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Oral Evidence from Public Health England 
Taken before the All-Party Parliamentary Hepatology Group (APPHG) 

7th November 2013 
 
 
The panel: 
 
David Amess MP (Chair) 
Charles Gore, Chief Executive of The Hepatitis C Trust 
Andrew Langford, Chief Executive of the British Liver Trust 
 

 
Witnesses:  
 

- Dr Paul Cosford, Director for Health Protection and Medical Director for Public Health 
England. 

- Rosanna O’Connor, leader of the alcohol and drugs function for Public Health England.  
- Dr Harry Rutter, standing in for Dr Kevin Fenton, Senior Strategic Adviser to Public Health 

England and academic at the London School of Tropical Hygiene and Medicine. 
 
Andrew Langford: Well, thank you for seeing us. As you know, we had a parliamentary inquiry last 
week which was mainly clinicians and patients talking about different experiences and different 
suggestions. But in a nutshell, really what we want is to use this opportunity to see why the liver isn’t 
more of a priority for everyone and what all of us can do about it. Our aim is not to be interrogating, 
our aim is to get more information and to see what more support we can get from you, and particularly 
what influence there may be with other bodies to sort out what is an increasing problem that really we 
are all allowing to get worse and worse every year, and I think it is a very sad reflection that we lag 
behind most of our European counterparts on this. So, our starting point is the really disappointing 
news we have had this week. I think we all knew that we wouldn’t see a liver strategy, but following 
the parliamentary question on Tuesday we now have that as a definitive. This inquiry is about putting 
the question to all of you: what are we now going to do to get something done? 
 
Dr Paul Cosford: Just by way of preamble, thank you for coming here. We would have been quite 
happy to visit you in parliament but for whatever reason we’ve ended up here, so sorry if that’s caused 
any difficulties, and I know the accessibility here isn’t as easy as it might be, so I hope that hasn’t been 
an influence in terms of whether people have been able to come or not. If it has, then apologies – I 
hope it hasn’t. We are really keen and happy to meet with you and give you straightforward views and 
be straightforward about what it is that we’re trying to deal with and how we are doing that. Do you 
know everyone around the table? Would it be helpful to say who we are?  
 
I’m Paul Cosford, Director for Health Protection and Medical Director for PHE. 
 
Dr Harry Rutter: I’m Harry Rutter: I’m standing in for Kevin Fenton today. Half the time I’m an 
academic spending time at the London School of Tropical Hygiene and Medicine. The other half of my 
time I’m a senior strategic advisor to Public Health England. But previously I set up and was Director 
of the National Obesity Observatory for about five years.  
 
Rosanna O’Connor: I am Rosanna O’Connor. I transferred into Public Health England from the 
National Treatment Agency where I was Director of Delivery. I now lead the alcohol and drugs 
function for Public Health England.  
 
Matthew Dixon: Hi I’m Matthew Dixon and I work in the Parliamentary team.  
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Alex Fleming: I’m Alex Fleming and I’m part of the Alcohol and Drugs Policy Team.  
 
Dr Paul Cosford: So you’ve got us from three different perspectives.  
 
Andrew Langford: That’s really perfect for us. What we find, despite different organizations working 
very hard, is that immediately when you say ‘liver’ people immediately start talking about alcohol and 
go off on a tangent. Particularly when we are looking at the increasing demands of obesity, and looking 
at projections for liver disease. 
 
Charles Gore:  Can I start with a question about the strategy? What is your strategy to achieve the 
outcomes of reduced mortality in the liver disease area? 
 
Dr Paul Cosford: Well, we would be the first to recognize that we’ve got a problem and that our rates 
are going up and that in comparison with comparable European countries they are really poor. We are 
really worried when we see graphs that show us that people are doing something in other places, 
particularly when our trajectory is so poor, because it suggests that there are things happening in 
other countries that aren’t happening here. Either that we are not implementing or there are some 
other factors that are different. And we can and should be doing more about it because those 
underlying factors are clear for us. Our approach has been to understand the causes of the increase in 
liver disease and liver deaths and then to tackle those causes; so the three that we particularly focus 
on obviously are alcohol and non-alcoholic fatty liver disease and the impact of obesity and the viral 
hepatitis’s and so our strategy as an organization to deal with liver disease as an over-arching issue 
has been to deal with each of those. And I think it’s a difficult question as to whether dealing with each 
of those separately is the optimum way or whether having an over-arching approach to liver disease 
across the organization would provide some benefit. I would be quite interested in your views at the 
end of the day. We have had various discussions internally, just by way of being open and honest about 
it, that says well viral hepatitises, obesity and alcohol are separate risk factors so we need to tackle 
them robustly, rigorously, separately, but there are of course overlaps. And there are some that would 
advocate a single approach, or perhaps a coordinating approach to liver disease whereby we make 
sure those three things are being done really effectively. The issue for us is around striking a balance 
across all of our topic experts, as at the moment we have topic experts in hepatitis B and hepatitis C, in 
obesity, alcohol issues etc., and sometimes the idea that comes about whereby people say ‘should we 
have a single liver lead and liver strategy?’, begs the question of whether somehow somebody can 
know all of the detail and manage all those three groups of people to greater effect, and actually we 
need for them to do what they know how to do and empower them to do it and let them do it more and 
really develop their expertise, whilst really focusing from our point of view on how that gets 
implemented; whether that’s through national policy influence, in  the department or across 
government or whether its through local government, local NHS services and so on. So, that’s where 
we are at in our discussion. We haven’t identified a single approach to liver disease and we haven’t 
identified an individual to lead on all aspects of liver disease but we are having discussions based on 
whether that might be the right thing to do. That gives you scope to comment for and with us as to 
whether you think that would help from all different people you have seen - you have excellent 
conversations I am sure with people from a whole range of different backgrounds.  
 
Andrew Langford: I mean we would certainly welcome someone having responsibility for liver 
disease and coordinating all the aspects that you’ve discussed. I think without that, we’ve seen time 
and time again that it doesn’t get coordinated properly and I don’t think it really reflects an holistic 
approach. Rarely do we have someone that just has hepatitis C. And particularly with the alcohol and 
obesity links, you have either a problem with obesity or malnutrition – there’s a connection either end 
of the spectrum. So we would whole-heartedly support a lead for liver disease.   
 
Charles Gore: I can still see why, within Public Health England, it makes some sense to approach it 
separately. It makes less sense, in my particular view, to be taking a separate approach within NHS 
England where you have got a lot of the service deliveries; so if you are trying to configure services I 
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don’t know how you can do it if you separate them out and don’t take a joined up approach. But that’s 
clearly not going to happen. We are where we are.  
 
Rosanna O’Connor: And, I think as Paul said it is very early days. In my previous role in the year prior 
to Public Health England I shared the alcohol brief with the Department of Health. So we began to 
jointly manage resources and programmes and to be able to get the bulk of my staff team in a position 
where they could get their heads around alcohol as well as drugs. And we had had at that point a 
treatment focus. So we transfer now into Public Health England from the 1st April, beginning to shape 
up what will be our main areas of concentration in the next two, three, five years. Develop our alcohol 
resource. And, obviously coming into Public Health England, and sitting within Kevin Fenton’s 
directorate alongside the obesity team also gives us opportunities that would not have been there 
before, but it’s now easier as it comes more naturally when you are co-located there with your 
colleagues within the same organization. So that gives us a bit of opportunity there that we might not 
have seen prior to this year.  
 
