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Oral Evidence 
Taken before the All-Party Parliamentary Hepatology Group 

Thursday 12th November 2013 
 

The panel: 
Jane Cox, Policy and Parliamentary Advisor at the Hepatitis C Trust 

Andrew Langford, Chief Executive of The British Liver Trust 

 

Witness: Professor David Walker, Deputy Chief Medical Officer – Department of Health 
 

The APPHG invited Dame Sally Davies to give evidence. Her role as Chief Medical Officer is to act as 
the UK government’s principal medical adviser and the professional head of all directors of public 
health in local government. Dame Sally was unable to meet with the APPHG and deputised the 
meeting to Professor David Walker.  
 

 
Andrew Langford (AL):  Thank you for seeing us today on behalf of the Chief Medical Officer, 
Dame Sally Davies.  We were delighted that Dame Sally highlighted liver disease as a major issue 
in her 2012 annual report.  When it came out, I followed her round and did interviews after her 
and I think we did raise some profile around liver disease which I think was very important. 
 
David Walker (DW):  I presume you are aware that there is going to be a significant piece 
about liver in this year’s data report as well?  And Martin Lombard has been helping us with 
that.  That will address some of the follow- up issues from the first report, but I can’t tell you 
much about it as it’s not finished yet. 
 
AL:  That’s good to hear. 
 
DW:  That’s going to be published in the next few months.  
 
AL:  One of the things we have been very disappointed about is that we didn’t obtain a national 
liver strategy and one of the things we would really like to know is what will happen to all the 
work that was done?  Is that something we can use in the future?  Or is there not a role for the 
work that has been done? 
 
DW:  Well, with the new arrangements, the determination of how we deal with clinical services 
in the future will be through NHS England.  So it will be up to NHS England to determine 
whether and how that information is used.  From a Government perspective, we’re in a different 
environment now.  So before we thought about strategies often based on organ systems and a 
very top down approach, performance managed through the NHS.  With the new localism 
agenda, it’s much more focussed on local delivery of service based on perception of what the 
local needs are and for local services to be determined in conjunction with the NHS, local 
authorities and other partners, so where liver disease is considered a local priority, for example 
in the North West as an example, it’s likely that will feature very heavily in their strategies 
applied locally.  But that will be about avoidable mortality as a whole, of which liver disease is a 
part. 
 
The other thing I would say about that is that although there isn’t a liver strategy, grouping 
health issues by organ systems isn’t the only way to do it.  If we think of liver disease as 
predominantly made up of alcoholic liver disease, obesity related liver disease and viral 
infections, then that may be a more logical way to do it and we do have an alcohol strategy that 
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was published last year and we do have the obesity strategy published 2 years ago.  We don’t 
have a formal strategy for viral hepatitis but again, that’s something that PHE will be looking at.   
 
AL:  I think it’s very important to bear in mind, and I know the Alcohol Health Alliance is very 
keen to acknowledge that, while we do have an alcohol strategy, there’s very little about health 
in it and I think that was a huge disappointment.  What we advocated is the implementation of 
recommendations in a report called ‘Health First’ and if we could start to concentrate on some 
of the health issues as well as some of the other issues around alcohol, that would be helpful.   
 
So I agree that we have certain mechanisms but, in a nutshell, and this is one of the things we 
were talking to PHE about last week, is that I don’t think anybody has an idea about is, what is 
the priority of liver disease given that it is an ever increasing burden on the health system?  I 
think it was interesting last week when we were with Dr Paul Cosford and others that, and this 
isn’t a criticism of anyone, but we hear a lot of rhetoric but don’t see a lot of improvement in any 
of the areas that are related to  liver disease, whether that be hepatitis C, alcohol related issues, 
the obesity issue.  Have we got anything to look forward to in terms of new commitments given 
the restructuring of the NHS? 
 
