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The Centre for the Development and Evaluation of Complex Interventions for Public 

Health Improvement (DECIPHer) is a UKCRC Public Health Research Centre of Excellence.  

DECIPHer brings together leading experts from a range of disciplines to tackle public health 

issues such as diet and nutrition; physical activity; and alcohol, tobacco and drugs, with a 

particular focus on developing and evaluating multi-level interventions that will have an 

impact on the health and wellbeing of children and young people.  The Centre, based at 

Cardiff University, Swansea University and the University of Bristol, engages strongly 

with policy, practice and public user communities as our stakeholders, to translate 

the research results into practical outcomes. 

 

 

  

http://www.ukcrc.org/researchcoordination/jointfund/publichealth/
http://www.decipher.uk.net/en/content/cms/people/
http://www.decipher.uk.net/en/content/cms/home/policy-practicioners/
http://www.decipher.uk.net/en/content/cms/home/for-young-people/
http://www.decipher.uk.net/en/content/cms/stakeholders/
http://www.decipher.uk.net/en/content/cms/research/
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Overview  

The intention to review Wales’ health improvement programme in order to provide 

direction for programmes is admirable, demonstrating a commitment to evidence and 

reflection, two qualities often absent from the policy-making process.  We agree with the 

Review’s observation that the current health improvement model is often based upon 

“single approach solutions, silo teams, segregated budgets, inadequate evidence, outcomes 

and/or inappropriate targeting of need” and that this is no longer viable.   However, whilst 

the Review seeks to provide “a robust basis to move forward” its process and methodology 

hinders its ability to do so and affects the Review’s main conclusions and recommendations.  

In the following sections we identify the four main problems that arise in the report and the 

impact of the method on the recommendations.   
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Review Shortcomings 

1. Scope of the review  

The scope of the review is unclear, flawed and appears to have two logically inconsistent 

foci. The scope as described at http://www.wales.nhs.uk/sitesplus/888/page/62972 

indicates a focus on: 

[A] Reviewing the “health improvement programmes or initiatives funded by Public Health 

Wales and the Welsh Government’s Department of Health, Social Services and Children” 

and also  

[B] That “Information on other health improvement or related programmes outside the 

scope of the review are being taken into account to ensure that the review is robust even if 

they are not being actively ‘reviewed’.”  

This second part of the published scope is unclear and in the draft final report seems to 

have morphed into a much wider review of the “wider context of health improvement in 

Wales” with a need to “take account of wider relevant policies which may be linked to 

health improvement”.1  Much of the core methodology of the report appears to have been 

selected with an emphasis on objective [A]. Yet much of what is presented in the report and 

many of the recommendations relate more to objective [B], for which there is no clear or 

appropriate methodology or criteria set out.    

To address objective [B] would require an assessment of health in all policies, including 

those not implemented by Public Health Wales.  The recent Consultation on the Health of 

the People Bill demonstrates the Welsh Government’s commitment to addressing the wider 

determinants of health, however this Review fails to scrutinise the impact of other 

government departments on health outcomes. The review pays little or no attention to key 

areas of health that should be addressed in any review process meeting the ambitious scope 

of objective [B]. For example, mental health was only mentioned once in the final report, 

despite its significance and impact upon other aspects of public health.2  Substance use is 

also missing from the report, even though it has an interactive relationship with other 

aspects of public health.3 

Consequently the report’s conclusions and recommendations are disconnected from the 

evidence reviewed. Many of them appear to be informed by an opaque cocktail of policy 

rhetoric and an inconsistent application of the evidence informed approach attempted in 

the review of health improvement programmes (objective [A]).  For example, final 

recommendations focusing on areas of development such as community assets and social 

marketing have not been subject to the same scrutiny as PHW programmes such as the 

Cooking Bus. There may be good reasons to prefer a specific social marketing intervention 

to the Cooking Bus, but neither the broader theory, principles, evidence nor any other 

criteria are presented in this report for doing so.  

http://www.wales.nhs.uk/sitesplus/888/page/62972
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2. Transparency & the use of evidence  

The recommendations arising from the Programme Budgeting and Marginal Analysis 

(PBMA) report are confusing despite this information being imperative to the translation of 

evaluation outcomes into action. It is difficult to understand how conclusions have been 

reached and why certain intervention programmes have been recommended for 

discontinuation.   

Two examples, in which DECIPHer has a particular interest, since we conducted the research 

and evaluation of the programmes, serve to demonstrate this puzzling inconsistency and 

lack of transparency: the Review recommends the partial disinvestment of the National 

Exercise Referral Scheme (NERS) despite high quality evidence of its effectiveness.4 The 

Review also recommends that the progress of the ASSIST programme should be reviewed 

and monitored despite that fact that it is now recommended within the NICE guidance.5    It 

is unclear how the findings from the PBMA report translated to these findings in the final 

Review.  The PBMA final report clearly differentiates between the Designed to Smile and 

NERS programmes, assessing Designed to Smile as ‘Amber’ and the NERS as ‘Green’.  