Charles Gore: Can I ask you something about prevention? I mean; I know nothing is neat and tidy like 
this but as an outsider I see prevention largely falling into your remit and an awful lot of the 
consequences of liver disease are preventable. It does seem to be a particular area where earlier 
intervention is useful. Do you have plans on this front? Or again, is it a bit earlier in the day for this and 
if so, how are you going to put them into practice, get them commissioned? It might be something 
around awareness, for example, but equally it might not be.  
 
Dr Paul Cosford: I think this is where we touch on the complexity of the different causes of liver 
disease of course, with BBVs and prevention and awareness raising, upping the rate of diagnosis and 
making sure people get into treatment. The prevention approaches around obesity, and the prevention 
strategies around alcohol are related but in practice quite different and so we don’t have a single liver 
disease prevention strategy; we have an alcohol prevention approach which Rosanna can talk to us 
about, and in obesity, which Harry can talk to us about. And I can give a little bit more detail on the 
hepatitises.  
 
Andrew Langford: I think that would be very helpful, just to have what the three areas are doing and 
what we know you are planning on doing? 
 
Dr Paul Cosford: Rosanna, I wonder if we should start off with alcohol? 
 
Rosanna O’Connor: Yes, fine. I’d just like to set it in a little bit of context: you will probably be as 
aware as I am – I feel it quite acutely – that the localism agenda is a very predominant culture now 
within local government (local government is now responsible for these areas of health improvement), 
so our ways of working are nuanced across the country and dependent upon how we can influence 
members and officials at a local level to embrace the agendas that we want them to find important. We 
did some work prior to PHE to assess the level of interest within Health and Wellbeing Boards in terms 
of both Alcohol and Drugs (because that’s my remit). And interestingly, and not surprisingly I think, 
they are overwhelmingly much more interested in alcohol than they are in drugs. And I think one of 
the reasons for that is that previously the National Treatment Agency was set up to oversee and look 
after the drugs agenda and I think Health and Wellbeing Boards sort of think that it is taken care of 
over there and their focus is much more on alcohol in terms of those two initiatives. And obviously 
because it cuts across a wide range, particularly issues like community safety and domestic violence, 
they don’t come at it, in my experience, from a point of view of wishing to curb rates of liver disease. I 
mean clearly the initiatives that we encourage them to take, and that we support and promote, have 
the outcome of impacting on the areas you are both interested in but I don’t think it’s necessarily the 
starting point for local authority interest in alcohol.  
 
In terms of our role, we see our role as a key to increasing awareness of the harmful effects of alcohol, 
developing and disseminating effective and good practice, supporting and promoting effective use of 
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licensing legislation and local powers to create supposedly safer drinking environments. Encouraging 
and supporting people who drink to lower the risky areas of drinking and to provide appropriate 
support and treatment in line with NICE to those people who are already drinking at levels that are 
harmful, and probably are dependent. So we are doing that through a range of initiatives: behaviour 
change campaigns at a local level; local responsibility deals that include alcohol; helping and 
supporting directors of public health to use their statutory powers in terms of the licensing act (and 
there’s quite a bit of interest in that as its quite new, and people see it as a good way of impacting on 
this agenda). Implementing, supporting and ensuring that health checks around alcohol are actually 
understood and implemented and taken seriously. We are also looking at the expansion of IBA, in a 
range of settings, particularly in primary care settings. We’re looking too at how effective hospital-
based alcohol services are - that’s particularly around alcohol related admissions and what happens as 
a result of that, making sure specialist treatment is in place for people with a dependency issue and 
their problem is such that they need treatment; and making sure that treatment is in line with NICE 
guidance. So, those are the sorts of headings that populate our delivery plan for this year, and will 
largely roll over into next year. We are at a point where internally we are kicking around ideas with a 
range of partners about what it is, where we might be able to concentrate to have the biggest ‘bang for 
our bucks’ if you like, and where it is that we need to be concentrating to make the biggest changes. 
And we are talking to a range of people – for instance Ian Gilmour obviously at one end, down to a 
meeting I had with Alistair Campbell at another other end this week. We are particularly interested in 
harnessing people like him who can get themselves into different bits of the media and provoke 
discussion around a range of things; advertising, sporting events, the fact that alcohol is so much a part 
of British culture. It does present a pretty significant challenge. So we’re looking across the piece. 
 
Andrew Langford: This is a huge challenge, and all of the things that you have mentioned are very 
important, but we’re not getting on top of the problem, and listening to what you said, I still don’t 
understand what we’re doing to reverse the trend. We lost the opportunity of minimum unit pricing in 
this country… 
 
Rosanna O’Connor: Well, we don’t think it’s lost. We’re keeping that alive with ministers and with 
politicians across parliament and I don’t think that has gone away yet.  
 
Dr Paul Cosford: Let me just be clear about minimum unit pricing, because we’re very clear and I’ve 
been on record as saying that we think the evidence for minimum unit pricing is very clear and is a 
means for reducing some of the problem. What we’re doing at the moment is to review the evidence 
from those countries that have implemented it and put together as much as possible of the evidence so 
we can provide advice to the Government again of what the benefits of minimum unit pricing would 
be, and what the experience in other countries is, so that that will hopefully help them to think again 
about whether this is a sensible policy to go down and what their constraints might be. We understand 
there are constraints, but we are very clear about it. 
 
Andrew Langford: Sorry I must mention this to you, but the Alcohol Health Alliance produced a 
fantastic report called Health First, and basically it’s all in there is what I would say. The British Liver 
Trust funded that report and I do think it needs to be used more. It was certainly ignored a great deal 
by predecessors, and to the real detriment of the health of the nation. 
 
Dr Paul Cosford: One of the issues for us (and we’re still teasing out some of how we do things), is that 
it’s not so much getting the evidence for what the interventions are that might work - and that 
publication I’m not intimately familiar with. We’re still learning HOW we make the difference, how we 
get things done - whether it’s through our work with local authority health and wellbeing boards, our 
Public Health England centres across the country, working with directors of public health locally 
providing evidence and information, and you’ve seen our atlas of variation and so on which I think has 
a lot of really useful information for people at local authority level, and then how we feed into the 
national campaigns and of course we run the national campaigns as well as Rosanna has suggested. 
But, that bit about supporting the consistent implementation of evidence-based prevention and 
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treatment programmes through Health and Wellbeing Boards is an area that we are learning still and 
getting some good successes, but it’s not entirely consistent across the country. Rosanna, what is the 
challenge from your point of view? 
 
Rosanna O’Connor: Yes it does, and I think the minimum unit pricing disappointment is pretty 
widespread. It is certainly echoed by local authorities, a number of whom were poised and keen, and 
before the announcement was made a number of them across the country were talking about going it 
alone at a local level and I think haven’t quite been brave enough to take those steps and I suspect 
that’s because of the clout that the industry brings to bare. So those that were talking about a 
minimum unit pricing model of their own haven’t actually put their money where their mouth is yet, 
and I think that as Paul said, we are hopeful that this wont be, that it definitely isn’t, the end of the 
game.  
 
