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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No 39: February 2019

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)


	

	
Update of National Child Measurement Programme (NCMP) on Fingertips
On Tuesday (15 January), PHE  published the National Child Measurement Programme (NCMP) and Child Obesity Local Authority Profile. The update includes 2017/18 data for all indicators broken down by region and local authority areas. It also includes historic trend data for the prevalence of severe obesity in children and a new indicator – Slope Index of Inequality (SII) – which shows inequalities in child obesity prevalence across England as a whole.  SII data at local authority level will be added in a forthcoming update. The Profile can be found on  the PHE Fingertips platform and a brief statistical update is also available. 


Children’s public health for 0 to 5 year-olds: quarter 2 data published for 2018/19
There is firm evidence of how public health in the early years can achieve good health and wellbeing for children now and in the future. This is brought together in the national Healthy Child Programme, the 0-5 element of which is led by health visiting services. Quarter 2 data for 2018 to 2019 (including refreshed data for quarter 1) has now been published for local authorities, PHE centres and England to inform the development of these services locally:
· The breastfeeding at 6 to 8 weeks after birth statistics show the percentage of mothers who continue breastfeeding, providing health benefits for mothers and babies which are experienced well beyond the period of breastfeeding itself.
· The health visitor service delivery metrics cover the antenatal check, new birth visit, 6 to 8 week review, 12 month assessment and 2- 2½ year assessment (including coverage of the Ages and Stages Questionnaire - ASQ-3). 
· The child development outcomes at 2 – 2 ½ years data looks at the percentage of children who were at or above the expected level in communication skills, gross motor skills, fine motor skills, problem solving skills, personal-social skills and in all five areas of development using data from the ASQ-3 questionnaire.



Ethnic disparities in child obesity
PHE has published a statistical analysis of the differences in child obesity by ethnic group. The analysis used National Child Measurement Programme data to show how child obesity prevalence varies by ethnicity after adjustment for other explanatory variables. It found that ethnicity has an independent effect on obesity prevalence in both Year 6 and Reception boys and girls; and that ethnic disparities in obesity prevalence are in general greater in Year 6 than in Reception. There are smaller disparities between the sexes in Reception than in Year 6.



LGA Case Studies on National Child Measurement Programme (NCMP) use
To complement the NCMP Elected Members Briefing, published in 2013 when responsibility passed to councils, a set of case studies illustrating how local authorities have innovatively used the NCMP data has now been published on the Local Government Association’s Publications page. The case studies include exploring new technologies and working with a range of external agencies locally to tackle childhood obesity and health inequalities.


Key Performance Indicators: tier 2 weight management Services
Key Performance Indicators: tier 2 weight management services for children and their families has now been published. It's available at the following url: https://www.gov.uk/government/publications/kpis-tier-2-weight-management-services-for-children


Change4Life Sugar Swaps campaign
PHE’s annual Change4Life campaign launched on 2 January, encouraging parents to “make a swap when you next shop”, to cut down on sugar and help tackle growing rates of childhood obesity. The campaign led with the news that the average 10 year old in the UK has already consumed 18 years’ worth of sugar and urged parents to swap juice drinks, breakfast cereals and yoghurts to no or low sugar versions, to cut their children’s sugar intake by at least half in these products. 

Parents can also look out for the ‘Good Choice’ badge when shopping for the family. 
You can find a range of resources on the Campaign Resource Centre to support the campaign locally.


Start4Life campaign
On Wednesday 6th February 2019, Public Health England (PHE) will launch its first ever Start4Life campaign offering parents support and advice on introducing solid foods to their baby, during what can be a confusing time. A brand-new weaning hub has been launched on the Start4Life website to help parents during their weaning journey. Packed with NHS-approved advice and tips for each weaning stage, plus simple, healthy weaning recipes, it puts everything parents need to know in one place. 

If you have already placed a pre-order, you can expect your resources to arrive by Monday 4th February. If you weren't able to pre-order, all resources will be available to order from the Campaign Resource Centre from launch date.


PHE Children, Young People & Families Team – January 19 Update 




Discovery phase applicants for Childhood Obesity Trailblazer Programme (COTP) announced
The Local Government Association (LGA),  in association with the Department of Health and Social Care (DHSC) and PHE,  has announced the 13 councils in England selected to undertake the discovery phase of the Childhood Obesity Trailblazer Programme (COTP). A deliverable of the Childhood Obesity Plan, initial funding and support will help the selected councils to develop a detailed proposal for the full three-year programme. At the end of the discovery phase in late April 2019, councils will submit their proposals for the three-year Trailblazer Programme. The three-year programme is anticipated to commence in late May, with up to five councils selected to implement their plans. Over the three years, trailblazer authorities will develop, deliver, review and expand their plans.


School Nurse Consultation
The British Youth Council are carrying out a School Nurse Consultation 2019 for Public Health England, to engage young people to find out their views about school nursing. The consultation is now live and will close on Thursday 28th February. Please will you share far and wide with young people so that we can engage and listen to their views and experiences.



	

	
Living Well 


	

			"How Are You?" Campaign Now Live
The "How Are You?" campaign is now live and encouraging adults to kick-start 2019 by taking the free "How Are You?" health quiz.
With your help, we'd like to encourage adults to think about how their current lifestyle could be impacting their health, and support them to make positive changes, whether that be eating better, stopping smoking, cutting down on drinking or getting active. At the end of the quiz, people receive a health score and personalised advice. The quiz also signposts users to a range of Public Health England apps to support their health and wellbeing.






MSK Champions Versus Arthritis
Versus Arthritis are delighted to announce that we’ll shortly be open for applications for the second round of the MSK Champions programme; a prestigious leadership development opportunity. 
Together with international business school Ashridge Executive Education, they have created a bespoke leadership initiative, which will support you to become a Champion of musculoskeletal care. You’ll join a galvanized community of role models and ambassadors who champion change and work together to improve musculoskeletal care.
Are you passionate about leading change in MSK care? If so, applications for the second cohort are live from Monday 14th January 2019 and the programme will start in June 2019. 
If you would like to find out more about this opportunity and how to apply please email Versus Arthritis or visit their website. 
 
Key dates: 
· Monday 14th January – open for applications 
· Sunday 3rd March – deadline for applications 
· 29 March, 4 April, 5 April, 9 April, 12 April- interviews in London 
 
Programme dates 
· Online induction 23rd May at 10:00 am
· Module 1 (residential at Ashridge) - 26-28 June 2019 
· Module 2 (residential at Ashridge) – 25-27 September 2019 
· Module 3 (residential at Ashridge) – 22-24 January 2020 
· Module 4 (residential at Ashridge) – 13-15 May 2020 
· Module 5 (residential at Ashridge) – 23-25 September 2020 











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

[bookmark: _Hlk536775194]Do reductions in ghrelin contribute towards antipsychotic-induced weight gain?
Please see click here to view full document. 



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

[bookmark: _Hlk536775222]Everybody active, every day: framework for physical activity
An evidence-based approach for national and local action to address the physical inactivity epidemic. Click here to download the document. 


Cycling and walking for individual, population and health system benefits
Cycling and walking for individual, population and health system benefits: a rapid evidence review for health and care system decision-makers webinar was held on 29th January. See attached presentation if you missed the webinar. 



                              

[bookmark: _Hlk536775251]WHO Global Action Plan on Physical Activity 2018-2030
· Launch and dissemination of WHO Let’s Be Active Campaign  - the WHO umbrella initiative for GAPPA implementation and the promotion of physical activity; this includes the Let’s Be Active logo available in 6 UN languages, as well as the 90 second Let’s Be Active video available and freely available to use (translation into all 6 UN languages is currently underway and due early 2019); and the Let’s Be Active football developed to support the launch and GAPPA dissemination initiatives. 
· Launch of the WHO ACTIVE technical tool at ISPAH2018 in London hosted by the International Society of Physical Activity, Public Health England, Sport England and HEPA Europe (the European Network for physical activity) – The WHO ACTIVE will be a set of ‘how to’ implementation resources covering the policy recommendations of GAPPA – priority areas are: social marketing of PA (a WHO Best Buy), promoting PA in schools,  and integrating PA Into primary and secondary health care systems and policy. These three resources are well advanced and due for release after consultation in early 2019. 
· Translation of full GAPPA action plan, GAPPA ‘At-A-Glance’ summary and the WHO ACTIVE technical tool – progress well underway to translate GAPPA action plan into French, Spanish, Arabic, Chinese and work planned on translation of all other tools in first half 2019. Visit WHO website for documents and updates in the new year; translation into other national languages is also underway. Please contact via email here or your WHO Regional Office for details on official process
· Slide deck – Introduction to GAPPA  – preparation of a common slide deck - for free use  - to communicate the latest prevalence data on global physical activity levels and the global action plan overview is now complete  - visit WHO website to download (English only at this stage) 
· New Global estimates on physical activity for 2016 and trend data 2001-2016 – Published Sept 2018 in Lancet Global Health, these new data show overall little progress globally on increasing levels of PA and significant regional variations; these data are a wake-up call for increased advocacy and action  – free access at journal website. 

· Development of GAPPA Global Monitoring and Evaluation Framework – a global expert consultation meeting was hosted in Geneva (Nov 13-14 2018) to advance the development of global indicators for GAPPA to support monitoring of progress on implementation between 2018 and 2030; further global consultations will be undertaken in early 2019 with a view to completion by mid 2019.
· WHO guidelines on physical activity – in under 5 years, youth, adults and older adults – the development of new global guidelines on movement, sleep and sedentary behaviors in children under 5 years commenced in January 2017 and are now almost completed with a planned launch in early-mid 2019; work to update the 2010 WHO Guidelines for PA in youth, adults and older adults is scheduled to commence in 2019 to respond to the frequent requests by many countries for this agenda to be a priority focus.
· Establishment of a new UN Inter Agency Taskforce (UNIATF) working group on physical activity  - established in April 2018 to support GAPPA implementation and develop cross UN agency joint actions in key areas of common interest; convened by WHO and meets virtually and 2x year in person; work plan for 2019 in progress with key areas of common interest emerging in school PA, social marketing and public education and communications, monitoring and evaluation and workforce capacity building; further information here.  
· Promoting digital solutions and innovations – GAPPA calls for innovation and research on IT applications and significant progress has been made on developing the WHO mACTIVE initiative – a mobile phone based health program under development as part of the WHO ‘Be He@althy Be Mobile’ initiative to provide a free, evidence-based, behavior change program to promote physical activity to least active populations using mobile phone; with support from a core design team comprising a multidisciplinary group of academics a draft program has been completed and next steps include a review phase and pilot testing in 2019. Click here for examples.  
·  Google-Fit and WHO initiative – in Aug 2018 a new pilot initiative commenced to promote physical activity through the Google-Fit platform and to communicate the WHO global recommendations on physical activity as a new message of accumulating ‘150 health points’ – the behavior change program is currently available on android and forthcoming on IOS. More information here.  
To stay in touch with the WHO Global Physical Activity agenda click here. To contact WHO HQ regarding GAPPA please email here. 

Start active, stay active: infographics on physical activity
Click here for infographics explaining the physical activity needed for general health benefits for different age ranges.

 
Physical activity factsheets
The country physical activity (PA) factsheets summarise specific areas of focus in terms of monitoring and surveillance based on a number of core indicators, as well as policies and action in the area of health-enhancing physical activity (HEPA) promotion for the European Union Member States of the WHO European Region including physical activity levels for adults, adolescents and children.


Moving Medicine 
Moving Medicine, an initiative by the Faculty of Sport & Exercise Medicine in partnership with Public Health England and Sport England. We work with clinicians, hospitals and patients to spread the word about the remarkably positive effects that just a little bit of movement can have on the symptoms of many common diseases.


[bookmark: _Hlk536775448]New report highlighting demand for more inclusive training 
New research released by Activity Alliance highlights a demand for greater training in delivering activities to disabled people. The report indicates a need for more direct, practical guidance on adapting sports. The findings show building the confidence and skills of those who deliver sports sessions can lead to more opportunities for disabled people to be active. The Executive Summary and full research report are available to download here
Reducing Smoking (H&WB Team Lead: Scott Crosby)
[bookmark: _Hlk536775489]
National No Smoking Day 13 March 2019 – free marketing resources for use by local areas
Yorkshire and the Humber (through the Breathe2025 collaborative) has updated its Today is the Day resources to create a suite of resources to promote No Smoking Day. The resources, which are available for use by all local areas in England, are designed to be generic and editable so that areas can add in their own local details if required. 

The main call to action is the Today is the Day website which links directly to the national Smokefree website and national helpline. The resources will be available for download here from 1 February 2019. For further information, see the attached Campaign Support Pack below.




[bookmark: _Hlk536775518]National Centre for Smoking Cessation and Training (NCSCT) update
NCSCT has launched a new guide to very brief advice on smoking to dental patients.  The briefing includes text on the relationship between smoking and dental health, CO testing in dental practice and e-cigarettes. 


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

Health and wellbeing fund 2019/20 invites grant applications 
The Voluntary Community and Social Enterprise (VCSE) Health and Wellbeing Fund for 2019/20 on children and young people’s mental health is part of the VCSE Health and Wellbeing Programme with each round focussing on a specific theme. This round will provide grants of up to £510,000 over three years to organisations to expand and evaluate current projects improving the mental health of children and young people. Applications are welcome from VCSE organisations until 12pm on 15 February. Further information including the application can be accessed here. 


[bookmark: _Hlk536775556]The Sarah Stewart Brown Award for Public Mental Health
Calling all public mental health practitioners!
Are you practising public mental health? Are you developing and delivering evidence based policies and programmes aimed at advancing the public’s mental health and wellbeing?
If yes, then submit your work for the Sarah Stewart Brown Award for Public Mental Health and be in with a chance of winning the £500 cash prize that’s on offer. The award is an opportunity to highlight what you are doing and the impact you are making in enhancing mental health and wellbeing at a population level. It’s also an opportunity to highlight innovation and to share good practice with public health colleagues and with the wider public. Please click here for more information, including how to enter. 

Drugs Recovery (H&WB Team Lead: Mel Earlam)

[bookmark: _Hlk536775572]Talk to Frank 
Talk to FRANK is a PHE website that gives honest advice about drugs to young people. FRANK also offers help and advice to people worried about drug use by others. The website was refreshed in December without a campaign or money spent on advertising, yet traffic to the website has since increased by 43%. FRANK received over 180,000 more visitors in December and the start of January than we were previously seeing, prompting Google to describe it as one of the best performing sites they have seen for any of their clients – private and public sector. This is prevention through digital technology at its best. In short, FRANK is giving young people clear, unbiased information in a way they are comfortable with accessing.


[bookmark: _Hlk536775588]Substance misuse treatment in secure settings: 2017 to 2018
PHE has published the 2017-18 statistics on alcohol and drug treatment in prisons and other secure settings. 
This report uses data from PHE’s National Drug Treatment Monitoring System and provides information on adults and young people who are being treated for a range of alcohol and drug problems, mainly in prisons but also young offender institutions, immigration and removal centres and secure training centres. A summary, the full report and data tables are available here. 


NHS Health Checks and CVD (H&WB Team Lead: Karen Pearson)

[bookmark: _Hlk536775600]CVD profiles update
The cardiovascular disease (CVD) profiles for 2017-18 have been updated. They provide an overview of data on cardiovascular and cardiovascular related conditions of heart disease, stroke, diabetes and kidney disease. The data, which is published on the PHE Fingertips platform, are intended to help commissioners and health professionals assess the impact of cardiovascular disease on their local population, make decisions about services and improve outcomes for patients.


[bookmark: _Hlk536775609]NPA’s hypertension and AF detection pilot in Essex
The pilot launched in mid-May 2018 and is now progressing strongly with all participating pharmacies having fully embraced the pilot, and some in particular well ahead of the field in assessing patients. See attached for more information. 





Sexual Health (Yorkshire and Humber Facilitator: Georgina Wilkinson)

[bookmark: _Hlk536775626]Local Authority HIV Sexual and Reproductive Health Epidemiology Reports (LASERs) 
Local Authority HIV Sexual and Reproductive Health Epidemiology Reports (LASERs) are now available via the password protected PHE HIV and STI portal). The LASERs bring together a range of local HIV, sexual and reproductive health (HSRH) intelligence in one document for local authorities to identify burden, trends and population groups and geographical areas of greater need. They are produced to support LAs to identify priorities, to target sexual health promotion activity and to commission HSRH services. For other publicly available downloadable SRH summary documents at both upper and lower tier LA level, please access the SRH profiles Local Area Profiles. Please see attached letter for more details.













[bookmark: _GoBack]


	

	
Ageing Well (H&WB Team Lead: Alison Iliff)


	

[bookmark: _Hlk536775648]Providing great care for people with advanced dementia - 14th March 2019
Booking for the next Yorkshire & Humber Dementia and OPMH Clinical Networks Whole Systems event is now open.  

This event, focused on providing great care for people with advanced dementia and frailty is on Thursday 14th March 9.00 - 4.30pm at Cedar Court Hotel, Denby Dale Road, Calder Grove, Wakefield, WF4 3QZ.  Please click here to book a place. 

The day provides an opportunity for people to come together across Yorkshire and Humber to explore ways of planning for and delivering better person-centred care for people in the later stages of dementia. 

This event is aimed at staff who work with people affected by dementia within health, social care and voluntary sector services, staff who plan for and commission these services and those affected by dementia, including unpaid carers.
The day will include a combination of plenary presentations, videos, table discussions and workshop sessions. The theme of thinking ahead and planning for future care will run throughout the day.


The following metrics have were updated on Tuesday 15th January:
Crisis care profile
Mental health and wellbeing JSNA profile
Common mental health disorders profile
Details can be found in “recent updates” in the respective profiles.
Note that for all indicators where an indicator is available at ‘STP’ geography, these are the STPs as at April 2017. We plan to move to the new geographies (post April 2018) in April 2019. If you need guidance on how to construct a data set for April 2018 STP geographies before then, please contact MHDNIN@phe.gov.uk

The following changes to our profiles are planned in the next few months:
Crisis care profile
 
We are in the process of redeveloping the Crisis Care profile and as part of the process we will be removing some indicators. This will follow consultation with stakeholders. We hope to complete this by the end of March 2019.



Data, Documents, Letters, Reports & General Information


[bookmark: _Hlk536775707]NHS Long Term Plan published 
The NHS Long Term Plan outlines a renewed focus on prevention that will help to keep people well for longer and therefore curb demands on the health service.
 
The new plan contains a raft of prevention initiatives, including an increase in the number of diabetes prevention programme places, enhanced uptake of the NHS health check and a bigger drive to tackle inequalities. There is a commitment – backing PHE’s NHS Smokefree campaign launched in late 2016 – to offer help and support to patients who smoke to help them quit.




Consultation on the Public Health Outcomes Framework indicator set
PHE will shortly be publishing a proposal for changes to the Public Health Outcomes Framework indicators for 2019-2022. We would like feedback from users on this proposal to ensure the changes are helpful and appropriate. You can have your say by completing our online survey. The survey will run for 4 weeks from 21 January 2019 and close on 17 February 2019. 


[bookmark: _Hlk536775719]Update to the Public Health Outcomes Framework and other PHE Official Statistics Profiles
In line with the Official Statistics release cycle, on 5 February 2019, PHE will publish an update to the Public Health Outcomes Framework (PHOF) data tool. On the same day, the online Local Alcohol Profiles for England, Suicide Prevention Profile and End of Life Care Profiles will also be updated. Details of the indicators that will be updated for these profiles can be found at these pages:
Public Health Outcomes Framework
Local Alcohol Profiles for England
Suicide prevention profile
End of Life Care Profiles


[bookmark: _Hlk536775729]Loans for Enlightened Agriculture Programme (LEAP)
http://www.feanetwork.org/our-projects/loans-for-enlightened-agriculture-programme

· a combined package of loans, grants and business advice and support
· aimed at supporting cooperatives, social enterprises and community businesses that that are at an early stage of development but have already built up their local community of support (i.e. beyond start-up and usually before the venture is investment ready).

"We will invest throughout the value chain from “farm to fork”, supporting food and farming enterprises that utilise or support agroecological methods of production, are rooted firmly in their own communities trading largely through local markets. We call this ‘Enlightened Agriculture’. As an ‘impact first’ programme, we will prioritise enterprises that we believe have the potential to deliver the greatest social and environmental impact over the long term"


The Vegetarian Society 
https://www.nationalvegetarianweek.org/

Small grants (£200) and larger grants (£2000) for community activities/events celebrating National Vegetarian Week, which meet the following criteria:

· Take place in May 2019. National Vegetarian Week takes place from 13 to 19 May
· Promote National Vegetarian Week exclusively as the primary purpose of the funded activity
· Celebrate and promote delicious vegetarian food.
· Are exclusively vegetarian or vegan. (Events cannot have non-vegetarian food or drink)
· Attract those beginning their vegetarian journey, meat-reducers and the veggie-curious, but also inclusive of the wider vegetarian community.

There are three application deadlines in 2019:

Large Grants - 3 March 2019 - First Small Grants - 17 March 2019 - Final 2 Small Grants - 14 April 2019.
Full details can be found on the Vegetarian Society website.





	
Upcoming Meetings and Seminars


	

[bookmark: _Hlk536775756]Job Opportunity: Health & Wellbeing Programme Manager
Civil Service: Grade 7
Permanent, 37.5 hours per week 
Public Health England, Yorkshire & Humber Centre is seeking to appoint a Health & Wellbeing Programme Manager. This post will manage key projects and initiatives for Health and Wellbeing and will provide high quality specialist advice to support local government in driving improvements in health outcomes and reducing health inequalities for the lives of people living within Yorkshire & the Humber. Please click here for more information. Closing date for applications is 13.02.19.