However, the overall report recommends partial disinvestment of both Designed to Smile 

and the National Exercise Referral Scheme without any explanation as to why a programme 

labelled as ‘Green’ is assessed in the same way as a programme labelled ‘Amber’.    

Each recommendation made by the report should be consistent with and traceable to a 

clear evaluation of the evidence within the report. But this is clearly not the case, as 

demonstrated by the examples above. The report also recommends ‘social marketing and 

community engagement’ despite the lack of any clear explanation, definition or evidence.  

Neither of these approaches is identified by the PBMA group as effective or potential 

investment areas. So where did this recommendation come from?  

There are substantial risks associated with the inconsistent and opaque use of diverse 

criteria for making both general and specific recommendations. While the case for assets-

based community-led programmes to tackle upstream determinants of health is strong, it 

should not be used to argue against efficient and cost effective behaviour change 

interventions. As understood well before it was codified in the Ottawa Charter, 

complementary and synergistic actions are required at multiple levels, which include (1) 

developing personal skills and (2) reorienting health services as well as (3) policy action, (4) 

supportive environments and (5) stronger communities. Many of the reports’ 

recommendations seem to arise more from a desire to shift from 1+2 towards 4+5 rather 

than by developing evidence based recommendations using appropriate evidence in a 

transparent manner within a clearly defined set of strategic priorities. 

  

http://www.decipher.uk.net/en/content/cms/research/research-projects/ners-evaluation/
http://www.decipher.uk.net/en/content/cms/research/research-projects/assist/
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3.  Unclear definitions and categorisation 

In Section 7, the definitions used to map health improvement spending are confusing.  The 

inconsistent categories make it difficult, if not impossible to adequately make observations 

of the overall spending on health improvement. In the first chart in Section 7 many 

categories overlap and the labels used make it difficult to understand what areas have 

received spending.  For example, the ‘Designed to Smile’ intervention is classed as a 

‘nutritional intervention’ in the absence of a separate category for oral health. It could also 

be argued that since all dental public health is ring-fenced, what is the purpose of its 

inclusion in the review?   

Moreover, the use of ‘life course’ as a separate category is unclear. It seems to be used as a 

very broad term which is not particularly helpful since there would be unlikely to be a 

recommendation for health improvement investment outside the life course. In the second 

graph the ages of the life course are broken down, however the specific categories are not 

described, leading to the questions;  

 At what age do children and young adults become working age adults?  

 When do working age adults become older people?  

 What distinguishes older people from the elderly?  

The budgets vary greatly between each stage of the life course, yet no evidence-based 

explanation or justification of recommendations are provided   For example, it is extremely 

important to invest in the early years as this period of development is a determinant of 

health status throughout the life course6 and can positively affect antecedents to health in 

later life.7  However, this should not be implemented at the expense of investment 

throughout childhood and adulthood, which is equally important due to the high rates of 

obesity, and its associated comorbidities, observed in England and Wales among children 

and adults. For example, 23% of men and 25% of women in England were obese in 20028,  a 

prevalence which is set to rise by 11 million by 2030 in the UK, with a cost to the NHS of 1.9-

2 billion per year.9   

Spending for prenatal/maternal health/early years has a budget of £4,115,113, which 

decreases to between £2 and £3 million for children to older people. Meanwhile, the elderly 

receive a mere £175,946 in spending, without any explanation if this is adequate to support 

a life-course approach.    Far from being ignored, investments in the elderly, including social 

care, can lead to huge improvements in quality of life and save the NHS money, time and 

resources. For example, approximately 60,000 older adults fracture their hips every year 

and an analysis of 100 hip fractures found a mean hospital stay of 23 days with a mean cost 

to the NHS of £12,163 per patient.10  After the incident, 51% of older adults over the age of 

90 die within a year.11  Small increases in physical activity can improve balance, physical 

function and prevent the deterioration of bone strength, factors which can both help to 

prevent falls and subsequent hip fractures and aid recovery. Physical activity has been 
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associated with a 20-40% decreased risk of hip fracture.12 This emphasises the need to 

ensure that budgets are evidence-based and contextualised with other related policies and 

budgets. 
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4.  Lack of on-going value  

Overall, the review is high on rhetoric but lacks the substance of a forward facing 

implementation plan.  For example, the Review states that Wales needs to ‘work 

collaboratively and systematically plan action to reduce the health inequality gap’ and 

‘ensuring health improvement becomes everybody’s business will be crucial to making this a 

reality’. In order to work towards transforming health improvement in Wales, we need to 

create specific and detailed action plans of how and why changes will be implemented, 

rather than simply planning to make more plans.   These should promote joined up working, 

be inclusive of a wide range of non-health policy areas and move away from the old-

fashioned silo style of working. 