Andrew Langford: That’s really important for the inquiry to hear. It’s good to hear that there is 
pressure coming from elsewhere. 
 
Dr Paul Cosford: Our role was to be clear what the evidence says and we will be clear what the 
evidence says and tell them. Whether that’s taken on when a government has a whole range of 
different policy things it needs to balance is an issue for representatives to decide isn’t it, but we can 
be clear what the evidence says would make a difference.  
 
Andrew Langford: The only caveat to that is to remember that minimum unit pricing is just one part 
of a very big picture.  
 
Rosanna O’Connor: Oh absolutely.  
 
Dr Paul Cosford: It’s not the answer to everything.  
 
Andrew Langford: It’s up to politicians to make that very clear. 
 
Rosanna O’Connor: I think people got too hung up actually on it being the total answer and it isn’t is it, 
as you said it’s a component part of an overall approach. 
 
Andrew Langford: What influence do you have on drug and alcohol services and making sure that, 
particularly from the alcohol perspective, some of the services do deliver around the country, because 
again the atlas of variation doesn’t cover that but we know there’s huge discrepancies. 
 
Rosanna O’Connor: Well, over drugs services we have a very significant influence. The influence over 
alcohol services is building. The national treatment agency I was part of only had a remit around 
drugs, with this transitional one last year focusing on areas we identified as having particularly 
significant alcohol problems. We did some exploratory pilot work with them. So, actually we’ve only 
begun in a serious way since the beginning of April to exert particular pressure around alcohol 
services, but we come at it from a point of view of what does the data tell us for X local authority area 
and what services have they got in place, do they do adequate needs assessments based on the needs 
of their population, how good is the commissioning, how can we support the commissioning? And then 
we provide them with a raft of guidance and take stock with them of the services they have in place. 
You know - there are alcohol treatment services out there, but are the right people integrating into 
those services the right NICE endorsed, evidence-based interventions? We have got one member of 
staff at the centre who oversees that piece of work and she works through the eight teams we have 
spread across the country who support the public health centres in their work with local authorities. 
So we have got a particular strand of work around alcohol treatment services, and I can share that 
with you. We’ve got an action plan for the year so we can share that with you. I’ll make a point of that 
and we’ll get that to you. If you have views about particular places we’re always more than happy to 
take that up as we have excellent relationships at a local level with local authorities via commissioning 
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routes and directors of adult services and directors of public health. We have no qualms in taking up 
any concerns that you have.  
 
Charles Gore: Before we move onto obesity, could I just ask you about the drugs services and about 
the recovery agenda and reduction of the transmission of BBVs? I am quite disappointed in the current 
NICE guidance on needle and syringe programmes. Given that one of their overarching questions was 
how can we use this to reduce the transmission of bloodborne viruses, there are actually a lot of areas 
where they simply don’t mention it, which I found extraordinary. Anyway, we’ve obviously submitted 
to that and I hope they’ll change that because in our view that is an engagement opportunity that may 
not exist in any other forum, for perhaps the most at risk and most chaotic group, and if we don’t get 
blood borne virus transmission messages out there we may not be doing it for 2, 3 4 years for those 
people and that is the time that transmission happens. When the guidance is issued, is that going to be 
part of your remit to make sure that this is followed, largely? 
 
Rosanna O’Connor: We see ourselves as doing pretty damn well in comparison to the rest of the 
world, so we’ve come a long way and we have actually had a pretty big impact on this agenda for drug 
users. It is and has been for a long time part of the planning guidelines we have issued to services and 
local authorities – the inclusion of testing and pathways of treatment for drug users, so it’s absolutely 
part and parcel of our expectation of drug services.  
 
We were part of the development of the first set of NICE guidelines, we jointly promoted it and it’s 
been in our treatment planning guidance since then, and we’re currently involved in the review at 3 
years and I’m sure we’ll be promoting its messages.  
 
Dr Paul Cosford: It sounds like your point is that maybe there are gaps in that guidance that maybe we 
hadn’t perceived as being there so…? 
 
Rosanna O’Connor: I’m happy to have conversations with you about that. I think the challenge is with 
drug users in prison, and that is – prison drugs services – an area in which we took a particular 
championing and leadership role over the last few years. Now the responsibility of that has shifted to 
NHS England. We’re working on it with them, but the commissioning of drug treatment 
responsibilities have changed in the reforms from April, and we’re keeping a close eye on how that will 
impact on the quality coverage of drug treatment in prisons and BBV is an absolute integral part of any 
of our considerations around that, so happy to talk to you about that outside the meeting as well. 
 
Charles Gore: Ok, having said we weren’t going to be very nice and gentle and not tough, I’m going to 
get a little bit tough on this one: I don’t think that the fact that you have 6% testing in prison suggests 
that we’ve got anywhere on this. Now I’m absolutely delighted in what PHE has done with the offender 
health team, the agreement now for opt-out testing between you, NHS England and NOMS, but I do 
think there is a MASSIVE requirement for a step up in all this, and I’m sorry I want to challenge you 
about services in the drug service providers which I think is SHOCKING around BBVs: the knowledge, 
the testing in the community outside of prisons. When we set up the trust I largely left this area 
because I thought that this was an area that knowledge, testing and so on would be covered in, but 
we’ve actually in the last two years had to second someone full-time into Addaction and that has 
resulted in a massive overhaul of their services – we’re now talking to Turning Point and a bunch of 
the other providers, because actually it’s been so terrible.  
 
Rosanna O’Connor: Right, well it’s interesting to hear that and I’d be more than happy to talk to you 
outside the meeting because that’s not necessarily our perception but I’m absolutely hearing what you 
tell me.  
 
Charles Gore: What I was actually saying is that Public Health England presents an opportunity to do 
things a little bit better. What I was actually talking about was drug services in the community – there 
have been reports of large numbers of tests offered and our experience when we went into drug 
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services was, ‘do you want a test? If so, you know where your GP is’ and surprisingly the difference 
between tests offered and tests done was that, and in fact it took the tiniest amount of focus to change 
that from 10% to 98% in one service.  
 
Dr Paul Cosford: I think that’s really interesting, because we look at the rate of people that inject 
drugs who know their hep C status for example – I cant remember, I don’t have the exact figures - but 
around 50% or so, and we see that as being a good figure, but it sounds from what you say as if your 
experiences of visiting services suggests we can do a lot more to improve that. So, we need to have a 
look at that. 
 
Rosanna O’Connor: Yes. I thought you were when you started you talked about drug recovery and I 
thought that you were probably coming at it from the point of view of asking whether the 
concentration on recovery was jeopardizing some of these basic harm reduction approaches within 
services, is that right? 
 
Charles Gore: That is a question, yes.  
 