DW:  First of all, the rise in particular of alcohol related liver disease, is very concerning and that 
is something that public health, ministers, everybody, is concerned about.  I think that there are 
a number of areas where you can see that this has been prioritised.  One is the ‘Living More For 
Longer’ call to action published earlier this year which specifically focussed on avoidable 
mortality but identified 5 areas where we are particularly concerned and one of those was liver 
disease.  Part of that call to action, in the spirit of localism, is to ask CCGs along with HWBs to 
develop local strategies for reducing avoidable mortality in those 5 areas which includes liver 
disease.  And the idea is that there will be local strategies based on local needs but with central 
support so with information and surveillance and clinical support coming from NHS England 
and PHE. 
 
I think that the issue about national strategies not having much health in them, I think that, from 
a prevention point of view, certainly from the alcohol point of view, reducing consumption is the 
issue.  That is the preventative health goal.  So a lot of the measures, for example the 
responsibility Deal and the industry taking 1 billion units out of consumption per year, that is all 
about preventing alcohol related liver disease.  When it comes to obesity, I think that is actually 
much harder and if you look at the evidence base around the world, nobody really knows how at 
a population level to effectively reduce obesity.  There’s lots of research and some things that 
appear to effective but if you look at the success that governments around the world have had in 
tackling this, it’s not great. So I think this is an area where we do need more research, we do 
need more effort.  It’s hard to target your resources without a very clear plan of what works and 
what you are going to do. 
 
AL:  Going back to what you said about alcohol – you are well aware that most of the health 
world isn’t involved in the Responsibility Deal for various reasons and it doesn’t feel like we 
have the support of the government in tackling the alcohol problem and certainly things like the 
minimum unit price (MUP) and the u-turn that happened there was a huge disappointment.  I 
think it is really interesting to see how Scotland, Wales and Northern Ireland are reacting to 
that, and my fear is that we’ll achieve an awful lot more with the other countries and England 
will be left behind.  I hope, and it will be interesting to know, if there will be opportunities to 
revisit the decision on MUP. 
 
DW:  First of all, there is no doubt that I think, from the evidence, that fiscal and monetary 
measures to reduce consumption work.  My humble view as an individual is that there is enough 
evidence to show that MUP could be beneficial and that we should do it, and I am already on 
record saying that.  The Government’s view is that they haven’t decided not to do that, they have 
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just deferred the decision whilst awaiting further information.  Indeed, waiting for some 
information from other countries whether this actually makes a difference.  I think there are 
other things the government is doing in that field.  For example, taxation has increased beyond 
the rate of inflation and will continue to do so up to 2015.  Now, that will reduce consumption 
but it won’t tackle the really harmful drinking of those who are most at risk so that will have 
some benefit but it won’t be as effective, in my view, as MUP.  I think there is every possibility 
that decision will be revisited because the decision has not been made, they are awaiting more 
information. 
 
AL: Given your support, and also Dame Sally’s and PHE’s support, what more influence could 
there be on the government?  It does seem like a very odd decision given the advice the 
government has received. To be very honest, it feels like the alcohol lobby has the ear of 
government and the health lobby doesn’t, and I think that’s a real shame but it’s good to hear 
that you are supportive. 
 
DW:  What I would specifically like to say is that I think the evidence supports minimum unit 
pricing on alcohol.  As a civil servant I can’t support something that isn’t government policy but 
what I can say is that the evidence is, I think, good enough for us to go that way. 
 
AL:  Looking at the field of viral hepatitis – we are seeing an increase in hepatitis B, an increase 
in hepatitis C – what more could we be doing?   We believe the decision not to have a universal 
vaccination programme for hepatitis B should be re-looked at.  What is the opinion of the DH? 
 
DW:  I will start with hepatitis B.  That is an issue that is reviewed regularly by the Joint 
Committee on Vaccination and Immunisation (JCVI) and, the last time they looked at this, they 
said that it wouldn’t be cost effective because the majority of chronic infections inside the UK 
are acquired outside of the UK – over 90%.  Therefore targeted immunisation is a more cost-
effective way forward. 
 
Jane Cox (JC):  Do you know if that model assumes that the targeted immunisation programme 
actually captures all the at-risk groups?  Because we know that it tries to, but we also know that 
it doesn’t necessarily succeed. 
 
DW:  I’m sorry, I don’t know that. 
 