A plan of action using joined-up policies should be implemented and tailored towards 

eliciting health improvement in the whole of Wales not just within the scope of Public 

Health Wales, as is recommended by the HOTP Bill. This could be implemented by the 

mainstreaming of NHS budgets, on-going monitoring of efficiency and evaluating the impact 

of non-health policies. By creating such a strategy, the ‘tools’ or interventions will be utilised 

more effectively.    

The future of health improvement in Wales Review needs to be based on the creation and 

implementation of action plans that promote joined-up working and are inclusive of a wide 

range of non-health policy areas. These action plans should be based upon a rigorous and 

transparent evaluation of high quality evidence.' 

Public Health Improvement in Wales is at a critical juncture and requires a forward looking 

strategic plan that develops effective systems and structures to maximise the health gain 

achieved from actions and expenditure across government policy areas. With respect to the 

wider determinants of health and the potential health improvements that can be achieved 

across other policy areas, the Green Paper for a potential Public Health Bill in Wales 

indicated many positive steps that can be taken to establish mandatory processes to assess 

and improve the health impacts of such policies. 

Within the remit of the Department of Health, Social Services and Children (DHSSC), we 

believe that it is essential to develop processes to increase the proportion of expenditure 

allocated to health improvement and to drive up the efficiency and equity of health 

improvement. The current review is a rather unfocussed and poorly conducted cross 

sectional snapshot of a situation that has been influenced by opportunisms, historical 

contexts and haphazard planning. What is needed now is a dynamic process of continual 

evaluation and communication to develop detailed and relevant plans that are readily 

translated into action.   

The recommendation to draw on NICE guidance to inform policy and practice is strongly 

supported by DECIPHer and should be routine and central to resource allocation decisions in 
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DHSSC. Such guidance provides critical ammunition to argue for a larger proportion of 

health spending to be allocated to prevention and public health, since from individually 

focussed behaviour change interventions to complex multilevel community interventions, 

the guidance and underlying effectiveness and cost effectiveness reviews typically find 

public health interventions and programmes to be more cost effective than the majority of 

health care interventions. 

We would recommend an on-going process be applied to all decisions regarding the content 

and implementation of public health improvement programmes. Such a process would 

involve the identification of:  

 Strategic priorities; 

 Specific needs; 

 Potential interventions; 

 The resources needed to support their implementation.  

 

Interventions would be taken forward if recommended by NICE guidance or clearly 

supported by high quality appropriate relevant evidence. Where this is lacking, the decision 

whether or not to take forward the intervention could be based on political or other factors, 

or could be taken on the basis of implementing it on an experimental basis within a high 

quality evaluation to develop the evidence base. The Public Health Improvement Research 

Network in Wales (PHIRN) and the work of DECIPHer has increasingly been recognised 

internationally for facilitating a number of innovative policy trials to provide high quality 

evidence of effectiveness within experimental implementation of new programmes (such as 

Free Breakfasts, Exercise Referral, Strengthening Families Programme). Wales is also 

fortunate in having one of the most extensive and integrated systems to track the impact of 

policies, and the distribution of interventions and exposures and their impacts on health and 

a wide variety of social outcomes in the form of the Secure Anonymised Information Linkage 

(SAIL) system. 

The diagram in section 10.2 attempts to describe a set of criteria to inform a way forward 

and the list of bullets on p.42 to set out key functions. But neither of these is a process or 

system to be taken forward. And neither list seems to indicate that it may be a good idea to 

use the existing evidence base to decide what to take forward, which is a shocking omission. 

Indeed, much of the tenor of this section ‘the way forward’ seems to be dominated by the 

need to move towards rhetoric-driven rather than evidence-informed approaches. The 

emphasis on community empowerment and localism seems to be set up as salient and of 

greater importance than evidence, and nowhere does the report acknowledge the growing 

international evidence that supporting communities to engage with needs assessment and 

evidence informed decision making processes to maximise relevance, ownership, adoption 

implementation and sustainability of high quality effective programmes (rather than locally 

inspired square wheels) is the most promising way forward. 
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Therefore, although the report is generally very disappointing in setting out processes which 

can be applied to (1) increase the influence of the health lens outside the DHSSC, (2) 

increase the share of DHSSC expenditure on health improvement and (3) increase the 

efficiency of health improvement programme expenditure, we do welcome 

“Recommendation 6, Point 1: Public Health Wales and partners to develop 

Academic/Service Collaboration with Universities across Wales, Population Health 

Improvement Research Network (PHIRN) to strengthen academic expertise, facilitate 

research funding bids and improved the use of evidence in practice, including standardised 

evaluation frameworks”. We are keen to contribute to developing processes to evaluate 

interventions taken forward on an experimental basis.  
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