Rosanna O’Connor: Well, my view is that there has been very significant political pressure on services 
to shape up their ambition on behalf of their service users and to look at how they support people to 
move on and out of treatment, and recovery is currently measured by an approximate of successfully 
completing your treatment i.e. with yourself and your clinician deciding you’ve successfully completed, 
and leaving and not returning, so not appearing back on the monitoring database within the next 12 
months. So there is, I think, a very significant concentration on that, and before April the funding 
incentivised recovery, so the grant at the moment doesn’t have that same key incentivisation. But we 
don’t pick up certainly that services are neglecting the absolute basics around harm reduction, because 
those are things that give people the massive benefits when they first come in for treatment. So your 
views around testing and uptake and seeing that through in some meaningful way is very interesting 
and we’ll go back and talk to our people that deal with this side of the business and take another look 
at that. 
  
Charles Gore: There’s just one other aspect to this which is about referral; about drug service 
providers – if somebody is tested, then taking a decision not to refer them because they’re too chaotic 
or treatment isn’t on there – so you have somebody who is trained in drug work taking a decision just 
on seeing someone about whether for example they’re cirrhotic and therefore absolutely need to do 
treatment regardless - they’re the wrong people to take a referral decision. 
 
Rosanna O’Connor: Yes, that’s absolutely not their remit. What is absolutely their remit, if they 
identify that sort of a need then their role is enabling that person to get to the right place with the right 
support at the right time, and certainly not to make a decision on their behalf that it’s not right for 
them now. And it’s interesting that you’re talking about working with Addaction because there are 
pockets of services across the country where the old fashioned culture we’ve been trying to engender 
with greater ambition, maybe does still exist where there’s too much ownership by the workforce of 
the client in treatment and I can picture what you described absolutely. I hoped it no longer existed, 
and I’d be very interested to talk outside the meeting about how we can help with that. 
 
Dr Paul Cosford: I think it relates to an issue of variation, and so we know there are some places 
where there are very much good innovative models of getting people into treatment, and if you’re 
talking about treatment for hep C, you know we’re very aware of the difficulties of getting people into 
treatment and the unacceptably low level of treatment across the country, that there are some models 
in some areas which work better to get people into treatment but they’re not universal, and that I 
think is a challenge for us that we must face and look at with our work with the NHS, local government 
and others. 
 
Andrew Langford: Please remember, it’s hepatitis B as well as hepatitis C 
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David Amess MP: So folks, with all the huge amount of money that we spend on the NHS, why is the 
situation getting worse Harry?  
 
Dr Harry Rutter: Well my area is that of obesity… 
 
David Amess MP: Yes I’ve read that, and it was my idea to have the inquiry into obesity when I was on 
the health select committee, so nothing new about that at all. Given that we’re spending so much 
money, why is it that the area of obesity is getting worse? 
 
Dr Harry Rutter: There is no quick answer, is the quick answer! From a non-alcoholic fatty liver 
disease perspective, there is no consensus on exactly what is going on or on the numbers. We’re really 
in early days, I think, of understanding and getting to grips with the nature of the problem. We do 
know that it is a big and growing problem. There’s been something like a twelve fold increase. When I 
was a medical student we didn’t even know this thing existed 
 
David Amess MP: Harry that sounds terribly complacent – we’ve had an awful long time to sort this 
out. 
 
Dr Harry Rutter: Well I haven’t. Certainly in my previous job as director of the National Obesity 
Observatory, this really started to feature as an issue in the obesity world within the last couple of 
years. So, what we then did was commission a report on non-alcoholic fatty liver disease under the 
auspices of what was the National Obesity Observatory, which we put together about a year ago and 
eventually had a late draft early this year, and when we went through it in detail it just became clear 
that there was too much uncertainty and that in order to put something out there we actually needed 
to pull more people together, we needed some expertise on this. So I had a conversation with Martin 
Lombard, we came up with the idea of putting together an expert group and a working group on this. 
For various reasons to do with the reorganization of what was the old system and the establishment of 
the new system, it took ages to get that workshop together and we actually had it about three weeks 
ago in Birmingham, with Martin Lombard and a bunch of other experts and we’re in the process of 
looking at putting together some guidelines and formulating clear research questions and so on. 
 
Andrew Langford: Can I just say how disappointed I am to hear that. You missed out on the British 
Liver Trust. I can honestly say I don’t remember seeing any invite to that whatsoever. There’s one 
national charity for NAFLD. For the record, if you truly want to work with people who are trying to 
make a difference, then Martin and you should have thought about who is actually going out there and 
doing something about it.  
 
David Amess MP: If someone had read the health select committee report, we had tons of evidence on 
it. I mean, this is ridiculous. It just meant that it had to be read. Anyway, forget that: Rosanna, in terms 
of the message for public health – you spoke about your champion Anna Soubry and what you want to 
do with pricing alcohol etc., what are we going to do with the situation at the moment in terms of the 
public message? 
 
Rosanna O’Connor: The public messaging – on minimum unit pricing..? 
 
David Amess MP: Yes, this is a difficult issue. We know what the problem is, and we’re paying people 
now to try and solve it, and this is why we’re having the inquiry, because we’re frustrated that the 
situation in this particular area has got worse not better. 
 
Dr Paul Cosford: Can I pick up on the minimum unit pricing? We touched upon this briefly before, 
but…on minimum unit pricing we’re very clear: our view is that it would be an important component 
that would help to reduce the problem with alcohol, for all the reasons that have been well exercised. 
We think that is an evidence-based approach that would help. At the moment we’re looking at all the 
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countries – the six or so of them – that have introduced a minimum price, garnering further evidence 
as to where it has had an impact, and we will be putting that evidence together and providing that to 
the department and ministers to engage further in the discussion.  
 
David Amess MP: All marvelous, but we’re talking to ourselves: out there. We’re coming up to 
Christmas – drink driving and all the rest of it. Norman Fowler with the aids campaign transformed 
things, what are we doing?  
 
Dr Paul Cosford: So there’s a whole load of things we do around public messaging on alcohol. 
Rosanna…? 
 
Rosanna O’Connor: I’ll just start by stating that we’ve been in place since April. In that time the 
Government chose not to implement minimum unit pricing which was seen by a range of stakeholders 
as a really big deal. There was a sense that there was going to be something very significant to be able 
to get behind, that hasn’t materialized, we’ve expressed our disappointment.  
 
David Amess MP: Just to stop you there Rosanna, that’s because politicians these days have very little 
power – it’s all with quangos, we’re just blamed for everything. It wasn’t taken forward for political 
reasons because politicians are only sustained by the popular vote, and it’s very unpopular if you stop 
people drinking, so I’m with you but I think as the only politician in the room, is it going to happen 
before the next election? 
 
Dr Paul Cosford: I’m assuming it’s not. Also, we don’t see minimum unit pricing as the solution to the 
alcohol problem – it would be an important component. 
 
Rosanna O’Connor: Minimum unit pricing was probably not very well understood by the general 
public and probably not particularly well understood by parliament. I think the man and woman in the 
street on the bus felt they were going to be curtailed because their bottle of wine with their Sunday 
lunch was going to be more expensive.  
 