JC:  Do you think we could get hold of the model as part of this Inquiry?  It’s something that 
many of the clinicians raised in their evidence.  They feel like the global economy, migration and 
travel being as it is, now is the time that universal vaccination would be appropriate. 
 
DW:  I don’t know who will have that information, but JCVI looked at it and PHE will have 
advised that committee so they may have it.  I imagine it will be available. 
 
We have a mechanism for reviewing these issues and the JCVI has a broad range of expertise on 
it so they are the principal advisers to the government on these issues, and the government 
tends to take their advice.  So I guess the other question would be, when it is next up for review 
and I can’t answer that now.   
 
We do have ante-natal screening but we probably need to do more in terms of prevention and 
screening in the community. I think we need to do more, particularly with the high risk groups.  
I think, for example, immunisation rates of hepatitis B in prisons are good.  They’ve been 
increasing but there’s still a long way to go with offenders.  I think there’s a problem with the 
movement of offender populations and keeping track of people with their schedules and all of 
that kind of thing.  I think we could be better at that.   
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My gut feeling is that we’re probably not doing enough and the way that that needs to be taken 
forward is through local commissioning of services.  Again, that’s dependent upon coordination 
of local authority, local NHS and prioritisation of their commissioning plans and there are 
problems with all of that because these are all new organisations finding their own way.  It’s 
working in different ways in different places and some areas have greater need than others and 
some areas have greater funding than others. So I think we probably need a year or two for all of 
this to settle down to a point where we get more consistency across the board in how this is 
being delivered.  PHE have committed to support local commissioning of prevention, 
surveillance and early intervention.  And that’s the model – we have central support for local 
decision making.  I think it’s really too early to judge whether that’s working well or not as 
they’ve only been going a few months. 
 
JC:  On that topic, and going back to the last year’s CMO report, the first recommendation was 
that “action on preventing, identifying and treating liver disease is a priority and needs to be 
included in local health and wellbeing strategies” and as you were saying, obviously in high 
prevalence areas you would hope that’s the case.  But, given that liver disease is a national 
problem, there are areas of higher prevalence but it is a problem everywhere, how does that 
work in practice?  Do you know if JSNAs and HWBs are having regard for liver disease?  Do you 
have a team that is on the phone with them, giving them evidence?  Or do you just hope that 
they read the report?  How does that recommendation go to the ground? 
 
DW:  We can’t performance manage Local Authorities.  We don’t have the resources for that and 
practically couldn’t and that wouldn’t be the right approach.  But we can ask for some 
information and there will be some follow up information in the next CMO report and the plan is 
for successive reports to feed-back on recommendations of previous reports so that we can give 
an update.  But the report is being prepared at the moment and I haven’t got that data to hand.   
 
But there are also ways in which the performance of local authorities and local commissioners 
can be assessed, even if not formally performance managed, so we have the Outcomes 
Frameworks for the NHS and for Public Health and there are specific liver disease outcomes in 
those.  The NHS information will be collected and reported on up through NHS England, which is 
really a performance management type mechanism.  For the Public Health Outcomes 
Framework, it’s more about peer review.   
 
Ultimately we will have a ‘health premium’ which will be paid to local authorities which deliver 
on the Public Health Frameworks.  That’s planned to come in in 2015 I think.  But the thing 
about that is that it’s not all of the indicators in the outcomes framework that have to be 
delivered upon.  They’re still working through what the actual model is going to be but it may be 
that there are a small number of mandated outcomes that are always in the health premium 
consideration and there may be others from which local authorities can prioritise depending on 
their local circumstances.  But all of that is being developed at the moment and I haven’t seen a 
document describing it yet. 
 
AL:  But can you appreciate that, from a patient angle, paying a premium to those that are doing 
well doesn’t really address the problem of those areas where people aren’t being dealt with very 
well and  what we are very fearful of and what we are seeing increasingly is this ever increasing 
divide.  Things like the Atlas of Variation of Liver Disease really highlight that we have to do 
something about levelling up so that every area gets the health premium. 
 