[bookmark: _Hlk536775795]Sign up for the 2019 Behavioural Science and Public Health Network (BSPHN) Annual Conference 
Registration for this year’s conference is now open, the theme year focusing on ‘Health, well-being and behavioural science; building successful partnerships’. It takes place in Birmingham on 27 February. The conference follows on from the launch by PHE of the national strategy ‘Improving People's Health: Applying behavioural and social sciences to improve population health and wellbeing in England’, and will be supported by three keynote speakers who are experts in the fields of behavioural science and public health. In addition to showcasing examples of partnerships in action in the application of behavioural science to improve health and wellbeing, the BSPHN are inviting submissions to showcase examples of behavioural science and public health in action. Click here for more information including details of the keynote speakers.


[bookmark: _Hlk536775810]2019 CVD Prevention Conference, Thursday 14th February
The annual Cardiovascular Disease (CVD) Prevention Conference 2019: saving hearts and minds together is taking place on Thursday 14th February at Manchester United Football Ground. As highlighted in the NHS England Long Term plan as a priority area, CVD is a leading cause of disability and death in England. 
Preventing CVD will avert many thousands of heart attacks, strokes and dementia cases. The CVD Prevention Conference, hosted by PHE, will share knowledge, innovation, research, evidence and learning to reduce not only CVD, but other non-communicable diseases, such as diabetes and dementia. To register for the conference and for more information, including the programme for the day, please visit the conference website.
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                                                     Information/Resources





		Children’s public health for 0 to 5 year-olds: quarter 2 for 2018 to 2019 from the interim national reporting process for the universal health visiting service published



		

There is firm evidence of how public health in the early years can achieve good health and wellbeing for children now and in the future. This is brought together in the national Healthy Child Programme, the 0-5 element of which is led by health visiting services. Data for quarter 2 in 2018 to 2019 was published on 30 January for local authorities, PHE centres and England to inform the development of these services locally:

· The breastfeeding at 6 to 8 weeks after birth statistics show the percentage of mothers who continue breastfeeding, providing health benefits for mothers and babies which are experienced well beyond the period of breastfeeding itself.

· The health visitor service delivery metrics cover the antenatal check, new birth visit, 6 to 8 week review, 12 month assessment and 2- 2½ year assessment (including coverage of the Ages and Stages Questionnaire - ASQ-3). 

· The child development outcomes at 2 – 2 ½ years data looks at the percentage of children who were at or above the expected level in communication skills, gross motor skills, fine motor skills, problem solving skills, personal-social skills and in all five areas of development using data from the ASQ-3 questionnaire.



		

Related weblinks: www.gov.uk/government/collections/child-and-maternal-health-statistics 



		Contact for more information: chimat@phe.gov.uk (Zac Gleisner or Kate Thurland)













		NICE Review of Physical activity: encouraging activity in the general population



		NICE have moved to the public consultation for the review of the Physical Activity Quality Statements:

1. Physical Activity Champions

1. Travel Routes

1. Public Open Spaces

1. Workplaces

1. Schools and Early years Settings

The consultation is open until 1 February 2019





		

Related weblinks: https://www.nice.org.uk/consultations/50/1/quality-statements 













		New English and Maths sugar resources for schools



		

To coincide with the launch of the new Change4Life  campaign encouraging families to “make a swap when you next shop”, PHE’s schools team has developed dedicated English and Maths teaching resources to support teachers in getting their pupils ‘sugar smart’. These fun and interactive lesson activities will teach children that the number of extra sugar cubes they are consuming is enough to wrap around the world more than three and a half times. Primary schools will also receive ‘Sugar Smart World’ take-home packs from mid-late January, to send home in pupils’ book bags to encourage families to cut back on sugar and maker healthier choices together.   





		· Related weblinks:  https://campaignresources.phe.gov.uk/schools/topics/healthy-eating/overview 

· https://campaignresources.phe.gov.uk/schools/resources/sugar-smart-world-take-home-pack 



		

Contact for more information:        hannah.brady@phe.gov.uk 



















		The health impacts of screen time: a guide for clinicians a guide for clinicians and parents 



		The Royal College of Nursing and Paediatrics and Child Health has published a guide on the health impacts of screen time. They undertook a comprehensive review of the evidence on the impact of screen time on children’s physical and mental health, largely looking at television screen time. 



When the effect of screen time on health amongst young people in the UK was analysed, it was found that the contribution of screen time to wellbeing is small when considered together with the contribution of sleep, physical activity, eating and bullying as well as poverty



		

Related weblinks: https://www.rcpch.ac.uk/sites/default/files/2018-12/rcpch_screen_time_guide_-_final.pdf













		Consultation on Restricting the promotions of products high in fat, sugar and salt (HFSS) 

by location and by price



		

This consultation is a commitment in the Childhood Obesity Plan Chapter 2. It asks about:

1.restricting volume-based price promotions of HFSS food and drink that encourage people to buy more than they need, for example, ‘buy one, get one free’ and free refills of sugary soft drinks

2. restricting the placement of HFSS food and drink at main selling locations in stores, such as checkouts, aisle ends and store entrances.



The consultation ends on 6th April 2019





		

Related weblinks:

https://consultations.dh.gov.uk/obesity/2efb8c9f/





		

Contact for more information:     childhood.obesity@dhsc.gov.uk 























		Differences in child obesity by ethnic group



		

 

PHE has published a statistical analysis of the differences in child obesity by ethnic group.  The analysis used National Child Measurement Programme data to show how child obesity prevalence varies by ethnicity after adjustment for other explanatory variables.  It found that ethnicity has an independent effect on obesity prevalence in both Year 6 and Reception boys and girls;​ and that ethnic disparities in obesity prevalence are in general greater in Year 6 than in Reception. There are smaller disparities between the sexes in Reception than in Year 6.​







		

Related weblinks: https://www.gov.uk/government/organisations/public-health-england/about/statistics#ad-hoc-statistical-publications







		

Contact for more information:  vicky.copley@phe.gov.uk











		NATIONAL CHILD MEASUREMENT PROGRAMME (NCMP)



		

Elected Members Briefing: Case Studies published

· The Local Government Association (LGA) and PHE have worked in collaboration to showcase good examples of how LAs have used the NCMP data effectively to engage with children, schools, parents and other partners, to identify children measured as very underweight and to tackle childhood obesity.

· These new case studies compliment the NCMP Elected Members Briefing published in 2013, when the transfer of responsibility for delivering the NCMP moved to local government.

· They are aimed at elected members so that they may use them in their own councils and when attending parliamentary events.

[image: ]



		Related web links: NCMP Elected Members Briefing published in 2013.

                                   NCMP Elected Members Briefing: Case Studies published on 15 January 2019.



		2019 NCMP school feedback letter planning; March 2019 

· As last year, the letters will be made available via SharePoint to a ‘NCMP named contact’ within each LA. 

· The named contact requires a password in order that they can access and download the letters from the SharePoint site.  In order for the PHE SharePoint team to send the password and log in details, PHE require the current ‘NCMP named contact’ for each LA, including their email address.  Only ONE ‘named contact’ will be allocated to each LA.  

· If LAs haven’t done so already, please send your NCMP centre lead your LAs current ‘NCMP named contact’ along with their email address by Friday 8 February. 





		Contact for more information: ncmp@phe.gov.uk









		NCMP and Child Obesity Local Authority Profile



		

 PHE has released the National Child Measurement Programme (NCMP) and Child Obesity Local Authority Profile. The update includes 2017/18 data for all indicators broken down by region and local authority areas. It also includes historic trend data for the prevalence of severe obesity in children and a new indicator - Slope Index of Inequality (SII), which shows inequalities in child obesity prevalence across England as a whole.  SII data at local authority level will be added in a forthcoming update. 

 

The Profile can be found on the PHE Fingertips platform. A brief statistical update is also available. 





		

Related weblinks:

https://fingertips.phe.org.uk/profile/national-child-measurement-programme

https://www.gov.uk/government/statistics/ncmp-and-child-obesity-profile-academic-year-2017-to-2018-update





		

Contact for more information:  caroline.hancock@phe.gov.uk











		Public Health Outcomes Framework: proposed changes 2019 to 2020



		

The Public Health Outcomes Framework (PHOF) review of indicators for 2019/20 went live on the 21 January. The consultation will run for 4 weeks until 17 February 2019.  It seeks views on some indicators to do with child and maternal health about which colleagues and their contacts might wish to contribute.





		

Related weblinks: www.gov.uk/government/consultations/public-health-outcomes-framework-proposed-changes-2019-to-2020 





		

Contact for more information: The consultation is organised by colleagues in the Epidemiology and Surveillance function in Health Intelligence (contact PHOF.Enquiries@phe.gov.uk). Colleagues in the National Child and Maternal Health Intelligence Network would also be happy to hear from you in the first instance if you prefer – chimat@phe.gov.uk 



























		e-Bug celebrates 10 years of educating children on infection and AMR





		[image: X:\Primary Care Share\Andybiotic EU Grant Proposal No. 790589\Artwork and Images\e-Bug resources 10 years.jpg]
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The e-Bug programme celebrated its 10th anniversary with an event held in London on the 17th and 18th January 2019 to highlight current and emerging trends and technologies in the teaching of antimicrobial resistance, microbiology and infection prevention. The event was attended by over 90 delegates including teachers, stakeholders and European and international partners representing 20 countries including the USA and Philippines! 



The event offered the perfect opportunity for delegates to showcase their work on education and AMR, share good practice across different countries and work to tackle antimicrobial resistance together. Look out for more information and pictures on our social media and website (coming soon).





		

Related weblinks: www.e-bug.eu 





		

Contact for more information: e-bug@phe.gov.uk 











		Secure setting statistics from the National Drug Treatment Monitoring System (NDTMS)



		



The Secure setting annual statistics from the National Drug Treatment Monitoring System (NDTMS) was published on 17 January 2019. This report contains information about adults in contact with substance misuse treatment services in secure settings during 2017-18 and there is a separate section on young people in treatment in the young people’s secure estate and welfare-only homes. A new section on trends over time has been added to this report for the first time this year.





		Related web links: https://www.gov.uk/government/statistics/substance-misuse-treatment-in-secure-settings-2017-to-2018 





		

Contact for more information:  The Evidence Application Team via: evidenceapplicationteam@phe.gov.uk 











		All Our Health – free WeLearn course



		All Our Health (Public Health England’s framework of evidence to guide health and care professionals in preventing illness, protecting health and promoting wellbeing) is going social! 



For the second year WeCommunities and Public Health England are collaborating to bring the All Our Health Framework to life and to bring free learning and professional development to health and care professionals, by using social media to engage people. 



The course runs from the 4th February – 8th March and takes between 10 – 20 minutes a day for 4 days a week, participants don’t have to have used social media before to take part and it is open to all health and social care professionals, including students. 





		Related weblinks: Find out more about the WeLearn course and how to register here: https://vivbennett.blog.gov.uk/2018/12/28/welearn-allourhealth-2019-registration-is-now-open-by-teresa-chinn-mbe-prof-jamie-waterall/

 



		Contact for more information: Laura Koehli laura.koehli@phe.gov.uk











		Policy Conference: Next steps for the implementation of compulsory relationships and sex education and health education in schools - curriculum design, inclusivity and developing the teaching workforce



		The seminar is timed as an opportunity to discuss the Government’s expected response to its consultation on draft statutory guidance, which set out recommendations on how the teaching requirements for compulsory RSE should vary between different types of schools and what students will be expected to know by the end of primary and secondary school.

Seminar keynote addresses from: Ian Bauckham, Education Advisor - Sex and Relationships Education and PSHE, Department for Education; Jenny Barksfield, Deputy Chief Executive Officer and Senior Subject Specialist, PSHE Association 

Lucy Emmerson, Director, Sex Education Forum and Helen Corteen, Head of Partnerships and Innovation, Brook and Mary Taylor, Head of Programmes, Family Links.



		

To book places, please use their online booking form.









		Samaritans: Loneliness, suicide and young people



		Samaritan have published a policy research paper on Loneliness, suicide and young people. This paper explores how loneliness and suicide are connected, and if or how reducing loneliness could reduce a young person’s risk of suicide.



The key findiings include:

• Loneliness is a serious public health issue. There is an association between suicide and loneliness, and most of the young people interviewed said it played a significant role in causing their suicidal thoughts.

• Individual, community and societal factors interact to contribute to youth loneliness.

• Tackling stigma is critical to improving help-seeking for loneliness. Many young people interviewed felt unable to ask for help or didn’t know where to get help for their feelings of loneliness. For many of them, stigma was a major barrier to help-seeking.





		

Related weblinks



https://www.samaritans.org/samaritans-policy-and-influencing-work/loneliness-suicide-and-young-people













		Healthy Universities Newsletter



		Please find the latest edition of the Healthy Universities newsletter. 



If you would like to contribute to the next newsletter, which will be released in summer, please send your contributions to this email address (healthyuniversities@uclan.ac.uk) by 21st June.





		

Related weblinks: The newsletter can also be viewed on our website.
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Many people are not healthy enough for
good health (i.e. meeting CMQOs’ guidelines)

34% of men are not 42% of woman are
active enough for not active enough for
good health good health

Y PR





Inactivity is killing us
Decreasing activity levels since 1960s:

o Adults are over 20% less active
o By 2030 we will 35% less active

Physical inactivity is responsible for:
o 1in 6 UK deaths
o Up to 40% of many long-term conditions

o Around 30% of later life functional limitation
and falls

Estimated £7.4 billion annual cost (incl. £0.9bn
to NHS)

Image © Shutterstock

Ng SW, Popkin B (2012); Lee I-M, et al. (2012); Wen CP, Wu X (2012); WHO (2010); Ossa D & Hutton J (2002);
Murray et al. (2013)





Prioritising cycling & walking

One of seven “best investments” to increase
population level physical activity

MORE

A

: E(;pl_ E gggl-‘
WQRLAA“THIE';

Prioritised for increasing physical activity & health
« UK CMOs’ guidance
« National Sport Strategy
» National physical activity framework
«  WHO Global Action Plan

Tue,
—

Key intervention in Richmond Group of Charities’
PROMISE study to achieve WHO 25 by 25’ goal






Background to Evidence Review

Cycling and Walking Investment Strategy sets first
national ambitions on cycling and walking

Public Health
England

Cycling and walking for individual
and population health benefits

PHE asked by Public Heath and Cycling and Walking N
Ministers to encourage local NHS engagement on y
cycling and walking infrastructure

Evidence review commissioned to summarise modal
specific benefits of cycling & walking for individuals, I
communities and health and care system benefits
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o

Department

for Transport Cycling and walking contribute to a wide range of Government priorities

The majority of journeys include at least
some element of walking or cycling, either
as the main mode of transport for short
journeys, or as a connecting part of a longer
journey.

Cycling and walking are important elements
of an effective, integrated transport system
which connects people with employment,
education and opportunities.

Benefits from local cycling and walking
investment are significant and well
documented: cycling and walking projects
tend to have high benefit to cost ratios.

It is estimated that British cyclists contribute
£5.4bn per annum to the economy and
support 64,000 jobs.

Health

Obesity costs the NHS £6.1 billion per year with costs to society overall estimated at £27 billion per
year. Related, indirect costs of physical inactivity are calculated at £8.2bn per year. People who
regularly cycled to work significantly decreased their risks of heart disease, cancer and depression. We
work closely with DH and Public Health England, as well as with DCMS and Sport England.

Air Quality

Around 23,500 deaths a year are associated with poor air quality. Local authorities can bid for funding
for cycling and walking schemes via a £230m Clean Air Fund, announced in the Autumn Budget 2017.
We work closely with DEFRA on this.

Urban Congestion

Congestion costs UK households over £30 billion every year. By 2040 traffic on England’s roads is
forecast to increase by between 19% and 55%. Two out of three car trips are under five miles - an
achievable distance to cycle for most people, and many more trips are shorter, making them walkable.
Highways England has a Cycling Delivery Plan and designated funding to improve the network for
cyclists.

Housing and the Economy
The location and design of new housing is important. We work closely with MHCLG colleagues to
ensure that it is planned and designed in such a way as to be as accessible as possible to cyclists.

Cycle-proofing

We work with colleagues in other parts of DfT to ensure their policies are “cycle-proofed”. The HS2
programme, for example, has made funding available for a range of environmental and safety projects,
including cycling schemes.

To make cycling and walking the natural choices for shorter journeys, or as part of a

longer journey Z>Z>Z> 9





263 We have a statutory Cycling and Walking Investment

Department

for Transport Strategy.

The first statutory Cycling and Walking Investment

Strategy was published in April 2017. Objectives (by 2020)

The ambition for England by 2040

To make cycling and walking the natural choices for shorter

[ ]
journeys, or as part of a longer journey ﬂ

Better Better

Mobity Ste
. 4 ‘o AR

A safe and reliable More people cycling Places that have
way to travel for and walking - easy, cycling and walking at

short journeys NG nd enjoyable Aims

Ambition Objectives Indicators Governance &)
Pl = °

f & = M Ly

Increase cycling activity
Where cycling activity is measured as the total number of cycle stages
made in England.

Increase walking activity
Where walking activity is measured as the total number of walking
stages per person.

Reduce the rate of cyclists killed or seriously injured on
England’s roads

Measured as the number of fatalities and serious injuries per billion
miles cycled.

Increase the percentage of children aged 5 to 10 that usually walk
to school

and Targets (by 2025)

We aim to double cycling
From 0.8 billion cycling stages in 2013 to 1.6 billion stages in 2025.

We aim to increase walking activity
To 300 walking stages per person per year in 2025.

We will increase the percentage of children aged 5 to 10 that
usually walk to school
From 49% of children in 2014 to 55% in 2025.

To make cycling and walking the natural choices for shorter journeys, or as part of a Z>Z>Z> 10

longer journey
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o

Department

for Transport 1 here are well-established barriers to cycling, particularly safety.

Per mile travelled, a cyclist was no more likely to be killed than a pedestrian, however, safety fears are the main reasons given for

not cycling. The number of cyclists killed or seriously injured has been following a downward trend since the 1980s although it
has increased slightly in the last few years as cycling distances increase.

Despite the relative safety of cycling,

: : . . Safety fears are the main deterrent to cycling However, more people want to and
there is a negative public perception . .
of safety but people cite many other reasons. would cycle if these were addressed
: . ) - Fear o 55 Attitudes to cycling are
oo son Gy oo 62% 49 overwhelmingly positive
% % , . " [ ———— )
? w ﬁ Non-drivers: 71% Not Confldent n CyCIIng __ 29 ﬁ 73% Of people agreed
e that things would be better if people in general
¥ Poor road conditions _2226 rode bikes more
——
. i ) — A 67% of people agreed
“It is too dangerous for | don't think I'm fit enOUgh/ think I'm too.. __'- 232 that more people riding bikes would make the
me to cycle on roads” [ area a better place to live and work
Too far to cycle to work = 1167 QP 61% of people agreed
— that things would be better if friends and family
- < Por infrastructure for cycling in London =—1145 oz biles e
Age . Ky Cyeists: 48% — @ 54% of people agreed
;2:53 ggo::: ;:23 gfo::: g Lack of time =" 12 that they themselves should ride a bike more
3544:59% 65+ 79% fﬁl Non-cyelists: 72% [ 10 Source: EH Bl Lie Househ old Research 2015 a1 Deball ot SUsthns, Repress matve sample of 10615 reshandants 16+,

There is strong evidence that protection from general traffic is key to improving safety and getting more people onto bikes. In

particular, with the harder to reach groups, such as women and families.

To make cycling and walking the natural choices for shorter journeys, or as part of a 11
longer journey





%ﬁaﬂment Action on safety: Government response to the CWIS Safety Review
for Transport published in October 2018

Key actions in the response are:
Review into

(/
» Review the existing guidance in the Highway Code to CYCI_E SAF ETYH
¥

improve safety for cyclists and pedestrians

» Invest £100,000 to support police enforcement by developing We're reviewing cycle safety
a national back office function to handle dash-cam footage so we can keep people safg
on our roads
» Improve enforcement against parking in cycle lanes ¥ Conservatives

» Appoint a cycle and walking champion

» Encourage local authorities to increase investment in cycling
and walking infrastructure to 15 per cent of total transport o C YCLE

infrastructure spending ’ ]
» Engage with cycling and walking bodies to develop a ;EGIEET% }

behaviour change campaign

No change in the Government’s position on helmets and high
visibility clothing but we will review evidence and international
experience on mandatory helmets for children and provide
strengthened advice on the fitting of cycle helmets

To make cycling and walking the natural choices for shorter journeys, or as part of a 12
longer journey
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Department

for Transport The Strategy identified £1.2bn of funding for cycling and walking

-
In total £1.2bn has been identified

which may be invested in cycling and

-

ﬁ

) Bikeability £50m 2016/17- 2019/20
walking, between 2016/17 — 2020/21. e N
. » In addition to the £1.2bn some
Thg fiVTkmain sources of funding for cycling Cycle City Ambition £101m 2016/17- 2017/18 further funding has been
and walking are: . L
g Highway England £85m 2016/17- 2020/21 anno_un_ced, of which a S|gn|f|ca_nt
» DfT cycling and walking specific partis likely to be spent on cycling
programmes Access Fund £80m 2016/17- 2019/20 and walking, including:
» DfT local transport programmes .
port prog Local Growth Fund £476m 2016/17- 2020/21 * An expanded £2.4bn Transforming
» Other government programmes Cities Fund
» Local authority programmes gllteglzated Transport ~ £194m 2016/17- 2020/21 * An expanded £5.5bn Housing
(o]}
» Initiatives led by business and the third . Infrastructure Fund _
sector Highways £196m 2016/17- 2020/21 * A new £675 million Future High
Maintenance Fund Streets Fund
Decisions on the allocation of these *Anew £230m Clean Air Fund for
funds are generally made by the The £1.2bn does not include: TfL and dedicated local authorities with the worst air
relevant local body. health and sporting initiatives that include active pollution problems
travel * A £4m top-up for the cycle rail grant
AN J

-

programme.
L J

Spending in England has doubled from £3.50 per head to almost £7 per head over the current Spending Review

period, where almost £2bn has now been allocated to cycling and walking projects

To make cycling and walking the natural choices for shorter journeys, or as part of a

longer journey
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Department

for Transport €xamples:

We are supporting high quality infrastructure in cities and towns. Some

The Cycle City Ambition grant
programme provides support
for eight Cycling Ambition
Cities.