Dr Paul Cosford: If you’re not careful it becomes perceived as a patronizing middle class thing to say 
to people who are struggling to afford their bottle of wine – that’s part of the difficulty.  
 
Rosanna O’Connor: Whereas…it was actually going to be focused on those dependent drinkers who 
drink at really heavy levels  - those that you and I would recognize as having problems with drink, and 
younger people who get tanked up on cheap drinks before they go out and we were expecting that 
two-pronged approach to have some significant impact. However, we haven’t got it and I think the 
bigger question is what do we do about all of us – all of us I suspect (I don’t know anybody who the 
room who is abstinent) but probably all of us kid ourselves about how much we drink. It’s absolutely 
steeped in the English culture, so the increased availability – it’s available nearly everywhere – one of 
the things we’re going to be doing is helping local authorities with their licensing powers to be able to 
give them some sort of strength to their arm bow when they’re trying to manage their outlets at a local 
level. And I think the fact that alcohol is relatively cheap in comparison to earnings – much more so 
than it was 50 years ago – and the rise in alcohol problems in this country… 
 
David Amess MP: The description of the problem, we’ve got it – for the inquiry we’re after solutions 
really, and I’m not hearing the solutions. 
 
Rosanna O’Connor: Ok, well I think it would be fair to say it is early days yet. We have an alcohol 
action plan that we’ve talked through earlier before you came – I’m happy to share with you – but I 
think in terms of big hitting, big picture impact on the population we are at the moment kicking 
around with others – various potential places in which we might want to place our effort. 
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Dr Paul Cosford: So there’s a number of levels at which we operate. One of them is the national level – 
so part of our role is a bit dry, but is the publication of information and data – the atlas of variation and 
things of that ilk so we can publish the information that supports people to know what’s happening in 
their geographical areas that they’re responsible for, and we’re responsible for the campaigns and 
we’ve got various different campaigns such as aspects of the change for life campaign and the public 
messages about how you create a safer approach to alcohol. 
 
David Amess MP: I suppose Paul we don’t have the money for any really hard-hitting…? 
 
Dr Paul Cosford: You mean the Norman Fowler tombstones..? It would be nice to do that something 
similar to the Norman Fowler campaign – I mean we’ve got a limited budget and we’re prioritizing it 
across various areas. 
 
Rosanna O’Connor: We have got the social marketing budget? 
 
Dr Paul Cosford: I don’t think it’s a non-starter. I don’t have the figures for you in front of me, we can 
get them for you if it would help, as to exactly where our social marketing budget is being divided. 
 
David Amess MP: Well with the social media, is it expensive to get it all out that way? 
 
Dr Paul Cosford: It’s not expensive. So we produce reports when we put them out on the usual media 
routes but we also do them through the facebook page and through twitter mechanisms and so on, so 
we are building up a strategy around all those different areas and we apply that to everything else we 
publish – our cold weather plan and all those sorts of things that people love us for. 
 
David Amess MP: Rosanna spoke about the young people at our last evidence session, with my own 
children getting sloshed when they go out, and that is how we’re frustrated our group on a long term 
basis. 
 
Dr Paul Cosford: There isn’t an easy solution is there, but we know our drinking culture is different 
from other countries and we know that from the evidence and the graphs that we’ve seen and we’ve 
looked at. So part of what we are doing, and part of the minimum unit price discussion I suppose, was 
about not just the impact on whether people can afford it when they are fifteen or sixteen or seventeen 
and buying the 17p a unit that I found in Luton the other day when… (you know…how do you justify 
selling alcohol at that level I don’t know?)… But our approach has to be partly on the things we can do 
in terms of media campaigns, partly what will be effective in terms of reducing alcohol consumption – 
such as minimum unit price and any other mechanisms – but also I think there’s a really important 
thing for us to do around supporting local action and the new local authority responsibilities in terms 
of public health, with directors of public health having some ability to influence things through the 
licensing and responsibilities at a local level through some good examples…  
 
David Amess MP: You’ve got an uphill battle there – I chaired the localism bill and that’s all sort of 
ended up in tears with what you’re going to do with licensing…. 
 
Dr Paul Cosford: Yes, but we’ve got to look at the opportunities we’ve got and we’ve got to be 
optimistic about what we can do haven’t we… The case I always quote is from when I was working in a 
patch of East of England - in St Neots there was a fantastic trading standards person who did some 
work with the local Tesco’s and with other supermarkets and the local police station and who 
managed to get on-street drinking down by about 90%. 
 
David Amess MP: Could we have details about that then, because we are looking for examples of good 
practice… 
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Dr Paul Cosford: Yes, Leon Livermore – the trading standards guy in St Neots. You can Google it and 
find lots of information, it’s a really good example. They monitored it - I’m enthused about this because 
it’s really interesting. They monitored it by looking at street litter on a Friday and Saturday night and 
the numbers of alcohol cans and they got a huge reduction, it was really interesting. But it was very 
local and so you know I agree localism may not be all it’s cracked up to be in all circumstances, but if 
we can get local alliances together and get examples that we can provide for local systems that come to 
us for advice without being seen as being top down and doing all the performance management stuff 
that everybody’s just waiting for us to do and then criticise us for, then we might get somewhere… 
 
Andrew Langford: Yes, but what I’d say is the street litter and what ever else is a good way of 
measuring it, and I think it is important to concentrate on the young, but as Roseanna quite rightly 
highlights, the middle aged and the elderly are also suffering from alcohol problems, so let’s make sure 
we cover the whole population and not (as the press will continue to do) concentrate just on young 
troublemakers or homeless people.  
 
Rosanna O’Connor: Absolutely… We’re having internal discussions about where is it we should be 
pitching all our effort, and I’ve got a sort of working title for this piece of work of ‘Stop Kidding 
Yourself’ – aimed at the general public out there or probably, you may well think you drink within the 
drinking guidelines but I suspect you probably even kid yourself – I know I tend to… 
 
David Amess MP: I’m the first to admit it, and you see that now in the House of Commons, which has 
changed out of all recognition and it’s all gesture politics, you just go round from one reception to 
another and you walk in and the alcohol is there – even the health promotions have got it.  
 
Rosanna O’Connor: So right there, at the heart of our culture, lies a very significant challenge. 
 
Dr Paul Cosford: Absolutely. And there are some really good, sensible things we can try and get into 
our public facing messages that are aimed at people like us. Things like alternating an alcoholic drink 
with a non-alcoholic drink and buying small wine glasses. It all helps, there are some simple messages 
– have two or three alcohol-free days a week at least if not more… a whole range of things we can try 
and get into our public messages.  
 
David Amess MP: I will go back to my original question though: why is it that this is one area where 
things have got worse – in liver disease? 
 
Dr Paul Cosford: We haven’t solved the problem of obesity.  It also isn’t the only area that’s got worse, 
I can find you some more but… TB is an area that has got worse in this country too, I’ll show you the 
graph before you go and see if I can get you enthused about doing something about that. 
 
Andrew Langford: The reasons for that are far more obvious than they are for the epidemic of liver 
disease.  
 