DW:  You’re absolutely right.  The purpose of the premium is to incentivise good outcomes so 
people who do it well will be incentivised so they can do more.  And the Atlas of Variation does a 
similar thing – part of its purpose is to highlight the enormous variation there is to act as a 
stimulus to people who are not doing so well to look around and see what they can do better 
and what I am hoping is that this will make health an electoral issue locally so that local 
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politicians will be putting pressure on their own organisations to deliver good health outcomes 
because they want to be seen as a health promoting local authority and not just to help them get 
elected.  It’s another incentive for them to do well. But at the moment, we‘re in very early stages 
and the system is just bedding in so we don’t really have a handle on how that’s working. 
 
JC:  With liver disease, we feel that it’s such a health inequalities issue – you’ll know that alcohol 
related liver disease maps very neatly onto deprivation and with hepatitis C, we’ve just done 
some research that shows half of people going to hospital with hepatitis C come from the 
poorest fifth of society.  We were talking amongst ourselves saying, is there any other disease 
area that is so strongly correlated with health inequalities and we would be interested in your 
views on that.  We also feel that maybe there is a linkage there that it is because it 
predominantly affects the poorest socio-economic groups and that it doesn’t have loud patient 
voices that means that, for example it’s the only one of the major 5 killers that doesn’t have a 
national strategy and it’s constantly forgotten and left down to local champions.  What’s your 
opinion of that? 
 
DW:  With regards to health inequalities, I agree because if I’m talking about health inequalities, 
this is the example I always use.  But if you look at the major risk factors for causes of mortality, 
they’re all pretty much in the same place, the same communities, the same families, the same 
people.  So if you look at smoking for example, you get a very close correlation with alcohol 
rates and obesity is similar.  We also know that if we look back five or maybe ten years, smoking 
was seen as the major cause of inequality and 50% of the difference in premature mortality in 
rich and poor areas was down to smoking.  As we’ve tackled smoking fairly aggressively and 
smoking rates have come down, alcohol is now overtaking tobacco in some areas, and particular 
in the North West – work they did in the NW Observatory suggested that alcohol was now their 
biggest cause of inequality now.  And I think we also have inequality of service provision and 
consequently health outcomes.  And I think that focussing on health outcomes is a really good 
way of taking that forward because if we make that public to the media as well as clinicians it 
will incentivise change as well as highlighting the stark inequalities. 
 
AL:  One of the big problems is around screening and screening for liver disease and what we 
find with so many patients, and which shows in the survey which was done as part of this 
Inquiry, is that people aren’t getting a good service in general practice at all and that, even when 
we have the opportunities to pick up liver disease earlier, they’re just not happening.  What of 
those mechanisms will help that? 
 
DW:  There isn’t any formal screening programme for liver disease. 
 
AL: You’d hope it would be part of good general practice, to be honest. 
 
DW:  Yes, but there’s a difference between opportunistic screening and looking for a disease in 
high risk patients which is part of the diagnostic pathway, and then there’s the formal screening 
programmes which are targeted at whole populations through call-recall processes and such.  
These programmes are hugely expensive and they have to meet internationally agreed criteria, 
and the evidence for these are reviewed by an expert committee.  But we do have programmes 
which look like screening programmes which the public would think look like screening 
programmes which don’t meet the criteria.  Things like the health check programme which 
don’t meet the criteria for a screening programme but give us the opportunity to pick up 
diseases in at risk populations.  Alcohol is included in that, but only related to hypertension so 
you could make a case for looking at liver function tests as part of that. 
 
JC:  What would be your opinion of that?  That’s something we are keen on. 
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DW:  I don’t know the evidence for it so I would be interested in your views about that really.  
GPs were a little bit resistant to the health check programme in some areas and it threatened to 
grow out of control as there are so many things – every speciality wanted their bit included in 
health check – so you have to go down the route of examining what the evidence is, what the 
cost effectiveness is.  Are you going to do lots of tests and get no positives or will your false 
positives end up outweighing your true positives?  It could be a programme that does more 
harm than good.  So you have to do the studies to see whether a testing programme would be 
beneficial and I don’t know if these have been done for LFTs. 
 
JC:  No – we would like to see a pilot, that’s what we’re asking for. 
 