Manchester Bristol
Newcastle Birmingham
Norwich Cambridge
Oxford Leeds

» Investment has been used to help each city
deliver high quality infrastructure.

» This forms part of a 10 year ambition to
significantly increase levels of cycling

» Phase 1 of the programme completed in
2016 (E77m).

» Phase 2 currently being delivered with

funding transferred by March 2018 (£114m).

Cycling Cities Ambition Grant Phase 1 |

Local authority outputs Dmemg

Investment has been used to help each city deliver plans to
get more people cycling by improving and expanding cycle
infrastructure between the city centres, local communities and
key employment and retail sites.

Key outputs
e Nearly 2,800 new and

£77m in grant funding
awarded to 8 cities
upgraded cycle parking
places
e Over 200km of new routes :;“;b::ue
(both off and on road) for

. . Greater Manchester
cyclists and pedestrians Combined authority: West Yorkshire
£20.0m Combined authority:
e Around 250km of segregated £18.052m

Norwich:

cycle routes and facilities £3.472m
e 45km of quality improvement Birmingham:
Aus e £17.0m E E'
to cycling and pedestrian Izl
West of England: Cambridgeshire
routes £7.766m £4.075m
Oxford:

e Nearly 300 new and upgraded £0.835m
cyclist and pedestrian
crossings

e 15 stations benefitting from

@ DfT expenditure

e Total DfT funding (excluding walking
contribution): Over £77m

new infrastructure

e More than 760 workplaces
and schools benefitting from ¢ Total local contribution: Over £30m
(35% of total project costs)

e £77m expended up to March 2016

new infrastructure

© Crown Copyright and database nights 2017. Ordnance Survey Licence Number 100039241

/Cycle Rail is delivering new and improved
cycle facilities to make it more convenient to
cycle to the station through provision of
new, high quality cycle parking and access

» £5m committed in
2017/18 and £4m in
2018/19 for next
phase of delivery.

» £1m for a first phase
of the Station
Community Links
Programme

Trebled the number of cycle parking spaces at stations
since 2010 to over 75,000.

Journeys to the station by bike have increased by
nearly 40%.

» In total £36m funding since 2012
» Attracted funding contributions from train operating companies,
authorities and private developers

» Managed by the Cycle Rail Working Group (CRWG).

.

J

To make cycling and walking the natural choices for shorter journeys, or as part of a

longer journey
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Department
for Transport

We are providing safe training for children and behaviour
change support for workplaces and communities

Bikeability is helping to kick start )
young people into a lifetime’s habit
of cycling
» Funding is currently committed until end March

2020

» Training is provided to 300,000 school children
per year and costs £12m per year.

of parents feel that their child’s confidence for cycling on-
road is higher after their training

of children feel more confident about riding their bike more
often after Bikeability training

2 5 million

Children trained to date

\
Access Funding is helping to promote increased
levels of physical activity through walking and
cycling

» Funding is currently committed until end March 2020

» A three year revenue programme supporting 25 Transport Authorities across

England
» The Access Fund money will deliver:

» Workplace support
» Schools support

» safety training for cyclists
» extra secure cycle storage
» road safety measures

Cycle and Walking to Work
Funding is supporting access
to new and existing
employment, education and
training by active modes

» One year pilot

» Funding has recently been extended to 2019 k7

» Supporting 3 Combined Authorities ’

» Focused on directly connecting jobseekers
with employment and apprenticeships
through affordable transport

.

To make cycling and walking the natural choices for shorter journeys, or as part of a
longer journey





%ﬁaﬂment We are helping Iocal_ authorities to deliver cycling and walking plans and
for Transport IMproving design guidance

The ambitions in the Cycling and Walking Investment Strategy will be delivered only by bringing people together

in local places, including local government, businesses, charities, and the public.

» Developing long-term plans to improve cycling and walking conditions at

. o A A Local Cycling and Walking Infrastructure Plan
the local level will be critical to delivering the strategy. (LCWIP) is a long-term approach to developing
. . hensive local li Iki twork

» Local Cycling and Walking Infrastructure Plans (LCWIPs) help local comprehensive local cycling and walking networks,

ideally over a 10 year period.

authorities to take a more strategic approach by:

» ldentifying cycling and walking infrastructure improvements for future
investment in the short, medium and long term
» Ensuring consideration is given to cycling and walking within local
planning and transport policies and strategies e R
» Making the case for future funding for walking and cycling i S
infrastructure :

Local Cycling and Walking

» To help local authorities, we published guidance in April 2017 on the
preparation of their LCWIPs, and we are also providing £1.5m of support
to local authorities to help them prepare their plans.

To make cycling and walking the natural choices for shorter journeys, or as part of a 16
longer journey





Department

for Transport ~ Making it happen — Greater Manchester

» In June 2018 the Mayor of Manchester
announced that £160m of their
Transforming Cities Fund allocation
(£250m) would go towards the Beelines
programme to support cycling and walking.

» Represents the first step in the planned
£1.5 billion,10 year investment

» Plan to create a city-region-wide cycling

- - ~_| A , ..
; —— ¢ Greater Manchester’s aim is

and wall_<|ng network made up of more than = g P e to make cycling and walking

1,000 miles of routes, including 75 miles of - ' B a mainstream, every day

Dutch-style segregated bike lanes. ; " | and aspirational form of
transport
» 1,400 safer road crossings on the majority
of routes and 25 ‘filtered neighbourhoods’,
where priority will be given to the
movement of people and where more
public spaces to sit

» Programme aiming to increase cycling and
walking to schools and workplaces. 75% of
people want to see more money invested

In cycling. To make cycling and walking the natural choices for shorter journeys, or as part of a 17
longer journey





?S@E;artment What impact are we having? S_ince 2006, walking has shown no real
for Transport change despite yearly fluctuations...

» The proportion of children walking to school in England is Chart 20: Proportion of children who usually walk to school, by age

decreasing. band, England, 2002 to 2017 [NTS0615]
» 62% of adults walk for at least ten minutes three times a week. 60%

Primary schoolchildren

Total number of walking stages per person (adult) per year 2002-2017 40% Al children
400 second ' hildr
350 sStages B) 5% since 2002 20%
w
300  stages stages 0%
2002 2005 2008 2011 2014 2017
250

Distance a no change since 2002

200 .—’_—\‘_—\_/\

Households in the lowest income quintile walk the

e 206 furthest and make the most walking trips. o ]
150/ miles 200 Walking is the main
Number of walking trips and distance travelled b alking,
2002 2005 2008 2011 2014 2017 ! "By income quintile: England, 2015 mode of transport to

250 = Trips = Distance (miles)  School for all ages,
though it decreases for

Under 16s make 200 secondary school
the most walking 150 pupils.
trips. 100 The proportion of
Women walk more children walking to
trips than men. 50 school decrea;ed by 7
percentage points
(1]

Lowest real Second level Third level Fourth level Highest real bEtween 1995/97 and

income level income level 2015

Percentage of walking trips: England 2015
Other, including just walk

Education / escort
education

Shopping

Leisure

Personal business
Commuting / business

Other escort

To make cycling and walking the natural choices for shorter journeys, or as part of a 18
longer journey





:;%ﬁartment The percentage of cycling trips in England has remained constant at
for Transport around 2%, but the distance travelled has been increasing.

Who cycles the most? 0 e T P o a o o
» 3% of school aged children usually cycled to school in In 2015: ehoes o Femaien
2017. Gender:

» There have been big increases in cycling in areas that
25 Trips 9 Trips

On average, men cycled more than double the trips
of women and around four times the distance ?

have invested in good quality cycling provision (e.g.
London).

» Only 35% of adults said they cycle at least once a year.

016 17-20 21-29 30-39 4049 5059 60-69 70+  All ages

At the local authority level there is much greater variation; the proportion of adults

Estimated total number of CyCIe Stages made per year - 2002-2017 who Cyc|e at least once per week ranges from 3% to 52%.

Chart 8: Average number of trips, stages and miles cycled per

person per year, England, 2002 to 2017 [NTS0303] Range of local authorities (9% is % of adults who cycle at least once
England average) per week

70

Cambridge 52
6 Distance B3 54% since 2002
60 Oxford 34
50 miles
39
g0 Mies York 27
30
19 18 Barnsley 4.3
20 Stages Stages ﬂ 4% since 2002 stages
[ - ———
s Burnle; 2.7
10 tnps Trips 19 8% since 2002 ,,",fb Y :
0
2002 2005 2008 2011 2014 2017

Areas with higher rates of cycling often have large student populations and a flat
local landscape.

To make cycling and walking the natural choices for shorter journeys, or as part of a 19
longer journey
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Department
for Transport

Next steps: challenges & opportunities

Key Challenges & Opportunities

»

Breaking habits: how to get more people cycling and
walking, particularly wider groups and those that are
physically inactive

Reducing cyclist and pedestrian casualties:
implementing the 50 actions to improve safety in a way
that has greatest impact on casualty reduction

Coordinating a complex delivery chain to maximise
our impact: chain comprises five core Government
departments, dozens of agencies, public and non-
Government organisations and hundreds of Local
Authorities.

Integrating active transport into wider Government
objectives: such as place-making, house building, local
regeneration, air quality, health and well-being

Harnessing new technologies: to make cycling and
walking more attractive

Future of Mobility & Future Mobility Zones
» Announced at budget 2018.
» £90 million package for three city regions

» To trial next-generation methods of transport,
potentially including extending cutting-edge digital
payments to cover more methods of travel across
more cities and electric bikes.

Department
for Transport

Future of Mobility

Call for Evidence

To make cycling and walking the natural choices for shorter journeys, or as part of a

longer journey Z>Z>Z> 20





Department
for Transport

Contact detalls:

Guy Boulby

Head of Cycling and Walking

Active and Accessible Travel Division
Department for Transport

quy.boulby@dft.qov.uk

To make cycling and walking the natural choices for shorter journeys, or as part of a 21
longer journey
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UNDERSTANDING THE EVIDENCE - WEBINAR

Rapid Review of Health Benefits of

Walking and Cycling

Dr Paul Kelly (University of Edinburgh)
Dr James Woodcock (University of Cambridge)






Public Health

Presentation objectives
Outline the review and its aim and population heaith benefts
Summarise the main findings A apid ovidence reiew for halth and

Discuss how report could be used






Review Team

Yvonne Laird, Paul Kelly, Soren Brage, James Woodcock

& UNIVERSITY OF Public Health
P CAMBRIDGE England






Full title

Cycling and walking for individual and
population health benefits: a rapid
evidence review for health and care

system decision-makers

PUbIIC Health https://assets.publishing.service.gov.uk/government/uploads/system/uplo
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Public Health
England

Cycling and walking for individual
and population health benefits

A rapid evidence review for health and
care system decision-makers

This rapid evidence review is intended for
health and social care policy makers, decision
makers and commissioners and attempts to

address the following question:

“What is the impact of walking and/or
cycling on different health outcomes?”






Rationale

The most recent estimates are that physical inactivity costs the NHS
more than £450 million a year at Clinical Commissioning Group level.
This equates to £817,274 per 100,000 individuals or £8.17 per person.

This figure is likely to be an underestimate. The increased sedentary
nature of occupations and much recreation, and the use of motorised
transport could explain the trend for reduced activity levels.

One in four women and one in five men in England are classed as

physically inactive — that is, having less than 30 minutes a day of
moderate activity





Context






Department
for Transport

Cycling and Walking Investment
Strategy

We want to make cycling and walking the natural choices for
shorter journeys, or as part of a longer journey

https://www.gov.uk/government/publications/cycling-and-walking-
investment-strategy
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Cycling and Walking Investment Strategy

* The Government aims to double cycling activity to 1.6 billion trips per year.

* This is to aid population health and wellbeing plus improve road congestion, air
quality, and economic and local development.

* This ambition is to be realised through the Cycling and Walking Investment Strategy
(CWIS).

A fuller understanding of the health impacts of increasing walking and cycling will help
underpin this investment.

* In 2018, Government ministers asked for a clearer summary of the population health
impacts that are specific to walking and cycling.

* This was to strengthen the national narrative on the benefits of walking and cycling,
and to make the health impact case more accessible.

This review has been produced in response.





Methods

The nature of the evidence for each health outcome was assessed
according to the following hierarchy:

1. Systematic review and meta-analysis level evidence
2. Scoping and narrative review level evidence

3. Consistent study level evidence

4. Inconsistent study level evidence

5. Fragmented or incomplete level evidence

6. No evidence





Headline findings






This review found that walking and cycling benefit health in a
number of ways:

1. People who walk or cycle have improved metabolic health and a reduced risk of
premature mortality.

2. Walking and cycling reduce the risk factors for a number of diseases, including
cardiovascular disease, respiratory disease, some cancers, and Type |l diabetes.

3. Walking and cycling also have positive effects on mental health and general
well-being. The mental health and neurological benefits include reduced risk of
dementia, improved sleep quality, and a greater sense of wellbeing.

4. In environmental terms, health benefits accrue for the general population from
a reduction in pollution due to car use and a decrease in road congestion.

5. The evidence is that on average the health benefits of walking and cycling
outweigh any potential health risks and harms — for example from injury or
pollution.





Conclusions






Public Health
England

Cycling and walking for individual
and population health benefits

A rapid evidence review for health and
care system decision-makers

“The weight of evidence suggests
that if walking and cycling can be
increased, they have potential to
lead to important health gains at
the population level, and thus
benefit the NHS and the wider
health and care system.”






Evidence gaps






The evidence is stronger and more consistent for certain health outcomes, and
evidence gaps remain in some areas. There is little direct evidence about
whether walking or cycling to work might have different health effects to
walking or cycling for leisure.

There is little specific evidence available on the benefits of walking and cycling
for people with disabilities and those living with long-term conditions.

Similarly, there is little about the effects on groups living with different levels of
deprivation.

It would be helpful if these gaps were addressed, particularly regarding
practical methods to improve access to physical activity for these groups.





Main findings






Walking Cycling

Physical Health Multiple

: : : Systematic review
Benefits systematic reviews [ ~YStematic reviews

Scoping reviews
and multiple Some studies
studies

Mental Health
Benefits

25 reviews and 15 studies






Further questions






* Do health impacts differ by domain and type of walking and cycling?

 What is known about walking-cycling health benefits by age (across
the life-course)?

 What is known about the benefits by socioeconomic status?

 What is known about the benefits by disability and long-term health
conditions?

* Benefits for the wider population (e.g. pollution and emissions)

 What about adverse effects?

* Models and tools

* Lessons for promoting walking and cycling





The Report

1. Walking through the weight of evidence across broad range
of health outcomes
2. Challenge of direct and indirect evidence






The Report

1. Walking through the weight of evidence across broad range
of health outcomes






Table 2 Review level evidence for effect of walking on disease incidence, disease incidence and mortality, and all-cause mortality

Potential Findings Type of Quality

benefits of evidence for | assessment?

walking benefits

All-cause A systematic review and meta-analysis (search date 2013} of cohort studies (14 studies; 280,000 people) | Systematic From 14

mortality reported an 11% (95% confidence intervals (Cl) 4 to 17%) reduced risk of all-cause mortality in those who | review level studies, 10
meet physical activity guidelines through walking {11.25 MET hours/week) compared to those with no (cohort) scored § or
walking [14]. These findings are supported by another systematic review and meta-analysis (search date 9/9 (none
2009) of cohort studies (five studies; 217,042 people) which also reported an 11% (95% CI 4 to 18%) less than 7)
reduced risk of all-cause mortality in those who meet physical activity guidelines through walking (11.25 [14]; mean
MET hours/week) compared to those with no walking [15]. 6/9 [15]

Cardiovascular | One systematic review and meta-analysis (search date 2007) of 18 cohort studies {459,833 people) Systematic Mean score

disease found that high levels of walking reduced cardiovascular disease risk by 31% (95% CI 23 to 39%) review level of 5.3/7
compared with low levels of walking [16]. (cohort)

Coronary heart | One systematic review (search date 2007) of 11 cohort studies and one RCT (295,177 people) found a Systematic Mo quality

disease dose response relationship for walking and coronary heart disease risk. Walking for 30 minutes/day five review level assessment
days per week was associated with a 19% (95% CI 14 to 23%) reduced risk of coronary heart disease (cohort and reported
compared with no walking [17]. RCT)

Cancer One systematic review and meta-analysis (search date 2012) of cohort studies (five studies; 304,123 Systematic Mo quality
people) reported a 3% (95% CI 2 to 5%) reduction in breast cancer risk for every 10 MET hours/week of review level assessment
walking [18]. Another systematic review and meta-analysis (search date 2014) of ten studies (four cohort, | (cohort and [18]; 20433
one case-cohort and three case control studies; 251,693 people) reported an 18% (95% CI 3 to 31%) case-control) studies
reduction in risk of endometrial cancer in high versus low levels of walking [19]. scored >6/9

[19]

Type Il One systematic review (search date 2006) of cohort studies (five studies; 240,605 people) found that Systematic Mo quality

diabetes walking for 2.5 hours/week at a brisk pace is associated with a 17% (95% CI 9 to 25%) lower risk of review level assessment
developing type Il diabetes compared with no walking [20]. Experimental design evidence also reports (cohort, reported

that walking is protective against progressing to diabetes [21] and improving glucose tolerance [22, 23]

crossover and
RCTs)






Table 3 Review level evidence for the physical health benefits of walking on intermediate risk factors

Potential Findings Type of Quality

benefits of evidence for | assessment

walking benefits (systematic
reviews only)

Cardiorespiratory | Review evidence found that walking can improve cardiorespiratory fitness in adults, but the evidence Systematic Only 2/18 studies

fitness for children is inconclusive. review level for | rated as low risk

One systematic review and meta-analysis (search date 2012) of RCTs (18 studies; 394 people) found
that walking interventions at a moderate intensity had a 3.04mL/kg/min {95% CI 2.48 to 3.60)

adults

of bias [24]

h . . . | - . - g Inconclusive Predominantly
improvement in cardiorespiratory fitness {approximately 10%) in inactive participants with modest evidence for moderate quality
levels of aerobic fitness [24]. Intensity and duration of interventions for each outcome were not children [25] '
separately reported (as the review reported other outcomes) but for the review as a whole interventions

were on average 18.7 weeks long (for 20-60 minutes, 2-7 days per week).

Another systematic review (search date 2012) of ten studies (eight cross sectional and two

prospective; 26,948 children) reported inconclusive evidence that walking to school was associated

with improved cardiorespiratory fitness in young people compared with those who travelled to school

passively [25]. The average distance travelled/activity time and intensity was not reported.

Blood pressure Two systematic reviews found that walking can improve blood pressure. Systematic Only 218 studies
One systematic review (search date 2012) of RCTs (16 studies; 816 people) found that walking EI?{%?IP; l‘:\'ﬂn_ LT;‘;:TZET risk
interventions significantly reduced systolic (-3.58 mm Hg, 95% CI -5.19 to -1.97) and diastolic (-1.54 randomised
mm Hg, 95% CI -2.83 to -0.26) resting blood pressure [24]. Intensity and duration of interventions for interventions) | No quality

each outcome were not separately reported (as the review reported other outcomes) but for the review
as a whole interventions were on average 18.7 weeks long (for 20-60 minutes, 2-7 days per week).

Another systematic review (search date 2007) of RCTs and non-randomised interventions (12 studies;
468 people; number of RCTs and non-randomised interventions in each analysis not reported) found a
-3.8 mm Hg reduction (95% CI -1.7 to -5.9) in systolic blood pressure and a -0.3 mm Hg (95% CI 0.02
to -0.46) reduction in diastolic blood pressure as a result of increased walking (average increase of
2491 and 2183 steps/day in the RCTs and the non-randomised interventions respectively) [26].

assessment [26]

Vascular function

Review evidence has found that studies predominantly focus on the role of general exercise training on

P oraT o

Fragmented or

NIA






Table 4 Mental and neuroloyical health outcomes of walking” (adapted from Kelly et al., 2018

[8])*

four acute studies) suggests that walking interventions can have a
positive effect on self-esteem but observational findings were limited.

Mental health Evidence Strength of
benefits of evidence for
walking benefits
Depression Five systematic reviews found evidence to suggest that walking may Systematic review
be beneficial in both the prevention and treatment of depression. For level (interventions
example, one included systematic review and meta-analysis of RCTs | & observational)
(eight studies; 341 people) found that walking can treat clinical
depression (effect size -0.86, large effect size) [35].

Anxiety Based on 14 studies (five cross-sectional, one prospective, five Consistent study
interventions, four acute studies), the authors found evidence that level (interventions
walking is beneficial for preventing and treating anxiety. & observational)

Self-esteem Evidence from 11 studies (two cross-sectional, seven interventions, Inconsistent study

level (interventions
& observational)

Psychological
stress

The authors found emerging but limited evidence from six studies (two
cross-sectional, three acute studies, one intervention) that walking is
associated with lower psychological stress in observational studies,
and that walking could be used as a potentially promising intervention
to decrease psychological stress.

Study level
(interventions &
observational)

Psychological
well-being

The evidence base is limited but promising, with three cross-sectional
studies and one prospective study identifying positive relationships
between walking and psychological well-being. The findings from the
intervention studies are mixed with only two of seven studies
demonstrating positive effects on psychological well-being compared
with control groups.

Inconsistent study
level (interventions
& observational)

Subjective well-

| W B

11 studies (four cross-sectional, two prospective cohort, five acute

[P N || NN, TN U | SN UV | U . SO L N I TNy | [ S [ N L S | |

Inconsistent study

| [P N U AN 1L J






Table 5 Effect of cycling on disease incidence, disease mortality, and all-cause mortality

type |l diabetes compared with no cycling [38].