Rosanna O’Connor: When you see the availability of alcohol and the relative price of it, you’re not 
particularly surprised at the graph I think… 
 
Dr Paul Cosford: I can think of a lot of things… I mean we are doing masses on the viral hepatitises but 
they’re probably not the key driver of the increase that we’re seeing from alcohol and obesity. I think 
we have a problem because the rates of severe liver disease reflect alcohol consumption from 10/20 
years ago, and even if we sort out alcohol consumption now we’re going to see an ongoing increase of 
liver disease probably for a decade or more… 
 
Rosanna O’Connor: It’s very depressing. 
 
Andrew Langford: Well, it might help if we had better early diagnosis  
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Dr Paul Cosford: Well that’s true. 
 
Andrew Langford: Part of the problem with liver disease is that the majority of people don’t get 
diagnosed until well into their disease, so the issues around public health and particularly prevention 
agendas and early awareness are what I’m hoping you’ll concentrate on. 
 
Dr Paul Cosford: And that may be where a liver campaign of some kind could come in – we talked at 
the outset about whether there should be a liver lead and a liver approach as opposed to an alcohol, 
obesity and viral hepatitis approach and debated the pros and cons of that – but raising awareness for 
early diagnoses, because liver disease presents with symptoms that are not obvious for a long time, 
may be something we should consider more carefully. 
 
Dr Harry Rutter: And this is certainly something we looked at. Mea culpa, we did mess up on the 
invitation list – it was a first, small scoping workshop, the start of a longer process and you’ll get an 
invitation in due course… 
 
Andrew Langford: There is a history to this. This is what happened with the Department of Health, 
with Martin Lombard and the whole liver strategy. Let’s not repeat mistakes. Considering where you 
came from I’d have expected you to know about the British Liver Trust and what an important role it 
plays in NAFLD. 
 
Dr Paul Cosford: But that does reflect the fact that we did have a public health system that was rather 
disjointed, rather dissipated across a whole range of organisations, and so one of our opportunities is 
bringing that together… 
 
Charles Gore: And it may be that this comes back to our discussion at the very beginning about 
coordinating activity on the liver.  
 
Andrew Langford: I think particularly for you two, looking at obesity, the amount of calories that 
people take in because of their alcohol consumption. We need to start looking at overlaps like that 
because unless we start to do that we’re not tackling the problem in the right way. 
 
NB: Here, the written evidence sessions raise the issue of the necessity of linking together the 
overlapping factors between different causes / areas of liver disease – e.g. curbing alcohol 
consumption with the aim of also curbing obesity… 
 
Rosanna O’Connor: One of the helpful things is now having alcohol in the health check, if we can get 
GPs to do it properly. There is that saying isn’t there that you know you’ve got a problem if you drink 
more than your GP. So there is a cultural challenge there for GPs to be required and for the expectation 
to be that that is very much part of what they do… 
 
Andrew Langford: Could I suggest that the cultural challenge is actually getting people to ask for the 
health check – we know full well that relying on people being offered is not working.  
 
Rosanna O’Connor: We have seen some good examples actually of ways in which local authorities 
have been instigating health checks, so it isn’t just down to a sort of random visit to a GP but there’s 
active engagement in places very different and other than GP surgeries.  
 
Dr Paul Cosford: If there was a health check on a fire engine in the centre of town on a Saturday 
morning you’d get an awful lot of people taking a health check.  
 
Andrew Langford: That’s what we find, and I know Charles does as well, with our roadshows – we can 
screen people very quickly 
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Dr Paul Cosford: Yes, we’re aware of the fact that if it’s just a letter from a GP it doesn’t have the same 
impact. 
 
Charles Gore: The difference between asking someone to go for a test on the spot and asking someone 
to go for a test is just colossal.  
 
Dr Paul Cosford: In our work on health checks, we’re convinced they should offer a huge benefit if 
they’re done properly and they have an evidence base in all the areas, but we are looking at a range of 
different ways of implementing them as part of our work on that. 
 
Charles Gore: Just on the subject, you’re asking about alcohol aren’t you?  
 
Roseanna O’Connor: Yes, we expect GPs to ask about alcohol, yes. 
 
Charles Gore: Have you thought about actually doing an ALT test as part of it? Because clearly if 
you’ve got raised transaminases that would suggest that you’ve got a liver problem – that may be to do 
with alcohol, it may be to do with obesity, it may be to do with viral hepatitis…and I think that might 
be interesting, particularly when you are also asking people effectively to self-report on their alcohol 
content. It’s a very simple, very cheap test.  
 
Dr Harry Rutter: Well one of the things we had a quite lengthy discussion about (I can’t remember the 
specifics of it) was that there’s a range of possible tests, some of which use a single blood test 
combined with age and various other things to give a sort of score, and absolutely these are things that 
we’re looking at. We’ve had one meeting and it’s early days so I don’t have any answers on that, but 
definitely from the perspective of picking NAFLD up there’s clearly work that needs to be done in 
finding the most appropriate tools to do that. 
 
Dr Paul Cosford: I think it’s fair to say that at this stage screening for liver function tests is not 
something we see as an effective screening test for liver problems, but we can certainly go back and 
have a look at that. The problem that often seems to get encountered is that often a GP knows 
somebody’s drinking heavily and they’re not accepting it, and they say well lets do a liver function test, 
and they manage to persuade them to have it and it comes back with a normal range but we know 
they’re drinking heavily and it’s then unhelpful in that circumstance, but there’s a range of things we 
need to look at that… 
 
Charles Gore: Well the thing is actually to do it first – then it comes back normal and you don’t have to 
bring it up and you’ve just got it done. The point is it does pick up some viral hepatitis too and is an 
indicator and is very simple, and if we’re trying to do liver together… “one of the things about liver 
disease is that it really does impact the lower socioeconomic groups hardest. And actually if you’re 
looking to improve the health of the poorest fastest, liver disease is actually an area – possibly the area 
to make a big difference…” 
 
Dr Paul Cosford: So, if you were to make a recommendation that we should look again at the evidence 
that I’m sure we would welcome that. 
 
Charles Gore: That would be great, because I did approach Kevin about this. I mean it was literally 
right at the beginning he’d just got here in February I think, and he said I think we possibly need to 
sort out getting health checks to really work properly before we start introducing further elements. 
 
David Amess MP: Our time is pressing now, but at our last evidence session we spoke about GPs who 
are extremely well paid now as a result of our stupidity of some years ago caving into the contract, but 
we took evidence on the fact that it’s a bit disappointing the way GPs treat patients with difficulties, 
fail to diagnose them all the rest of it… Now do you have any ideas on how that could be changed?  
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Dr Paul Cosford: I think it depends on the client group. Particularly I do think – and it also depends on 
the GPs (in defence of GPs there are some fabulous ones who will do this really well).  
 
David Amess MP: Well we now have GPs as colleagues and they’re all very different, with different 
egos and I can say that first hand!  
 
Dr Paul Cosford: We are now looking at how we might extend the work that we’ve done on TB and 
homeless people to hep C and HIV, and possibly some other things like giving them the flu jab because 
that might just help them to survive the winter and a number of other things… You talk to the people 
who you’re aiming to serve there and they’ll say ‘well I went to the GP and there was a sign above the 
surgery saying ‘I only deal with one problem at a time, you’ll need to make two appointments if you’ve 
got more than two problems…’. And that is something that happens in some practices… 
 
David Amess MP: You are joking! 
 