DW:  Yes, that would be the way to go but I think it would have to be measured against all the 
other potential health check components that people would want. 
 
AL:  It’s just that when it comes to mortality, when the biggest issue is that we’re simply not 
picking up the disease in time to treat it effectively, we’re hearing that on one hand mortality is 
a priority but actually at grass roots level and particularly for patients, getting their diagnosis or 
having it picked up, is just not working. 
 
DW:  Yes, again you can cut it a number of different ways and you can say that if someone is 
obese, the chances of them having a fatty liver are very very high. 90%.  So do you need to do a 
test to determine that they’ve got a fatty liver or do you just need to manage their obesity?  
Likewise, with alcohol, if someone is drinking too much maybe you should be addressing that.  
What’s the added value of a screening test to tell them they’ve got abnormal liver function tests?  
I’m not saying you shouldn’t do it but I’m saying that you have to do the assessment to see 
what’s the added value of the tests that you’re  proposing over and above acting on the basis of 
their risk factors.  And that’s a fine judgement sometimes, and sometimes it will come down to 
costs and priorities.  We know that when the health check programme was introduced it was 
embraced in some areas and they put in place stratified models with high risk people being 
done first and got on with it and did 20% in the first year.  Other places, 3 years after it had 
started, were doing none all.  And that’s not that they were just lazy – that was just them not 
considering it a priority against other potential uses of the money which they considered to be 
more important.   
 
AL:  How can we influence that?  How can we say to areas that have been complacent that they 
really should?  Because again, from what we know, those areas often correlate to the areas 
where we have high incidence of liver disease so again we would probably say that they are 
quite allied to deprivation.  It’s good that some areas are doing it, but they’re not the areas with 
the highest need in terms of liver disease. 
 
DW:  Again, this comes down to local needs and local decision making and the vehicle is really 
the conversations between the CCG and local health and wellbeing board and the local authority 
and local directors of public health should be making this case.  The thing that will drive it is the 
evidence.  If you’ve got clear evidence that liver disease is increasing fast or that there’s high 
prevalence in a particular area, and you’ve got evidence that a particular intervention will do 
something about that, then it makes the case.  And I think that directors of public health have 
got this message and I think that they are interested in this.  We’ve seen lots of work around the 
country to produce the evidence, particularly in the North West but in other areas too but they 
will come up against other potential uses of the money and what we’re seeing at the minute is 
that, although we’ve got a ring-fenced public health budget they want to use the NHS budget for 
things like treatment and screening in general practice and so on.  But the ring fence is only 
guaranteed for 2 years, after that we don’t know, so local authorities will be thinking, can we 
really afford to invest all this money because we might not be able to back this up in 2 years’ 
time if this money is no longer ring-fenced?  And then you have the alternative potential uses of 
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the money by local authorities on, for example,  social care which is increasing all the time.  So 
doing something new usually means that you have to stop doing something else and so making 
the case is not just about making the case that it’s a good idea – but making the case that’s it’s a 
better use of the money than something else.  And that’s a conversation that’s got to happen 
locally.  It’s got to be a local decision. 
 
JC:  I think that also goes back to the issue that it’s an inequalities issue and liver disease 
patients aren’t the loudest patients and they’re not the most media- attractive patients for local 
authorities to say, for example, we’re putting our money into alcohol treatment.  Whatever 
variant of liver disease, it’s not as attractive as bike lanes or sports in schools or something like 
that.  Therefore, the premise this is built on – that if you give local authorities the evidence, they 
will act, might not work.  Nationally that’s the case with liver disease – the rates have gone up 
and up, everyone knows about it, Dame Sally highlighted it and over the last year since she did – 
please tell me if I’m wrong – but I don’t think anything has happened except NHS England 
decided to bin the national liver strategy that we all worked very hard with them on.  So what’s 
your opinion of that - that evidence may not always lead to improvements? 
 