Potential Findings Strength of Quality

benefits of evidence for | assessment

cycling benefits (systematic
reviews
only)

All-cause mortality | Two cohort studies found that cycling was associated with a 21% reduced risk of all-cause mortality Systematic From 7
in 67,143 women [38] and a 28% reduce risk of all-cause mortality in 30,640 adults [37]. A meta- review level studies,
analysis (search date 2013) of seven cohort studies (187,000 people) found that a cycling level (cohort) mean score
commesponding to WHO guidelines of 150 minutes of moderate physical activity per week was was 7.7/9
associated with a 10% (95% CI 4 to 17%) reduced risk of all-cause mortality, compared with no [14]
cycling. A dose-response relationship of cycling was also estimated, which suggested that physical
activity benefits per unit of cycling are about twice as high for the first 1-2 hours of cycling per week,
compared with significantly more time spent cycling [14].

Cardiovascular A review (search date 2018) identified cohort studies (12 studies; 722,407 people) and found that Review level Mo quality

disease seven out of 12 studies reported a statistically significant reduced risk of cardiovascular disease (cohort) assessment
incidence andfor mortality with cycling compared to low or no cycling, and five studies found no
significant associations [38].

Cancer A review (search date 2018) identified cohort studies (nine studies; 1,074,480 people) and found that | Review level Mo quality
six out of nine studies found no statistically significant association between cycling and cancer (cohort) assessment
incidence, while three out of nine studies found that cycling was significantly associated with cancer
incidence and mortality compared with no cycling [38].

Type Il diabetes A review (search date 2018) identified cohort studies (four studies; 193,273 people) and found that Review level Mo quality
two out of four studies found a statistically significant association between cycling and reduced risk of | {cohort) assessment






Table 6 Physical health benefits of cycling]

Potential benefits of | Findings Strength of Quality
cycling evidence for assessment
benefits (systematic
reviews only)
Cardiorespiratory Three reviews were identified that reported associations between cycling and cardiorespiratory Systematic Adults —

fitness

fitness. The first review (published 2011) identified two RCTs and one controlled clinical frial and
found evidence to suggest that cycling benefits cardiorespiratory fitness in adults. The same
review found inconclusive evidence for benefits in adolescents {two cross-sectional studies, one
prospective study) [39].

review level for
adults;

inconclusive for
children (RCTs,

predominantly
strong;
children —
moderate [39]

controlled
Another review (search date 2018) found four RCTs (281 people) of cycling to school/work clinical trial, Predominandty
interventions and reported that three out of the four studies found that the intervention groups cross-sectional | moderate
significantly increased cardiorespiratory fiilness [38]. and quality [25]
prospective)
The final review (search date 2012) identified four cross-sectional and one prospective study Mo quality
(10,918 children) and found that cycling benefits cardiorespiratory fitness in young people [25]. assessment
[38]

Blood pressure A cohort study (23,732 people) found that cycling to work at baseline was associated with lower Inconclusive Mo quality
odds of hypertension compared with passive travel after adjusting for confounding factors [40]. A (cohort and assessment
review (search date 2018) also ideniified one RCT (48 adults) which found no change in blood RCT)
pressure following a cycling intervention [38].

Blood lipids A cohort study (23,732 people) found that cycling to work at baseline was associated with lower Fragmented -
odds of hypeririglyceridemia (OR=0.85, 55% CI 0.76 to 0.94) compared with passive travel after (cohort)
adjusting for confounding factors [40].

Body composition A systematic review (search date 2010) identified three studies (15,062 people) reporting an Review level IMean score
association between cycling and lower body weight in adults [41]. (interventions & | 3.7/10 [41]

observational)
A further review (search date 2018) identified cohort studies (four studies; 61,272) and one RCT Mo quality
(48 people) and found that three out of the four cohort studies showed that cycling is significantly assessment
associated with reduced risk of developing obesity and the RCT significantly decreased body fat [38]

compared with no cycling [33].

In children, a prospective study of 390 children found that cycling to school was associated with
lower body weight [42]. A randomised cycling intervention fargeting young people with Down
Syndrome (46 young people) found that the intervention led to reductions in BMI and percentage
hody fat amongst those who successfully learned how to ride a bicycle, however 44% of the






Domains of physical activity

Transport Occupational

Leisure time Housework and
and exercise gardening

Figure 2. The 4 main domains of physical activity. Walking and cycling are usually classified in 3 of the 4
(Transport, Occupational, or Leisure time and exercise). Where walking is part of housework and gardening, this
would normally be incidental or of very short duration.






Typical range of
walking intensity Typical range of

I cycling intensity
| | %

Sedentary : Light PA ! Moderate PA Vigorous PA

I I I |

|
0 1 2 3 4 5 6 7

Metabolic Equivalent of Task

Figure 1. lllustration of walking and cycling as moderate to vigorous physical activities. Note ranges given
are indicative and intensity will vary by pace, terrain, fitness, and many other factors. Ranges are
eztimates, based on the 2011 Compendium of Physical Activities. [11]





The Report

2. Challenge of direct and indirect evidence
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Physical Health Multiple
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Benefits systematic reviews [ ~YStematic reviews

Scoping reviews
and multiple Some studies
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Mental Health
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25 reviews and 15 studies






Specific Evidence?

Walking Cycling
Mortality 4 2
cvb 8 3 Indicative —
Cancer 6 2 numbers for
: illustration only!!!
Depression 5 2
Anxiety 2 2
Dementia 3 1

25 reviews and 15 studies





Specific Evidence?

Walking Walking Cycling Cycling

commuting leisure commuting Leisure
Mortality 2 2 1 1
CvD 5 3 2 1
Cancer 3 3 2 0
Depression 3 2 2 0
Anxiety 1 1 1 1
Dementia 2 1 0 1

25 reviews and 15 studies





Specific Evidence?

Walking commuting Walking leisure Cycling commuting Cycling Leisure

By age By sex By SES By age By sex By SES By age By sex By SES By age By sex By SES
Mortality | 1 1 0 1 1 1 0 0 0 1
CvD 3 2 3 0 0 0 1 1 1 0 0
Cancer 1 1 » 1 0 0
Depressi | 1 2 0 1 0
on
Anxiety 1 0 0 1 0
Dementi |1 0 1 1 0
a

25 reviews and 15 studies






Direct and indirect
evidence
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Typical range of
walking intensity Typical range of

I cycling intensity
| | %

Sedentary : Light PA ! Moderate PA Vigorous PA

I I I |

|
0 1 2 3 4 5 6 7

Metabolic Equivalent of Task

Figure 1. lllustration of walking and cycling as moderate to vigorous physical activities. Note ranges given
are indicative and intensity will vary by pace, terrain, fitness, and many other factors. Ranges are
eztimates, based on the 2011 Compendium of Physical Activities. [11]





James to take over






Walking and Cycling as part
of total physical activity






Combining Different Activities

* Intensity * Duration * Frequency
* Marginal Metabolically Equivalent Tasks (MMETSs)
 METs above resting e.g. Ebikes 3.5, Walking 3.6, Cycling






Total Population - All-Cause Mortality
Number of entries: 24 & Number of people: 2,116,548

Work in progress

numbers will
change!
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Total Population [England] - Marginal MET hours (walking, cycling,
sports and recreation activity)

30

www.pct.bike/ict
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>44 >8.8 =132 =176 >22 >26.4 >30.8 >352 =>396 >44 >484 >528
& & & & & & & & & & & &
<=4.4 <=8.8 <=13.2 <=17.6 <=22 <=26.4 <=30.8 <=35.2 <=39.6 <=44 <=48.4 <52.8

Marginal MET Hours

Percentage of the total population

Baseline (Total Population) Il Scenario (Total Population)





Tools and models for use in practice

@ S WWW.PCT.BIKE
Department HEAT 4.1 el

for Transport

Cycling to work iy Propensigo Cyc (]
\ ) )
TAG UNIT A5.1

Active Mode Appraisal . : j.‘ b =N :
Active travel modes

base to inform cycling investment

To run the PCT, first hover over a region on the map on the left
to see the regional potential, then click on the region

May 2018 Which active travel mode would you like to assess? @

For an introduction to the 100l, its use, and the scenarios, please

Department for Transport You can assess the impacts of walking, cycling, or both.

Transport Analysis Guidance (TAG) u Walklng

BB UNIVERSITY OF UNIVERSITYOF B 7)) | uyw
o cavsripce (oY ANGY  WECTRINSTERS ummsmomﬂ I P8 |

for Transport

O Cycling

https://www.gov.uk/transport-analysis-guidance-webtag






Cycling and walking for individual, population and health system benefits: a rapid evidence review

12. Models and tools

Various tools exist to estimate the health impacts of increasing population levels of
walking and cycling. The WHO Europe Heath Economic Assessment Tool (HEAT)
heatwalkingeycling.orgf#homepage estimates health gains from changes in walking or
cycling, and new modules allow estimation of how much of this gain might be offset by
higher injury risks and increased inhalation of air pollutants. The health gains are
expressed as premature deaths prevented and the results monetised using the
statistical value of a life.

In England, the Department for Transport (DfT) has produced guidance on modelling
health impacts of changes in walking and cycling. These include an approach related to
HEAT, but that estimates health impacts as changes in the ‘reduction of years of life
lost due to physical inactivity' trid.trb.org/view/1485096. The DIT also includes
recommended values for changes in sickness absence from increased walking and
cycling. trid.trb.org/view/1485096.

The DFT has also funded the open source Propensity to Cycle Tool (PCT) that
estimates the cycling commuting potential and corresponding physical activity gains at
an area and route level in England [13]. The PCT is available at www_pct.bike. The
PCT uses a modified version of the HEAT approach accounting for local authority
mortality rates and the age distribution of the population.

Results from local authority level analysis show that if English people were as likely to
cycle a trip, allowing for trip distance and hilliness, as people in the Netherlands, then
there would be high cycling potential in all local authorities. While England is hillier than
the Netherlands, English commutes tend to be shorter. This scenario showed that if






Propensity to Cycle Tool www.pct.bike

e Estimate commuting (and soon schools) cycling potential in
areas and along specific routes

* Uses modified HEAT approach to estimate reduction in
premature mortality and monetary values for this (includes
electric assist bikes)




http://www.pct.bike/
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Propensity to Cycle Tool www.pct.bike

* New features being added in 2019

* Training courses being run

— Basic course aimed at less experienced users, who would like to learn to use
the interface more effectively.

— Intermediate course aimed at users who want to explore using the data
downloads in Excel and QGIS, producing tables, charts, and bespoke maps.

— Advanced course aimed at users who want to modify the PCT code base, to
create their own bespoke versions. Experience of using R or similar.

— Sign up link https://blog.pct.bike/2018/12/04/new-features-new-year/
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WebTAG: Web Transport Appraisal Guidance

* For making business cases to DfT

* Active travel appraisal includes physical activity benefits
(reduction in years of life lost due to premature mortality)

e Separate modules on air pollution, noise, traffic injury, and
congestion (being included in PCT with the update)

* Tool for physical activity benefits available to download in Excel
or Analytica

e https://www.gov.uk/government/publications/tag-social-and-
distributional-impacts-worksheets
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WHO Health Economic Appraisal of Transport

cC @ @ https://www.heatwalkingcycling.org/#news 170% - O W W o @ B =

HEAT 4.1 O HEAT

Health economic
assessment tool

News & Announcements

12 November 2018

Further HEAT Webinars are coming up in December and January, organized by the European Cyclist Federation (ECF) in
collaboration with the HEAT core group. Dates will be announced as soon as available and can also be found in the ECF
calendar.

Introduction HEAT Webinar 5/12
Link to event on ecf.com: https://ecf.com/users/ida-tange/trusted-content/introduction-heat-4-webinar

Registration link: httos://ecf.com/civicrm/event/register?id=106&reset=1 v





HEAT 4.1

* Includes health benefits from more walking or cycling
 New scheme or for city level assessment
* Health gains off set by

—extra air pollution inhaled while walking or cycling

—additional injury risk while walking or cycling






Important gaps






Public Health
England

Cycling and walking for individual
and population health benefits

A rapid evidence review for health and
care system decision-makers

Few studies have investigated if the benefits of
walking and cycling are different for disabled people.

The evidence base on physical activity in disabled
adults suggests an urgent need for further research to
understand potential benefits of, or inequalities in
access to, walking and cycling for disabled people.

There are an additional set of questions about what
walking and cycling participation might look like across
a range of disabilities, mobilities, and conditions.






Evidence demonstrates that physical
" activity improve the health and reduces
Public Health the risk of chronic diseases for disabled
England

adults.

Aerobic activities, like brisk walking,
wheeling, swimming, jogging, dancing,
cycling, playing basketball, rugby,
football or tennis, and balance,

Physical activity for general health
benefits in disabled adults:

Summary of a rapid evidence review

tor the UK Chief Medical Officers’ stretching, and strength exercises, such
update of the physical activity as push ups, sit ups, working with a
guidelines

resistance band, and weight training, are
recommended for health benefits.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment data/file/748126/Physical activity for gener
al health benefits in disabled adults.pdf
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Specific Evidence?

Walking commuting Walking leisure Cycling commuting Cycling Leisure

By age By sex By SES By age By sex By SES By age By sex By SES By age By sex By SES
Mortality | 1 1 0 1 1 1 0 0 0 1
CvD 3 2 3 0 0 0 1 1 1 0 0
Cancer 1 1 » 1 0 0
Depressi | 1 2 0 1 0
on
Anxiety 1 0 0 1 0
Dementi |1 0 1 1 0
a

25 reviews and 15 studies






Socio-demographic
inequalities and
differences






Tainio and colleagues modelled mortality impacts of replacing
short car trips with cycling by age, gender and SES. They found
38 that benefits are greater for less deprived SES groups, largely
" because these groups were conducting more car trips.

However, when Woodcock and colleagues modelled impacts of

Cycling and walking for individual and
population health benefits: a rapid

vidence review for healh and cars cycling uptake they found ethnic minority women would have the
System declsl PR " biggest time savings from cycling (as making slower walking and
public transport trips).

Previously, a systematic review (2014) identified two relevant
modelling studies, which estimated that disadvantaged ethnic
groups would benefit more from active travel than the general
population. This was due to higher disease incidence.





Why might impacts vary?

e Who and Where?

* Who
— Baseline risk of disease (e.g. older people or with other risk factors)
— Non travel walking and cycling (e.g. people who do sport)
— Higher injury risk (e.g. older people)
— Higher air pollution susceptibility (e.g. people with asthma)
* Where?

— Injury risk (e.g. cycling on rural A roads)
— Air pollution (e.g. walking by urban A roads)





Why might impacts vary?

* Potential
—Trips of walkable or cyclable distance (varies by ability)
— Area level hilliness (e-bikes)

— Access to convenient and safe walking and cycling routes
(requirements higher for some groups)

— Cultural, social and practical barriers
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Executive summary

Regular physical activity benefits long-term health, including mental health, and helps
to prevent over 20 common health conditions. The UK Chief Medical Officers’ guidance
for adults includes 150 minutes of moderate intensity activity a week, and that the
easiest way to achieve this is through daily activity such as walking and cycling.

Over 4 in 10 women (42%) and 1 in 3 men (34%) in England are not active enough for
good health, with human and economic costs for the individual, communities and the
health and social care system. The most recent estimates are that physical inactivity
costs the NHS more than £450 million a year at Clinical Commissioning Group level,
equating to £817,274 per 100,000 individuals or £8.17 per person.

This rapid evidence review is intended for health and social care policy makers,
decision makers and commissioners and attempts to address the following question:

“‘What is the impact of walking and/or cycling on different health outcomes?”
This review found that walking and cycling benefit health in a number of ways:

e people who walk or cycle have improved metabolic health and a reduced risk of
premature mortality

e walking and cycling reduce the risk factors for a number of diseases, including
cardiovascular disease, respiratory disease, some cancers, and Type Il diabetes

e walking and cycling also have positive effects on mental health and general well-
being. The mental health and neurological benefits include reduced risk of
dementia, improved sleep quality, and a greater sense of wellbeing

e in environmental terms, health benefits accrue for the general population from a
reduction in pollution due to car use and a decrease in road congestion

e the evidence is that the health benefits of walking and cycling outweigh any
potential health risks and harms — for example from injury or pollution

The weight of evidence suggests that if walking and cycling can be increased, they
have potential to lead to important health gains at the population level, and thus benefit
the NHS and the wider health and care system.

The evidence is stronger and more consistent for certain health outcomes, and
evidence gaps remain in some areas. There is little direct evidence about whether
walking or cycling to work might have different health effects to walking or cycling for
leisure.
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There is little specific evidence available on the benefits of walking and cycling for
people with disabilities and those living with long-term conditions. Similarly, there is little
about the effects on groups living with different levels of deprivation. It would be helpful
if these gaps were addressed, particularly regarding practical methods to improve
access to physical activity for these groups.
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1. Introduction

The population health benefits of physical activity are well established in the scientific
literature [1, 2]. Population recommendations for physical activity are set by the Chief
Medical Officer. The Chief Medical Officer’s guidance for adults is for 150 minutes of
moderate activity a week (2 ¥z hours), or for 75 minutes of vigorous activity. The
guidance also recommends activities that strengthen muscles, and says that sitting
time should be minimised (see Appendix 1 for more details) [2].

The most recent estimates are that lack of physical activity (physical inactivity) costs
the NHS more than £450 million a year at Clinical Commissioning Group level. One in 4
women and 1 in 5 men in England are are damaging their health through a lack of
physical activity. They are classed as physically inactive — that is, having less than 30
minutes a day of moderate activity.

Walking and cycling have attracted attention as options for increasing population
activity levels because they can be fitted around daily life. Walking is one of the main
contributors to total physical activity across all age groups in the population and is
already the most common activity for older people as shown by data from the Health
Survey for England [3, 4]. Cycling for transport can be a time-efficient option for
physical activity, as it can be integrated into daily routines.

The World Health Organisation (WHO) includes walking and cycling as key actions in
its Global Action Plan on Physical Activity 2018-2030 [5]. It stated that “investing in
policies to promote walking and cycling...can contribute directly to achieving many of
the 2030 Sustainable Development Goals (SDGs)”.

Promoting walking and cycling has been identified as one of the “Seven Best
Investments” to increase population levels of physical activity [6] in the Toronto Charter
for Physical Activity: A Global Call to Action. This report stated that if walking and
cycling promotion was applied at sufficient scale it would “make a significant
contribution to reducing the burden of non-communicable diseases and promote
population health” and contribute to “improving the quality of life and the environments
in which we live”.

The Government has set an aim to double cycling activity to 1.6 billion trips per year.
This is to aid population health and wellbeing as well as to improve road congestion, air
guality, and economic and local development. This ambition is to be realised through
the statutory Cycling and Walking Investment Strategy (CWIS). A fuller understanding
of the health impacts of increasing walking and cycling will help underpin this
investment.
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In 2018, Government ministers asked for a clearer summary of the population health
benefits and impacts that are specific to walking and cycling. This was to strengthen
the national narrative on the benefits of walking and cycling, and to make the health
impact case more accessible to local and national system partners. This review has
been produced in response.
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2. Aims and objectives

This evidence review aims to identify, summarise, and report relevant evidence to
support engagement in the Cycling and Walking Investment Strategy (CWIS) [7]. The
review attempts to address the following question:

“‘What is the impact of walking and/or cycling on different health outcomes?”

The objective was to examine the benefits of walking and cycling to individual and
population health, and therefore the benefits for local health and social care systems.
The intention was to summarise the evidence in one place, in order to support CWIS
implementation by the health sector.
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3. Methods

The approach for preparing this evidence review is summarised below.
Design

Rapid evidence review

Search strategy

Targeted searching of relevant databases (Medline, Google Scholar, etc.) was
conducted. Selected search terms for walking and cycling were used (see Appendix 2),
and identified records were screened for relevance to the primary research
guestion/aim.

Scope

Walking and cycling are behaviours that are performed in more than one domain. The
scope for this report was walking or cycling for:

e transport, active travel and commuting
e leisure and recreation

e sport, exercise and fitness

e occupation

Table 1 Definitions of walking and cycling

Walking Walking refers to all forms of purposeful or incidental bipedal
locomotion within reasonable speed ranges (ie not running or jogging)

[8].

Cycling Cycling includes bike rides of any length or intensity and covers cycling
for different purposes (ie both transport and leisure) [9].

Walking and cycling as part of elite performance and high-level competition were not
included.

Evidence from any country was considered for inclusion. Studies were included if there

were good epidemiological reasons to assume the evidence would be applicable to the
English population. Evidence for all ages was considered for inclusion.

10
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Study selection and reporting the evidence

A hierarchical strategy was used for study selection, first selecting systematic reviews
and meta-analyses. When these were not available, scoping and narrative reviews
were selected. Finally, high quality individual studies were included. Prospective and
experimental study designs were included. Cross-sectional evidence was not reported
for aetiological associations, due to known limitations and possible reverse causation (a
person with low cardiorespiratory fithess may walk or cycle less due to their health
status, rather than low levels of walking or cycling leading to their health status). If
included reviews had reported cross-sectional evidence as part of their findings, this
evidence would be eligible for reporting here. Cross-sectional evidence has been
reported on questions of prevalence. The flow of studies for the primary aim (as
reported in section 5) is shown in Appendix 3: Study Flow Chart.

Where available, data were extracted on volume, type or intensity of walking and
cycling, and magnitude of effect on health outcomes. For reviews, number and
nature/design of studies were extracted, along with any reporting of study quality or
bias. For individual studies details including design, population and sample size were
extracted.