Dr Paul Cosford: Yes, there are issues about access for homeless people with multiple problems to 
normal healthcare, and likewise if they are in A&E sipping from a can of strong lager and it’s a bit 
smelly it doesn’t go down well… and for founded reasons because the vulnerable 80 year old might 
feel vulnerable sitting next to them, so we have to think about delivering health services in a different 
way, which is why we’ve got a mobile unit for diagnosing and supporting people with TB across 
London. 
 
David Amess MP: You do want to get this message across about TB don’t you! 
 
Dr Paul Cosford: I do. The point here is that we think it’s also a model that can work in hep C, and 
possibly for a wider group of diseases as well and may be a model – and we’re just looking at the 
possibility – that could work for other under-served groups and meet their needs, like gypsy traveller 
groups or others, but that’s I think a bit more questionable.  The answer though to your question about 
GPs which I think you originally asked, is yes there are a number of different ways we need to 
encourage our GP colleagues, through commissioning groups, through health and wellbeing boards 
and others, to think about delivering services in different ways for different people, and there are 
some for whom we need to create a different model for delivering primary care – that is my view. And 
sometimes GPs are leading that delivery of services in a different way, sometimes it’s an enthusiastic 
specialist who sees an opportunity with a van and an X ray machine and some point of care testing and 
gets enthused about… 
 
David Amess MP: Do we send out letters to the GPs saying that you’ve got to do better on liver disease 
and it goes unread or does it not work like that anymore? 
 
Dr Paul Cosford: It doesn’t quite work like that. I meet with Bruce Keogh on a regular basis and his 
medical lead so we do have contact on a professional leadership level across the organisations and 
then we’ve got discussions about what the NHS needs to do to deliver our public health priorities 
through the section 7a agreement but that doesn’t cover all of these things that we’re interested in. 
So…there’s a number of different ways that we have to do it. Health and wellbeing boards are actually 
potentially very influential… they should be able to assess these needs at a local level and be a means 
to bring the public health expertise from the DH, the local government, the CCGs together at a local 
level and agree to move forward… 
 
David Amess MP: So what was your idea with hep C you said it could work like TB – what are we 
talking about, a roadshow, an embarrassing bodies idea or…? 
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Dr Paul Cosford: No I’m talking about a very specific service that’s provided in London at the moment 
for homeless people which is a van that goes to every soup kitchen, every place that homeless people 
congregate… 
 
David Amess MP: This van is going round now?  
 
Dr Paul Cosford: The deal is – they make the deal with the soup kitchen or whichever organisation it 
is, and then that person goes through the van and has an x ray before they go and get their soup. If it’s 
positive then they get the treatment and the point is that we could also put a hep C test on the van as 
well and a HIV test and get at that population in a different way, but it’s only one model… 
 
Charles Gore: It sounds like we’re running out of time, and I’ve got two quick questions, just  to 
comment on that… We work very closely with them. For example, we literally park next to each other 
because we’ve got a van for hep C and we do a lot together, and it’s a question of whether your new 
van is going to be able to do bloods because the current one actually isn’t, so that’s one of the reasons 
we need to go round together in tandem. If this is your topic I’d love to come and talk to you about 
where we go with that in the future because I think we have very similar visions… We have our testing 
van, and we go outside London too. 
 
Dr Paul Cosford: We’re very keen to do that… And that’s a really good example of the public and third 
sector working together isn’t it, and we need to do more. 
 
Charles Gore: Can I ask you two quick things on hepatitis B? I don’t know how it works, I don’t know 
whether you have the remit to require a JCVI (Joint Committee on Vaccination & Immunisation) to look 
at universal vaccination again, and anyway what is your view on universal vaccinations? 
 
Dr Paul Cosford: On JCVI we provide the scientific secretariat and we also can influence and suggest to 
the DH that the Secretary of State might ask them to look at an issue because, as you know, if a 
Secretary of State has asked them to look at an issue then their conclusions have to be implemented. 
We can ask them to look at it and come to a view anyway, but it’s only if it’s been formally requested 
that it gets to be implemented. The view on hep B vaccination when JCVI last looked at this is that our 
selective programme is working pretty effectively and that to extend it to universal vaccination is 
probably not cost-effective, and that’s a well-established view that we have at this stage. The question 
now would be whether we should ask JCVI to revisit that. Personally I’m reasonably convinced of the 
position that we have at the moment being a reasonable one, but again I’m sure we will have a view on 
which to say something in your report. 
 
Charles Gore: OK so you feel that our coverage of at-risk groups is close enough to 100% that…would 
you like to go on the record as saying that Mr Cosford?! 
 
Dr Paul Cosford: What I would go on the record as saying is that the balance between effectiveness 
and cost-effectiveness as was last looked at by JCVI favours our current approach to targeting at-risk 
groups, universal testing ante-natally and then post-exposure vaccination in any child born to a 
mother with hep B, and the approaches that we’re talking with people who inject drugs and men who 
have sex with men and so on and that that approach appears to be being reasonably effective in terms 
of hep B prevalence across those different groups. That’s not to say that we shouldn’t have a look at it 
though – as I say I’m sure you’ll take a view as to whether we should or not. 
 
Charles Gore: And finally, we have suggested to DH and the Government actually that they might like 
to look at the idea of effective elimination of hepatitis C in the UK. Do you have any views on this, is it 
something you support? Because the Government will come to you and ask you for a view.  
 
Dr Paul Cosford: I haven’t done the theoretical work to think is there a potential means of elimination. 
I know that we’re working very hard on the prevention, improved testing, awareness raising and 
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treatment. My view at the moment is that the thing we’re doing least well in all of those is getting 
people into treatment and that’s partly behind my answer to you on hep B: where are we really facing 
the biggest problems and where could we make the biggest difference is in creating those pathways of 
care whereby people getting tested get into treatment for hep C, because  the current levels of with 3% 
of people chronically infected per year under treatment just seems to me to be unacceptably low and 
there’s much more we can and should do about that. If theoretically that would lead to elimination that 
would be brilliant of course. And if I get convinced that something can be eliminated by a systematic 
process I’ll do what I can to make that happen – I haven’t seen that evidence yet.  
 
David Amess MP: Can you provide this evidence? 
 
Charles Gore: Yes, I think we can, some of it, I mean certainly with treatment rates approaching 100% 
cures now and much simpler regiments…the reason for very low treatment rates is multi-factorial. 
Partly it’s low diagnosis rates, partly it’s misinformation, partly it’s the fact that the treatment is pretty 
difficult to tolerate. With all those things potentially changing and people understanding that actually 
you take a pill a day for 12 weeks and it’s gone, there’s much more incentive: it then becomes much 
easier to treat in prison, much easier to treat in quite chaotic circumstances.  
 