DW:   We’re going into a new world where things are done differently and that’s the decision of 
the Government.  Whereas in the past a top-down strategy was the way to go, now they’re 
saying localism is the way to go with central support so the idea of a big strategy that feeds 
down to an action plan that tells everyone in the system what they have to do – that’s not the 
way they are doing any health improvement area any more.  So it’s all about local decision 
making. What we have to do is adapt so that, in the local decision making process, they prioritise 
the most important things and that’s why we’ve got to bring together all of the voices in one 
place which is the health and wellbeing board.  So that will bring together the GPs and the 
commissioners from the CCGs and the Directors of Public Health and potentially bring the voice 
in from the third sector, the public and elsewhere.  That’s the arena in which priorities can be 
decided.  Now that will work really well in some areas whereas there are some areas where I 
predict it won’t work well at all and over time that’s what we’ve got to make work.  I don’t think 
that ‘nothing’s happened’ in liver disease since last year and I don’t think people have 
deprioritised liver disease and I don’t think that liver disease patients are particularly quiet.  
Actually, if I was worried about any patient group it would probably be those like people with 
mental health problems, travellers or children because they don’t have a voice.  Liver patients 
do have a voice.  They may not be as attractive as some other groups to politicians and the 
media but I think they are heard. Maybe they’re not being heard as much as their priority 
suggests they should be, I accept that. 
 
AL:  Especially if you look at something like the NCEPOD report which contradicts everything 
you just said – liver patents are not heard and are not cared for properly and that is a huge 
issue.  I do think there are opportunities when systems change, but what has to be heard is that 
at the moment we don’t feel that it is changing for the better. We’re not seeing the evidence to 
suggest that anything is happening whether that be post what Dame Sally has said, or anyone 
else.  And certainly the statistics are showing that we are getting more and more liver disease 
and more people are dying.   
 
DW:  Yes, I accept that’s the way the figures are going and that should mean that it is prioritised 
more through whatever system you use. Absolutely.   
 
AL:  How much influence does the DH have on that though? That’s the missing link that we want 
to know. 
 
JC:  We understand that the NHS Mandate is the formal mechanism and that sometimes the 
government can give a side letter alongside that emphasising certain issues? 
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DW:  It’s early days in the use of the Mandate to say whether that will be an effective way for 
things to happen.  But the Mandate is very high-level but by using documents like the ‘Call to 
Action’ which is in effect a way of adding detail to the Mandate, which effectively tells the 
system that we have high levels of avoidable mortality in these areas compared to comparable 
countries in Europe, this is what you need to be taking account of in your local decision making, 
and liver disease is prioritised as one of those.  That was produced in March this year and we’re 
now 6 months on.  I really don’t think that we can say yet if this system is doing things better or 
worse than the old one. 
 
AL:  And who is monitoring the reaction to the ‘Call to Action’? 
 
DW:  The indicators are those that are monitored through the NHS and PH Outcomes 
Frameworks so that’s how we’ll know.  Avoidable mortality is one of the indicators and there 
are specific indicators around specific conditions, of which liver disease is one.  So we will know, 
but it’s a fairly blunt instrument and we will need more detailed information.. 
 
AL:  And that is very short term.  If we are prepared to make an investment in reducing the 
numbers of people dying from liver disease then it’s an investment for the future.  It’s not what 
figures we get next year – it would be a miracle if we suddenly saw a major reduction in the 
amount of liver deaths or disease and that’s what’s worrying.  Obviously those statistics are 
important but we need to know what’s being done in terms of long term investment.  There just 
doesn’t seem to be anyone monitoring long term strategies to reduce liver disease. 
 
DW:  Well we do monitor it in lots of different ways.  There is a lot of information but we can 
monitor all we like. Unless we take some action, it’s not going to change very much.  The ‘call to 
action’ is based on a 5 year plan so although it’s not a top-down action plan as such, because you 
can’t command parts of the system to do things anymore, it is setting out what they will expect 
to see to  reduce mortality in those 5 areas and there’s a 5 year timescale for seeing movement.  
So it’s not as short term – it’s not just next year’s data – it is about a five year plan.  And frankly, 
if it’s not working after five years then it’s the wrong plan. 
 