The analytical framework for the primary research objective was to report:

e the physical health benefits of walking
e the mental health benefits of walking
e the physical health benefits of cycling
e the mental health benefits of cycling

The evidence on these areas is reported in Section 5. The selection of health outcomes
was informed by the existing reviews for physical activity and health. The nature of the
evidence for each health outcome was assessed according to the following hierarchy:

Systematic review and meta-analysis level evidence
Scoping and narrative review level evidence
Consistent study level evidence

Inconsistent study level evidence

Fragmented or incomplete level evidence

No evidence

o0k wNRE

Once these sections were reported, emergent and relevant sub-questions were
highlighted and discussed, though independent search strategies were not employed in
these areas. The evidence for these sections is reported in Sections 6-13. In Section
14, the limitations of the current evidence base are presented. Finally, in Section 15
recommendations for policy and practice are made.

11
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4. Benefits of physical activity overall

Walking and cycling as examples of physical activity

The evidence base for walking and cycling and their impacts on health is increasingly
clear and convincing. However, the evidence is not complete and is restricted to what
researchers have evaluated. This direct evidence specifically on walking and cycling
sits within an even wider, more comprehensive, and stronger evidence base for the
health impacts of physical activity in general (indirect evidence). The strongest
physical activity evidence — and that with the greatest mass — exists for moderate to
vigorous physical activity (MVPA), of which walking and cycling are excellent (perhaps
the best) examples.

The eminent epidemiologist Professor Jeremy Morris famously described walking as the
“...nearest activity to perfect exercise” [10]

Figure 1 below shows the place of walking and cycling on the spectrum of sedentary to
vigorous activities, as assessed in multiples of resting metabolic rate (Metabolic
Equivalent of Task or MET). It is important to note that these are just indications of
likely intensity ranges; walking is not always moderate intensity and cycling is not
always vigorous. For example, brisk walking up a hill carrying a load would be intense
activity. Likewise, slow cycling on a good flat surface would likely be moderate for most
people [11].

Typical range of

walking intensity Typical range of

I cycling intensity
| | %

|
Sedentary I Light PA I Moderate PA

Vigorous PA

0 1 2 3 4 5 6 7

Metabaolic Equivalent of Task
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Figure 1. lllustration of walking and cycling as moderate to vigorous physical activities. Note ranges given
are indicative and intensity will vary by pace, terrain, fitness, and many other factors. Ranges are
estimates, based on the 2011 Compendium of Physical Activities. [11]

The health benefits of physical activity

The Chief Medical Officers have stated that there is strong, consistent and convincing
evidence that regular physical activity is beneficial for a wide range of health outcomes
and risk factors [2]. This increasingly comes from systematic reviews and meta-
analyses of high quality population cohort studies [1]. The health benefits include hard
health outcomes such as all-cause mortality, cardiovascular disease, coronary heart
disease, and stroke. Regular physical activity reduces the risk for developing many
cancers, including those of the breast, colon, bladder, endometrium, oesophagus,
kidney, lung, and stomach. It also improves metabolic health reducing the risk of
developing Type 2 diabetes, and can help maintain a healthy weight and support
weight loss [2]. There are neurological benefits including reduced risk of dementia and
mental health outcomes such as reduced depressive symptoms. Moderate-to-vigorous
physical activity has been shown to improve the quality of sleep and also quality of life

[1]

In summary “regular physical activity can reduce the risk of developing a new chronic
condition, reduce the risk of progression of a condition already present, and improve
quality of life and physical function” [1]. As exemplars of physical activity, there is
therefore very strong indirect evidence that walking and cycling can realise these
benefits.

How much do walking and cycling contribute to physical activity?

Walking is one of the main contributors to total physical activity across all age groups,
contributing between 26-42% of total physical activity [3], and has been demonstrated
to be accessible to large proportions of society in terms of age and gender [9]. Cycling
is less prevalent, with just 5.7% of people in England cycling 3 or more times per week
[11], and 1% of children cycling to school [11]. In comparison, in the Netherlands, men
and women achieve an average 24 and 28 minutes respectively of daily physical
activity through walking and cycling [12]. Despite the current low prevalence of cycling
compared to walking, both have potential to be built into daily routines and may
therefore be more likely to be sustained and yield significant increases in weekly
physical activity (eg cycling or walking to and from work). The Propensity to Cycle Tool
study (2016) estimated that if people in England had the same readiness to cycle a
given distance as those in the Netherlands then 18% of people would cycle to work -
even allowing for England’s greater hilliness in certain regions [13].

13
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Walking and cycling for travel are likely to have similar health benefits for an individual
as other types of physical activity. Due to the higher possibility they can be built into
daily life and routine compared to many other physical activities, they have particularly
high sustainable population health potential across the life-course.

Dose response relationships between physical activity and health benefits

Physical activities, including walking and cycling can be considered in terms of dose —
usually consisting of duration, intensity, and frequency. Dose response meta-analyses
and pooled analyses have generally found a non-linear relationship between total dose
(volume) of activity and risk of disease, with the greatest benefit in moving from being
inactive to doing some level of activity [1]. Magnitude of benefits at higher doses
(beyond the WHO higher recommendation of 5 hours per week of moderate activity)
are less well established and likely vary by disease outcome.

Duration, intensity, and frequency can be combined to produce total physical activity
energy expenditure metrics. This allows us to compare and combine activities of a
different kind. A common method for doing this is the Marginal Metabolically Equivalent
Task (MMET) rate that represents the body mass adjusted energy expenditure of an
activity above the metabolic rate of sedentary behaviour. Typically, walking is moderate
and cycling vigorous intensity. However, intensity varies by speed, terrain and hilliness,
load carrying, and personal characteristics such as age and fitness (see Figure 1).

Walking and cycling are commonly cited examples of moderate and vigorous activities
and are thus likely to have similar benefits to other regular physical activity behaviours
of similar intensity conducted for similar durations [1]. Due to the non-linear relationship
between volume of activity and disease risk, the marginal benefits of doing more
walking and cycling are very likely to depend on the total amount of activity an
individual is doing and not just their walking and cycling level. Thus, as with all physical
activity, the benefits of increasing walking and cycling are likely to be much higher for
those who are inactive.

14
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5. What are the health benefits of walking
and cycling specifically?

The following section is a summary of the direct evidence for walking and cycling
organised in terms of the physical and mental health benefits.

The physical health benefits of walking

In summary, walking is associated with a wide range of physical health benefits for
children, adults and older adults [1, 2]. These benefits include reduced risk of all-cause
mortality, cardiovascular disease incidence and mortality, coronary heart disease
incidence and mortality, certain cancer mortality’ and type Il diabetes incidence.
Walking also has beneficial impacts on disease risk markers and musculoskeletal
health [1]. The evidence for the physical health benefits of walking is summarised in
Table 2 and Table 3 below.

! The 2018 US Physical Activity Guidelines Advisory Committee Scientific Report found strong evidence that physical activity
reduced risk of a number of cancers including bladder, colon, esophageal adenocarcinoma, renal and gastric and limited
evidence for a number more. However, they stated that few data were available on walking specifically and cancer risk, and
that this was an important need for future research 1. 2018 Physical Activity Guidelines Advisory Committee, 2018 Physical
Activity Guidelines Advisory Committee Scientific Report. 2018, U.S. Department of Health and Human Services: Washington
DC.
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Table 2 Review level evidence for effect of walking on disease incidence, disease incidence and mortality, and all-cause

mortality

Potential Findings Type of Quality

benefits of evidence for assessment’

walking benefits

All-cause A systematic review and meta-analysis (search date 2013) of cohort studies (14 studies; 280,000 people) | Systematic From 14

mortality reported an 11% (95% confidence intervals (Cl) 4 to 17%) reduced risk of all-cause mortality in those who | review level studies, 10
meet physical activity guidelines through walking (11.25 MET.hours/week) compared to those with no (cohort) scored 8 or
walking [14]. These findings are supported by another systematic review and meta-analysis (search date 9/9 (none
2009) of cohort studies (five studies; 217,042 people) which also reported an 11% (95% CI 4 to 18%) less than 7)
reduced risk of all-cause mortality in those who meet physical activity guidelines through walking (11.25 [14]; mean
MET .hours/week) compared to those with no walking [15]. 6/9 [15]

Cardiovascular | One systematic review and meta-analysis (search date 2007) of 18 cohort studies (459,833 people) Systematic Mean score

disease found that high levels of walking reduced cardiovascular disease risk by 31% (95% CI 23 to 39%) review level of 5.3/7
compared with low levels of walking [16]. (cohort)

Coronary heart | One systematic review (search date 2007) of 11 cohort studies and one RCT (295,177 people) found a Systematic No quality

disease dose response relationship for walking and coronary heart disease risk. Walking for 30 minutes/day five review level assessment
days per week was associated with a 19% (95% CI 14 to 23%) reduced risk of coronary heart disease (cohort and reported
compared with no walking [17]. RCT)

Cancer One systematic review and meta-analysis (search date 2012) of cohort studies (five studies; 304,123 Systematic No quality
people) reported a 3% (95% CI 2 to 5%) reduction in breast cancer risk for every 10 MET.hours/week of review level assessment
walking [18]. Another systematic review and meta-analysis (search date 2014) of ten studies (four cohort, | (cohort and [18]; 20/33
one case-cohort and three case control studies; 251,693 people) reported an 18% (95% CI 3 to 31%) case-control) studies
reduction in risk of endometrial cancer in high versus low levels of walking [19]. scored >6/9

[19]

Type Il One systematic review (search date 2006) of cohort studies (five studies; 240,605 people) found that Systematic No quality

diabetes walking for 2.5 hours/week at a brisk pace is associated with a 17% (95% CI 9 to 25%) lower risk of review level assessment
developing type Il diabetes compared with no walking [20]. Experimental design evidence also reports (cohort, reported

that walking is protective against progressing to diabetes [21] and improving glucose tolerance [22, 23].

crossover and
RCTSs)

2 As reported by the review authors in included reviews. Higher scores mean better quality rating eg 0/9 lowest quality; 9/9 highest quality.
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Table 3 Review level evidence for the physical health benefits of walking on intermediate risk factors

Potential Findings Type of Quality

benefits of evidence for assessment

walking benefits (systematic
reviews only)

Cardiorespiratory | Review evidence found that walking can improve cardiorespiratory fitness in adults, but the evidence Systematic Only 2/18 studies

fitness

for children is inconclusive.

One systematic review and meta-analysis (search date 2012) of RCTs (18 studies; 894 people) found
that walking interventions at a moderate intensity had a 3.04mL/kg/min (95% CI 2.48 to 3.60)

review level for
adults

rated as low risk
of bias [24]

. . . ! ! . L ) o . Inconclusive Predominantly
improvement in cardiorespiratory fitness (approximately 10%) in inactive participants with modest evidence for moderate quality
levels of aerobic fithess [24]. Intensity and duration of interventions for each outcome were not children [25] '
separately reported (as the review reported other outcomes) but for the review as a whole interventions

were on average 18.7 weeks long (for 20-60 minutes, 2-7 days per week).

Another systematic review (search date 2012) of ten studies (eight cross sectional and two

prospective; 26,948 children) reported inconclusive evidence that walking to school was associated

with improved cardiorespiratory fitness in young people compared with those who travelled to school

passively [25]. The average distance travelled/activity time and intensity was not reported.

Blood pressure Two systematic reviews found that walking can improve blood pressure. Systematic Only 2/18 studies
One systematic review (search date 2012) of RCTs (16 studies; 816 people) found that walking Ea\g?rv; Ig\:ﬁ:n_ ga;tggsa ?zlgi/v risk
interventions significantly reduced systolic (-3.58 mm Hg, 95% CI -5.19 to -1.97) and diastolic (-1.54 randomised
mm Hg, 95% CI -2.83 to -0.26) resting blood pressure [24]. Intensity and duration of interventions for interventions) No quality

each outcome were not separately reported (as the review reported other outcomes) but for the review
as a whole interventions were on average 18.7 weeks long (for 20-60 minutes, 2-7 days per week).

Another systematic review (search date 2007) of RCTs and non-randomised interventions (12 studies;
468 people; number of RCTs and non-randomised interventions in each analysis not reported) found a
-3.8 mm Hg reduction (95% CI -1.7 to -5.9) in systolic blood pressure and a -0.3 mm Hg (95% CI 0.02
to -0.46) reduction in diastolic blood pressure as a result of increased walking (average increase of
2491 and 2183 steps/day in the RCTs and the non-randomised interventions respectively) [26].

assessment [26]

Vascular function

Review evidence has found that studies predominantly focus on the role of general exercise training on

Fragmented or

N/A

vascular function, with exercise training leading to improvements [27], however preliminary evidence incomplete
from a RCT (77 people) suggests that walking for 30 minutes at a brisk intensity five days per week level evidence
can beneficially improve arterial stiffness [28]. (RCT)

Blood lipids Mixed evidence for the role of walking on blood lipids was identified. Inconclusive Only 2/18 studies
One meta-analysis (search date 2012) of RCTs (16 studies; 758 people) found no significant effects of fgjitsvr\? f:\l/%l [)e;tgg: ?lei/v risk
walking on cholesterol [24]. Intensity and duration of interventions for each outcome were not (RCTs and
separately reported (as the review reported other outcomes) but for the review as a whole interventions observational No quality
were on average 18.7 weeks long (for 20-60 minutes, 2-7 days per week). studies) assessment [26]
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Another review (search date 2007) of RCTs and observational studies (seven studies; 192 people) also
found no significant effects (-0.09 95% CI -0.32 to 0.15) of walking interventions on blood lipids
(average increase of 2491 steps/day in the RCTs; observation data not reported) [26].

A third review found that physical activity can reduce postprandial lipemia [29]. Whilst the latter review
was not specific to walking, Gill and Hardman [30] suggest that energy expenditure during the activity
rather than either the intensity or mode of activity is the most important determinant of lowering lipids.

Haemostatic, One review (search date 2015, number of participants not reported) included three cross-sectional Narrative No quality
inflammatory and | studies and one crossover trial and found preliminary evidence for improved haemostatic, inflammatory | review level assessment
immune function | and immune function markers with regular walking [31]. Intervention descriptions/physical activity (cross-
markers duration and intensity were not reported. sectional &
crossover trial)

Body composition | Three systematic reviews found evidence to suggest that walking can lead to improvements in body Systematic Only 2/18 studies

composition. review level rated as low risk

. . . . RCTS, of bias [24
One systematic review and meta-analysis (search date 2012) of RCTs (25 studies; 1275 people) found i(nterventions & [24]
that walking interventions were associated with an average weight loss of -1.37kg (95% CI -1.75 to - observational) | No quality

1.00) [24]. The same review also found that walking interventions (23 RCTs; 1201 people) led to
reductions in BMI of -0.5 kg.m-2 (95% CI -0.72 to -0.35), and -1.51cm (95% CI -2.34 to -0.68)
reductions in waist circumference (11 RCTs; 574 participants) [24]. Intensity and duration of
interventions for each outcome were not separately reported (as the review reported other outcomes)
but the average walking intervention duration for the review as a whole was 18.7 weeks long (for 20-60
minutes, 2-7 days per week).

Another systematic review (search date 2007) of RCTs and non-randomised interventions (18 studies;
562 people; number of RCTs and non-randomised interventions in each analysis not reported) found
that walking (average increase of 2491 and 2183 steps/day in the RCTs and non-randomised
interventions respectively) led to a -0.38 kg.m-2 (95% CI -0.05 to -0.72) reduction in BMI [26].

Finally, a systematic review (search date 2015) of RCTs (22 studies; 1524 people) found that walking
(average 46 minutes, moderate intensity for four sessions/week for 12 to 16 weeks) was associated
with a -2.13kg (95% CI -3.20 to -1.06) average weight loss, a -0.96 kg.m-2 (95% CI -1.44 to -0.48)
reduction in BMI and -2.83 (95% CI -4.13 to -1.53) reduction in waist circumference [32].

assessment [26]

Predominantly
moderate quality
[32]

Musculoskeletal
health

One non-systematic review (search date 2015) noted there is inconclusive evidence for walking to
improve musculoskeletal health in healthy individuals, however the review did not report details of this
evidence [31]. The same review identified two further systematic reviews that found evidence that
walking interventions can benefit musculoskeletal health in postmenopausal women [33] and adults
with chronic back pain [34], suggesting that walking may benefit individuals with impaired
musculoskeletal health.

A systematic review and meta-analysis (search date 2006) found that walking interventions had
significant positive effects at the femoral neck of 0.014g/cm? (95% CI 0.000 to 0.028) (four RCTs, one
non-randomised trial; 302 people) but not the lumbar spine 0.007g/cm2 (95% CI -0.001 to 0.016) (four

Systematic
review level
(for individuals
with impaired
musculoskelet
al health)
(RCTs and
non-
randomised

Average quality
score 2/5 [33]

3 low risk, 1
unclear, 3 high
risk [34]
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RCTs, one non-randomised trial; 427 people) in postmenopausal women [33]. Interventions were
predominantly three sessions/week, ranging from 20-50 minutes per session and 7-24 months
duration. Intensity of walking was not reported.

The second systematic review (search date 2015) of RCTs (seven studies; 869 people) found that
walking is as effective as usual care in people with chronic back pain [34]. Interventions ranged from 4
weeks to 12 months and the volume ranged from 40 minutes twice/week to walking programs that
were individually tailored and increased in volume each week. Intensity of walking was not reported.

trials)

19






Cycling and walking for individual, population and health system benefits: a rapid evidence review

The mental and neurological health benefits of walking

The Physical Activity Guidelines Advisory Committee Scientific Report in the USA in
2018 reviewed multiple health outcomes. It concluded that walking is associated with
improved mental and neurological health [1]. Benefits include fewer symptoms of
depression and lower incidence of depression (including in post-partum women),
reduced risk of dementia, improved cognitive function, improved quality of life (and
sleep quality), and reduced feelings of anxiety [1].

The most up to date and comprehensive account of the benefits of walking for mental
health is a scoping review published by Kelly et al., in 2018 [8]. The authors pre-
specified which mental health outcomes to investigate; depression, anxiety, self-
esteem, psychological stress, psychological well-being, subjective well-being,
resilience, social isolation and loneliness (see Appendix 4 for definitions). Five
systematic reviews and 50 papers were included.

The authors concluded that the evidence base for walking and mental health has grown
considerably over the past 2 decades. For depression and anxiety, the evidence shows
consistent beneficial effects. For other outcomes, evidence is still “emerging” and at
times mixed, often characterised by cross-sectional study designs. The evidence for the
benefits of walking on these outcomes is summarised in Table 4 below.

The scoping review by Kelly et al., [8] also found “emerging evidence” that the
environmental context of walking plays a role in the mental health benefit. There was
consistent evidence to suggest that outdoor and green environments confer mental
health benefits beyond those from walking indoors or in the built environment.
However, the studies were generally short term or single bout designs with small
sample sizes, and so further research is needed in this area. There was limited
evidence on the social context of walking (walking alone versus walking with others) as
well as the type of walking (commuter, dog walking, leisure walking) and therefore no
clear conclusions can be drawn [8].
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Table 4 Mental and neurological health outcomes of walking* (adapted from Kelly et al.,

2018 [8])*

Mental health Evidence Strength of
benefits of evidence for
walking benefits
Depression Five systematic reviews found evidence to suggest that walking may Systematic review
be beneficial in both the prevention and treatment of depression. For level (interventions
example, one included systematic review and meta-analysis of RCTs | & observational)
(eight studies; 341 people) found that walking can treat clinical
depression (effect size -0.86, large effect size) [35].

Anxiety Based on 14 studies (five cross-sectional, one prospective, five Consistent study
interventions, four acute studies), the authors found evidence that level (interventions
walking is beneficial for preventing and treating anxiety. & observational)

Self-esteem Evidence from 11 studies (two cross-sectional, seven interventions, Inconsistent study

four acute studies) suggests that walking interventions can have a
positive effect on self-esteem but observational findings were limited.

level (interventions
& observational)

Psychological
stress

The authors found emerging but limited evidence from six studies (two
cross-sectional, three acute studies, one intervention) that walking is
associated with lower psychological stress in observational studies,
and that walking could be used as a potentially promising intervention
to decrease psychological stress.

Study level
(interventions &
observational)

Psychological
well-being

The evidence base is limited but promising, with three cross-sectional
studies and one prospective study identifying positive relationships
between walking and psychological well-being. The findings from the
intervention studies are mixed with only two of seven studies
demonstrating positive effects on psychological well-being compared
with control groups.

Inconsistent study
level (interventions
& observational)

Subjective well-
being

11 studies (four cross-sectional, two prospective cohort, five acute
studies) indicated an association between walking and subjective well-
being. The only long-term intervention study was inconclusive and
further studies are clearly needed.

Inconsistent study
level (interventions
& observational)

Resilience

No published journal articles were identified addressing the
association between walking and resilience. However, there is
emerging evidence suggesting a relationship between physical activity
and resilience.

Social isolation
and loneliness

The evidence base for walking on social isolation and loneliness is
limited. One cross-sectional study found a significant positive
association between frequency of contact with neighbours, neighbours
social support and neighbourhood involvement and participation in
walking behaviour, whilst four intervention studies showed mixed
evidence.

Fragmented
(interventions &
observational)

Neurological
conditions [1]

Reduced risk of dementia, improved cognitive function, reduced
feelings of anxiety and depression in healthy people and in people
with medical conditions, reduced incidence of depression, and
improved cognition in people with dementia.

Systematic review
level
(observational)

*Total number of people included for each outcome and study quality not reported in review.
"As a scoping review, there was no quality assessment of the included studies.

The physical health benefits of cycling

The direct evidence base for the physical health benefits of cycling is not as large as
for walking. In large part this is because in most countries there is less cycling than
walking at a population level, and therefore fewer opportunities to study and observe
the benefits (or harms). However, cycling is a good example of moderate to vigorous
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physical activity, and the evidence on moderate to vigorous activity as a whole is very
strong. Thus there is strong indirect evidence indicating a range of health benefits
(see section 4). The following section will outline the available direct evidence on the
physical health benefits of cycling.

