends and the effective actions that should be taken. 

4. Local policymakers within councils, health boards, public agencies and practitioners across the public sector understand the contributions they can make to improve the mortality trends. 

5. The public are sufficiently well informed such that they support and demand effective actions by policymakers. 

6. Effective policy and practice is introduced across all relevant jurisdictions. 



Note that it is possible (or even likely) that the policy direction may change to become more, or less, effective at changing the mortality trends due to factors independent to the steps above. For example, policy may change in response to a change in government, a new recession, or other political or economic events. However, public health can and should play a clear leading role in changing policy given the importance of the mortality outcomes in society. 



What are the challenges for achieving this aim? 



There are a range of challenges for public health in achieving the overall desired outcome. These are detailed in Table 1 below. 



An important early step is to clearly articulate what actions and decisions we are calling on policymakers, public health professionals, agencies, councils and others to implement. At present we have some high level recommendations (e.g. reverse/mitigate the cuts to social security benefits; increase local government funding according to need) but these need further detail and need to be expanded so that all relevant groups and individuals are clear on their own role. 



Next steps and tasks 



1. Discuss, edit and agree strategy with key informants. 

2. Clarify initial requests to 5 nations group (senior involvement in co-ordinating group, collaboration on associated research programme, consistent messages and framing). 

3. Formalise the existing 4 nations workshop group, expand as required (e.g. academics, Republic of Ireland). 

4. Clarify the analytical work programme, priorities, timescales, tasks that can be delegated, projects for collaboration. 

5. Develop a frame and narrative for the work. 

6. Develop a clearer evidence-informed list of recommendations. 

7. Brief third sector organisations. 

8. Brief civil servants and politicians. 



Working draft 22nd April 2019
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Table 1 – Challenges and possible responses 



		Challenge

		

		Possible responses and suggested approach



		Evidence issues

		Uncertainties about what is causing the trends

		Develop a current position based on ‘good enough’ evidence



		

		Lack of clear and actionable recommendations

		



		

		Lack of evidence on the causal pathways 

		Use examples of evidence that we do have from the existing academic papers



		

		No shared perspective on how much evidence and data is enough

		Do a short summary narrative emphasising the quality of the evidence currently available to support different hypotheses



		

		No consensus on the evidence base

		



		

		Focus on descriptive epidemiology

		Create a shared work programme for PH agencies to collaborate on



		

		Lack of causal research and hypothesis testing

		



		Communication and framing

		Currently we have either a ‘crisis’ narrative or ‘nothing to see here’ narrative 

		Develop a clear and actionable frame and key messages statement and keep updated [based on duty of care to population; corporate duty to act and knowledge that we will be asked in due course what we did; take the opportunity to lead health improvement] 



		

		No clear understandable and actionable narrative 

		



		

		Different messages from different agencies

		Develop a consensus statement for public health agencies to sign up to 



		

		Politicisation and polarising implications 

		Use third parties to warm up decision-makers (e.g. FPH, JRF, Oxfam, Alliance?) 



		Analytical 

		Multiple complex projects

		Develop a collaborative research programme framework with overall co-ordinating group and secretariat, and project groups for each piece of contributing research. This should involve the relevant agencies within and outside Scotland. 



[Not at all sure about how to co-ordinate this in terms of the research collaborations with outside Scotland; and whether/how to involve policymakers in this] 



		

		Difficult to maintain focus and priority 

		



		

		Data gaps

		



		

		Difficulties for some organisations to do research on particular aspects of work 

		



		Co-ordination

		Lots of duplication within Scotland and between UK nations and beyond 

		



		

		Lack of clear request of other public health agencies 

		



		Relationships

		Within public health in Scotland

		Use/build on the existing SIG structure



		

		With Scottish Government

		Building on existing SIG and contacts, brief key civil servants and politicians with newly framed and actionable outputs 



		

		With other UK agencies

		Formalising the existing 4 nations collaboration workshop structure 



		

		With academics 

		Involvement in the research programme and collaboration structure 



		Time

		The work is urgent and important but the team have competing demands on their time

		Reduce the competing demands on the team leading on this and others working on it. This will require prioritisation across several agencies, including HS, and taking other work/responsibilities off them. 
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Mortality trends workshop plan



Hosted by PHE in London

Thursday 20th June 2019



Gerry McCartney and Justine Fitzpatrick 



Background

Mortality and life expectancy trends changed around 2012 across many high income countries. We need to have an appropriate public health response to this. Given that the challenges are common across nations it makes sense to collaborate and co-ordinate where possible. There have been two workshops thus far bringing together colleagues working in this area across the UK nations (in Edinburgh and Cardiff). This document outlines the plan for the third such workshop. 



Aims 



General: 

1. To deepen the collaboration and co-ordination of public agencies in their response to the mortality and life expectancy trends. 

2. To share work and resources wherever possible. 

3. To ensure that we have an appropriate public health response to the trends. 



Specific to this workshop: 

1. Refinement of our approach to testing hypotheses on flu, austerity and service pressures. 

2. Sharing of new work. 

3. Development of a shared narrative for policymakers and the media. 



Agenda



10.00	Welcome

10.05	Our approach to testing the austerity hypothesis – update and discussion. [Gerry McCartney can lead on this]

11.05	Our approach to testing the service pressures hypotheses – update and discussion. [Christina Wraw from Scotland can lead on this] 

12.05	Lunch

12.50	Our approach to testing the flu hypothesis – update and discussion. [This is a bit of a gap following the last meeting. We are doing some relevant work but it doesn’t directly address the question. If we don’t have a refined approach to this it would still be worth discussing how we get to that point]

13.50	Developing a shared narrative – proposal and discussion. [Gerry McCartney can lead on this]

15.15	Break 

15.30	Updates on new work (perhaps 3 x 10mins depending on what has come out)

16.00	Summarise actions and agree venue and timing of next meeting 



Invitees



· Core leads from each agency (PHE, PHW, NI, Scotland, ONS, NRS) and leads for relevant workstreams. 



Things to be done now



1. Agree/refine agenda

2. Agree list of invitees and get invites out to hold the date

3. Book venue/catering etc. 

4. Ensure responsibilities for agenda items are clear and papers are produced and circulated in time. I’d want to circulate something on the shared narrative in advance for discussion. 

5. Agree chairing duties and what will be done with workshop note. 
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