AL:  That’s the fear – that we’re investing in something that won’t achieve what we want for 
liver disease.  And it may work for some other areas, I acknowledge that, but we would have 
liked more authority around how you influence the localism agenda.  I reiterate, it doesn’t feel 
like anything is happening.  You’ve mentioned a couple of times the North West which is good, 
but if you look at the North East or London and it’s pitiful what’s trying to be done.  It’s just not 
happening.  And what we’re seeing so far from the health and wellbeing boards is that it’s just 
not on their agenda. 
 
JC:  We’ve done some analysis of JSNAs and strategies and liver disease really doesn’t feature 
very strongly at all and hepatitis C barely gets a mention.  As you say, it’s early days, but still. 
 
DW:  Yes, well we did a lot of work in setting up health and wellbeing boards and helping in the 
early strategy development and for the first year because everyone was trying to get to grips 
with the system and all the staff were moving at the same time, they tend to be very high level 
and non-specific strategies and the idea was that the meat on the bones would come after the 
first strategy had been agreed so I hope that we’ll see quite different beasts next year, much 
more ambitious ones.  But doing all of this in the middle of a huge reorganisation, it’s very 
difficult to make sure that everything is being done as you would like it.  A lot of it is having to 
adapt to all of these changes at the same time.   
 
JC:  Can we ask, why do you think the UK is doing so badly with liver disease compared to the 
rest of Europe?  Why the trend here is going up rather than down? 
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DW:  I think that it’s down to an increase in obesity and a failure to reduce the amount of 
alcohol people consume.  So for me it’s not about clinical treatment, it’s not really about the 
infectious disease side of things although that is part of it, it’s really about our failure to tackle 
the lifestyle factors.  With obesity, we have had a bigger problem than most countries and I don’t 
think we have a solution to that.  I’m not saying we don’t know the evidence – we’ve got a 
number of things we can do and are doing through national action and local action to reduce 
obesity but I think it’s a really difficult problem. 
 
For alcohol, we really could do a lot better and I think we have to be more aggressive in trying to 
reduce the level of consumption in this country so I think that increasing the level of taxation is 
one thing and we could do that more but I think we need to tackle the lower end of the socio-
economic scale where the greatest harm is being done to people and we’re not specifically 
tackling it, other than local interventions which are piecemeal and sporadic and not consistent 
long-term. 
 
AL:  Have you seen the ‘Health First’ report by the Alcohol Health Alliance? 
 
DW: I’m sure I will have done but… 
 
AL:  I think it would be worth re-sending that to you because it provides all of the evidence on 
solutions to the alcohol problem.  It’s so evidence based, it future-proofs itself so I’ll make sure 
that we send you another copy because, whether it be local or national or whatever else, you hit 
the nail on the head – as my school report used to say – we could do a lot better.   
 
And with obesity, again, I think what we are hoping for is for better screening.  What I find quite 
negligent is that people are being tested for type 2 diabetes.  Now, I can’t understand why 
people wouldn’t then think perhaps we also should have a look at their liver function tests as 
well.  Going back to the evidence – we know that 80% of type 2 diabetics have some form of 
liver disease.  So, how do we influence that change to change that thinking?  If you’re going to 
the bother of seeing if someone has type 2 diabetes, why don’t you do that added test as well?   
 
The other issue that still causes great concern is around the blood borne viruses and what 
influence could there be to ensure that we don’t continue to do single testing?  There seems to 
be so much waste in people being tested for hep C on its own or HIV on its own when we are 
seeing an increasing number of people who have done something that has put them at risk of 
both.  Is that something the Department of Health can influence?   
 
DW:  Well, it can ask the question.  I think that when it comes to specific clinical interventions 
like that, then NHS England would be the provider of that service who would make those 
decisions on how best to deliver them, through single or multiple tests.   
 
So, the way that should be done – it should be done through NHS England strategically down 
towards their constituent organisations.  So we wouldn’t normally tell them how to do things 
but no reason why we can’t raise the issue if it’s of particular concern.  I wasn’t aware that that 
was a particular concern. 
 
AL:  It is a big issue.  And particularly people being tested for HIV on its own and years later it 
might be that they start getting jaundiced or something else, and, when you look at their history, 
you find they probably got infected with hepatitis C at the same time. 
 