Our search strategy identified 4 systematic reviews, 1 meta-analysis of cohort studies,
1 non-systematic review, and 5 individual studies (3 cohort studies, 1 prospective
study, and 1 RCT), which found evidence that cycling can reduce the risk of all-cause
mortality, cardiovascular disease and type Il diabetes. There was also evidence to
suggest that cycling can improve disease risk factors, including cardiorespiratory fitness
and body composition.

Only 2 studies were identified for blood pressure and 1 for blood lipids, making it
difficult to form strong conclusions. The review did not identify any evidence on the
effect of cycling on haemostatic, inflammatory and immune function markers, or for
coronary heart disease. The evidence for the benefits of cycling on these outcomes is
summarised below in Table 5 and Table 6.
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Table 5 Effect of cycling on disease incidence, disease mortality, and all-cause mortality

Potential Findings Strength of Quality

benefits of evidence for | assessment

cycling benefits (systematic
reviews
only)

All-cause mortality | Two cohort studies found that cycling was associated with a 21% reduced risk of all-cause mortality Systematic From 7
in 67,143 women [36] and a 28% reduce risk of all-cause mortality in 30,640 adults [37]. A meta- review level studies,
analysis (search date 2013) of seven cohort studies (187,000 people) found that a cycling level (cohort) mean score
corresponding to WHO guidelines of 150 minutes of moderate physical activity per week was was 7.7/9
associated with a 10% (95% ClI 4 to 17%) reduced risk of all-cause mortality, compared with no [14]
cycling. A dose-response relationship of cycling was also estimated, which suggested that physical
activity benefits per unit of cycling are about twice as high for the first 1-2 hours of cycling per week,
compared with significantly more time spent cycling [14].

Cardiovascular A review (search date 2018) identified cohort studies (12 studies; 722,407 people) and found that Review level No quality

disease seven out of 12 studies reported a statistically significant reduced risk of cardiovascular disease (cohort) assessment
incidence and/or mortality with cycling compared to low or no cycling, and five studies found no
significant associations [38].

Cancer A review (search date 2018) identified cohort studies (nine studies; 1,074,480 people) and found that | Review level No quality
six out of nine studies found no statistically significant association between cycling and cancer (cohort) assessment
incidence, while three out of nine studies found that cycling was significantly associated with cancer
incidence and mortality compared with no cycling [38].

Type Il diabetes A review (search date 2018) identified cohort studies (four studies; 193,273 people) and found that Review level No quality
two out of four studies found a statistically significant association between cycling and reduced risk of | (cohort) assessment

type |l diabetes compared with no cycling [38].
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Table 6 Physical health benefits of cycling

Potential benefits of
cycling

Findings

Strength of
evidence for

Quality
assessment

benefits (systematic
reviews only)
Cardiorespiratory Three reviews were identified that reported associations between cycling and cardiorespiratory Systematic Adults —
fitness fitness. The first review (published 2011) identified two RCTs and one controlled clinical trial and review level for | predominantly
found evidence to suggest that cycling benefits cardiorespiratory fitness in adults. The same adults; strong;
review found inconclusive evidence for benefits in adolescents (two cross-sectional studies, one inconclusive for | children —

prospective study) [39].

Another review (search date 2018) found four RCTs (281 people) of cycling to school/work

children (RCTs,
controlled
clinical trial,

moderate [39]

Predominantly

interventions and reported that three out of the four studies found that the intervention groups cross-sectional | moderate
significantly increased cardiorespiratory fitness [38]. and quality [25]
prospective)
The final review (search date 2012) identified four cross-sectional and one prospective study No quality
(10,918 children) and found that cycling benefits cardiorespiratory fithess in young people [25]. assessment
[38]

Blood pressure A cohort study (23,732 people) found that cycling to work at baseline was associated with lower Inconclusive No quality
odds of hypertension compared with passive travel after adjusting for confounding factors [40]. A (cohort and assessment
review (search date 2018) also identified one RCT (48 adults) which found no change in blood RCT)
pressure following a cycling intervention [38].

Blood lipids A cohort study (23,732 people) found that cycling to work at baseline was associated with lower Fragmented -
odds of hypertriglyceridemia (OR=0.85, 95% Cl 0.76 to 0.94) compared with passive travel after (cohort)
adjusting for confounding factors [40].

Body composition A systematic review (search date 2010) identified three studies (15,062 people) reporting an Review level Mean score
association between cycling and lower body weight in adults [41]. (interventions & | 3.7/10 [41]

observational)
A further review (search date 2018) identified cohort studies (four studies; 61,272) and one RCT No quality
(48 people) and found that three out of the four cohort studies showed that cycling is significantly assessment
associated with reduced risk of developing obesity and the RCT significantly decreased body fat [38]
compared with no cycling [38].
In children, a prospective study of 890 children found that cycling to school was associated with
lower body weight [42]. A randomised cycling intervention targeting young people with Down
Syndrome (46 young people) found that the intervention led to reductions in BMI and percentage
body fat amongst those who successfully learned how to ride a bicycle, however 44% of the
intervention group did not learn how to ride a bicycle during the training period [43].

Musculoskeletal A systematic review (search date 2012) of observational and intervention studies (31 studies; 2922 | Systematic Mean score

health people) examined the evidence on cycling and bone health. The authors concluded that "from our | review level a7
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comprehensive survey of the current available literature...road cycling does not appear to confer (interventions &
any significant osteogenic benefit." [44] observational)
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The mental and neurological health benefits of cycling

No review-level evidence for the mental or neurological health benefits of cycling was
found. Thus there are insufficient data to generate an evidence table as has been
compiled here for walking, and for the physical health benefits of cycling.

Of the studies that were identified there was 1 prospective study, 4 cross-sectional
studies, 1 non-randomised intervention and a qualitative study. They provided
indications that cycling could benefit mental wellbeing and sickness absence from work
[45], psychological stress [46, 47], subjective well-being [48], and social isolation and
loneliness [49]. There was mixed evidence for cycling and health-related quality of life
[50, 51]. Only 1 of the 7 studies were considered to have met the inclusion criteria, so
conclusions about the specific mental health benefits of cycling have not been made.

While there remains insufficient direct evidence specifically pertaining to cycling, there
is strong indirect evidence for the benefits of leisure time physical activity and MVPA
on mental health. Cycling can be considered a good example of these behaviours.

Active travel and active commuting: the health benefits

There is a body of evidence investigating the health benefits of active travel and active
commuting, where walking and cycling (and other forms of active transport eg scooting)
are combined in studies and assessed as a single behaviour. This is summarised
below.

Physical health benefits of active travel and commuting

A meta-analysis (search date 2007) of cohort studies (8 studies; 173,146 people)
demonstrated an 11% (95% CI 2 to 19%) reduced risk of adverse cardiovascular
outcomes with active commuting compared with passive commuting [52]. The
protective effects of active commuting were more robust among women than in men. A
nested case-control study (204 heart attack cases and 327 matched controls) found
that car commuting was significantly associated with increased risk of heart attack (OR
1.77, 95% CI 1.05 to 2.99).

Inflammatory and haemostatic markers explained a substantial proportion of the
reduction in heart attack risk related to active commuting in this population [53].

Similarly, a large cohort study (28,334 people) found that active commuting was
significantly related to reduced risk of heart failure in women but not in men [54].

A cohort study (219 women) analysed travel behaviour in pregnant women and found
that those who kept travelling actively during pregnancy gained less weight than those
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who became less active [55]. An RCT (130 inactive obese women) found that the
active commuting group decreased their C-reative protein (high levels are a marker of
inflammation) by approximately 30% from baseline to 6 months. No effects of the
activity were observed on the haemostatic compounds of fibrinogen, VWF, t-PA, PAI-
1 or the t-PA/PAI-1 ratio within or between groups [56].

Health benefits of active travel have also been identified in young people. A systematic
review by Lubans et al (search date 2009) identified 27 studies and found positive
associations between active travel to school and cardiorespiratory fithess (4 cross-
sectional, 1 prospective study; 13,459 children), with mixed evidence for active travel
on body composition (24 cross-sectional, 1 prospective; 79,545 children) [57].

A systematic review (search date 2007) of 18 studies (16 cross-sectional, 2
prospective; 42,977 children) found no association between active travel and body
weight in children [58]. This was supported by a further systematic review (search date
2008) of 10 studies (9 cross-sectional, 1 prospective; 6044 children), which also found
no association between active travel and body weight in children [59].

Mental health benefits of active travel and commuting

A meta-analysis by White et al [60] (search date 2015) of cross-sectional and
prospective studies (14 cross-sectional, 1 prospective; 29,774 people) found a positive
association between transport physical activity and mental health in 7 studies, with
stronger associations found for active travel to and from work compared with travel for
an unidentified reason or where all trips were measured together. There was no
association with mental ill-health.

Of note, a number of studies do not meet the criteria for inclusion in the evidence
summary. This includes cross-sectional evidence suggesting that active travel can have
a positive effect on psychological well-being [61, 62], subjective well-being [62, 63],
depressive symptoms [64], and physical well-being [65], and 1 cross-sectional study
that found no association between transport physical activity and happiness [66].
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6. Do health impacts differ by domain and
type of walking and cycling?

Walking and cycling can be classified as occuring in 1 of the 4 main domains of
physical activity [67]. Walking and cycling usually occur in transport, leisure and
exercise, or as part of work and occupation (see Figure 2). In terms of transport,
walking can be part of multimodal trips, and while this is less common with cycling, the
train-bicycle combination has substantial potential. In which category different people
do most of their walking and cycling varies by context and by demographic factors,
including age and gender.

Domains of physical activity

Transport Occupational

Leisure time Housework and
and exercise gardening

Figure 2. The 4 main domains of physical activity. Walking and cycling are usually classified in 3 of the 4
(Transport, Occupational, or Leisure time and exercise). Where walking is part of housework and gardening, this
would normally be incidental or of very short duration.

Domains of walking and cycling

Do different domains of walking and cycling have differing impacts on health?
Separating out the studies by both modality (walking and cycling) and domain dilutes
the evidence. This risks either reporting random variation in study results as real
differences, or treating absence of evidence on a specific behaviour domain as
indicating a genuine lack of knowledge. In this way we may risk unnecessary doubt.
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Thus instead of separating out the evidence it might be better to consider why, for
example, walking or cycling to work might have different health effects to walking or
cycling for leisure? Considerations may include (i) the pace, (ii) the exposure to
pollution, (iii) injury risk, (iv) the proximity to green or forest space, or (v) the presence
of social company. Personal preference and prior experiences may also play a part.
The frequency and likelihood of the behaviour being habitually sustained are perhaps
most likely to impact the long term health outcomes. Added to that, walking, cycling,
and car ownership can be influenced by socio-economic status (SES) which could
confound any detected relationships. Considering all these factors, the current
epidemiological evidence base is simply not large enough to address any domain
differences in a meaningful way yet.

There are 2 main points to emphasise. Firstly, in section 5 the direct evidence showed
numerous positive health effects of walking and cycling. These studies came from a
spectrum of types and domains, so the interpretation of the evidence is that any type of
walking or cycling at a sufficient intensity, duration, and frequency is likely to benefit
health. Secondly, there are a number of research gaps that, if addressed, will deepen
our understanding of how different types of walking or cycling may have differential
effects, and how effects may change across the lifecourse®.

In summary, there is not (yet) sufficient evidence to make strong conclusions that one
domain of walking or cycling is more beneficial than another. This is a priority area for
greater understanding, in order to inform policy and strategy for greatest societal
benefit.

Do benefits vary by pace and intensity?
In short, yes, but the implications for policy and health promotion are not simple.

The physiology of walking and cycling means that there are greater potential physical
health benefits if conducted at greater speed/pace as the intensity will be higher [68,
69]. While the observational evidence can be confounded by fitter, healthier people
being able to walk/cycle faster, the experimental evidence supports these findings [70].

Pace and intensity are relative rather than absolute concepts. One person’s 3mph walk
may be a greater relative effort than another person’s 4.2 mph, and the 3mph walker
may therefore derive greater relative health effects. This is because there is a spectrum

% For example Kelly et al., (2018) reported preliminary evidence that type, context, and environment of walking seem to impact
magnitude of mental health benefits.
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of fitness across the population that varies by factors such as leg length, age, weight
status, or history of activity.

The complexity comes in considering how best to use this information. The people who
stand to benefit the most from eg walking are those who are most unfit, likely with pre-
existing medical conditions and/or a history of inactivity and other unhealthy lifestyle
behaviour [70]. It may be that a “public health message” emphasising greater pace and
intensity would be less motivating and more unattainable than one that said “any
walking will improve health”.

Finally while the physiology on the physical health benefits is supportive of greater
pace [70], it is less clear whether greater pace is better for mental health [8]. If mental
health is impacted by social contact or enjoying the environment, pace may have no
role, or even a negative role if it makes the activity less enjoyable.

The evidence base does not answer these questions at present, and so how to most
effectively utilise pace in walking and cycling promotion is not known. Therefore, while
physiologically correct, it is not known if pace should be included or emphasised in
walking and cycling promotion.
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7. What is known about walking-cycling
health benefits by age (across the life-
course)?

As children, adults, and older adults often experience different health outcomes and
conditions, it may be expected that the health benefits of walking and cycling would
vary by age.

As is the case for physical activity in general, there are fewer associations between
walking and cycling and disease end points in children. This is because many of the
chronic diseases associated with low activity do not manifest in childhood, but rather in
adulthood. As a result, risk factors (eg cardiometabolic fithess) may be more
informative to study, and for young people, cycling has been shown to benefit
cardiorespiratory fitness [25, 71]. Both walking and cycling are beneficial for
cardiorespiratory fitness in adults [24, 39].

For adults, age was not found to significantly moderate associations between walking
and cardiorespiratory fitness, blood lipids or body composition [24]. However, it is likely
that walking and cycling may be of particular benefit for some health outcomes in older
adults. It should be noted that for most diseases risk increases with age, so the same
relative risk reduction in disease risk has a much greater absolute risk reduction at
older ages. The big exception here is mental health outcomes, with burden greater at
younger ages.

A systematic review of 30 modelling studies estimated that middle-aged and older
adults (>45 years) would benefit more by shifting to active travel than younger people
[72]. However, the review was not able to determine if those who were active at
younger ages were more likely to be active at older ages. There is some evidence that
physical activity behaviour tracks from childhood to adulthood [73]. It is therefore
plausible that children and adolescents who walk and cycle are more likely to become
adults who are normalised to walk and cycle, increasing the rationale for starting at
young ages.

For musculoskeletal health, there is some indication from systematic reviews that
walking could be particularly beneficial for older adults or adults with impaired
musculoskeletal health, with evidence for improvements in postmenopausal women
and adults with chronic back pain, but not in healthy adults (see Table 3).
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Overall, there are benefits of walking and cycling across the lifecourse. Better
understanding of this may be of particular interest to those delivering and planning for
health and social care.
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8. What is known about the benefits by
socioeconomic status?

For adults in England, a nationally representative survey found no substantive
difference in walking levels between the most and least deprived areas in men. For
women, there were no significant differences by deprivation for walking levels in
insufficiently active women, however active women in the most deprived areas walked
significantly more than active women in least deprived areas [74]. In older adults, data
from the English Longitudinal Study of Aging found that walking speed was significantly
faster in the least deprived areas compared with the most deprived (0.91 m/s compared
with 0.75 m/s at age 70 years). This declined faster with age in adults in the least
deprived areas. However the gaps in walking speed between the most and least
deprived areas did not close [75].

In children, girls in the most deprived areas cycled significantly less than girls in less
deprived areas. There were no significant differences in cycling levels for boys, or for
walking levels in boys or girls [76]. Another study based in England found that children
who walked to school were more likely to live in a deprived area compared with children
who did not walk or cycle to school [77].These findings may have implications for
cycling policy actions and priorities.

The benefits of increasing walking and cycling have also been estimated by SES.
Tainio and colleagues modelled mortality impacts of replacing short car trips with
cycling by age, gender and SES. They found that benefits are greater for less deprived
SES groups, largely because these groups were conducting more car trips at the
outset. These findings suggest that to get full benefits across the population and SES
spectrum, there is a need to consider more than just car trips [78], although the harms
of car use (eg pollution, injury risk) were not considered. Conversely, a systematic
review (search date 2014) identified 2 relevant modelling studies and these estimated
that disadvantaged ethnic groups would benefit more from active travel than the
general population [72]. This conclusion was related to higher incidence of chronic
disease in disadvantaged ethnic groups.

The Impacts of Cycling Tool (ICT) (www.pct.bike/ict) provide both a data visualisation of
the National Travel Survey and models the potential impacts of non-cyclists having the
same likelihood to cycle a trip of a given distance as existing cyclists. Results are
available for each English region and by socioeconomic group, age group, gender and
ethnic minority status. Of note it can be seen that the proportion of trips that are made
by walking is higher for those in lower SES groups. It identified that for people of low
SES and for ethnic minority women, cycling could lead to notable travel time savings. In
the population as a whole, around 57% of the trips switched would be slower by bike.
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Among women just over 50% of trips would be faster by bike. Among non-white women
and the never worked and long-term unemployed over two-thirds of trips would be
faster by bike.

Based on the available evidence, there is a need to consider the potential for walking

and cycling policy actions, and interventions to address health and wider social
inequalities.
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9. What is known about the benefits by
disability and long-term health conditions?

In England, people with a physical disability were found to be approximately 50% less
likely to have cycled in the past 4 weeks than people without a physical disability [79].
However, the variation between local authorities is greater still and disabled people in
higher cycling areas are more likely to cycle than non-disabled people in low cycling
areas [80]. A qualitative study found that cycling infrastructure is not adequately
inclusive for disabled populations and significant barriers to disabled cycling remain in
the UK, predominantly relating to cost and infrastructure. The authors noted a lack of
research on disability cycling, with further research needed to better understand how to
support people with disabilities to cycle for different purposes (eg travel, recreation)
[81]. Further evidence also highlights the exclusion of people with disabilities in
transport and cycling strategies in London [80].

Few studies have investigated if the benefits of walking and cycling are different for
disabled people. There is cycle ergometer (stationary bike) evidence for positive
impacts on affect, anxiety, gait, pain (in osteoarthritis), pain-related disability, and
health-related quality of life in adults with intellectual disabilities, but this cannot
necessarily be extrapolated to cycling for leisure or transportation [1].

This limited evidence base on walking and cycling [82] suggests an urgent need for
further research to understand potential benefits of, or inequalities in access to, walking
and cycling for disabled people.

There are an additional set of questions about what walking and cycling participation
might look like across a range of disabilities, mobilities, and conditions. There may be
particular differences between physical and mental disabilities. The bodily movements
and muscle groups involved have the potential to impact the health effects
experienced. Greater understanding is required.

Whilst there is not yet specific direct evidence for walking and cycling, there is
considerable indirect evidence in that physical activity is beneficial for people living
with long-term conditions [1]. Given that walking and cycling contribute to total physical
activity, it is likely that walking and cycling would be beneficial for people with long-term
conditions, especially as they are on average less physically active overall.
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10. Benefits for the wider population

In addition to the physical and mental health benefits of walking and cycling to the
individual, there is evidence that walking and cycling can have wider population
benefits including reductions in air pollution, noise and economic benefits. In other
words, it is not just the individuals doing the walking and cycling that stand to benefit. A
2016 report by PHE, Working Together to Promote Active Travel, detailed a number of
wider benefits including improvements in local air quality and in social cohesion, along
with reductions in traffic congestion, carbon emissions, and road casualties [83].
Further details are discussed below.

Air pollution

A systematic review (search date 2014) of modelling studies (primarily from Europe)
identified 14 studies that estimated health benefits to the general population from
increased active travel and reduced car use. The included studies identified reductions
in a range of outcomes including all-cause mortality, respiratory disease, cardiovascular
disease, cancer, adverse birth outcomes, activity-restriction days, and productivity loss
from increased active travel and reduced car use in the general population [72]. A
report by Sustrans estimated that meeting the targets to double cycling and increase
walking set out in the Government’s CWIS in England would lead to savings of £567
million annually from air quality alone and prevent 8300 premature deaths each year
[84].

Noise

A systematic review identified 3 studies investigating potential health impacts of noise
exposure to the general population with a shift to active travel. The included studies
estimated reductions in noise costs. However, the potential health impacts that
contribute to this were not explicitly quantified [72].

Economic costs to the NHS

Previous work for Public Health England has estimated the cost to local commissioning
groups of physical inactivity. The most recent estimates are that physical inactivity
costs the NHS more than £450 million a year [85]. This is likely to be an underestimate,
because it only considered those not meeting minimum recommended physical activity
levels and only some of the diseases likely to be affected by physical inactivity were
covered. Notably, dementia was not included. Costs were largest for diabetes followed
by coronary heart disease, then cerebrovascular disease, then breast cancer and
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colorectal cancer [85]. As described in previous sections, promoting walking and
cycling address inactivity and contribute to reducing these economic costs.

37





Cycling and walking for individual, population and health system benefits: a rapid evidence review

11.What about adverse effects?

Injury risks while walking or cycling

Trade-offs between injury risk and physical activity benefits have generally been found
to be positive at the population level [72]. That is to say, the health benefits of walking
and cycling in a given population are greater than the health risks and harms. Modelling
studies suggest that the benefit-to-harm ratio is generally better at older ages, as
disease risks increase with age [86] faster than injury risks increase. For example, a
study of the London cycle hire scheme estimated much bigger benefits from cycling in
central London for older people.

Road traffic fatality rates can be measured per population but are better represented as
occurring per distance travelled as time spent travelling or per trip. Because walking is
slower than cycling and cycling is often slower than driving, a per time based measure
makes walking appear relatively safer than a distance based one. In England fatality
rates per km travelled are higher for pedestrians (36.7 fatalities per billion km in 2010-
2012) and cyclists (20.8 fatalities per billion km) than driving (2.8 fatalities per billion
km) [87]. Rates vary substantially by age and gender. For young men (17-20 years),
rates are particularly high when driving and similar to the risk whilst cycling. For walking
generally, fatality rates are higher for men than for women. By age, risks appear to be J
shaped for cycling; that is falling toward middle age and increasing faster at older ages.
The risks of walking increase exponentially with age.