Dr Paul Cosford: Absolutely. And we tend to measure success in prisons as somebody’s had a referral, 
well ok that’s important but I’d much rather we had the models where the specialist liver nurse as part 
of the wider liver team is going out there and seeing the people who have had a test and making sure 
that people who are eligible for a test or who need one get tested and getting them into appropriate 
treatment. So we need to be much smarter on where the models are that work well and getting them 
spread and that’s part of the work we need to do with the NHS and others. 
 
Charles Gore: Well potentially it’s an area where you could do something absolutely positive for 
somebody in prison. They could come in and you could test them, treat them and they would go out 
without hepatitis C, so in at least one area of their life they’re definitely better off. 
 
Dr Paul Cosford: We do have pretty good rates (I’ve got a figure somewhere) – as to the proportion of 
people who get tested on reception into prison, and it’s not insignificant particularly at the hep B level 
– it’s something around 50 – 75%. 
 
Charles Gore: Of testing around hep B? I’m sure that’s not right…my understanding was there’s a lot of 
vaccination and almost no testing! 
 
Dr Paul Cosford: Sorry, yes that’s vaccinations. 
 
Charles Gore: And in fact that is an issue because people are not tested for hep B and the result of that 
is  that, although the vaccination is great and almost every time you go in and out of prison you have 
vaccinations, unfortunately you may already have chronic disease so this is one of the areas that needs 
a bit of sorting out to be absolutely honest, but now there’s agreement between you and NHS England 
and NOMS to do opt-out testing for everyone. That is really a fantastic step forward and I applaud your 
offender health team for pushing this. 
 
Andrew Langford: What would be very helpful to know for our evidence is (if you have so much 
expertise) in your opinion, if we’re looking at the next five years, what two things do you think that we 
should do to start to reverse the trend of liver disease? 
 
Dr Paul Cosford: Well they’ve got to be based on alcohol and / or obesity and we will do the stuff on 
hepatitises anyway, no question, and off the top of our heads… 
 
Dr Harry Rutter: I mean we’ve hardly touched on obesity, which is a much bigger issue than this, and 
no country in the world has cracked obesity. There’s a whole load of activity taking place, we are 
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ramping it up, there needs to be more, but the mainstay in terms of prevention is doing more about 
obesity. At the same time clearly we need to improve the interface between the preventative work and 
the clinical work to tackle non-alcoholic related liver disease and the alcoholic liver disease – all of 
these interfaces between the prevention and the treatment. For NAFLD I think we’re at early days in 
that and there is a lot that still needs to be done. We had meeting, to which not all appropriate 
stakeholders came, but we’re starting a process and I’m actually very optimistic about that process 
because we will identify I think fairly rapidly some fairly simple things that can be done, there will be a 
slower process of identifying the more complex and difficult things to do but I think focusing close 
attention on the problem and linking together the public health and the clinical the preventative and 
the treatment sides in a way that I don’t think has happened before, is from my side of things the most 
important thing to happen. 
 
David Amess MP: When you said no country in the world has cracked obesity I beg to differ with you. 
The health select committee went to Cuba, and we discovered first-hand the reason there’s no obesity 
there is the food is so dreadful they’re all anxious about eating. And if you look at China…. 
 
Rosanna O’Connor: What was your recommendation from Cuba then? 
 
David Amess MP: Well we all got very sick. I’m being cynical now it’s the way the country was run, but 
the Asian countries… 
 
Dr Paul Cosford: China is taking off in obesity rates actually, though it’s much lower than we’re at, at 
the moment. 
 
Dr Harry Rutter: It’s much lower than us but they are all taking off.  
 
David Amess MP: Well that’s because they’re becoming Westernised, we’re corrupting them! This is 
simple: the reason there’s an obesity problem is because the food and drink manufacturers don’t sign 
up to anything and it’s all to do with the taste buds essentially. This isn’t rocket science. We don’t need 
investigations or analyses - it’s very easy to see what is going on. It’s solutions we want.  
 
Dr Paul Cosford: To go back to the two things we might do, I’m not sure whether to say minimum unit 
pricing, you know I’m so affected by the fact that there’s such a debate around it that I might be being 
pushed too far that way, but something around the availability and advertising to children of high 
energy-dense foods would be I think one of the most important things that would begin to change the 
culture. 
 
David Amess MP: Interrupting you there, we had the three departments come and give evidence, none 
of them would agree to it. And that was three government departments – ministers talking for the civil 
servants and they wouldn’t agree to it.  
 
Dr Paul Cosford: There’s some evidence from the unit in Cambridge where they’ve looked at the 
number of fast food outlets – not only the children but people on route to work – pass and the 
maximum was something like 120 in a normal… 
 
David Amess MP: I absolutely agree with you, but McDonald’s were sponsors of the Olympic Games 
and it’s just… we know what the problem is but we won’t do anything about it! You said do you drink 
too much and do I drink too much, so we know what the problems are, it’s just the solutions we’re 
lacking. I’m very frustrated – I haven’t heard anything original 
 
Dr Paul Cosford: Local authority planning around the fast food outlets and stopping advertising to 
children of fast foods I think would be two things, not original but perhaps we know what to do we’re 
just not doing it. 
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Rosanna O’Connor: If you look at how successful public health has been in terms of smoking, I think 
20 years ago we couldn’t possibly believe that we could be in the place we are now, with smoking but 
we are. That’s one thing that gives me hope around alcohol. I used to be an absolute oddity as a young 
person that I didn’t smoke. Now barely anybody I know smokes.  
 
David Amess MP: This is a déjà vu moment because at our last evidence session we spoke about it. I 
was on the health select committee on which we took evidence about smoking. I didn’t think it was 
going to work and I am staggered, so it’s frustrating that if it worked there, why can’t it work here?  
 
Rosanna O’Connor: Well let’s find a way of applying the same approaches to both alcohol and obesity.  
 
David Amess MP: Well please come up with some original ideas. We are frustrated that things aren’t 
getting better. 
 
Jane Cox: May I circle back just briefly to the Liver Strategy, just because it’s so fresh that the 
Government said they’re not going to do it. What involvement does Public Health England have with 
NHS England in making that decision?  
 
Dr Paul Cosford: I don’t think we were involved with them in making that specific decision. I can’t be 
sure that anybody else hasn’t had those discussions. 
 
Jane Cox: Would you have an opinion on it?  
 
Dr Paul Cosford: Well we discussed this at the outset, the fact that up till now our view would have 
been that the way to tackle liver problems is to tackle the causes of the liver problems and we need a 
really strong alcohol strategy, a really strong hepatitis approach and a really strong obesity strategy. 
There’s much more that we need to do to get those right, but the question is whether having a single 
overarching strategy helps further and actually just this discussion has helped me to crystallize a view 
that there is certainly scope for us doing much more coordination across the things that impact on 
liver disease. I think the bit that needs me to be a bit more convinced – and I might well get there 
having had this discussion and others - is that liver disease achieves that currency with all the people 
that it needs to have, as opposed to alcohol obesity, viral hepatitises etc. The needs to be raising 
awareness and making people think ‘we really need a liver strategy because of this problem’, and 
we’re not quite at that position yet. So that might be – again from your work – that might be something 
that could really help us to get to that point. 
 
 
 
 
 
 
 
 
 
 
 
 