JC:  And the cost of doing additional tests if you’re doing one is peanuts – that’s the silly thing. 
 
AL: Also, that missed opportunity to vaccinate for hepatitis B as well.  If you’re testing someone 
for HIV or hep C or hep B, they may well be at risk of catching hepatitis B in the future and 
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should be vaccinated.  Very bluntly, when do we start applying that common sense approach?  It 
doesn’t seem to be happening.  If you’re saying NHS England is in charge of that, we’ll make sure 
that is in the report – to ask NHS England to review and provide guidance. 
 
JC:  Another issue that was in the CMO’s report was the need for better awareness about liver 
health in general.  Do you think there would be any merit in doing some kind of a liver health 
awareness campaign?  Or is there anything the government could support or encourage on that 
side of things? 
 
DW:  Yes.  The idea was that we would still be running national campaigns on health issues 
centrally and we do still have that – the Change 4 Life for example, and we’ll be running an 
obesity campaign in the New Year.  Specific campaigns around a particular health issue, rather 
than a generic ‘be healthier’ campaign – we can do that but again it comes down to prioritisation 
and funding.  Cost effectiveness.  I think that Public Health England would be the vehicle for that 
kind of intervention.  They’re certainly taking on the development of the programmes for the 
Change 4 Life and other programmes.  We’re involved with them – the minister has to sign them 
off in effect, but PHE are the agent that develops them all. Again, I’m not sure if that’s the best 
way yet, but that’s how it’s working at the moment.  So yes – there could be some mileage in that 
but it would have to be weighed against other potential uses of that resource. 
 
AL:  Given your special interest in screening, one of the things that we’ve been doing for the last 
few years is screening in local populations and particularly we choose areas of  deprivation and 
have screened over 4,000 people in the last couple of years.  We screen them by questionnaire 
and those that are at risk, we do a fibroscan and look at the ultrasound of the health of their 
livers.  And what we’re finding is that 24% need to go and see their GP.  They have got very 
abnormal fibroscan results so I think, if you haven’t already got a sense of why this is a priority – 
if we don’t do something soon, that 24% will become 34% then 44% and even higher. 
 
I know there are multi factors to changing that and most of them are behavioural but it is 
disappointing that so much is being expected of localism when we know that it is an issue that 
needs to be tackled at all levels. 
 
DW:  What do you think should be happening with local screening? 
 
AL:  Given that we know there is a high percentage of liver disease, GPs should be using every 
opportunity to properly screen their patients.  Likewise, when people are in secondary care 
there is a lack of interest in the causes of liver disease that needs to be addressed.  Proper 
history taking, in particular for alcohol, just doesn’t happen.  Rarely does the obesity question 
come up.  And you look at the different times people have interventions, including blood tests 
for other things.  At the moment there just isn’t a common sense approach to screening people 
for liver disease.  It isn’t a matter of huge investment – to add a liver function test to someone’s 
blood screen costs peanuts. 
 
DW:  In the QOF framework, which incentivises GPs, there are opportunities at least for 
introducing incentives for particular interventions so, when the QOF is reviewed, that might be 
one thing that could be looked at. 
 
AL:  We’ll, you’re probably aware that we have asked time and time and time again and, I’m 
sorry, I don’t share the faith that we will ever get decent QOFs that will address the issue of liver 
disease.  If people haven’t got it by now with the desperate need, then what more do we need to 
do?  We’ve had the Chief Medical Officer highlighting it in her report and the increasing stats 
that we have referred to. 
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DW:  I think that’s the most important thing – the statistics are changing.  And whereas we are 
making progress in most areas, we are clearly not making progress – in fact things are getting 
worse – with liver disease.  And I think that’s the evidence which at least allows the opportunity 
for review. 
 
JC:  Do you have a formal role in the QOF decisions? 
 
DW:  No.  Because, again, it’s NHS England who would be the agency responsible. The 
Department of Health’s Mandate sets out the broad expectations of the NHS but delivery of 
clinical services really is the remit of NHS England. 
 
 