Statistics on hospital admission rates per billion km show a slightly different picture.
Generally rates are higher for cyclists than for pedestrians at younger ages (under 40)
and higher for pedestrians at older ages [88]. However, the data are likely to be less
robust than for fatalities.

Driving poses a greater risk to others than walking or cycling. However, even when
accounting for all the people involved in road traffic collisions the rates per million hours
were still lower for drivers (in 2011-2013 0.257 for men and 0.127 for women) than for
cyclists (0.425 for men and 0.216 for women) [89] . One limitation of this analysis is that
the distance driven by car includes relatively safe miles on the motorway and this
makes comparison between risks while driving on other roads and risks whilst walking
and cycling more difficult. Generally, risks are higher for all modes in rural areas.

There is systematic review evidence from 2017, with 15 studies to suggest that when
the number of pedestrians and cyclists increases, there is a less than proportional
increase in the number of collisions and injuries involving them [90]. This suggests a
safety-in-numbers effect. Although mechanisms are still debated, the effect findings are
relatively consistent. Safety in numbers probably occurs in addition to the effects of
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other road safety factors. One study in England found that for cyclists overall injury risk
increased between 2001 and 2011 despite a small increase in cycling and a safety in
numbers effect being identified [91]. A safety in numbers effect by itself would still
mean that total cyclist and pedestrian injuries increase with increases in use. However,
as risk is also affected by motor vehicle volume, a mode shift to walking and cycling
can lead to a fall in total injuries. A systematic review identified 21 studies investigating
the effect of active travel and injury and fatality risk, specifically in relation to traffic
related injuries and fatalities. Fourteen out of the 21 studies estimated an increase in
risk of road traffic injuries or fatalities. Six studies estimated a decreased risk, and 1
estimated no change in traffic fatalities with increased active travel [72]. However,
comparing injury/fatality data between cycling and car journeys is notably challenging
[92].

According to recent figures from the UK Department for Transport, 69% of women and
56% of men in England feel it is too dangerous to cycle on the roads [93]. Fear relates
both to experience or awareness of actual collisions and also to the far more common
‘near misses’ [94]. There is likely to be a smaller effect on discouraging walking, but this
is less well studied.

Exposure to air pollution

Air pollution causes a substantial population health burden. Physical activity can
increase exposure to air pollution through changes in inhalation rate and changes in air
pollution concentrations in the location of activity. Being physically active increases the
inhalation rate, which can lead to a higher dose of air pollution penetrating lungs [95].
While this is true for all forms of activity, the impacts will be greater for those in more
polluted environments. Air pollution whilst travelling is an important factor, particularly in
urban environments as air pollution concentrations are higher in traffic. A review of
European studies found that pedestrians are on average less exposed than car and
bus users and cyclists, and car users are more exposed than cyclists on average.
Cyclist and bus rider exposure contrasts depend on the type of pollutant, but are similar
[17].

Several studies have assessed the short term impacts of air pollution and physical
activity [96-98]. Short-term studies suggest that air pollution can reduce the benefits of
physical activity, but that the benefits are still greater than the risks. For example, in a
recent study in London volunteers walked in a polluted environment. Reduced
cardiorespiratory benefits were observed among those aged 60 years and older. [99].
Long-term cohort studies suggest that physical activity could protect from the harmful
effects of air pollution, and that air pollution, at the levels seen in England, will not
significantly modify the benefits of physical activity amongst adults [100-103].
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Several modelling studies have compared the risks and benefits of walking and cycling
in the urban environment and all of them have concluded that the benefits of physical
activity outweigh the risks of air pollution [72]. More recently, a study looked specifically
at the long-term risk-benefit trade-offs of walking and cycling-related physical activity
and air pollution in multiple locations of the world, and concluded that in England the
benefits clearly outweigh the risks [104].

There is also a small, but growing, literature on the impact of air pollution on people’s
willingness to do physical activity [105].
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12.Models and tools

Various tools exist to estimate the health impacts of increasing population levels of
walking and cycling. The WHO Europe Heath Economic Assessment Tool (HEAT)
heatwalkingcycling.org/#homepage estimates health gains from changes in walking or
cycling, and new modules allow estimation of how much of this gain might be offset by
higher injury risks and increased inhalation of air pollutants. The health gains are
expressed as premature deaths prevented and the results monetised using the
statistical value of a life.

In England, the Department for Transport (DfT) has produced guidance on modelling
health impacts of changes in walking and cycling. These include an approach related to
HEAT, but that estimates health impacts as changes in the ‘reduction of years of life
lost due to physical inactivity’ trid.trb.org/view/1485096. The DfT also includes
recommended values for changes in sickness absence from increased walking and
cycling. trid.trb.org/view/1485096.

The DfT has also funded the open source Propensity to Cycle Tool (PCT) that
estimates the cycling commuting potential and corresponding physical activity gains at
an area and route level in England [13]. The PCT is available at www.pct.bike. The
PCT uses a modified version of the HEAT approach accounting for local authority
mortality rates and the age distribution of the population.

Results from local authority level analysis show that if English people were as likely to
cycle a trip, allowing for trip distance and hilliness, as people in the Netherlands, then
there would be high cycling potential in all local authorities. While England is hillier than
the Netherlands, English commutes tend to be shorter. This scenario showed that if
English people became as likely to cycle a trip of a given distance as Dutch people,
nearly 1 in 5 (18%) would cycle to work - an almost 6-fold increase. Across England,
every local authority would see at least 1 in 15 commuters cycling to work, with a third
seeing cycle commuting rates of 20% or more. The PCT also includes an Ebikes
scenario that builds on the Go Dutch scenario and looks at the additional cycling
potential if people had Dutch propensity plus widespread access to electric bikes
(‘ebikes’). Ebikes enable people to cycle that bit further and tackle hills more easily.
Under the Ebikes scenario, more than 1 in 4 commuters (26%) would cycle all the way
to work. Even in the most hilly areas, like West Devon, at least 1 in 7 commuters might
cycle [106]. The PCT is recommended for use in the CWIS [7] and meets a need
identified in the recent NICE guidance to identify areas where there is high potential to
increase active travel. [www.nice.org.uk/guidance/ng90/chapter/Recommendations]

Another tool funded by the UK Department for Transport is the Impacts of Cycling Tool
(www.pct.bike/ict) [107]. This estimates multiple outcomes if non-cyclists became as
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likely to cycle a trip of a given distance as existing cyclists. Outcomes include
premature deaths prevented, years of life gained, changes in physical activity levels,
greenhouse gas emissions, and time savings or losses.

The interface allows users to look at the impacts on population subgroups by age,
gender, ethnicity and socio-economic group. The modelling study finds that if the
proportion of the English population who cycle regularly increased from 4.8% to 100%,
then there would be a nearly 10% reductions in car miles and passenger related CO
emissions, along with reductions in premature mortality of 7.5% to 10.8% (varying by
age and gender). If the new cyclists had access to ebikes, then mortality reductions
would be a bit smaller (7.0% to 10.3%), while the reduction in car miles and CO,
emissions would be greater (13%). Generally health benefits were slightly greater
among men than among women in relative terms, and notably greater in absolute
terms. This is due to a combination of the different risk profiles of men and women,
differences in trip patterns, and that men are more likely to cycle a longer trip distance
than women on average. Absolute benefits increased rapidly with age, as disease risks
are higher at older ages and - to a lesser extent - because other types of physical
activity are less common at older ages.

While the PCT focuses on scenarios of behaviour change, a common need in transport
planning is to simulate impacts of interventions change. With the aim of meeting this
need, the Cycling Infrastructure Prioritisation Toolkit (CylPT) was funded by the DfT's
Innovation Challenge Fund. The estimated costs and potential benefits of each scheme
is estimated and visualised in a web application hosted at www.cyipt.bike/ (password
protected) to inform the decision-making process. Uptake is modelled based on an
analysis of change in cycling rates and infrastructure between 2001 and 2011 in areas
that saw investment in cycling.The CyIPT is being used by Local Authorities and others
to prioritise schemes within overall cycling strategies developed using tools such as the
PCT and local knowledge.

The NICE physical activity return on investment tool (www.nice.org.uk/about/what-we-
do/into-practice/return-on-investment-tools/physical-activity-return-on-investment-tool)
is an Excel model developed to help decision making in physical activity programme
planning for local authorities. Unlike the PCT or ICT, it aims to model the impact of
interventions using default or user-provided values on the cost and effectiveness of the
intervention. Interventions can be combined together to compare the relative cost
effectiveness. Unlike HEAT, the PCT, or ICT it does not model the effect of physical
activity directly on mortality, but through 3 diseases: coronary heart disease, stroke,
and type 2 diabetes. Also, unlike the other tools, it does not use a continuous dose
response function but represents physical activity as 3 levels (inactive, low activity, and
sufficiently active) [108].
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13. Lessons for promoting walking and
cycling

This section briefly considers lessons, opportunities and suggestions for actions for the
health and social care sector in terms of promoting walking and cycling. Public health
should be about helping to build a health-promoting environment and society. This
includes building a society where walking and cycling are the norm. The UK
Government has a stated ambition for “cycling and walking to become the norm by
2040” [109] and will target funding at innovative ways to encourage people onto a bike
or to use their own 2 feet for shorter journeys. This includes specific objectives to
double cycling, reduce cycling accidents, and increase the proportion of 5-to-10 year-
olds walking to school to 55% by 2025” [101]. The plan for how to achieve this is laid
out in the CWIS [7].

A 2017 Report by PHE, Spatial planning for health: An evidence resource for planning
and designing healthier places illustrated the linkages, and strength of evidence,
between spatial planning and health based on the findings from an umbrella literature
review of the impacts of the built environment on health [110].

This report identified 4 key principles for promoting healthy transport:

1. Provision of active travel infrastructure;
2. Provision of public transport;
3. Prioritising active travel and road safety;

4. Enabling mobility for all ages and activities.

In 2012 the National Institute for Health and Clinical Excellence (NICE) published public
health guidance on promoting walking and cycling [111]. This covered policy and
planning, local programmes schools, workplaces and the NHS. In relation to the health
sector, this guidance stated that the NHS as a large employer should encourage
walking and cycling to access its sites among staff, visitors, and patients. It emphasised
the importance of providing for inclusive walking and cycling, including disabled people.
The relevant information is presented in Table 7.
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Table 7 2012 NICE guidance recommendations for promoting walking and cycling [111]

Recommendation 1 High-level support from the health sector
Who should take action?

e directors of public health
e public health portfolio holders in local authorities
e clinical commissioning groups

What action should they take?

e ensure a senior member of the public health team is responsible for promoting
walking and cycling. They should support coordinated, cross-sector working, for
example, by ensuring programmes offered by different sectors complement
rather than duplicate one another. The senior member should also ensure
NICE's recommendations on physical activity and the environment are
implemented

e ensure the joint strategic needs assessment, the joint health and wellbeing
strategy and other local needs assessments and strategies take into account
opportunities to increase walking and cycling. They should also consider how
impediments to walking and cycling can be addressed

e ensure walking and cycling are considered, alongside other interventions, when
working to achieve specific health outcomes in relation to the local population
(such as a reduction in the risk of cardiovascular disease, cancer, obesity and
diabetes, or the promotion of mental wellbeing [1]). These include outcomes
identified through the joint strategic needs assessment process

e ensure walking and cycling are included in chronic disease pathways

e ensure all relevant sectors contribute resources and funding to encourage and
support people to walk and cycle

e where appropriate, ensure walking and cycling are treated as separate
activities which may require different approaches

e ensure walking and cycling projects are rigorously evaluated. This includes
evaluating their impact on health inequalities

Recommendation 10 NHS
Who should take action?

e clinical commissioning groups
e national commissioning board
e primary and secondary healthcare professionals

What action should they take?

¢ incorporate information on walking and cycling into all physical activity advice
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given by health professionals. (See also NICE's recommendations on 4
commonly used methods to increase physical activity.)

e ensure walking and cycling are among the options provided by the ‘Let's Get
Moving’ physical activity care pathway

e ensure people who express an interest in walking or cycling as a way of being
more physically active are given information about appropriate national and
local initiatives. Also provide individual support and follow-up (see
recommendation 7)

e direct people with limited mobility to specialist centres where adapted
equipment, assessment and training are available for walking and cycling

e ensure walking and cycling programmes link to existing national and local
initiatives
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14. Limitations

There are a number of limitations that should be acknowledged.

In relation to the evidence base, far more studies have focused on leisure activity or
total activity than on walking or cycling specifically. This is because of the interests of
researchers, the measurement tools or data available, and also because cycling is a
less common regular activity in most countries where studies have been conducted.
The studies of walking and cycling provide more evidence on broad outcomes such as
all-cause mortality than on individual disease mortality. This is partly because there are
more total deaths in the studies than from any 1 cause, so the statistical power is
greater. In large population cohorts it is also generally easier to assess hard disease
outcomes from eg death registers than it is to assess risk factors such as high blood
pressure. This also biases the available evidence.

There is generally more observational prospective evidence than long-term trial
evidence, as trial designs are far more expensive and harder to control, especially over
a number of years. As a result, it is difficult to find evidence of the 10- or even 5-year
effects of increased walking from a randomised trial.

These considerations need to be held in mind when reading the specific evidence. Lack
of, or incomplete evidence on walking and cycling for a specific outcome will often be
because no-one has sufficient data to study it well. However, where there is good
evidence that physical activity impacts this outcome, then there is general scientific
consensus that will most likely apply to walking and cycling as exemplar types of
physical activity. At present this indirect evidence is more abundant, and of higher
guality, than the direct evidence for walking and cycling.

In relation to the methods, this was a rapid scoping review conducted in a limited time
frame. This restricted the ablity to assess all aspects of study design and quality. For
example, the report was not in a position to say which of the relationships or
associations described were independent from engagement in other physical activity
(independent associations allow stronger inference of the modal specificity of walking
and cycling). There was also only time to search a limited number of databases.
Further, there was not scope to conduct meta-analysis on each outcome to find the
pooled effect.

It can be considered a strength that the report has focused on systematic reviews and
meta-analyses, followed by other review designs and high quality studies. This has
allowed summarising of the evidence base for a high number of outcomes and
guestions. It has also been possible to highlight areas where the evidence base has
gaps, and future research could be prioritised.
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15. Conclusions and recommendations

There is strong evidence that physical activity improves physical and mental health,
and that walking and cycling make important contributions to overall physical activity
levels. A growing body of direct evidence supports specific physical and mental health
benefits for both walking and cycling.

Increasing walking and cycling therefore has the potential to substantially improve
individual and population health, and thus benefit health and care systems.

The evidence set out in this rapid evidence review will help make the case for
appropriate levels of funding for further active travel interventions. To increase
population walking and cycling, and to realise the associated benefits for population
health and health and care systems, there is a need to provide environments and
opportunities that support walking and cycling. Such environments should be
accessible to all, with particular attention to ages, socioeconomic status, and people
with disabilities and long-term conditions.
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Appendix 1: The Chief Medical Officers’ Physical Activity Guidelines

Individual physical and mental capabilities should be considered when interpreting the
guidelines.

Adults Aged 19-64 years

Adults should aim to be active daily. Over a week, activity should add up to at least 150
minutes (2 ¥2 hours) a week of moderate intensity activity. Comparable benefits can be
achieved through 75 minutes of vigorous intensity activity spread across the week, or
combinations of moderate and vigorous intensity activity.

This volume of activity can be accumulated in different ways. Higher intensity activity
for shorter amounts of time or a mixture of moderate, vigorous and high intensity
activities will provide similar health benefits. While meeting the guidelines is likely to
yield optimal health benefits, there is value and health gain in physical activity, even
when below the moderate intensity and 150 minute thresholds.

Adults should also undertake physical activity to improve muscle strength on at least 2
days a week.

Long periods of sitting should be broken up with some light activity.

Children Aged 5-18 years

Ensuring that all children are as active as possible throughout childhood is important for
population health.

e engage in moderate to vigorous intensity physical activity for at least 60 minutes
and up to several hours every day

e incorporate vigorous intensity activity, including those that strengthen muscle and
bone strength on at least 3 days a week

e minimise the amount of time spent being sedentary (sitting) for extended periods.

This activity can include all forms of active play such as physical education, active

travel, activity after-school, play and sports. There are separate guidelines for the under
5s, including those capable of walking.
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Older adults aged 65+ years

In terms of volume and duration, the guidance is similar to that of adults aged 19-64
years. Activity should add up to at least 150 minutes (2 ¥z hours) a week of moderate
intensity activity.

Resistance training for major muscle groups is recommended on at least 2 days per
week. Balance and flexibility training is also relevant in this group, aiding independence
and functional outcomes.

Increasing volume and frequency of light activities and reducing sedentary behaviour
are a place to start for the frailer or disabled older adult. Both strategies contribute
towards improving health.

Appendix 2: Search Terms

Outcomes Search terms

Walking, cycling and bicylc*, active commut*, active travel*, walk*

active travel terms

Physical health All-cause mortality, morality, cardiovascular disease, coronary
outcomes heart disease, cancer*, type Il diabetes, glucose metabolism,

diabet*, cardiorespiratory fitness , aerobic capacity, blood
pressure, hyperten*, vascular function, endothelial function,
arterial stiffness, blood lipids, cholesterol, haemostat*,
inflammatory markers, body compaosition, body weight, obes*,
musculoskeletal.

Mental health Depress*, anxiety, panic disorder*, self-concept, , psychological
outcomes stress, psychological discomfort, psychological distress,
psychological well-being, subjective well-being, psychological
resilience, resilien*, social isolation, loneliness, social support.
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Appendix 3: Study flow diagram

Records identified through
database searching

Additional records identified
through other sources

(n=3203) (n=30)
A\ 4 A
Records screened ] Records excluded
(n=3233) i (n=3110)
A\ 4

Full-text articles assessed Full-text articles excluded

for eligibility > (n=283)
(n=123)
v

Studies included
Reviews (n=25)
Individual studies (n = 15)

Appendix 4: Mental health outcome definitions, see Kelly et al 2018 [8]

Table 1 Mental health outcomes included in this review

Outcome Description

Depression Depression is a mood disorder categorised by prolonged periods of low mood, or lack of interest and/or pleasure in normal activities most of
the time. Depression includes dysthymia and major depressive disorder.®

Anxiety Anxiety is characterised by uncomfortable or upsetting thoughts, and is usually accompanied by agitation, feelings of tension and activation of
the autonomic nervous system. It is important to note the distinction between transient anxiety symptoms (state anxiety), persistent symptoms
(trait anxiety) and anxiety disorders: a collection of disabling conditions characterised by excessive, chronic anxiety. Examples of anxiety
disorders are specific phobias, social phobia, generalised anxiety disorder, panic disorder, obsessive-compulsive disorder and post-traumatic
stress disorder.*

Self-esteem Self-esteem is the feelings of value and worth that a person has for oneself. It contributes to overall self-concept as a construct of mental

Psychological stress
Psychological well-being
Subjective well-being
Resilience

Social isolation and loneliness

health.**

Psychological stress or distress can be defined as the unique discomforting, emotional state experienced by an individual in response to a
specific stressor or demand that results in harm, either temporary or permanent, to that person.*®

Psychological well-being links with autonomy, environmental mastery, personal growth, positive relations with others, purpose in life and self-
acceptance. This is often referred to as eudemonic well-being.'®

Subjective well-being is defined as a person's cognitive and affective evaluations of his or her life. Often referred to as hedonic well-being (and
closely aligned with the construct of happiness).""

Resilience refers to a steady trajectory of healthy functioning after a highly adverse event or a conscious effort to continue in an insightful and
integrated positive manner as a result of lessons learnt from an adverse experience.”’

Social isolation is described as lack of a social network while loneliness is described as an unfulfilled social need.”
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National No Smoking Day 13*" March

»

Today is the Day... for a fresh start.

13th March is National No Smoking Day,
where everyone - whether you’re a smoker or
not - comes together to inspire, motivate and
support others, to take the first step towards
quitting smoking.

We know many people really want to This briefing pack outlines what is

quit smoking, but find it tough, so we want available to you in the lead up to National
them to know about the many different No Smoking Day and the resources

Stop Smoking Services there to help. available to download and use.

Today is the Day celebrates people’s stop

smoking stories, and provides support for Resources available for download from
those who need it. February lst at: todayistheday.co.uk
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» How can you support the campaign?

When the resource pack is available online > Campaign logo
from February 1st you will be able to
download and support us with the following
Today is the Day materials:

> Email footers

> Posters (editable version available)

> Social media tweets and posts

> Social media images

> Plasma screens (editable version available)
> Pull up banners

> Qutdoor banners

> Flyers

tOdaYistheday.CO. uk Campaign designed by magpie





Welcome to our site...

All of our resources that you share and use to support the campaign should all link to the main campaign site todayistheday.co.uk
Here the countdown begins for National No Smoking Day and contains useful tips and resources to help individuals quit smoking!

< mockup of the site
pre-launch

Call the Smokefree National Helpline: 0300 123 1044

10wAY 15 THe A

National No Smoking Day 13t March

Until No Smoking Day!

T it b B e o e BB e b e e G M B e s
- whether youre a smoker or not - comes together to inspire, motivate and support others o
take the first step towards quitting smoking

Join thousands of people across the country and begin your smokefree journey with
the help of @ free and friendly stop smoking service.

YOUT- SmorefRee ST0REs
Simon's smokefree story Julie’s smokefree story

tOdaYiSthEday.co. u‘( Campaign designed by magpie





Our site: Submit your story!

On the campaign website, we encourage you, your organisation, your stop smoking service, your friends, family etc to submit your
stories! Join the individuals already on the site and celebrate the successes of quitting smoking!

Simon was a smoker for 90 years Julie smoked 60 a day. She recently Ali used his local NHS Stop

and is a recovering alcoholic. He became a grandmother and realised Smoking Service and got medication

has stopped smoking a few times she wanted to be healthy so she for quitting. An operation stopped

but with ongoing help from his could be around for her family. She him taking the medication and he

local NHS Stop Smoking Service used her local NHS Stop Smoking started smoking again. His young

has continued to stay smokefree. Service eight months ago and hasn't son provides new motivation for him
smoked since. and he is now smokefree again.

Stop smoking today > Stop smoking today > Stop smoking today >

St Gt e 00 Share Julie's story > Share Al's story >

Cath's smokefree story

Submit your story < This is where

you will be able to
submit your story

First name

Post Code

Type your message here...

Cath was a smoker for 50 years.

Shortly after being diagnosed with

lung problems, Cath ended up in

hospital. Her son’s friend introduced

her to the local NHS Stop Smoking

Service team who were able to help I agree that by sharing my story, the NHS and the Today is the Day campaign have permission to

her quit. use snippets of my story on future marketing materials (with first name and age if supplied), and
to inform future campaigns.

" — <o

Share Cath's story >
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Campaign Resources...

Below is a summary of the resources that will be available for download, to help you spread the word in the weeks leading

up to National No Smoking Day and on the day itself.

0l1. Campaign Logo

T0vRY 1S THe KINA-

National No Smoking Day 13t March

1oy 1 The KA

National No Smoking Day 13" March

" You will be able to download the campaign logo from the resource
pack, which is available in various colours. You can host this on a
relevant page of your site or in the footer. Link the image to our
campaign site using the hyperlink todayistheday.co.uk

todayistheday.co.uk

National No Smoking Day 13*" March

02. Email footers

I'm supporting... mwﬂmﬂ .
e co.uk

TowAY 6 1«5@1 -
2025 I

We are supporting...

Te find aut more visit:

ToPAY 15 e AZ0E e

National Mo Smoking Day 13** March

I'm supporting... To find out more visit:

todayistheday.co.uk

LaT,
ol

National No Smoking Day 13* March 30_25

" You will be able to download pre-designed email footers,
showing that you as an individual, or as an organisation are
supporting the campaign. We will even include an email script
for you to edit and circulate. Please link the image to our
campaign site, using the hyperlink todayistheday.co.uk

Campaign designed by magpie





Campaign Resources...

03. Posters

Simon Tracey

“After 38 years of
smoking I didn't
think I'd stop. 1
I got help for health
reasons and
since quitting

“If it wasn’t for the
bad health, I don't
think I would've
quit smoking.
Iended up in

“You've got to
want to stop
smoking, but

/

hospital with
ifyouwant i
to, believe r;:::gizpd oy
me, there
is help and
support
out there”

Simon was a smoker for 20
years and is a recovering
alcoholic. He has stopped
smoking a few times but with
ongoing help from his local -
NHS Stop Smoking Service has 4 -
continued to stay smokefree. .. SMOKEFREE

vt iy e

SMOKEFREE

iyt Mo

Find your nearest friendly,
free stop smoking service:

Call the Smokefree National
Helpline on 0300 123 1044
or visit todayistheday.co.uk 2 FREE

Help us help others to quit smoking, Today is the Day,

todayistheday.co.uk

“If you want to
stop smoking
you CAN do
it. It's hard, %
but you can /,
succeed if
you use the
help that
is there.”

Tracey, did tfor her baby >

T00RY 15 THe KA

National No Smoking Day 13** March

Find your nearest friendly.
free stop smoking service: ,
[Pt ni:dnn;hma. 2A02’5

e e ” SMOKEFREE

< These posters focus on the celebratory success stories of quitting smoking.

If you are an organisation you will be able to download editable resources that enable you to add
your own support service details. This will replace the current call to action (area outlined in red),
but please keep todayistheday.co.uk to ensure individuals can access all support services available.

Campaign designed by magpie





Campaign Resources...

We'd love to have your support on your social media channels, here is a quick snapshot of pre-written tweets below you could
copy and paste onto your social media accounts, using our hashtag: #NoSmokingDay

04. Tweets and Posts

Join thousands of people across the country and take the first step
towards quitting smoking for good. todayistheday.co.uk

On 13th March, take your first step towards quitting smoking.
Find your nearest friendly, free stop smoking service by calling 0300
123 1044 or visit todayistheday.co.uk

Access free and friendly support in your local area to help you stop
smoking at todayistheday.co.uk

Today is National No Smoking Day. Join others up and down the
country and make today the day you decide to quit. To find your
nearest free stop smoking service, call 0300 123 1044 or visit
todayistheday.co.uk

13th March is National No Smoking Day. Whatever your reason to
quit, do it with help from your local stop smoking service. Find yours

at: todayistheday.co.uk or by calling 0300 123 1044 .

“It's your choice. Everything there is up to you.” Access the right
support to help you quit at: todayistheday.co.uk

todayistheday.co.uk

National No Smoking Day 13*" March

Cath was introduced to her Stop Smoking service by her son’s friend.
Find out how they helped her to quit for good: todayistheday.co.uk

Make today the day you decide to quit: todayistheday.co.uk

Stop smoking services are here to support you. Be inspired by
Simon'’s smokefree story: todayistheday.co.uk

"After 38 years of smoking I didn't think I'd stop.” Find out how a stop
smoking service helped Julie quit: todayistheday.co.uk

"My son motivated me to quit smoking” This was Ali's reason, what's
yours? todayistheday.co.uk

To support these posts you will be able to download
images from our resource pack to make your posts
visually engaging. For a preview of what these would look
like please see the next page.

Campaign designed by magpie





Campaign Resources...

05. Social media images

15 Te KA
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National No Smoking Day 13* March
National No Smoking Day 13*" March

- we will help you quit. to stop smoking for good.

N2

Find your nearest friendly, free stop smoking service.

Visit: todayistheday.co.uk / Call: 0300 123 1044 ,2..9..2_? 29_25 todayistheday.co.uk NHS

National No Smoking Day 13* March

Take the first step towards Make tOday
quitting smoking for good. your day

National No Smoking Day 13 March

for a fresh start.

v

National No Smoking Day 13" March
v

N
Find your nearest friendly, free stop smoking service.

Visit: todayistheday.co.uk / Call: 0300 123 1044

2025 todayistheday.co.uk todayistheday.co.uk

" These are examples of the social media posts you will be able to download
from the resource pack once it is released. The images you download will
support the previous page of posts and help promote the campaign as
nationally as possible to help those wanting to quit all over the country!

tOdaYistheday.CO. uk Campaign designed by magpie
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Campaign Resources...

06. Plasma Screens

“I reached for a cigarette
every time I got stressed.
But stopping smoking,
I've proved to myself I can
handle anything.”

1oAY 8 e EVA—S et

National No Smoking Day 13" March

< Ali,did it
for his family

“If it wasn't for the bad health, m ‘

I don’t think I would've quit.

I ended up in hospital with an

attack of the breathing s\ & ode
and that was it.”

Call the Smokefree National Helpline on
0300 123 1044 or visit todayistheday.co.uk D
to find out how we can help you quit. - =\ SMOKEFREE

‘ After 38 years of smoking
I didn’t think I'd stop. I got
help for health reasons and
after quitting for eight months ¢
I have saved £700." p

Campaign designed by magpie

~ Editable plasma screens will be available for download, these are to be
displayed on screens within your organisation to spread the word. The call
to action (area outlined in red) will be editable so you can add your own stop S e N
smoking service information to help those who need to quit. it & - e

tOdaYistheday.CO. Uk Campaign designed by magpie





Campaign

07. Pull up banners

NHS

“If you want to
stop smoking
you CAN do
it. It's hard
but you can
succeed if
you use the
help that is
\ there.”

"""

< Tracey, did it
for her baby

National No Smoking
Day 13t March

0300 123 1044
todayistheday.co.uk

eAT,
e

gom._zs SMOKEFREE

Campaign designed by mogie

National No Smoking Day 13*" March

Resources...

INHS

*You've got to want
to stop smoking,
but if you want

[»

to, believe me,
there is help
and support
out there.”

if
Simon, did it //
)

National No Smoking
Day 13t March
Tl

N

e_ st friendly,

A7,
WA TR

%.E—E? SMOKEFREE

Campaign designed by magoie

todayistheday.co.uk

08. Outdoor banners

National No Smoking Day 13*" March

“If it wasn't for the bad health, I don't think I J ‘
would've quit smoking. I ended up in hospital |7 R - cathcidit
with breathing problems and that was it.” faiia

To find out how an help you quit, call the RGN

pline on 0300 123 1044 Watch Cathisistoryiat 2025

todayistheday.co.uk SMOKEFREE

National No Smoking Day 13" March

< Ali, did it
for his family

Watch Ali's story at:

todayistheday.co.uk SMOKEFREE

n designed by magple

Pull up banners and outdoor banners are available on request. These are
great ways to support the campaign in larger formats. These are great for
organisations who are arranging events to help people stop smoking!

Campaign designed by magpie





Campaign Resources...

09. Flyers

< These flyers focus on the celebratory
success stories of quitting smoking
and provides a QA section that
provides information on the different

“You've got to '(,3 _~ \9 m

want to stop o T TOVP\Y ‘; 1“6m

. % National No Smoking Day 13t March
smokmg. but . o stop smoking services available.
if youwant |

to.beheve_g
me, there

PPpeSons

is help and
support
out there.”

Find your nearest friendly,
free stop smoking service:

Call the Smokefree National

Simon was a smoker for 20 years and is a recovering alcoholic. He
has stopped smoking a few times but with ongoing help from his local
NHS Stop Smoking Service, he has continued to stay smokefree.

Everyone will have their own reasons for
stopping smoking. At our Stop Smoking
Services we help over 1500 people every
year and they tell us they have done it
for their own health, their family, to save
money and to have more freedom.
What's your reason?

Why should I use a Stop Smoking
Service? We know it really works. You are
four times more likely to be successful
than if you try it on your own.

Where and when can I use the service?
We offer different types of support,
including drop in, telephone support and
home visits. Sessions run both daytime
and on evenings. Check your local area
for specific support services.

How do I get in touch? Call the
Smokefree National helpline on 0300
123 1044, or visit todayistheday.co.uk

How does it work? You will need to
come to sessions regularly. They are a

chance to talk about how it's going, and
our experienced advisers can give you
practical advice and moral support every
step of the way.

We can also provide stop smoking
medications on prescription. This means
it will either be free or cheaper than
buying it over the counter.

We usually see people for 4 - &6 weeks
after they've stopped smoking. but you
can come for as long as you want. Some
people find it helpful to see us for several
months.

I have been a heavy smoker for years.
I have tried to give up before. What
can you do for me? We know stopping
smoking isn't easy, but we will support
you, no matter how long you've smoked
or if you have tried to quit before.

We will never judge you and we believe
everyone can do it!

In the resource downloads you will
find 5 flyers for each of the individuals
currently representing the campaign.

sAT,
& e

Helpline on 0300 123 1044
Call: 0300123 1044 LS NHS

or visit todayistheday.co.uk

todayistheday.co.uk

Campaign designed by magpie
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Resource Pack: Coming Soon!
February 1st 2019

v

todayistheday.co.uk
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Introduction

This briefing is an update regarding the National Pharmacy Association (NPA)’s community pharmacy
led hypertension and atrial fibrillation (AF) testing and diagnosis/detection service (NPA model)
currently taking place in Essex with an aim to roll out to other localities nationally. The NPA model
pilot is taking place within the South Essex STP footprint, which covers a population of circa 750,000.

NPA model overview

The NPA model is designed to diagnose/detect individuals with undiagnosed hypertension and/or
atrial fibrillation (AF). The NPA model also monitors individuals diagnosed and currently receiving

treatment for hypertension, and GP referral where required, in order to support GPs with ongoing
monitoring of those currently treated for hypertension.

The NPA model uses a standardised blood pressure testing protocol and introduces the ambulatory
blood pressure monitoring (ABPM) aspect, for patients identified as potentially hypertensive
following initial blood pressure readings. At this point, patients will also be tested for indicators of
AF.

ABPM is the gold standard for diagnosing hypertension and is not commonly used in primary care,
and is more often seen in specialist hospital settings. Introducing this measurement into the
community pharmacy service allows for quicker, more accurate definitive diagnosis setting a new
standard in diagnosing hypertension in primary care.

Core objectives of the ‘Community pharmacy hypertension service’ (NPA model)

e Improve access to hypertension and AF detection service

e Reduce pressure on General Practice (GP), secondary and social care

e Reduce costs associated with preventable diseases associated with hypertension and/or AF

e Improve the accuracy of hypertension diagnosis in community pharmacy setting through the use
of 24 hour ABPM

e Reduce waiting and appointment times for patients for ABPM

o Actively receive feedback and evaluate service outcomes in order to shape and improve the
service in the future, and potential for national commissioning

Aligning with the NHS Long Term Plan

Early detection is a key priority for the NHS as envisioned in the recently published NHS Long Term
Plan, which also calls for greater use of pharmacists’ skills and emphasizes prevention. The NPA
service model for hypertension and AF detection aligns strongly with these aims. It provides a ready
patient pathway and protocol that could be easily replicated at national level to truly integrate
community pharmacy into the wider multi-disciplinary NHS primary care team. Community
pharmacies are well placed to deliver a nationally commissioned hypertension and AF detection
service and have the requisite requirements to do so.

Collaborative working — organisations involved

e National Pharmacy Association - The NPA is the leading pharmacy organization representing
independent community pharmacies across the UK. The NPA is leading the community
pharmacy hypertension pilot.

e Anglia Ruskin University — conducting an independent evaluation of the NPA model.

o Provide Community Services NHS - They provide services across Essex and in Cambridgeshire,
Suffolk, Norfolk as well as two London boroughs; they have an income of circa £67 million per
annum, employ 1050 people and serve communities with a total population of 1.9 million.

©National Pharmacy Association, January 2019.
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e Essex Lifestyle service - The service pilot has the support of services the Essex Lifestyle Service
that delivers NHS Health checks and healthy lifestyle initiatives across Essex.

e Essex LPC - Essex LPC has the responsibility to represent all Pharmacy contractors across Essex
and works closely with the 7 CCGs in the Essex area and the relevant local authorities to further
develop community pharmacy and wider clinical service offers.

e National support - In developing the service in Essex we have the support of the British Heart
Foundation and Public Health England (PHE).

Funding

Funding and support is being provided by Provide, an NHS integrated health and social care
provider. The total estimated funding allocated to the scheme is £65,000, with £25,000 from the
NPA in the form of equipment costs and the remaining £40,000 incorporating all resource allocated
(direct and indirect costs) being sourced from the Essex pilot site.

The costs associated with NPA staff working to develop the service is not included in the total figure,
but is estimated at an additional £7000 for three members of the NPA Pharmacy team dedicating
approximately 300 hours over a 12 week period.

NPA model — key achievements to date

e All pharmacists attended face-to-face clinical training (hypertension and cardiovascular
physiology, conducting manual pulse checks) and completed an online training module on
AF

e All service documentation prepared and distributed to the participating pharmacies

e All pharmacies have access to specially designed online record-keeping portal which will
generate real time data for the NPA model and add value to the evaluation

e Each pharmacy received required equipment, including the standard BP machines,
ambulatory blood pressure monitoring (ABPM) and home blood pressure monitoring
(HBPM) devices

e Marketing materials provided to the participating pharmacies,

e The AF detection rates continue to increase as the service progresses

o There is greater awareness among GPs in the pilot area of this service pilot

e Essex LPCis engaging directly with the GP practices in the Essex area to highlight this service
and seek feedback on collaborative working with the local pharmacies

e Following the uptake and success of the NPA model, local GPs are referring patients to the
local community pharmacies participating in the pilot to access the NPA model

e Significant improvement in detection rate of hypertension compared to the NHS Health
Check service — see below

The NPA model is supported through the ‘Heartbeats on the high street’ campaign, and report
published by ResPublica.

Significant achievement — improved detection rates
According to Public Health England (PHE), in a large scale national evaluation study of the NHS
Health Check published in the Lancet, the NHS Health Check service picked up one new case of high
blood pressure in every 27 checks — a detection rate of 3.7%.
e The evaluation study looked at the NHS Health Check service provided from GP practices
from 2009 to 2012

©National Pharmacy Association, January 2019.
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In comparison, the detection rate for hypertension from the NPA model delivered from community
pharmacies is 18% - a significant improvement on the NHS Health Check detection rate.

Comparing detection rates
Hypertension detection rates by service

20.00%

18%

18.00%

16.00%

14.00%

12.00%

10.00%

8.00%

6.00%

3.70%

4.00%

2.00%

0.00%
NHS Health Check NPA model

Table 1: Summary of key detection rates from the NPA model to date
Summary of key detection rates from the NPA model

Condition to date

August 2018 November 2018 | January 2019
Hypertension stage 1 8% 18% 14.3%
Hypertension stage 2 3% 4% 3.7%
Hypertension total (Stage 1 + stage 2) 11% 22% 18%
AF 3% 7% 8.7%

Ongoing actions / next steps

Independent evaluation

We are continuing our work with Anglia Ruskin University (ARU) to produce an independent
evaluation of the Essex service. The evaluation process has included gaining ethical approval for the
data gathering to support the analyses and evaluation. This has taken slightly longer than
anticipated but we considered it crucial to be able to conduct interviews with service users as part of
this work to inform future development. Ethical approval has now been obtained and the
researchers will be conducting interviews to seek feedback from pharmacists involved in the service

©National Pharmacy Association, January 2019.
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as well as patients to understand their experience. The evaluation will also look at the cost benefit
aspects of this service.

Wider uptake

We are continuing to work with stakeholders in the London region, including engaging with the
North Central London (NCL) CVD steering group, to discuss potential commissioning of the
hypertension and AF detection service using the NPA model. We will continue to update you
regularly on progress.

Data capture and recording

While a bespoke recording system is currently being used for the NPA model in Essex, it is expected
that a wider / national provision of the NPA model will use the PharmOutcomes system for data
capture and recording, aligning it with other current pharmaceutical services data recording
provisions.

Supporting general practice

The significance of the hypertension detection rates through the NPA model realises its potential for
national provision through community pharmacies. This will help free up GPs’ appointments. This is
time that GPs can use more effectively to manage patients diagnosed with hypertension/AF or other
conditions. This would be true pharmacy integration and collaborative working within primary care
for community pharmacies.

Appendix

Hypertension statistics

An estimated 5.5 million people
in England have undiagnosed

In 2015/16 — 7,949,274 adults had
recorded hypertension of the
57,549,410 population in England

hypertension - for every 10
people diagnosed with
hypertension, a further 7 people
remain undiagnosed and
untreated

At least half of all heart attacks
and strokes are associated with
hypertension

Diseases caused by hypertension
— such as stroke, coronary heart
disease, chronic kidney disease
and vascular dementia — cost the
NHS over £2.1 billion each year

Those from the most
deprived areas are 30% more
likely to have hypertension
than those from the least
deprived areas

Only 35% of adults with
hypertension in England are
diagnosed and managed
compared to 65% in Canada

©National Pharmacy Association, January 2019.
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What are the benefits of proactively tackling hypertension?

17% reduction in coronary
heart disease

27% reduction for stroke

For every 10mmHg reduction in systolic blood pressure in an adult, the result is a:

(o) [ ]
\ 28% reduction for heart failure from all causes

What can be achieved over 10 years by proactively tackling hypertension now?

13% reduction in mortality

systolic blood pressure achieve, over 10 years?

e What could even a 5mmHg reduction in average population

. ¢ 45,000 Quality Adjusted Life Years (QALYs) saved (estimated)
Prevention . £350 million NOT spent on related health and social care costs

e What could a 15% increase in proportion of adults who have

hypertension diagnosed achieve, over 10 years?
¢ 7,000 QALYs saved (estimated)

Detection  « £120 million NOT spent on related health and social care costs

NHS costs
Cost to NHS £
Community pharmacy consultation £11.16
Community pharmacy hypertension service - cost of 2 appointments / per patient £20.00
to diagnose hypertension and AF
Routine GP appointment £45.00
A&E / urgent care appointment £68.00
GP out of hours £70.70 plus cost of NHS111 call £8.53 £79.23
Non-elective inpatient stay in hospital (8 bed-days on average) due to serious £1,565.00
symptoms - e.g. potentially due to undiagnosed hypertension or AF
1 year of residential social care £57,200.00

REF: The value of community pharmacy PwC report, September 2016

©National Pharmacy Association, January 2019.
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Potential savings to be made from a community pharmacy hypertension and AF detection service

Cost to NHS £ Appointment Cost per NHS Savings | savings | Savings
s required to patient to | Saving | per per per
diagnose diagnose s per 1000 10,000 100,000
hypertension | hypertensio | patien | patient | patients | patients
(minimum) n t s
Community | £15.0 2 £30.00 £60 | £60,00 | £600,00 | £6,000,00
pharmacy 0 0 0 0
hypertensio
n service
Routine GP ~ 2 ~ £90.00
appointmen | £45.0
t 0

REF: The value of community pharmacy PwC report, September 2016

There is potential for the NHS to save £6 million per every 100,000 patients tested for hypertension
using ABPM through community pharmacy compared to the same process conducted through the
GP practice.

References
e Public Health England
o https://www.gov.uk/government/publications/health-matters-combating-high-blood-
pressure/health-matters-combating-high-blood-pressure#tpreventing-high-blood-
pressure
o https://www.gov.uk/government/publications/high-blood-pressure-action-plan
o http://healthierlives.phe.org.uk/topic/hypertension/comparisons#par/E92000001/ati/1
53/iid/219/sexId/4/gid/1938132758/pat/153
e Pharmacy Voice report on tackling high blood pressure
e PwCreport on value of community pharmacy, 2016
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